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ABSTRACT 

Women's voices are usually absent in the iiterature on women's health in developing 

coumies. We know little about women's own concerns about their health, the ways in which 

they understand the problems they experience, how they cope and what changes they think 

would help to improve their health. The information on women in developing countries is 

typicaily provided by academics, heaith professionais, non-governmental organizations and 

policy makers. We do not know whether this captures the views of women themselves. 

Moreover, explmations of women's health often rely on biomedical and culturaVbehavioural 

models and we do not know whether these reflect women's own approaches to understanding 

their health. 

The research reported here documents the health problems and concerns of Ghanaian 

women. Using the concept of the sociai production of illness, the research also aimed to 

determine whether women traced their health problems to the social and matenal conditions 

under which they lived. The data are drawn fiom semi-stnictured interviews with 75 women 

in Kpando, a community in south-eastem Ghana. The data show that, when asked to talk 

about their health, women do not dwell on reproductive health issues. Rather, they emphasize 

"worrying too much" and '?hinking too much", as well as a range of physical health 

problems. In their expianations of health problems women taiked about their roles in sociai 

reproduction and production and about the links between their social relationships and their 

hedth. In order to perform their roles and avoid disrupting household organization, women 
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relied on short term coping mechanisms, especidy painkillers. In the longer term they cdled 

for an improvement in the situation of women through social structural changes - better 

access to education, jobs and credit. The research findings prompt questions about commoniy 

held assumptions about women in the developing world and they illustrate the value of 

listening to the voice of  women. 



ACKNOWLEDGEMENTS 

In the process of writing this thesis many people assisted me. I wish to thank them 

d l .  1 thank the members of my thesis committee for the various ways in which they guided 

me in the writing of the thesis. 1 am heavily indebted to my supervisor Professor Vivienne 

Walters for her willingness to go beyond her supervisorial responsibilities to support me 

constantly throughout my graduate student career at McMaster. 1 thank her very much for 

being patient, tolerant, encouraging and thorough. I gained a much broader insight into 

wornen's issues fiom Dr. Susan French's howledge of and experience with women 

worldwide. 1 thank her for her encouragement, her valuable suggestions and her time. 1 also 

wish to thank Dr. Pam Sugiman for being a special niend to me and for helping to sharpen 

my sensitivity to questions of gender. In addition, 1 would like to thank Dr. Margaret Denton 

and Dr. Dorothy Pawluch for their constant interest in my work and concem for my welfare. 

am also very grateful to Dr. Jane Aronson for always being there for me. 

1 would like to express my sincere th& to Delia Hutchinson, Coordinator, Labour 

Smdies Programme for always being pleasant and for helping in the typesetting and in the 

final production of this thesis. 1 wish to thank Ms. Jackie Tucker, Corinne Jehle, Olga 

Cannon and Kim Sardella for the different ways in which they helped to make my stay at 

McMaster a very good experience. 

This thesis was made possible with financial assistance fiorn various sectors. 1 would 

like to thank McMaster/CCDA for assisting with my tuition throughout my programme. 1 

Graduate Studies for offering me a grant to help pay for my journey back to Ghana to 



conduct my research. 1 am also grateful for the hancial support 1 received fkom the Social 

Sciences and Humanities Research Council (SSHRC); through a grant to Dr. Vivienne 

Walters 1 was supported for much of my doctoral programme and most of the costs of rny 

research. 1 am ako most grateful to The Students Financial Aid and Scholarships Office and 

the Chaplaincy Office of McMaster University for fmancîdly assisting me during the last 

few months of my programme. 

This thesis could not have been easily written without the assistance of people in 

Ghana. 1 thank Dr. Chns Abotchie of the University of Ghana for his advice while 1 was in 

the field. 1 thank Mr. Kabu of Information SeMces, Ghana, Mr. Tamakloe, of Kpando 

Library Board and Mrs. Dzakpasu, Ghana Education Service, for their help in contacting 

women for my interviews. Most importantly, I offer my sincerest gratitude to al1 the women 

in Kpando, especially the 75 women who constituted the sarnple for this thesis. Without 

them this thesis would not have been. 

1 wish to thank d l  my colleagues who are too numerous to mention here. However, 

1 would like to mention my fiiends Dr. and Mrs. Gifty Larbi-Korang, Cheryl Jackson, 

International Students' Advisor and Bethy Kitson for their support throughout my graduate 

program. 

Finaily, 1 would like to thank my family for helping me through this long academic 

journey. 1 reserve specid th& for Alberî, my husband, for his unending support, tolerance 

and patience throughout my program, especially while 1 was writing my thesis. I thank him 

very much for his long hours of babysitting, his suggestions and his willingness to proof read 



my chapters. I thank my son, Elorm, for whining, harassing me constantly and crying 

endlessly for attention each time he saw me sitting behind the cornputer. Elorm made me 

realize al1 the more the necessity of finishing this thesis on tirne. My parents Nicholas Avotri 

and Juliet Anomah believed in me and encouraged me to go for my dreams and 1 thank them 

for that. My mother has aiways been my rock. 1 am very grateful for her support throughout 

my education, especially during my stay in the field and the final stages of my thesis. My 

brothers, Dr. Chris Avotri and Eric Avotri deserve special mention for their support 

throughout my education, especially for helping me to bring my mother to Canada to help 

with childcare while 1 finished my thesis. Finally, 1 am gratefui to Mr. Sylvester Tamakloe 

for his support since fiom my undergraduate years. 

For the many who have helped me in different ways but whom 1 have not mentioned, 

as the Ewe saying goes "if you hear the cockcrow at the dawn of tomorrow, know that 1 am 

thanking you ail." 

vii 



CHAPTER 1: 

CHAPTER 2: 

CHAPTER 3: 

TABLE OF CONTENTS 

I[NTRODUCTION ..................................... 1 

............. CONCEPTUALIZING WOMEN'S HEALTH 7 

..................... Defming Women's Health Problems 7 
............................. Reproductive Health 7 

Other Health Problems ........................... 10 
MentalHeaith .................................. 12 
Sources of Data ................................ 15 

.................................. Explanatory Models 18 
The Biomedical Mode1 .......................... 19 
CuituraYBehavioural Explanations ................. 22 
The Social Production of Illness ................... 23 

............... The Social Production of Women's Health 28 
.............. Domestic Work: Social Reproduction 29 

. . . . . . . . . . . . . . . . . . . . . .  Wornen's Role in Production 34 
The Research Problem ............................... 39 

Socioculhir~I Perceptions and Images of Women in Ghana . 45 
...................................... The Household 48 

Social Reproduction: 
Women's Work Activities in the Household . . . . . . . . . .  51 

.................... Households Headed by Women 56 
Production: 

uicoming-Generating Activities of Ghanaian Women . . 58 
. . . . . . . . . . . . . .  Barriers to Wornen's Productive Work 63 

.................... The Structural AdjustmentProgram 67 
.............. Women's Health and Well-Being in Ghana 74 

............................. Summary and Conclusion 84 

viii 



CHAPTER 4: METHODOLOGY AND FlELD EXPERIENCE ......... 89 

TheStudyArea ..................................... 89 
Interviews 

.................................. The Sample -97 
Participant Observation and Group Discussion .......... 103 
Experiences in the Field 

Concerns Before Entry h o  the Field .............. 106 
Gaining Entry ................................. 109 
Gaining the Trust of Women . . . . . . . . . . . . . . . . . . . . .  110 

Interviewer/Interviewee Relationship 
Encouraging Interviewees to Ask Questions . . . . . . . . .  115 
Maintainhg Relations in the Field ................. 116 

................. The Stresses and Strains of FieId Work 118 
Leaving the Field ................................... 120 

. . . . . . . . . . . . . . . . . . .  CHAPTER 5: WOMEN'S HEALTH PROBLEMS 124 

The Main Health Problems Reported 
The Psychosocial Health of Women: 

"Thinking Too Much" and 
. . . . . . . . . . . . . . . . . . . .  "Wocrying Too Much" 125 

....................... Physicai Health Problems 134 
. . . . . . . . . . . . . . . . . . .  Reproductive Health Problems 140 

........................... Women's Health Concerns 144 
............................ Summary and ConcIusion 150 

CHAPTER 6: HOW WOMEN UNDERSTOOD THEIR HEALTH . . . . . .  153 

Women's Tukura" 
An Unequal Division of Labour . . . . . . . . . . . . . . . . . .  156 

........................ Multiple Work Activities 159 
"We are both the Mother and the Father" . . . . . . . . . . .  163 

. . . . . . . . . . .  The Health Hazards of Wornen9s Daily Work 167 
The Effects of Financial Problems on Women9s Health .... 179 

............................ Summary and Conclusion 188 



CHAPTER 7: RELATIONSHIP PROBLEMS ....................... 1 9 1 

Relationships with Men 
Physical and Verbal Abuse ...................... 196 
The Gendered Division of Househoid Labour ........ 200 
Mdelity of Partners ........................... 204 
Effects of Polygynous Marriages on Women ....... -207 

Mothers-in-Law ................................... ,210 
Lonehess and Feelings of Isolation .................... 213 
Motherhood is Maddening ........................... 216 
Summary and Conclusion ............................ 222 

COPING MECHANISMS AND SUGGESTIONS FOR 
CHANGE ....................................... -225 

.................................. Methods of Coping 226 
Medication 

Reliance of Western Medicine .................... 229 
The Importance of Painkillers to Women: 

....................... "abrewa bebor bail" 234 
........................... Traditional Medicine 238 

................................ Reliance on Religion 241 
................................. Reiiance on Alcohol 244 

..................................... Social Support 248 
Suggestions for Change 

........................... Better Medical Care -256 
Education and Jobs: Jobs=Health . . . . . . . . . . . . . . . . .  258 

............................. Loans for Business 261 
. . . . . . . . . . . . . . . . . . . . . . . . . . . .  Summary and Conclusion 265 

.................... CHAPTER 9: SUMMARY AND CONCLUSION 268 

APPENDIX 
............................... INTERVIEW GUIDE 313 



CHAPTER 1: INTRODUCTION 

Since the Decade for Women was launched by the United Nations in 1975 interest 

in women and development has grown substantially. One aspect of women's lives that has 

received increased acadernic and policy attention is women's health. The Primary Health 

Care (PHC) programs initiated der the declaration of "Health for Al1 by the Year 2000" at 

Alma-Ata in 1978 emphasized the importance of women's health. As a result, in the 1980s 

a variety of PHC initiatives were specifically undertaken to improve women's health. Most 

of these efforts focused on women's reproductive heaith creating the impression that matemal 

health problems were the only, or at least the most important, health problems women faced. 

M e r  several years of PHC initiatives, researchers and policy rnakers have started 

to assess what they have learned so far and to raise questions about what else can be done 

to improve women's health in developing countries. Scholars interested in women's health 

are starting to realize that aspects of women's health status other than reproductive health 

require attention. The importance of a broder understanding of the determinants of women's 

health status is being increasingly stressed, especially as structural changes in many 

developing societies are exposing women to new situations which are hazardous to their 

health. The biomedical mode1 is being questioned and the importance of social determinants 



of women's health is being acknowledged. This dissertation follows in this new direction 

being charted in women's hedth. It examines women's health problems in the developing 

world in terms of the social production of health and illness. 

This study documents women's health problems and aims to understand the links 

between women's health problems and the nature of women's lives. The research seeks to 

articulate the views of women themselves by enabling women to talk about their health 

problems and concerns. Traditionaily, academics, health professionais, non-govemmentai 

organizations and policy makers have dominated discussions of women's health. The voices 

of women themselves have rarely been heard. We know ver-  littîe about women's own 

concems, how they understand the health problems they experience, what they feel 

influences their health, how they cope and what they think would improve their health status. 

This type of research is relatively new in developed countries and is even less common in 

developing countries. 

In order to explore my questions about women's health, 1 conducted research arnong 

women in a Ghanaian community over a period of five months. This thesis reports on 

women's accounts and shows how their health was linked wirh their roles in biological and 

social reproduction and productive activities, and how it was also Wuenced by social 

relationships. The interviews illustrate that women viewed health in a holistic manner. In 

their explanations of the causes of health problems women rarely relied on the biomedical 

or cultural-behavioural perspectives which tend to focus on biological causes or individual 



blarne. The women 1 interviewed saw their health in the context of the social and materiai 

conditions of their lives. To them, health cannot be considered outside or separate fiom daily 

life. 

The study is divided into nine chapters. In Chapter Two 1 review the general 

literature on women's health, providing a context for this study by highlighting certain key 

problems in the existing literature. I also explore the theories that academics and policy 

makers use to understand women's health statu. 1 start by looking at the ways in which 

women's health in developing countries has mainly been constructed in biological 

reproductive terms. Insofar as other aspects of women's h e m  have been studied, the focus 

tends to be on physicai illnesses. Because women's health in developing countries has been 

explained mainly in biological and cultural-behaviourai terms, the result has been a partial 

explanation of why women fail ill. 1 argue that the social production of illness perspective 

is broader and more usefûl in terms of understanding women's heaith. 

In Chapter Three, 1 situate the research in the Ghmaian social context and present 

a general picture of the life of Ghanaian women. 1 examine the social structures which 

impinge on women's lives and discuss socioculhual perceptions and images of Ghanaian 

women. The chapter considers women's roles and responsibilities in the household and their 

income-generating activities both at home and outside the home. 1 also outline the barriers 

that women encounter as they go about their productive activities. 1 further examine the 



impact of the Structural Adjustment Program on women's lives. The chapter ends with a 

sketch of the general health situation of Ghanaian women. 

The research was conducted in Kpando, Ghana, West Afnca and in Chapter Four 

1 describe my methodology and field expenence. The data are qualitative; the aim was to 

allow women themselves to talk about theù health problems and womes. In-depth interviews 

were conducted in the local language and Chapters Five, Six, Seven and Eight present the 

results of the research. Chapter Five focuses on women's own accounts of the types of health 

problems they experienced or womed about. The heaith problems they mentioned were quite 

different fiom those emphaskd in the literatme on women's health in developing countries. 

Women understood their health in broad tenns, relating it to the social and material 

conditions of their day-to-day lives. In Chapter Six 1 show how women linked their heaith 

to both their work and their poor financial situations. Women explained that their heavy 

work loads and multiple work activities made them ill. Even where they engaged in 

significant productive activity, they did not make enough money to maintain their 

households and this added stress to their already difficult lives. 

Chapter Seven continues the discussion of how women understood their health and 

documents the links women made between their health and their relationships with their 

partners, children and other members of their families. The women said theit relationships, 

especially those with their male partners, were sometimes characterized by conflict and this 

negatively afTected their well-being. The discussion points to the ambivalent nature of 



women's relationship with men and argues that although men are very important in women's 

lives, they are at the same time a source of codict  and stress for women. 

Women's coping mechanisms and their suggestions for change are the focus of 

Chapter Eight. 1 examine the various ways in which women said they coped with their 

problems on a day-to-day basis. Medication, especially the use of painkillers, is one method 

by which women coped. The women said their roles were indispensable to the smooth 

nuining of their households and since they could not afFord to disrupt the household 

organization, they relied on painkillea so that they could continue to work. Other sources 

of coping for women were alcohol, religion and social support fiom relatives and friends. 

The chapter fùrther looks at the suggestions women made to bring about a more enduring 

improvement in their lives and health. While some women suggested better medical care 

facilities, many of them suggested better education and jobs and emphasized the need for 

income-generating activities and access to credit and other resources. 

Chapter Nine is the conclusion of the study and it ties together the arguments of the 

thesis. In this chapter 1 summarize my research findings. 1 reflect on what my findings can 

contribute to questions of theory, methodology and substantive issues on women and their 

health. 1 also discuss the implications of my fidings for fuhue research and policy making, 

particularly in relation to women in deveioping countries. This chapter M e r  shows how 

new insights fiom my study reveal flaws in the assumption that policy makers and specialists 

on women are the most qualified to tak about women's concerns. 1 point out some ways in 



which we could correct some of these mistaken assumptions and how we might remedy their 

effects on policy making and implementation. 



CHAPTER 2: CONCEPTUALIZING WOMENtS HEALTH 

The research reporteci in this thesis was prompted by my concerns about approaches 

to women's health in the developing world. It has also grown out of my interest in 

contributing to a Mler understanding of the social bases of women's health. In this chapter 

I review literature on women's health in developing countries, showing the limits of the data 

and of the frameworks which are typically used to understand heaith and illness - the 

biomedical and culhiral/behavioural models. My focus here is on generd empincal and 

conceptual issues with respect to women's health. By identimg issues which have barely 

been addressed 1 show how my research was designed to address gaps in our understanding 

of the nature and source of women's health problems. 

DEFINING WOMENtS HEALTH PROBLEMS 

Reproductive Health 

In developing countries the health of women has been constructed mainly in 

biological reproductive tenns. The emphasis in the literature has been on the reproductive 

and child bearing years of women, highlighting the magnitude of matemal morbidity and 

mortality in developing countries (Bimal, 1993; Boerma, 1987; Graham, 199 1 ; Kluffio, 
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1974; WHO Chronicle, 1986; Worid Health Forum, 1986; U.N., 199 1). Matemal rnortality 

rates are as high as 500 per 100,000 live births and are undoubtedly even higher in some 

regions w i t h .  developing counüies. Among the factors that account for this dismal picture, 

are the consequences of unsafe abortions, infections and haemorrhage, ruptured uterus 

(Boerma, 1987; Eades et al., 1993; World Heaith Forum, 1986), and health service factors, 

such as ineffective and inefficient medical treatment (Boerma, 1987; Sai, 1986: 3 1 8; Sundari, 

1992; World Heaith Forum, 1986). As well, adolescent pregnancy, the number and spacing 

of children and childbearing over the age of 35 have al1 been found to be correlated to 

maternal morbidity and mortality (Sai, 1986; World Health Forum, 1986). Studies have also 

identified other sociocultural factors, such as cultural practices and aspects of traditional 

medicine, food and water availability, and education as factors in matemal rnortality and 

morbidity (Bimal, 1993; Boema, 1987). 

As a corollary to the literature, several strategies have been suggested to prevent or 

reduce maternal morbidity and mortaiity. For instance, in the rnid 1980s it was recommended 

that member States of World Health Organization (WHO) should designate matemal 

mortality as one of the global indicators of "Health for Al1 by the Year 2000" (WHO 

Chronicle, 1986). Community-based health care has been promoted, with the goal of de- 

emphasizing high technology and curative heaith seMces and replacing them with programs 

that ensure more accessible care which meets the basic needs of the community. Maternai 

and child health and family planning (MCH-FP) initiatives have become important stnitegies 
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for the promotion of women's health (Sai, 1986). The focus on maternal health has led to 

training for Traditional Birth Attendants (TBAs), the development of appropriate technology 

for preventing maternai deaths, research on innovative prograrns and epidemiological 

research on the incidence and causes of maternal deaths (Ampofo et al. 1977; WHO 

Chronicle, 1986: 179-183; World Health Forum, 1986). In February of 1987 at the 

International Conference on Safe Motherhood in Nairobi, The United Nations Fund For 

Population Activities (UNFPA) and the World Bank adopted 'Safe Motherhood,' a policy 

strategy aimed at improving women's health by preventing matemal morbidity and mortality 

(Paolisso and Leslie, 1995; Rathgeber and Vlassoff, 1993). 

One of the assumptions underlying much research and policy regarding women's 

health in developing counûies is that Third World women are responsible for the rapid 

population growth which has been seen to impede the Pace of development (Adayfio- 

Schandorf, 1990:3; Benneh et al., 1988; Rathgeber and VlassofT, 1993). The provision of 

health and other social amenities has thus been geared towards the control of women's 

fertility. Embedded within this approach are cultural stereotypes of women as mothers and 

wives and consumers of health. This stereotype overlooks vital contributions of women as 

workers, and renders invisible the multiple and complex problems that women face during 

their long productive years as both mothers and workers (Browner, 1989; MacCormack, 

1989; Raikes, 1989; Rathgeber and Vlassoff, 1993). 
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While it is important to focus on women's reproductive health problems, undue 

emphasis on this aspect of women's health may undermine concern about other women's 

health issues. Recent studies have started to assess and criticize the traditional narrow focus 

on women's biological reproductive health (eg . Rathgeber and Vlassoff, 1 993; Raikes, 1 989; 

Paolisso and Leslie, 1995). Researchers have pointed out that the focus on women's 

childbearing functions has led, at the national level, to a preoccupation with matemal health 

care services, while at the international level it has led to a "strong focus on women centred 

population policies" (Rathgeber and Vlassoff, 1993 :5 14). New W e w o r k s  for research 

which consider women's health more broadly, are now being developed. 

Other Health Problems 

Recent studies on women's health in developing countries have identified physical 

health problems which are not directly related to reproduction that women experience. 

Researchers have pointed out that women s&er fiom Sexually Transmitted Diseases (STDs) 

including AIDS (Bassetî and Mhloyi, 1991; Orubuloye, Caldwell and Caldwell, 1993; 

Raikes, 1989:448; Santow, 1995) leprosy and tropical diseases such as malaria, 

schistosomiasis, filariasis, trypanosomiasis (Rathgeber and Vlassof, 1993 :5 13). Women also 

suffer from various types of cancers such as cancer of the cervix and breast (Okojie, 

1994:240 U.N., 1991). Nutritional anaemia, resulting fiom poor nutrition and lack of food 

is not uncornmon (Lado, 1992:801; Raikes, 1989:448). The health risks associated with 
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female genital mutilation such as haemorrhage, tetanus and septicaemia have also been 

documented (Okoj ie, 1994; Santow, 1995: 152). 

Violence against women is now recognized as a health problem and researchers are 

attempting to identify factors which may be contributing to its prevalence in many 

developing countries (Ampofo, 1993: 102- 1 1 1 ; Heise et al., 1994; Ofei-Aboagye: 1994). In 

India and Bangladesh, domestic violence, especially in the form of "dowry murders," is 

rampant; although the police officially recorded 4,835 dowry deaths in 1990 for the whole 

of India, the Ahmedabad Women's Action Group estimates that annually, 1,000 women may 

have been burned alive in Gujurat State alone (Heise, 1993). In Ghana, women are exposed 

to different forms of violence such as rape, battery and assault (Ampofo, 1993). However, 

the laws regarding domestic and sexual violence have been found to be insensitive and 

inadequate to the plight of Ghanaian women exposed to violence. 

For the most part, the literature on women's health problerns in the developing world 

has a s s d  that heaith problems apart h m  reproductive issues, generally affect women and 

men in the same way. Recently, however, researchers have argued that the differences in how 

men and women experience illness have received insunicient attention. They also point to 

gender differences in health problems (Rathgeber and Vlassoff, 1993; Browner, 1989; 

Paolisso and Leslie, 1995; Santow, 1995). These researches note that in addition to the 

biological differences between women and men, women's socioeconomic and cultural statu 

differs fiom that of men. These differences influence health risks and define constraints and 
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opportunhies in relation to solving health problems (Paolisso and Leslie, 199550). For 

example, women's activities such as water collection may expose them to particular risk for 

water-borne diseases, while their firewood collection may expose them to malaria vectors 

(Rathgeber and Vlassoff, 1993:s 16). Moreover, while attention to women's physical health 

problems is, then, expanding to consider issues beyond reproduction, the literature on 

women's health in developing countries has tended to focus on physical health. Less attention 

has been paid to the mental health problems of women. 

Mental Health 

Information on the mental health of women in the developing world is scarce. Smyke 

(1 99 1) notes that it is difficult to draw conclusions about the mental health of women in the 

developing world because most available data are not broken d o m  by gender. Stinson 

(1 986: 125) has also argued that men's mental health problems may be more easily 

recognized than women's because men's problems h d  expression in alcoholism and other 

relatively obvious disorden while women ofien suffier in silence. Furthemore, earlier 

psychiatrie observations in Ghana and other Afiican countries perpetuated the myth that 

mental disorders were not prevalent among either sex, supposedly because the continent was 

devoid of the stressful living conditions characteristic of western countries (Fosu, 

1995:1030). In addition, research on women's mental health may be difficult to conduct 

because of the stigma attached to those who sufTer fiom mental health problems. For 
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instance, in Ghana it is almost impossible for people who have histories of mental disorders 

to find marriage partners, and this may prevent women in particular fiom talking about their 

mental health problems or seeking professional help. 

Despite the poor documentation on the mental health status of women in the 

developing world, some general studies do show evidence of greater mental illness among 

women than previously thought (Smyke, 199 1 ; Stinson, 1986; U.N., 199 1). Shaw-Taylor's 

198 1 study in Ghana found a higher rate of mental iliness among female patients than among 

male patients. The sample for this particular project included femaie patients firom alternative 

health facilities such as the traditional healing centres where mental illness was found to be 

higher among women than men. In Sri Lanka, the suicide rate among women aged 15-24 is 

five times the rate of infectious diseases and 55 times that of deaths related to childbirth 

(U.N. 1991 :93). In other developing countries such as Trinidad and Tobago increasing 

numbers of women are king found to have some form of mental health problem. It has been 

found that admissions to hospital for alcoholism increased between 1970 and 1980 from 

2.4% to 10.0% of al1 female admissions, and other forms of dnig dependence among women 

increased by 300% between 1970 and 1984 (Paitiel, 1993). 

Few studies have noted variations with respect to social indicators such as sex, age, 

marital statu, education, occupation, socioeconomic status or area of residence ( d u r b a n )  

and mental illness. Research conducted in Nigeria (Ebie, 198 l), Kenya (Otsyula and Rees, 

1972) and Ghana (Shaw-Taylor, 198 1) shows a higher incidence of depression, anxiety and 
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psychosomatic disorders among women than men. Behavioural problems, particularly 

alcoholism and drug addiction, were identified as predominant among men (Kisekka, 

1990:3). The age group most likely to have mental health problems is 21 to 30 in Nigeria 

(Ebie, 1976) and 30 to 35 in Ghana (Shaw-Taylor, 198 1). While Ebie (1 976) found the 

highest mental illness rate among manied women in Nigeria, in Ghana, Shaw-Taylor (198 1) 

found higher rates among divorced women, followed by single, separated, widowed, and 

married women. Danquah (1978), in his study of psychiatric patients in Ghana, found that 

the highest rate of mental illness was among those who had received some college or 

university education. Although Shaw-Taylor's (1981) study did not support Danquah's 

findings, she found the incidence of mental illness highest among the employed, especially 

professionals. As well, the urban area was found to exhibit a constantly higher rate of mental 

illness than the nuai area in Ghana. 

A srnail number of studies have explored the relationship between social factors and 

women's mental health in developing countries. Explanations have been sought for the 

variations in incidence of mental health pro blems among women. Assael and his col leag ues 

(1 972:387-395), for instance, examined psychiatric disturbances during pregnancy among 

a group of Ugandan women. The researchers found that.the social, psychological, economic 

and cultural circurnstances within which these women lived affected their mental health. The 

researchers identified unsatisfactory domestic, social and econornic conditions as 

contributos to the mental health problems experienced by patients. El-Mouelhy (1 990) has 
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also noted that large numbers of children and other family demands affect the physical and 

mental health of Egyptian women In Ghana, Shaw-Taylor (1981) has explored the 

relationship between psychoneurosis and women's social problems. Sixty-nine percent of the 

problems identified emanated fiom the home and work environments. The most frequently 

mentioned problem that Ghanaian women in this study faced was insuffifient money for 

housekeeping (Shaw-Taylor, 198 1 : 1 8- 19). Studies in other developing countries have 

yielded similar results. Fineman (1 988 : 1 67) found that adult Saraguro Indian women in 

Ecuador encounter stress as a resdt of Mfilling "excessive and unstable gender role 

expectations." Kimbal and Craig (1988) made simiiar findings among women in Bomeo in 

Southeast Asia. They observed a relationship between overwork, and strict lslamic marital 

and religious obligations and stress among women. Each of these studies points to an 

association between women's status in society and their mental health. 

The idormation on women's mental health in developing countries, though sparse, 

does indicate that women expenence mental health problems. However, we still know very 

Little about its prevalence among women, or the type of disorders from which they suffer. 

The factors contributing to women's mental health problems is aiso yet to be understood. 

Sources of Data 

As we can see fiom the above discussion, women's heaith has traditionally been 

defined predominantiy in reproductive terms, though other aspects of women's health are 
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increasingly king recognized. Researchers have documented various physical health 

problems and it is now recognized that women experience mental health problems as well. 

However, there are few data on the many aspects of women's heaith in developing countries 

and this makes it difficult to present a clear and coherent picture of the general health 

situation of women Neither have many of the available data been broken down by gender, 

perhaps because it is assumed that men and women d e r  ihesses in similar ways (Raikes, 

1989:450). The use of such limited and problematic data on women results in the 

construction of a partial picture of women's health. 

Another significant feature of the literatwe on women's heaith is that much of it is 

based on data fiom hospitals and health care centres. Relying on data derived from such 

sources ignores much of the illness that is either unreported or else taken to other healers or 

sources of advice and care. These include religious healing centres, phamiacy shops, 

informa1 h g  peddlers and traditional healers such as Traditional Birth Attendants (TBAs). 

More distant h m  the models of bio-medicine are, the fetish priests priestesses and herbalists 

(FOSU, 1995). In Ghana it has been found that traditional medical services, and dmgs 

purchased from local pharmacies and dmg peddlers are mme fiequently used to cure 

ailments than are the hospitals (Fosu, 1995: 1 O3 1). This suggests that because many ilinesses 

are not reported in hospitals, &ta based on hospital visits do not adequately reflect the health 

problems women may be experiencing in a particular community. 
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Hospital based data usually record more life threatening illnesses and diseases or 

maternai mortality. Yet even if they were complete in this regard, mortality data provide only 

a partial picture of those living and only tell us the major causes of death (Walters, 199 1 :32); 

many low level and long term illnesses that women may be suffering fiom are excluded. 

Many women expenencing various ailments rnay accept them as an inevitable part of life, 

or rnay not think the health problem is senous enough to merit medical attention. Moreover, 

women rnay sufTer in silence and not seek treatment because they are unwilling to disrupt 

household organization (Okojie, 1994: 12 37), or because they cannot afTord care. 

Accessibility to health centres is another factor contributing to the inadequacy of the 

data on women's health. The health infrsistructure and seNices in most rural areas are either 

non-existent, inadequate, or culturally unacceptable. For example, women rnay have access 

to medical care but rnay avoid it because of the stigma attached to certain types of illnesses. 

It is now known that tropical diseases such as onchocerciasis probably affect men and 

women equally (United Nations, 1 Wl), yet the available data show a lower incidence among 

women. The reason for this is that women are reluctant to report to hospitals with their 

symptoms because of the social stigma attached to the disease. Women who suffer from 

these kinds of diseases may be shunned by their communities. They rnay also be considered 

unfit for maniage, and in some situations even banished fiom the community to die alone. 

This means that women rnay try to hide the symptoms of the disease or else seek medical 

care secretly (United Nations, 199 1 :v). 
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Much of the available data on women's health ais0 relies on the biomedical categories 

of medical experts. The &ta are often catego* in a conventional epidemiologicaVmedical 

fashion and thus may leave out important aspects of the ways in which women describe their 

health experiences and the social context of their health. The voice of women themselves, 

identifjhg their health problems in their own words is thus excluded. 

In sum, we may have a partial pichire of women's health problems in developing 

coudes .  The emphasis on wornen's reproductive roles means that we know little about 

other aspects of women's lives and health. The data are also incomplete insofar as they reflect 

expert definitions anci exclude wornen's own accounts of their health. The literature also 

tends to rely on institutional statistics and does not capture problems for which women do 

not seek care, or at least care from hospitals and health centres. It is not clear whether or 

how the pichire would change if women themselves were asked to define their health 

problems. This research is a step towards a more comprehensive understanding of women's 

health in the developing world. 

EXPLANATORY MODELS 

In addition to the bias in health problems emphasized in the literature on women's 

health, there seems to be an imbalance in the ways in which health problems are reported and 

explained. The explanatory models which are emphasized often focus on biological 

dimensions of disease or else tend to blarne people for their health problems, instead of 
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looking to the wider environment for the root causes of health problems. Such analyses 

ignore important influences both within the household and the comrnunity which can 

constrain the choices available to women conceming their heaith. In general, three models 

have been used by western sociologists to understand women's health - the biomedical 

model, the cultuai or behavioural model, and the social production of illness model. The 

following are rough sketches of the main aspects of each model, dong with the key 

criticisms each model has sustained. Within each section 1 suggest some of the implications 

of each model for understandhg women's health in developing countries. 

The Biomedical Mode1 

The biomedical model emphasizes the physiological and biological aspect of illness. 

The focus is on the internai workings of the human body (Doyal, 1995: 15). The model has 

four main assumptions (Mishler, 1989). First, it defines disease as a deviation fiom normal 

biological fùnctioning. Second, it assumes that diseases have specific causes. This 

assumption is the bedrock on which modem western medicine rests. Third, there is the 

conception that disease is generic; that is, the model assumes that each disease has specific 

and distinguishing featwes and is universal to the human species. This means that disease 

sjmptoms are assumed to be the same over time and in al1 cultures. Findly, the model 

assumes the scientific neutrality of medicine. Physicians are thought to be guided by 

objective scientific d e s  and thus unaffected by wider sociai, cultural and politicai forces. 
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The biomedical model has had a powerful impact on western medicine and the 

general public since the nineteenth century (Mishler, 1989: 1%). Western medicine has used 

the biomedical model as a h e w o r k  for describing and classifying much of the sickness 

afnicting individuals and for defining treatments. The model relies on the use of dmgs and 

surgery to prevent and cure many diseases, and to alleviate the symptoms of others @oyal, 

1995: 15). Following this model scientists have achieved much success in the development 

of anaesthesia, antisepsis, antibiotics and analgesia which are al1 very important in the cure 

of diseases (Doyal, 1995 : 16). 

Although the biomedical model has been successfbl in curing many ailments, its 

explanation of the causes of disease is mechanistic and individudistic. It attributes disease 

to the malfunctioning of the human body which is seen as a series of separate but 

interdependent systems. Illness is regarded as a mechanical failure of some part of one or 

more of these systems and it is the task of medicine to repair the damage. Within this 

paradigm, the complex reiationship between mind and body is rarely explored, and 

individuals are separated from the social and the cultural contexts of their lives (Doyal, 

1995: 15). 

The biomedicai approach has also led to the neglect of preventive mesures and to 

an over reliance on the curative model both in the explanation of the causes of disease and 

in explorations of the different ways in which illness is experienced (Doyal, 1995: 16). It also 

fails to explain why many health problems have remained resistant to treatment, and gives 
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us very little information about why some individuals or groups are more likely to become 

sick than others (Doyal, 1995; Mishler, 1989). Yet symptoms and illness occur in people 

who live within socioculcural settings with distinctive beliefs and ways of life. As Doyai 

(1 995: 16) points out, the experience of illness is a product of many complex interactions 

between the whole person and his or her social and cultural environment. But these contexts 

tend to be ignored in the biomedical approach. Critics have argued that the causes of iliness 

are more complex than this model presents. Overall, the model is narrow in perspective 

because it does not consider the wider environment in which people live (Busfield, 1986:28; 

Mishler, 1989: 1 53). 

Despite the weaknesses inherent in the biomedical model, a great deal of prestige is 

attached to it and it has dominated health discourse in both the developed and the developing 

worlds. Many doctors in developing counûies receive their training in western countries and 

thus only acquire the skills and knowledge of biomedicine. Moreover, drug companies 

continue to emphasize a biomedical perspective by promoting phannaceuticals in developing 

countries. Despite the rising cost of delivering health care there continues to be strong 

emphasis on the biomedical model in understanding and treating health problems in 

developing countries. 
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CulhiraIIBehavioumI Explanations 

This model argues that certain behaviours and lifestyles can expose people to hedth 

risks. The focus here has been on how an individual's behaviour or lifestyle, which are 

thought to be 'voluntary,' affects the individual's health (Blaxter, 1 990; Macintyre, 1 986:407- 

8). The emphasis in this model is on how variations in people's habits in relation to smoking, 

taking h g s ,  alcohol consumption, diet and exercise can expose them diffierently to diseases 

(Morgan, Calnan and Manning, 1 98 8 :2 1 7). 

CulturaYbehavioural explanations fiuther argue that groups of people have particular 

cultural beliefs and behaviours which affect their health. Many examples could be cited fiom 

the developing world. For example, it is often assumed that women in developing countries 

have too many children because of the cultural beliefs about children, and that this explains 

why they have high matemal mortality levels. Women are also blarned for contracting 

infectious diseases because of their poor hygiene. Women's lack of knowledge about the 

nutritional value of various foods has also been cited as the cause of malnutrition among 

children. Caldwell (1 993: 125- 13 5) echoes the themes of this model by establishing a 

connection between matemal education, culture and health outcomes. As well, the model 

assumes that certain cultural practices such as customary rites and rituals expose groups of 

people to illness. Cultural practices such as female genital mutilation have been documented 

to expose women to infections and haemorrhage. 
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The cultural/behavioural perspective has been criticized for assigning undue 

responsibility to individuals and placing excessive emphasis on individual and group 

"choices" thereby "blaming the victim." It does not take into account the limits on the 

choices that may be availabie to individuals or groups. For instance, this model does not take 

into account the fact that many individuals do not have hygienic environments because of 

their lack of social amenities such as potable water. Neither does it always recognize that 

poor nutrition is less a rnatter of education and reversing culturai beliefs than low income and 

lack of access to land. It does not consider the possibility that high birth rates in developing 

countries may be attributed to wider socioeconornic factors such as the need for children as 

forms of social security because of the lack of governmental social security in old age. The 

social production of illness model, on the other hand, addresses such wider social issues. 

The Social Production of Illness 

The social production of iliness perspective draws attention to the importance of 

material disadvantage and inequality and emphasizes the social structures within which 

people live their lives, describing how these structures determine the choices that people can 

make. The social production perspective focuses on the broader extemal environment, such 

as the social, cultural, and environmental factors that produce iliness. This model therefore 

helps to explore the association between health and social position and tells us a great deal 

about how social situations generate health or illness. It examines the circurnstances of 
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people's lives such as their incornes, their occupations, environmental pollution, poor living 

conditions, and stressful or dangerous conditions of work. 

Social indicators such as social class, sex, marital status, age, ethnicity and area of 

residence have been consistently associated with health and illness in studies in developed 

countries. Overcrowding in homes and high levels of pollution in the area of residence, for 

example, are known to contribute to high rates of respiratory diseases (Doyal, 1979; Smith, 

1989: 122-141). Many studies have also shown that people's occupational settings produce 

iliness. For example, shidies in occupationai health and safety provide persuasive evidence 

that links work enWonments and the labour process to illness and disease and points to basic 

contradictions between profit and safety (Doyal, 1 995; 1 979; Navarro, 1 986; Waitzkin, 1 98 3 ; 

Novek, Yassi and Spiegel, 1990). 

This perspective has also k e n  used to explain why people adopt unhealthy 

behaviours. By looking at the structural roots of individual lifestyles, a 'blame the victim' 

stance is avoided. Some people respond to stressful life and work conditions by smoking or 

consuming aicohol, for example. However, Blaxter (1990) has argued that social 

circurnstances such as poverty and lack of social support may be more important in 

infiuencing health than are unhealthy behaviours. Thus, although people's behaviours and 

beliefs are important in considering their health, it is more relevant in policy formation to 

consider the circumstances under which people live. 
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The social production of illness perspective has been used to anaiyze how the 

relationship between developed and developing countries afTects the health of the people in 

developing countries (Doyal, 1979; Lado, 1992; Navarro, 1984; Ray, 198 1 ; Sen and Grown, 

1987; Turshen, 1984). Writers have traced how coloniaiism and later relationships between 

developed and developing countries produced illnesses in developing countries. A core 

argument fiorn the social production of illness perspective is that social conditions created 

by the colonial system and the activities of multinational corporations often predispose 

people to a number of health hazards in the developing world. In some of the literature, the 

focus has been on the importance of women's agriculturai production and how women have 

lost their land as a result of colonial policies. Doyal(1979:22) has descnbed how relations 

of production between developed aad developing countries have produced many illnesses. 

According to Doyal(1979), the establishment of colonialism as an economic social system 

in East Afiica involved the deliberate transformation of the socioeconomic organization of 

the colonial territories to complement the development of the 'mother country.' The 

introduction of cash crops and migrant labour led to a reduction in the production of 

nutritional food. As a result, the quality of food consumed especially by women and children 

worsened. Malnutrition among women has been found to cause smaii and abnonnally-shaped 

pelvises which make childbirth more difiïcult and dangerous. Increased economic hardship 

and the disintegration of personal and social relationships under the migrant labour system 

also produced new forms of mental disturbance arnong rural women (Doyal, 1979). 
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Some of the literature has examined how the relationship between developed and 

developing countries has exposed people in developing countries to different forms of 

exploitation and environmental hazards. E l h g  (198 1) argues that the nature of the econornic 

relationship between developed and developing countries creates serious occupational health 

d e t y  problems for developing countries. The point of Elling's argument is that in their rush 

to attract industries, developing countries have used their resources to attract multinational 

corporations in many ways; they have provided these corporations with cheap labour, ready 

and cheap raw materials, polluting havens and in some cases financial capital (Elling, 

198 1 :2 16). Although multinational corporations establish jobs in developing countries these 

jobs are often unskilled and low-skilled and they pay low wages. In Asia for example, many 

women work in 'sweat-shops' producing lace, low-cost clothing, cornputer chips and toys. 

Many of these workers are subjected to a high degree of exploitation and work under very 

poor conditions. The work is usually monotonous and hazardous to their physical and mental 

health and many of them are increasingly exposed to hazards such as dangerous chernicals 

and dust, inadequate lighting and other side effects of agricultural and industrial 

development. Exposure to pesticides and fungicides have been associated with cancer, 

miscarriages and birth defects (Okojie, 1994: 124 1; World Federation of Public Health 

Association, l992:2O 1-223). 

The social production of illness mode1 has limitations. It emphasises social factors 

as predisposing people to illness and assigns little responsibility for the outcome of health 
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on the individual or biology. The concept of the social production of illness assumes that the 

factors which make people il1 are extemal to them and are usually beyond theu individual 

control. In essence, the mode1 assumes that individuals do not have a hand in the creation of 

the conditions that make them i11. It is important however to note that biology and individuai 

behaviours are also important factors in hedth and illness outcornes. Women's biological 

make up and their own behaviours and decisions are certainly important factors determinhg 

their health status. Nevertheless, there are many external factors both within the household 

and outside it which could either enhance or constrain the choices women make conceming 

their health and in this study my emphasis is on these factors. 

Despite such lirnits, the social production of illness perspective is broad in scope and 

promises to add to our knowledge of why people fa11 ill. It complements the other models, 

which have more ofien been a focus of attention By also understanding the way in which 

ilhess is sociaily produceci we will have a more comprehensive understanding of health and 

illness. 

Each of the three models used to understand health - the biomedical, 

culturalhehavioural and social production of illness models - lead logically to a particular 

set of health interventions. Often these interventions, like the models themselves, contradict 

or compete with one another however, that it may be helpful to try and find the right balance 

between the models and to refhin fiom viewing them as muhially exclusive. Macintyre 

(1986:409) bas pointed out that the distinction between explanatory models of health is 
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nevertheless very important since each has its own implications for the kinds of medical and 

social policies that must be adopted to solve health problems. 

In developing countries, signifiant emphasis is still placed on the biomedical mode1 

of health and illness and individualistic explanations of the causes of health problems 

continue to dominate research and policy. Much less attention has been paid to the structural 

bases of il1 health and to the ways in which health is linked with the social and matenal 

circumstances of people's lives. Yet this is not to argue that social production analyses have 

been entirely absent. As the next section indicates, there is a growing body of literature that 

seeks to document the social production of women's health in the developing world. 

THE: SOCIAL PRODUCTION OF WOMEN'S HEALTH 

In recent years researchers have started to develop a gender framework for the analysis 

of women's health. This emerging 'feminist epiderniology' (Doyal, 1983) has introduced a 

gender dimension to the concept of the social production of health and illness. Many recent 

studies focus on gender as a basis for the development and explanation of the social 

structures that account for women's heaith status. This branch of the literature argues that 

women's health is a reflection of their subordination as manifested in the conditions under 

which they live and specifically explores the social, economic and political bases of women's 

health problems (see for example Doyal, 1979; Doyal, 1995; Payne, 199 1 ; Penfold, 1983; 

Blaxter, 1990; Walters, 1993). Ferninist proponents of the social production of illness theme 
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have argued that women's activities are so numerous and intertwined with their health that 

it is impossible and unwise to separate them (Doyal, l99S:î 1). They have thus suggested that 

wornen's health must be understood within a holistic fhmework. This f'ramework includes 

women's productive and reproductive contributions, their relationships with others and their 

views of themselves. The cumulative effects of women's activities are understood to 

determine to a great extent their health status throughout their life cycle (Doyal, 1995:22). 

Finaily, this approach places the responsibility and power for deding with health problems 

in the han& of women themselves (Rathgeber and Vlassoff, 19935 19). Taken together these 

considerations seem to present a more comprehensive representation of women's health than 

has traditionally been available. In the section that follows I adopt a social production of 

illness mode1 to consider the various spheres of life in which women play roles. In this 

connection we need to look at paid labour and the household, where domestic work is 

perfomed and where biological reproduction occurs. Although much of the work in this area 

has k e n  done in the West 1 will also incorporate literature on women in developing countries 

which has been written fiom this perspective. 

Domestic Work: Social Reproduction 

In developing countries, as in most parts of the world, women are primady 

responsible for the maintenance of the household. Women's daily activities for example, 

involve fuel and water collection; cleaning; caring for children, husbands and other 
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dependents; and processing, preparing and cooking food (Momsen, 199 1 :3 7). Domestic work 

has been largely invisible and regarded as 'naturai,' and as such is considered 'goob for 

women. Many studies have questioned this assumption and have tried to make visible 

women's work in the home (hs t rong  and Armstrong, 1 984; Doyal, 1 995; Luxton, 1 980). 

These studies have looked at the nature and conditions of domestic work activities. In many 

western countries, work in the home has been identified as very isolating. The main 

charactenstics of domestic labour are its "open-endedness and its sheer volume" (Doyal, 

1995:28). Domestic work is unpaid, repetitive, and generaily has a low statu in society. 

Childcare in particular can be e x h a d g  and demoralking. 

Tirne use studies have tried to meanire the number of hours women spend on various 

work activities. Although there are widely varying estimates of tirne use these studies have 

given a generai idea about how women use their time. It has been found that generally, 

women work longer hours than men and have less leisure the .  It is estimated that Canadian 

women spend an average of 4.1 hours per &y compared to 1.9 hours for men on unpaid work 

activities such as domestic work childcare and shopping (Harvey, Marshall and Frederick, 

199 1 :27). Recent statistics on women's work in developing countries indicate that on the 

average women work for about 12 to 1 8 hours a day (compared to 10 to 12 for men) engaged 

in multiple d e s  within their families as caretakers, educators, health promoters and income 

earners (Agarwal et al., 1990). In eastem Uganda for example, women spend about 15.5 

hours a day engaged in activities such as collecting firewood and water, caring for children 
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and preparing food (Mwaka, 1993:47). At certain times of the year, women spend more time 

on these activities. During the dry season for example, they may have to walk longer 

distances to get water (Momsen, 1991 :39). 

Many of the studies in the west have focused on the psychological risks that women 

rnay be exposed to in the household. It has been found that full-the homemalcers are more 

likely to say they are dissatisfied with their Iives or to suffer fiom depression (Brown and 

Harris, 1978; Naime, 1984). Other studies have pointed to the fact that women do not 

receive the emotional support they require to cushion them against depression, adult 

daughters give more emotional support than adult sons or partners (Miles, 1988). In the study 

by Miles, half of the women mentioned unhappy marriage as part of the cause of heir 

depression. Men, on the other hand, mentioned work and health problems (Miles, 1988:28, 

42). 

Motherhood can also be detrimental to women's health, particuiarly for those women 

who are undemourished, overworked but give birth to many children (Do yal, 1 995 :24). The 

demands of childcare place both physicai and psychological stress on women. A study in the 

United Kingdom found that mothers who bring up their children alone were consistently 

found to have worse health than women in households with two parents. Apart fiom money 

problems they encountered as lone parents, women mentioned the heavy responsibility 

involved in caring for children (Popay and Jones, 1990). Domestic work seems to have the 

severest effects on poor women with young children (Graham, 1993; Payne, 199 1). 
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It is difficult to distinguish between women's domestic and productive work in 

developing countries because in many cases both activities take place in the same 

environment. Despite these analytical problems, efforts have been made to document 

domestic work activities. The focus has generally been on the impact of domestic work on 

women's physical heaith, with emphasis on the drudgery involved in the work activities of 

women in developing countries (Agarwal, 1986; Buvinic, Lycette and McGreevey, 1983). 

The literature highlighted the nature of domestic work activities in light of few or no labour 

saving devices, a luxury which most women in developed countries enjoy. 

Many women in developing countries are responsible for both the production and 

processing of food. They are aiso responsible for the collection of fuel, often fuelwood 

(Ardayfio-Schandorf, 1993: 1 5; Momsen, 199 1 :38). Water collection fiom wells, strearns, 

nvers or public pipes is usually the sole responsibility of women (Doyal, 1995:31-32; 

Mwaka, 1993). The sheer tirne involved in these activities and the energy they demand 

leaves women exhausted, and contributes to health problems. Food preparation in many 

developing countries, for instance, can be time consuming, energy draining, and can expose 

women to certain accidents. The traditional method of grinding grain in the Gambia involves 

pouding grains repeatedly in a mortar with a heavy pole. This activity causes backaches, 

tiredness and sore hands arnong Gambian women (Barrett and Browne, 1993 5 3 ) .  In times 

of drought women in India are known to go without sleep looking for water in the night, 

carrying heavy vessels to ensure that they get enough water for their households. Lifting 
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heavy loads has been associated with prolapsed uteruses (Kishwar, 1 984: 1 12). Accidents 

such as falls and injuries fkom cutting tools are known to occur fkequently. For women living 

in poverty, working long hours without food may sometimes worsen their health statu while 

at the same time improving that of their dependents (Mebrahtu, 199 1 ; Raikes, 1 989:454). 

The literature on the impact of domestic work activities on women has M e r  

examined caioric depletion in women as a result of engaging in domestic activities (Kabeer, 

199 1 ; Rodda, 199 1 :84). Rodda found that water collection depletes more than a quarter of 

the energy gained fiom women's daily food intake. In the Garnbia, it has been estimated that 

women use 1,800 calories during the six hours that they pound enough coos - the staple grain 

- for their families (Kabeer, 1991 :27). In the same study, Kabeer (199 1 :29) found that 

Gambian women expend more calories than they consume when they combine their domestic 

work with heavy agnculhual work. The weight loss resulting from i n ~ ~ c i e n t  caloric intake 

has been argued to have serious health consequences for women. It has also been estimated 

that women carry loads as heavy as 35 kilograms for distances of about 10 kilometres daily 

(Agarwal, 1986: 17). In addition, women who rely on forms of fuel such as biomass and 

wood are exposed to smoke pollution (WHO, 1984). Domestic work is thus detrimental to 

the health of women in developing countries. 



Women's Roie in Production 

Anothet area of women's lives that has received some attention in the literature has 

been their productive activities. Officidy 40% of the world's women are in the labour force, 

though it has been argued that this is an underestimation (United Nations, 199 1 ; Young, 

1993). Women not only engage in productive work in the formal labour sector; many women 

especidy in the developing world work in the informal sector too. Researchers have pointed 

out that some of the produce women harvest from their f m s  is also sold for cash (Jiggins, 

1989; Lado, 1992; Lowenson, 199 1 ; Raikes 1989). Women have also been shown to engage 

in a wide variety of work roles ranging fiom the production and sale of handicrafts to work 

as traditionai healers or birth attendants (Browner, 1989; Lubanga, 199 1). Documentation 

about women's various productive activities in developing countrîes, and about the 

conditions under which women work, is increasing. This is providing the basis for a fûller 

understanding of the links between women's work and their health. 

In the west, where more women work in the formal labour force, employment has 

been found to have both positive and negative effects on their health. Macro level studies 

have focused on the health effects of working outside the home by comparing homemakers 

and women who are employed. Work outside the home has been found to improve the 

gened well-being of many women because it has given them greater access to the basic 

aecessities of life. It has also enhanced their social statu and given them a wider social 

support network (Doyal, l995:24; LaCroix and Haynes, 1987). Even the most routine paid 
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work has been found to protect women against depression (Brown and Harris, 1978; Waiters, 

1993). 

The hedth risks of women who work outside the home have also been emphasized. 

The literature has identifiecl that what is regarded as "women's work" may involve 

occupational risks (Doyal, 1995:24-25). Also, women face the problem associated with the 

"double day." Married women with children constitute a large percentage of the women 

joining the labour force. Most of them continue to retain the majority of household and 

parenting responsibilities. The double burden of paid and household work has been found 

to make women physically and emotionally exhausted. The situation is worst for women 

who have littie material and social support (Doyal, l995:24; United Nations, 199 1 : 8 1-82). 

So although waged work can be beneficial to women, certain factors will determine its 

impact on women's health. Domestic circumstances such as the marital statu of a women, 

the nature of the division of labour in her household, her age, nurnber of dependants, her 

skills and the nature of the job itself will al1 influence her health (Arber et al., 1985). Some 

studies, for instance, have pointed out that part-time work has been associated more closely 

with better health than full-tirne employment (Hall, 1992). This is especidly true for wornen 

of lower socioeconornic groups with young children (Arber, et al., 1985). Thus the issue is 

not whether paid work is beneficial or harmful to women, but rather what types of jobs and 

working conditions are beneficial or harmful to women @oyal, 1 995: 155). For a broader 
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understanding of the impact of waged work on women's health, more of the above factors 

will have to be considered in research. 

In developing countries, discussions of the impact of productive work activities on 

women tend to have a slightly diffierent focus. In con- to the literature on women's health 

in developed countries, there appears to be more emphasis on physical health. The studies 

are few in number, but they document occupational health hazards and show that women's 

productive work can have a severe impact on women's physical health in developing 

countries (Khan, 199 1 ; Lowenson, Paolisso and Leslie, 1995; 199 1 ; Smyke, 199 1, 104- 106; 

Turshen, 1991). Work related health problems such as burns, and health nsks such as smoke 

pollution and exposw to toxins have been identified. Agricultural activities like weeding, 

transplanthg and threshing involve working for long hours in uncornfortable positions such 

as bending fiom the waist. This leads to chronic back and leg problems. The technology 

related to cash crop production has also been found to expose women to health risks. Much 

of the work women do on fam plantations involves hand labour such as picking, sorting and 

harvesting. This exposes women to pesticides for long penods of t h e  endangering them and 

theù children. Byssinosis or "brown lung" bas been found to occur in workers in the clothing 

industry, a sector that is dominated by women (Paolisso and Leslie, 1995). Women who 

work in electronic assembly lines develop eye problems after only one year of worhg 

(United Nations, 1989). 
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The impact of colonialism on women's work and health has been the focus in some 

of the literature (Doyal, 1979; Lado, 1992). Lado (1992:800) examines the effect of 

colonialism on food production. He considers women's roles and activity patterns within the 

household in terms of their rights, obligations, allocation of resources and responsibilities 

and division of labour in selected Afiican countries. He argues that rural women in Afica 

became marginaiized in the subsistence agricultural sector and this reduced their productivity 

and control over resources. Their work burden dso increased and these changes have 

affected their nutrition and health. Doyal (1 979: 10 1 - 1 04) makes similar arguments. She 

suggests that the establishment of the colonial system, with the destruction of indigenous 

modes of production and cultural pattern and their replacement by new forms of social and 

economic organization, compromised the health of the indigenous people. 

More recently, the gendered nature of the Structural Adjustment Program (SAP) in 

various developing countries is being documented (Sparr, 1994:vi). Structural Adjustment 

is a term used to describe the "conscious" efforts countries make to change the economic 

conditions in their society. Most often, international finance agencies such as the 

International Monetary Fund or The World Bank require that developing countries seeking 

loans fiom them adopt Structurai Adjustment Programs. The term now refers to the processes 

by which developing countries are reshaping their economies to become more market 

oriented. SAP also involves deregdation, removal of subsidies, and less protection fiom 

govermnents (Sparr, 1994: 1). In analyzing the impact of SAP on women, case studies have 
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been conducted in countries such as Nigeria (Elabor-Idemudia (1 994: 134- 159), Egypt 

(Hatem, 1 994:40-56), Ghana (Manuh, l994:6 1 J î ) ,  and Sn Lanka (Jayaweera, l994:96- 1 1). 

These studies look at women in their own right, not only in their role as mothers. They 

focused on aspects of women's lives such as employment and other income-generating 

activities. In Ghana, for instance, Manuh (1 994:6 1-72) documents the ways that Ghanaian 

women have been very vulnerable to the effects of SAP. For example, retrenchment 

exercises have afTected women more than men because of women's generally lower 

educational status and their concentration in many of the sectors targeted for redeployrnent. 

Furthemore, for women who are heads of households, the loss of a job means that the 

welfare of their families is affected adversely, and this affects hem psychologically. SAP 

implementation has also worsened the situation for women traders since they now face 

increased competition, higher prices and continued low purchashg power given the low 

general level of income. 

The nature and significance of women's roles and the ways in which these roles affect 

women's health has been explored in some depth in developed countries. These issues are 

now king explored in developing countries as well. Literature that conceptualizes women's 

health fiom a gender perspective in the developing world is, however, sparse. Even where 

this has been done, the emphasis has generally been on the physical sh;iins of women's work 

activities. There have been few comprehensive, coherent or indepth studies examining how 

women's roles and responsibilities affect their health. Such questions generall y surface on1 y 
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as cursory commentaries in the larger body of literature on women in developing countries. 

The literature contains only hints and allusions to the connection between women's health 

and lives. The complex and signincant links between women's lives and their health have yet 

to be adequately established. The task is not only a matter of documenting the work activities 

in which women are engaged; what we need to know is the cumulative effect of these work 

activities on women's health on a &y-to-day basis. 

Whiie the social production of illness perspective presents a M e r  picture of women's 

health status, complementing other models of health and illness, the bulk of the literature on 

women's heaith in developing countries does not use this approach. The emphasis in the 

literatwe tends to be on the physicaUbiological with a few selective environmental 

explanations for women's health problems. The result is that these analyses have produced 

only partial information on the health status of women. Much of the literature fails to present 

analyses that situate women's health within the social context in which women live their lives 

on a day-to-day basis. As well, since the literature is usually written through the eyes of 

experts, little is said about women's actual expenences. The studies thus do not take into 

account women's own definitions and constructions of their health. 

THE RESEARCH PROBLEM 

The research reported in this thesis grew out of a recognition of the gaps in research 

on women's health in the developing world. In reviewing the literature on women's health 
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in developing countries and in Ghana in particular, 1 have pointed out that the emphasis has 

been on reproductive health. 1 have shown that where other health problems have been 

recognized and explored, the main focus has been on women's physical health. Thus we 

know very little about the mental health status of women in developing countries. We know 

even less about the heaith of women who do not seek health care fiom formal sources. The 

explanatory models used in the available literature have generally not sought to explore the 

day-to-day lives of women or to consider how women's daily activities prompt il1 health. 

Indeed, Doyal (l9%:2 1) goes so far as to suggest that for us to adequately understand the 

heaith status of women, traditional epidemiological methods have to be nimed upside down. 

The thnist of her argument is expressed in the following words: 

Instead of identifying diseases and then searching for a cause, we need to 
begin by identifying the major areas of activity that constitute women's lives. 
We cm then go on to analyze the impact of these activities on their health 
and well-being. 

Another feature of the work to date is that it has generally ignored womenfs own concems 

about their health. For the most part, it is the views of policy makers, professionais, non- 

govemmental organizations and academics rather than the concerns of wornen in generd that 

have been voiced. We do not know if these views reflect the priorities of 'ordinary' women. 

The research presented here was prompted by these observations, it starts with basic 

empirical questions: 
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What are the main health problems experienced by women in Ghana? Are 

reproductive health problems at the forefiont of their minds? What other 

problems do they experience? Do these include mental health problems? 

What health problems do Ghanaian women wony about? 

How do Ghanaian women understand and explain their health problems? Do 

they link them with women's roles, the work they do to sustain their families 

and earn money, their relationships with men and the expectations which 

shape women's lives? 

How do Ghanaian women cope with their health problems? What resources 

can they count on? Do these help? 

What suggestions do the wornen have for changes which might help to 

improve their health? 

Beyond documenthg the health problems women report and the health problems that 

worry them, my research aims to capture women's own definitions and perspectives. By 

looking at the ways in which wornen understand the health problems they experience, we see 

how women's health is linked with gender roles, work, farnily, and the expectations which 

shape women's lives. Women's own words may provide us with dues about the social 

production of women's health, that is, the ways in which women's health is influenced by 

women's roles in biological reproduction, social reproduction and production. 
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Because the aim of the research is to consider possible links between women's roles 

and their health, it is crucial to start with an understanding of the nature of women's roles. 

The next chapter outlines features of women's lives in the developing world with special 

reference to Ghana, the site of my field research. 



CEAPTER 3: WOMEN IN GHANA 

This chapter presents a p i c m  of the generd situation of women in Ghana It sets the 

context for the research and outlines aspects of Ghanaian society that influence women's day- 

today lives. It thus provides a background to the interviews with women which are the core 

of the research reported here. Four main themes will be discussed in this chapter. First, 1 will 

examine the sociocultural images of Ghanaian women and show how these images inforni 

how Ghanaian women are perceived and how they perceive themselves in society. I will also 

explain how perceptions of women affect women's status in Ghanaian society. Secondly, I 

will consider women's work activities both at home and outside the home. In looking at 

women's activities in the home 1 will use the concept of "the household" as a fiamework for 

understanding the gender division of labour and women's work loads. 1 will dso look at the 

constraints women face in performing their incorne-generating activities. Thirdly, the chapter 

examines state policies and programs, particularly the Structural Adjustrnent Program (SAP). 

1 show how state policies and programs are informed by gender ideologies and consider the 

impact they have on women. 1 conclude the chapter by discussing the geneml health situation 

of women in Ghana and outlining how women's productive and reproductive activities have 

the potential to influence women's heaîth. 



To understand women's lives in Ghana it is important to examine the interaction 

between the reproductive and productive roles of women and to consider other social and 

cultural factors that impinge upon women's lives. This fkamework enables me to analyze 

many aspects of Ghanaian women's &y-to-day lives. The anaiytical focus here is on gender 

relations. 1 will cüscuss the consequences for women of the structures which construct gender 

divisions and attribute tasks, responsibilities, resources and power to men and women 

differently (Kabeer, 1992: 108). Beneria and Roldan (1 987: 1 1 - 12) provide a broad and 

detailed definition of gender construction: 

a network of beliefs, personality traits, attitudes, feeiings, values, behaviours, 
and activities differentiating men nom women through a process of social 
construction that has a number of distinctive features. It is historical; it takes 
place within different macro and micro spheres such as the state, the labour 
market, schools, the media, the law, the fdy-household, and interpersonal 
relations; it involves the ranking of traits and activities so that those 
associated with men are n o d y  given greater value. Ranking, and therefore 
the formation of hierarchies, in rnost societies is an intrinsic component of 
gender construction. 

As this broad definition implies, analyses of gender must be holistic because gender is 

socially constmcted sirnultaneously with other social relations. 

In this discussion, 1 identiQ various spheres of Ghanaian women's lives, and 

activities, and outline key state policies, in order to highlight the repercussions these have 

on women's health. 1 start the discussion by examining how women are perceived in the 

hdigenous categories of thought in Ghanaian societies '. This section will help explain how 

certain social stnictures in Ghanaian society corne to impinge on women's lives. In instances 
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where data are particuiarly sparse 1 will draw on studies in other developing countries in 

Afiica. 

SOCIOCULTURAL PERCEPTIONS AND MAGES OF WOMEN IN GHANA 

In Ghana, as in other societies, a set of ideas about women determines how women 

are perceived and defines the expectations society has of them. Some of these notions are 

reinforced by religious beliefs and practices. Prevailing ideas about women influence the 

ways women perceive themselves and, in tum, shape their conduct. They also idorm the 

ways men behave towards women and the kinds of state policies that are made in relation to 

women. 

Some ambivalence characterizes cultural ideas about women in traditional Ghanaian 

societies. On the one hand, women are respected for their procreative powers and nurturing 

d e ,  as these enable them to contribute to the continuity of society through childbearing and 

childrearing. On the other hand, and more prorninently, women are regarded as the 

perpetrators of evil and misfortme and are thought to assume the guise of witches. They are 

also regarded as the polluters of the sacred (Hackett, 1994:65). M e n s t d  blood and other 

bodily emissions such as urine and spittle fiom women are culturally regarded as "dirty" 

"spirituaily charged" and " polluting " (Assimeng, 1 989; Opoku, 1 978). In some societies the 

vagina is regarded as mystical, polluting and highly charged spiritually, an "object" which 
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could be evoked to make a curse effective. In other societies it is described with obscene 

Cultural and religious perceptions of women are generally surrounded with some 

mystery and feu. For example, Zahan observes that arnong the Bambara of Mali there is a 

relationship between woman and "night" or bbdarkness" because women are seen as more 

"enigrnatic and unfathomable than any other creature" (Zahan, 1 979:95 in Hackett, l994:6S). 

Zahan (1979:95, 1 14) sumrnarizes the general perception of women among the Bambara: 

Like the earth, woman is inert and passive. Like water, she is multiform and 
changeable and does not let herself be mastered. Like the night and the 
shadows, woman is difficult to fathom, and lü<e a cavity or hollow, she does 
not allow herself to be grasped. 

Among the Bambara it is also believed that women do not know how to impose limits on 

their words and thus speak too directly (Zahan, 1979:I 14 in Hackett, 1994). Zahan's 

observations are applicable to Ghanaian societies as well. In Ghana prevailing beliefs hold 

that women are quarrelsome, unpredictable and fickle minded. Women are said to think just 

like fowls. They are also considered to be greedy, vindictive, manipulative and potentially 

dangerous. Wornen are generally regarded as "human snares" or "traps," cleverly using their 

sexuaiity to entice men or manipulate them and bring about their downfal, or for their own 

selfish gain. The phrase "fear woman and save your life" is a common saying arnong men 

in Ghanaian societies. Such phrases are also inscribeci on passenger trucks and reflect themes 

which are portrayed in many Ghanaian highlife songs 2. 
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Gender ideologies also underlie traditionai customs and practices. Right fiom birth, 

Ghanaian culture instils the idea of maie superiority and female inferiority into the psyches 

of boys and girls. Cultural practices such as puberty rites for young women reinforce these 

notions and emphasize the importance of meeting men's needs (Opoku, 1978:122-123; 

Brydon, 1985: 11 7-121). During a puberty rite, a woman is taught to look appealing to men 

always and to be subse~en t  to her husband and to men in general (Nukunya, 1992:44-45). 

It is also stressed that childbearhg is the most important role for a woman and that 

childlessness is the greatest calamity that can befail a woman. A barren woman becomes an 

outcast and is looked upon not only with pity, but aiso with malice. Women are taught to be 

hatd working, to be up and doing al1 the time and never to complain. Cornplaints are taken 

to be a sign of rebellion or laziness and are therefore "unwomanly." 

Marriage gives a husband exclusive rights and claims to the sexual and domestic 

services of his wife. The woman, on the other hand, does not necessarily enjoy such nghts 

fiom her husband (Oppong, 1974). Among the Anlo, for example, it is inconceivable for a 

married woman to rehe to have s e d  relations with her husband. Sexual intercourse is a 

marital duty and a woman's refusa1 could lead to divorce (Nukunya, 1992:43-44). It is 

traditional practice to counsel newly-married women never to refuse sex, except at the times 

that they are menstniating. Obviously this limits women's control over their sexuality. 

One of the more extreme measures used to control women's sexuality is female 

genital mutilation, which is still practised arnong certain ethnic groups in Ghana (Osei, 
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198 8, in Ardayfio-Schandorf, l!WO:403). Underlying this practice is the assumption that 

virtuous women are sexually passive and are not supposed to express sexual desires or enjoy 

sex. The aim of female genital mutilation is to remove the latent sexuality among girls and 

to ensure that girls remain vkgins until mariage. Since women's genitalia are regarded as 

unclean, the practice is also viewed as a purification rite (Dolphyne, 199 1 :34-40). Marriages 

between older men and younger women are also said to be promoted as a result of the 

fiigidity girls supposedly acquire after circurncision (Apesemah, 1987). 

Even though Ghanaian societies are changing rapidly, the hold of traditional notions 

remains strong. Women are still expected to conform to traditionai expectations. In fact, 

women themselves often accept traditionai ideas and roles while those who question them 

face strong social pressures and disapproval. For example, it is expected that women will 

many and have children. A single woman is perceived by men to be difficuit and selfish, and 

by women to be immoral and intent on seducing their husbands (Dinan, 1983 :344). These 

social expectations and sanctions affect d l  aspects of women's lives and shape how they 

manage their lives on a day-to-day basis. 

THE HOUSEHOLD 

Focusing on the household wili help us understand the nature of domestic work and 

the sexual division of labour within the household (Benena, 1982:xii)'. The household is 

important because it is the point at which reproductive and productive relations intersect. It 
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serves important hctions such as biological and social reproduction including sociaiization 

and numuing, and it is the site of fiindamental decision making. The household is also the 

prirnary site for the stnictwing of gender relations (Charles, 1993: 168; Townsend and 

Momsen, 1987:40). In 1988 about thirty-five percent of married women lived in 

polygynous relationships (Ghana Statistical Senice, Ghana Demographic Health Survey, 

1989). A newly-married woman often moves to live with her husband's extended family 

which may include her CO-wife/wives and her husband's mother, step-mother or both. Such 

extended family households are often large; they may be made up of three generations and 

may inciude ten to even twenty members. Among the Ashanti, however, Abu (1983: 160) 

argued that common residences were only possible for people in monogamous marriages. 

Most men who had more than one wife did not live with any of them. Among the Dagomba 

and the Ewe, on the other hand, it is cornmon to find CO-wives living in the same household 

as their husband and leamhg to interact peacefully with each other. Except for royal 

marnages, polygyny has been associated with separate residences for spouses among the 

Ashanti. 

Emotional tension and stress as a result of misunderstandings and quarrels among 

members characterize many p~lygynous households. The basic pattern of CO-wife 

relationships is jealousy. This theme is widely recognized among Ghanaians and is expressed 

in many traditionai songs (Asante-Darko and Van Der Geest, 1983:242-254). Conflicts 

among CO-wives are fiequent. A first wife may be angered by the fact that the man's 
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resources mut be shared between her and a new M e .  In a study done among women in the 

fishing village of Winneba, Hagan (1 983 : 198) pointed out that confiicts between spouses and 

CO-wives were sometimes caused by the fact that a man's catch of fish would have to be 

shared arnong CO-wives. 

In addition to conflicts and jealousy between CO-wives, tension between in-laws is 

also very common in many Ghanaian societies. This is most often highlighted by 

misunderstandings between daughters and mothers-in-law. It is said that "the typical witc h 

is the husband's mother or sister and vice versa" (Nukunya, 1992:20). This complicated 

marriage situation is reflected in the cornrnon saying among Ghanaian women that "marriage 

is never sweet when one's mother-in-law is dive." Education and wealth are often essential 

factors in conflicts between a woman and her in-laws. In many cases, it is family members 

who support a son in school. However, &er he has completed school and found a wife, 

family members often feel neglected by their son; they may begmdge the fact that he and his 

wife are living comfortably as a result of the education they fmanced. The resentment 

generated by this situation sometimes leads to accusations and counter-accusations, which 

eventuaily lead to accusations of witchcraft. There are instances where powerful family 

members or mothers-in-law succeed in getting rid of their son's wife aitogether (Nukunya, 

1 992:20-2 1). Confiicts also arise when a mother feels her son is not being adequatel y cared 

for by his wife or when she is not in favour of or distikes the ethnic background of the 

woman her son has married. 
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Conflicts with in-laws can also be explained by the ways in which marriage is 

contracted in Ghanaian society. Maniage is often considered a group affair, that is an alliance 

is understood to take place between families and not individuals (Nukunya, 1992:39). 

Mothers of suitors play an important role in the marriage contract. Although the situation is 

changing, many young men still seek the consent of their parents before taking a wife. 

Mothers-in-law give advice, take care of their grandchildren, and are usually entitled to visit 

their sons any time they wish. This ofien leads to disagreements as married women regard 

such acts as intrusions on their lives. In most cases, however, married women strive to have 

good relationships with their mothers-in-law because this is the only way to have a peaceful 

marriage. 

Social Reproduction: Women's Work Activities in the Household 

Women in Ghana are traditionally responsible for the maintenance of the household. 

Women's roles include making sure there is enough fuel, water and food. Their 

responsibilities also include childcare, care of their husbands, and care for disabled and aging 

relatives. The size and composition of the household, the ages of children, seasonal food and 

water shortages, work pressures and housing conditions al1 affect the burden of work on 

women (Momsen, 1991 :42). There is usually cooperation among co-wives for the 

management of the household and care of children, but in households where co-wives do not 

aiways agree, cooperative work is less possible. 
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In their analysis of the 1987-88 Ghana Living Standards Survey Statistical Abstract, 

Hood et al. (1997: 142) observe that women's work loads are 15 to 25% higher than those of 

men. The main cause of this disparity is the disproportionate burden of household work 

activities. Women were found to spend 20 hours per week on domestic work; men spent five 

hours per week. The long periods of tirne women spent on domestic work took time away 

fiom their income-generating activities (Ardayfio-Schandoe 1 993; Hood, 1992: 14 1). There 

are, however, variations between regions in how women allocate their tirne. During her 

study, Ardayfio-Schandorf found that female farmers and traders who lived in a savannah 

village spent an average of 3.5 a day hours on economic activities with the remaining 10.5 

hours used for mainly domestic activities. In a fishing village, women spent about 6.3 hours 

on income-generating tasks, mainly fishmongering, while in a forest village women spent 

approximatel y two hours per day on income-generating activities. When food supplies were 

stable, women in the forest village devoted about 6.5 hours a day to cooking (Ardayfio- 

Schandorf', 1993 :22-23). A lot of this tirne is used in processing the food for cooking. 

Studies in other African countries also point to the long hours spent on domestic 

tasks. For example, one study in Nigeria found women in Yorubaland spending between four 

and six hours per day on average on the preparation of meals (Ardayfio-Schandorf, 1983). 

In Uganda, many women spent more than 15 hours each day in specific household tasks. 

These tasks were oflen combined with childcare, a constant responsibility throughout the day 

and Nght (Mwaka, 1 993 :46-5 1). 
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In nnal areas, wood is the main source of fuel and it is uicumbent upon most women 

to ensure that there is an adequate supply of fuel for household requirements '. The process 

of collecting fuelwood in Ghana is usually difficuit and time-consuming. Environmental 

degradation has made it even more difficult for women to gather wood (Ardayfio-Schandorf, 

1993: 15; Hood et al., 1992: 141). The collection of fuelwood involves cutting d o m  huge 

tninks of trees and splitting them into smalier pieces with axes or machetes, and then cutting, 

splitting and gathering the wood. Most often, women have to travel long distances into the 

bush or the forest since wood m o t  be collected on other people's farms. Women often walk 

more than eleven kilometres a day to obtain fbelwood. 

Potable water is still a lwury to many Ghanaians. In 1995 oniy 56% o f  the 

population had access to d e  water: seventy percent of people in urban centres and just 49% 

of rural people (UNICEF, 1996). It is the responsibility of women to collect water for 

drinking, sanitation, washing and brewing the local beer "solom" or "pito" or the local gin 

"akpeteshi" 6. TO collect water women again have to walk long distances. In order to reduce 

the number of times they have to go for water, women carry huge bowls or containers. In the 

dry season when water becomes even more scarce, women spend long hours sirnply looking 

for water. They dig holes in the dned river or Stream beds and wait for the water to rise up. 

It can take several hours to collect a bucket of water and women often spend the whole night 

awake waiting for water to rise up the water table. Tap or well water can be bought but many 

women cannot &ord it. 
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Women have few labour saving appliances in their homes. Most wash clothes by 

hand and this requires that they keep their hands in harsh detergents over long penods of 

tirne. Cooking pots and buckets are cleaned with plantain leaves and ashes, or with earth if 

soap or steel wool is too expensive. These substances can be harsh on women's hands. 

Women sweep their homes, rooms and large compounds with short brooms. This is a 

demanding process requiring women to bend over or squat for long periods of time. 

To maintain their households, women produce a variety of food crops in their 

backyards or their fiums. Portions of these crops are sold for cash to buy items such as soap, 

salt and fish, or bartered for other food items such as fish. The rest of the crops are stored for 

use at home. Many women also raise poultry and other animals such as goats and sheep, 

some of which are used for the household, especially on festive occasions. Most of the 

livestock, however, is preserved for sale for cash in times of dire need, for instance when a 

member of the family falls il1 or when there is a death in the family. It takes time and energy 

to look for feed for the livestock every day and when there are no children to help with this 

task, it too may become the responsibility of the woman. 

Food processing is another demanding and timeîonsuming task for women. 

Harvesting and transporting crops home is a difficult and strenuous job. It involves carrying 

heavy loads of corn, cassava and other food crops fiom the f m  to the house. These 

foodstuffs are then boiled, dned, pounded or grated. Food is usually processed and cooked 

from scratch: pepper is &round on a stone and soup prepared; cassava is cooked and pounded 



in a mortar with a m e ;  and "banku", "amawoe" or "akple" ' is cooked daily because there 

are no refiigerators for the preservation of food. 

Most of women's work activities are combined with childcare and the care of other 

dependents such as their aging parents and the aghg relatives of their partners. It is common 

to see women caring for children at the same time they are also engaged in income- 

generating activities. 

Certain activities are considered to be men's work, particularly tasks that are thought 

to involve great physical exertion (Nukunya, 1992:99). For instance, felling trees, clearing 

bush and burning off bush to make land ready for planting are tasks usually done by men. 

Making yam mounds is also considered a man's task, but nothing prevents women from 

doing this, and some women do it too (Brydon, 1985: 1 10). Men are responsible for building, 

thatching and making renovations to the house. They also hunt for meat in the bush or catch 

fish in the sea or nvers (Nukunya, l992:99-102). Because of the division between men's 

work and women's work, men who help with the tasks which are supposed to be performed 

by women have to do so in secrecy. They are likely to be called "women" - an insult - for 

performing the roles reserved for women. There are instances where women have been 

accused of casting spells on their husbands and t u h g  them into "women" because their 

husbands were seen cleaning or cooking. 



Households Headed By Women 

The number of households headed by women in Ghana appears to have increased 

substantidly in the past three decades (Ardayfio-Schandorf, 1994:2) Between 1960 and 

1970, the number of households headed by women increased fiom 25.7% to 28.6% of al1 

households. The 1984 population census put the national average of households headed by 

women at 3 1.9%. A recent study conducted among 304 Ghanaian women found that 52% 

of them claimed to be the head of their respective households (Ardayfio-Schandorf, l994:3O- 

47). 

Migration - especially migration fiom the rural to urban areas and migration due to 

modeniization - has increased the number of households headed by women. In some 

instances, men work in t o m  or cities far fiom their wives and as a result cannot live with 

them. In other cases the parhier is abroad. Marriage patterns have also contributed to the 

number of households headed by wornen. Sorne women have absentee husbands and live 

oniy with their children. This is often the case for women in polygynous relationships; since 

the man canot live with al1 the women at the sarne time, some of them are lefi to care for 

their own households. The absentee husband occasionally visits his wife or wives and 

children. In addition, some marxied women, even those who live with their husbands, are 

becorning heads of households. These are women who are mainly responsible for the upkeep 

of their households despite the fact that there are male figures in the households (Ardayfio- 



57 

Schandorf, 1992). Other women who are heads of households are widows, divorcees, 

abandoned wives or single parents. 

The income levels of households headed by women are generally low (Ardafio- 

Schandorf, 1994; Momsen, 199 1 :26; United Nations, 1990). At the time of her study in 1988, 

Ardayfio-Schandorf (l994:41-44) found that the general income levels of the women in her 

sarnple were much lower than the national average of 90 Cedis a &y, with women who were 

farmen eaming the lowest incornes. Of the women she intewiewed 83% mentioned that 

finances were their major problem. Such women work hard to make enough income to take 

care of their families. Although Ghana passed the Maintenance of Children Act in 1 965, 

women still fmd it difficult to take their children's fathers to court for maintenance. Older 

children help their mothers by becoming petty traders or farm labourers. In times of cnsis, 

women rely on relatives for assistance or child fostering (Ardayfio-Schandorf, 1994:4 1) '. 

In households headed by women, women also perform the hct ions  of both parents. 

For instance, disciplining children is usually the responsibility of fathers in Ghana, but where 

there are no male figures, women have to assume the role of the disciplinarian. This can 

create problems for women because children may refuse to be disciplined by their mothers, 

who they do not perceive as disciplinarians. It is not easy for women to assume roles 

traditionally reserved for men. Women who are faced with the challenge of maintaining their 

households alone thus grapple with nurnerous responsibilities and expectations. They are 

exposed to poverty when they do not have adequate livelihoods and their work loads are 
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heavy. The precariousness of their lives adds strain and tension to their already demanding 

days. 

PRODUCTION: INCOME GENERATING ACTIVITIES OF GHANAIAN WOMEN 

Women have always engaged in productive activities in Ghana (Boserup, 1970; 

Daddieh, 1989). When barter was practised, women produced a wide variety of crops to feed 

their families and exchanged the surplus for other items they needed. Of the 246 Ashanti 

women interviewed in a 1945-46 shidy only 22, mainly the wives of clerks and teachers, 

claimed to be non-eamers (Fortes, Steel, and Ady, 1948: 168, cited in Guyer, 1988: 157-1 58). 

Boserup (1970:87) also noted that in the late 1960s women accounted for 80% of the labour 

force in trade, handling both village and urban trade. 

Womenfs productive activity rates were recently estimated at about 90%, with many 

women selfkmployed or family workers in agriculture, agro-based industries and trade 

(Mm~h,  1994:62). One important reason for this high rate of productive activity among 

women is that in most traditional Ghanaian societies women cannot expect to be completely 

supported by their husbands, especially when they are in polygynous marnages. It is 

important that they find independent sources of support for themselves and their children 

(Hagan, 1983; Fapohunda, 1983:33). 

Womenfs labour force participation in the fornial sector has increased over the years. 

With increased opportunity in education more women have been able to secure jobs in the 
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fomal sector (Manuh, 1994:62; Nikoi, 1990: 144). Just over half of employed women work 

in agriculture, animal husbandry, forestry and hunting and almost a quarter are employed as 

sales workers. Data fkom the office of the Governent Statistician also show that very few 

women are employed in administrative and managerial work (Nikoi, 1990: 143). These data 

fiom the mid-1980s indicate that women comprise half of the labour force. They outnumber 

men in sales work (where they comprise 89% of workers) but they are under-represented in 

administrative and managerial positions in which they occupy only 9% of the positions. In 

professional, service and clencal occupations they represent roughly one third of the labour 

force (Nikoi, 1990: 143). For the most part, women's occupational status accounts for their 

low incomes and this makes it difficult for them to care for their families especially when 

they are the sole breadwinners. 

Most lower-ranked employees in both the public and private sectors are unionized 

although these unions are not strong. Of the 17 unions that make up the Ghana Trade Union 

Congress, women constitute about 25% of the membership (Manuh, l994:62). Only a few 

women have leadership positions in the unions, even in those that they dominate 

nurnerically. Union activities have helped women to achieve minimum employment 

conditions such as regular hours of work, specific periods of maternity leave with pay 'O and 

some degree of social security (Ardayfio-Schandorf, 1994:45; Manuh, 1994:62-63). 

Although wage rates are low, such employrnent standards give women regular incomes in 
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contrast to the situation of the majority of people who work in the informal sector (Manuh, 

1994:63). 

Despite the insecure working conditions in the infornial sector, this sector is key to 

the suxvival of a large proportion of women in Ghana (Howie, 1993; Manuh, l994:63). This 

sector offers Ghanaian women many opportunities in entrepreneurship. Household-based 

agricultural production rernains a major source of food and income for most of the women 

who work in the informal sector. These women engage in f&g food crops and they 

process and then market some of their produce. They also trade in local and imported goods. 

Many of them are engaged in small-scale agro-industry such as handicrafts, pottery, food 

processing and soap making. They also work as casual labourers on f m s ,  as cernent block 

carriers and workers in quanies. 

Women dominate petty trade in Ghana (Sanjek, 1983; Vercruijsse, 1983). In one 

Ghanaian community, it was found that al1 girls were trained in trade and start at a very early 

age (Sanjek, 1983:342). As early as 1960 women made up 84% of traders throughout the 

country (Cutnifelli, 1983 :98) and women's dominance in trade has not diminished. Women 

trade in al1 types of items. They dominate in the sale of foodstufh and fish and they also 

tmde in local and imported goods such as soap and prints. 

In describing women traders in Accra, Robertson (1983) identified the strategies that 

fmiiitate women's success. Among women's biggest assets are their networks of fnends and 

relatives. Women have managed to dominate petty trade by taking over control of market 



6 1 

stalls and passing them on fiom relative to relative. They have adopted good marketing 

techniques and developed their abilities to bargain. They have also demonstrated flexibility, 

switching to different products when one was no longer profitable (Robertson, 1983:478- 

480). 

Wornen monopolize the production and marketing of fish (Nukunya, 1 992:99- 100; 

Vercmijsse, 1983: 169- 19 1). They control the technique of preserving fish, a process which 

involves collecting and carrying fkewood, scaling the fish, arranging them in the oven, firing 

and unpacking the oven, and packing the smoked fish into baskets for transport to the 

markets. Women also sell the fish. Hagan (1 983: 195) stresses the importance of the fish trade 

women by arguing that apart fiom the fact that women's marketing activities rnake money, 

their control of the fish trade enables them to control their husband's "purse strings" as well". 

Women who sel1 perishable foods have also adopted methods to ensure success in 

trading. For example, in a study among women in Winneba, a coastal fishing community in 

Ghana, Hagan (1983: 192-203) found that unlike fishmongen, who were at the mercy of the 

semons, other market women who sold crops such as cassava, plantain and yam had evolved 

a system which enabled them to control fluctuations in supply. They organized themselves 

into a union to settle conflicts which erupted in the market and to enforce a monopoly in the 

sale of the foodstuffs they handled. They tried to keep market women from outside the union 

from bringing in large quantities of foodstuffs to sell in their market, and to ensure a more 

stable business environment for each member by operating a system which Hagan 
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(1983:195) calls "the system of circulating monopoly." The women shared market days so 

that each &y belonged to one person or one group of women who had the exclusive right to 

the food market on that day. They not oniy eliminated competition through these methods 

but ensured that each person's foodsniffwas sold while it was still fiesh. 

An important figure in the trading activities of women is the Market Queen Mother. 

Although the markets are under local administrative control, the market women are also 

organized and led by Market Queen Mothers. The Market Queen Mother is usually elected 

democratidly by market women to represent retailers who are selling the same goods. There 

is thus a Market Queen Mother for each of the various items sold in the market such as yams, 

cassava, tomatoes and pepper (Cutrdelli, 1983 :98). 

A Market Queen Mother perfonns several fiuictions. She is responsible for protecting 

the interests of the particular item that she represents. In the rural areas, where much of the 

food is produced and distributed at wholesale pnces to retailers, the Market Queen Mother 

is the representative of the supplying and the trading fmers .  She helps to find an average 

pnce at which such products can be sold. In towns where there is limited space for the 

traders, the Market Queen Mother ensures that the traders have a fair share of space and 

supplies. 

The Market Queen Mother's role of "regdating" is an important function in times of 

scarcity (Cutnifelli, 1983:98) since she sets the prices at which items will be sold. Sometimes 

she acts as a guarantor for retailers who buy fiom wholesalers on credit. In addition to 
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proteclhg the interests of those she represents, securing supplies at reasonable prices and 

negotiating sale prices, the Market Queen Mother senles disputes between traders belonging 

to her own group or represents them in agreements or disputes with other market traders or 

wholesalers (Cutnifelli, l983:98). 

Barriers to Women's Productive Work 

Despite the fact that women's productive activities such as agriculture, trading and 

wage work are the foundations upon which most households survive in Ghana, many factors 

mitigate against women's productivity. Women are dependent on land, capital, the structure 

of the labour market for women, the cash rewards of their market work and their own skills 

and experience (Blanc and Lloyd, 1994: 1 12; Boserup, 1970; Robertson, 1984: 10- 1 1). Access 

to land and credit is limited for most women and critiques of development policies have 

ofien focused on the need for improved access in these areas (Ahooja-Patel, 1990:6-19; 

Mwaka, 1993:46-5 1). 

In the past, women generally had the right to familand through their husbands or 

lineages (Okali, 1983; Daddieh, 1989; Nukunya, 1992:98-99). They also acquired land in the 

form of gifts. Yet women's holdings have differed in t e m  of crops, acreage and technology 

fiom those of their male counterparts (Fapohunda, 198352). In a study of land holdings 

among men and women in some societies in Ghang it was found that men's cocoa fami 

holdings were on the whole bigger than those of women. The average sizes of land holdings 
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for men were nineteen, fourteen and sixteen acres in the Mampong, Konongo, and the 

Bekwai zones respectively, and ten, nine and eleven for women. In al1 these meas, women's 

farms were found to be smaller. Men who were over 45 years of age controlled over hdf of 

the acreage in Mampong and Bekwai and two thirds in Konongo. Men over 65 owned a 

quarter, while women over 65 owned only one twentieth of the land. Thus although there are 

fewer men than women in the agricultural sector, the men were not only more likely to own 

famis, but their famis were also on average larger. Men controlled two acres for every acre 

controlled by women, and their control of land was disproportionate to their numbers 

(Oppong, Okali and Houghton, 197573) l2 . 

Crehen (1 984:SS, cited by Daddieh, 1989: 168- 1 69) argues that women's control of 

land has remained tenuous even in matdineal societies. The lineage head or the chief, who 

is usually a man, is the custodian of the land. He allocates the land to "responsible aduits" 

(typically, married males) who clear the land and either farm with the women or leave the 

women to f m  themselves. Most recently, the commercialization of agriculture, the 

expansion of cash cropping, rapid population growth and increased cornpetition for land have 

al1 helped to create land shortages and limit women's access to land (Norton, 1988 cited in 

Hood et al., lW2: 146-47). Most women are thus left with small and scattered land holdings 

for their famillig activities (Date-Bah, 1984). 

Women's access to labour has also been limited. Even when they own their own 

famis, women often assist their relatives and husbands on their farms. Yet women are less 
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likely to receive assistance fiom family members even when their children are very young 

and despite their heavy involvement in the provision of food for the household (Oppong, 

Okali and Houghton, 197573). Among the Kusasi of the northeastem part of Ghana, men 

cm demand their wives' labour though women do not use their husbands' labour in the same 

way (Abu, 1994: 196; Whitehead, 1994:39). Thus, women may not even control their own 

labour, let alone the labour of their children or other members of their households. This 

makes it especially difficult for women to generate income. 

Credit has not been readily accessible to most women (Nikoi, 1990: 142-1 65; Hood 

et al., 1 992: 1 47). Ardayfio (1 985) found that among Ghanaian urban women, the majority 

of wholesalers obtained their capital fiom their own persona1 savings. However, few 

Ghanaian women can accumulate sufticient capital as their income is derived fiom the sale 

of their own produce and the net gain fbm this source is usually quite small. Another means 

by which women obtain capital is the traditional rotating savings credit associations. Seldom, 

however, can women afford to contribute their share of the money to these capital 

accumulating associations. Formal credit facilities such as banks are mainly interested in 

large-scale fanners, cash crop famers and businesspeople, most of whom are men. As small- 

scale and food crop fmers, women are thus denied access to credit. Because they lack 

credit, women are often forced to t u .  to money lenders whose interests rates can be as high 

as 50% (Hood et al., 1992: 147; Nikoi, 1990: 142-165; Roncoli, 1985). 
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Iiliteracy and lack of managerial and technical skills and information have also 

hindered women's productive activities. It is estimated that 45.5% of male workers and 

64.3% of fernale workers are illiterate (Manuh, l994:63). In 1992 the general adult literacy 

rate was 58%; 70% for men and 5 1% for women (UNICEF, 1993) 13. Women's low 

educationai attainments have hindered them fiom occupying professional positions in the 

formal labour force. Illiteracy and male-oriented government extension service policies have 

also prevented women fiom benefitting fiom up-to-date information on issues such as new 

famiing methods (Date-Bah, 1984; Roncoli, 1985). Many women farmers are bypassed by 

extension services and are thus not abreast of the new information and technology available 

for the improvement of their work activities 14. They are thus forced to depend on their own 

efforts and resourcefulness for success in their business activities. The development of 

appropriate technology has aiso neglected those technologies which would be of most help 

to women in their day-to-day work (Barrett and Brome, 1993). 

Women's control over the income or products generated by their labour is also 

limited, despite the fact that Ghanaian customary law supports their right to work and 

recognizes their exclusive right to separate property (Abu, 1983; Oppong, 1983; Sanjek, 

1983). Although in a legal sense it appears that women enjoy a high level of autonomy, in 

practice their use of their income is restricted. While men often have the liberty to use their 

incomes in a variety of ways and on personal items, women are constrained by "cultural 
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values associated with motherhood" (Whitehead, 1994:39); that is, women spend almost al1 

that they eam to provide for their households. 

Lack of access to childcare is another barrier to woments employment. Many women 

lack institutional daycare facilities and have to rely on extended kinship networks, paid 

household help and child fostering (Ardayfio-Schandorf, 1994: Blanc and Lloyd, 1994: 1 13). 

Although these sources of childcare have been very beneficial to many women, they are not 

necessarily available to ail. Women in urban areas fhd it more difficult to obtain these f o m  

of childcare and are thns quite dependent on institutional daycare facilities which are either 

expensive or fa. fiom their homes. 

Ghanaian women c m  be found in almost al1 sectors of the economy and they 

continue to domhate in trade. Yet, they face a number of constraints. They have limited 

access to land, credit, labour and daycare facilities. Male-centred government policies do not 

provide women with the tools and information they need. Finally, woments reproductive 

roles, their positions in the household, and the sexual division of labour dl constrain 

woment s productive activities. 

THE STRUCTURAL ADJUSTMENT PROGRAM 

International and national poiicies have had differential impacts on the lives of 

women and men in G h a ~ .  Ghana has initiateci many development programs over the years 

and like many other developing countries, has claimed to emphasize gender-neutral 
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economk growth. It has been argued that an increase in the Gross National Product (GNP) 

will "trickle down" the income hierarchy to a country's poorest groups and thus benefit al1 

people (Kabeer, 1992: 102). In practice, however, economic growth has fiequently been 

accompanied by increased unemployment and poverty, and those most severely aEected are 

women and children. A case in point is the recent Structural Adjustment Program (SAP) 

adopted by many developing countries including Ghana. 

In their efforts to recover the debts of developing countries and resolve the chronic 

balance-of-payments crisis, major donor agencies such as the International Monetary Fund 

(IMF) and the World Bank implemented the SAP in 1979 (Spaar, 1994:2). Under SAP, in 

order for "debtor countries" or developing countries to quale  for new loans the international 

banks required them to become more free market onented. Govemments are required to 

reduce their spending and remove subsidies and regdations on products and services 

(Kabeer, 1992: 103; Spaar, 1994: 1 -2). Under the Ghanaian Economic Recovery 

Program/SAP, measures have been taken to reduce goverrunent expenditures, decrease the 

d e  of the state in econornic activity, increase the competitiveness of the export sector and 

liberalize trade. The goverrunent also placed a limit on credit expansion. Budgets have been 

cut and wages have been fkozen. There have also been exchange rate adjustrnents and new 

trade policies (Hood et al., 1992; Manuh, l994:66). 

The Ghanaian Economic Recovery Program has increased employrnent in the mining, 

timber logging, transport and communication sectors in the country, sectors which do not 
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traditionally employ women (Manuh, 1994:67). Women are prohibited from working 

underground in mines, and while they are employed as clencal staff in the transport and 

communications sectors, they are not hired as drivers or road construction or 

telecommunications workers. For the most part, then, women are excluded fÎom the jobs that 

have been created by SAP. The only sector in which women are Iikely to be employed as 

f d y  workers is cocoa fanning which has flourished in response to producer price increases 

for export crops (Manuh, 1994:67). The overall eflect of SAP on women appears to have 

been negative. 

One main aim of SAP has k e n  to reduce the number of people in the civil service. 

Between 1987 and 1992, almost 60,000 workers were laid off fiom the civil service fl& 

-, 15th December, 1992 in Ardayfio-Schandorf, 1994:2). Women have been 

vulnerable in many of these retrenchrnent exercises as a result of their low educational levels 

and theù concentration in many of the sectors targeted for redeployment (Manuh, 1994:73). 

The civil service redeployment schedules, for example, listed labouren, cleaners, drivers, 

cooks, porters, sweepers, rnessengers and security personnel, clerical oficers, secretarial 

personnel and store officers, several of which are occupations in which women are 

disproportionately represented. Budget cuts in the Ghana Education Sedce and Ministry of 

Health, have led to job losses for women employed as cooks and caterers in educational 

institutions and departmental canteens which have been closed (Manuh, 1994: 68). In theory 
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laid off workers were supposed to move into other sectors of the economy; in reality the 

process had meant unemployment for most workers who were laid off. 

Cutbacks in public expenditures have ais0 worsened the status of women since 

women are the main consumers of health, education and other welfhre services. It is women 

who will shoulder the heaviest burden of the cutbacks in services which result fiom SAP. 

The budgets for education and health, for instance, are continually being cut. Between 1986 

and 1992, the percentages of central govemment expenditure allocated to health and 

education were 9% and 26% respectively. By 1993 these allocations had decreased to 7% for 

health and 22% for education (UNICEF, 1995 and 1996). Thus structurai adjustment policy 

measures have reduced women's chances of employment and their opportunities to retain 

jobs and at the same time increased the price of social services such as health care, water, 

electricity and education. 

The informal sector of the economy, where women abound, has also been afTected 

by SAP. SAP has worsened the already insecure conditions in this sector. The increased 

cornpetition and higher prices resulting fiom SAP have not been accompanied by higher 

pmhasing power, given the generai low level of incornes. The result has been that business 

has been very slow, making it more difficult for women to earn an adequate income. 

The f d y  is the hardest hit in times of hi& unemployment. The SAP has led to the 

dislocation of the family which has resulted in " d e  shifts and role conflicts" (Ardayfio- 

Schandorf, 1994:2). The responsibilities of women whose husbands have lost their jobs as 
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a result of the SAP have increased. An increasing number of women have become fïnancially 

responsible for the household in addition to playing their traditional domestic roles. The 

present economic situation has forced women to adopt new strategies for survival. These 

strategies have been cailed "the invisible adjustment," a term which highlights how women 

are making the Structural Adjustment Program socially possible by increasing their 

econornic activities and working even harder (Momsen, 199 1 :97). Women's existence is 

more precdous as they juggle even more incorne-eaming activities and assume ever more 

responsibility for the care of family members who are ill. 

The gender bias that appears in state policies has been explained in ternis of the lack 

of representation of women in policy making positions. Women in many developing 

couniries are excluded fiom participation in state politics as their pnmary roles are defined 

exclusively in ternis of the family. As Parpart and Staudt (1989) have pointed out, women 

represent half or more of the electoraily h c h i s e d  population in the developing world and 

thus half of the recruitment pool for political office. Yet during the mid-1980s women 

represented only 6% of members of national legislatures. Also, women generally constitute 

less than 2% of national cabinet or equivalent positions. Since the vast majority of public 

officiais are men, male-centred ideologies, conventional wisdom and personal materid 

realities are brought to bear on decision-making processes (Charlton, 1989: 13). It is in this 

c o ~ e c t i o n  that state policies and actions provide a clear link to gender concems. 
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Mshar (1 987) argued that many govemrnents appear to have strong ideological fears 

about women who are not contined to the domestic sphere. Women have been perceived as 

agents of "corruption" in Ghana (Robertson, 1984), Nigeria (Roberts, 1987) and Zimbabwe 

(Jacobs and Howard, 1987). In the failure of econornic policies, Ghanaian women were 

accused of being responsible for economic hardships because of their visible role in trade. 

One of the more extreme acts in the past illustrates the way women traders can be persecuted 

for the country's economic problems. One of the markets in Accra called "Makola Number 

One" was demolished by soldiers who seized power h m  the Acheampong regime in 1979. 

The rationale behind the dernolition, as the perpetrators themselves explained, was to "teach 

Ghanaian women to stop king wicked" (Robertson, 1984:244). In the same period some of 

the market women were also physically punished and forced to bear the brunt of public 

displeasure provoked by shortages of goods (Robertson, l983:469). These strong culturally- 

rooted fears can sometimes be seen to have generated policies and laws which oppress 

women. 

Women are kquentiy harassed by state and municipal authorities. Because they are 

not well organized, they have little power to fight for better working conditions. In Ghana 

wornen are often forced to pay high fees to license theu economic activities. Women petty 

traders are constantly king harassed or beaten by the town and city council workers to force 

them to pay for market tolls. In the 1980s, for instance, many women, accused of engaging 

in "Kalabule"~s were beaten and disgraced. h a coup d'etat the military justified their actions 
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by arguing that living conditions in Ghana were becoming difficult, even unbearable. The 

country's problems were blamed entirely on women traders. This culminated in the 

dernolition of another of the main markets, "Makola Number 2," in which women traded. 

Furthemore, gender ideologies can be observed in state policies where little or 

nothing is done to question men's control over women. In addition to making laws which 

discriminate against women, the state fails to protect women against violence, such as rape 

or domestic battery, or sexual harassrnent at work places. The subject of violence against 

women is seldom discussed in Ghana (Ampofo, 1993; Ofei-Aboagye, 1994). When attempts 

are made to address particular instances of violence against women, factors such as different 

definitions of violence, different laws, the attitudes of law enforcement agents (especially 

regarding domestic violence), and social n o m  make application difficult and make women 

more vulnerable (Ampofo, 1993 : 103). 

Efforts have been made by the state to protect women against certain widowhood 

rites and to provide some security for widows through laws such as the Interstate Succession 

Law. But the reality is that the majority of women in Ghana are not aware of the existence 

of such laws. Even where they are aware, many women are not able to exercise their rights 

because they fear social sanctions. Insisting on one's legal nghts goes against tradition, and 

this can result in a woman king rebuked or isolated in the comrnunity. Traditional laws and 

cwtoms are often stronger than civil laws in the &y-to-day lives of women, so the existence 

of state laws alone does not guarantee their enforcement. 
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In examining policies and planning by govemments and international aid and 

development agencies, it becomes obvious how most public policies discriminate against 

women. The initiative of women in the planning and the implementation of policies is alrnost 

absent. As a result, women have Uivariably borne the adverse effects of policies and laws. 

The SAP being implemented by the Ghanaian govemment is a clear example of a policy 

which has had significant negative impact on women's lives. 

WOMEN'S HEALTH AlYD WELL-BEING IN GHANA 

As I noted in Chapter Two, there are few data descnbing in detail the health situation 

of women in Ghana. The data which are available focus mainly on women's biological 

reproductive health. 1 begin this section on women's health and well-being with a table which 

incorporates general measures of the health and well-being of Ghanaian women. Table 3-1 

gives us an impression of women's health status and their quality of life. 

The table shows that Ghanaian women's life expectancy at birth is 61 years. This is 

much shorter than that of women in the developed countries who can expect to live for about 

75 years (United Nations, 1991 5 5 ) .  One reason for Ghanaian women's shorter life 

expectancy is the hi& infant and child mortality rates. As the table indicates, the infant 

mortality rate in Ghana is 76 per 1,000 live births and the child mortaiity rate is as high as 

13 1 per 1,000 live births. Women's life expectancy is also diminished by the high rate of 

matemal mortality. Materna1 mortality rates l6 in Ghana remained very high at 1000 per 
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Indicators 

Females 
as % of 

Males Females Males 
- -  

Life Expectancy at birth (yrs) [1994] 
- 

Inf i t  Mortality rate per 1,000 live births (under 1 yr) [1994] 

Under 5 yrs Mortality rate per 1,000 live births [ f 9941 

Matemal mortality rate per 100,000 [1980-921 390 1 
Percentage of births attended by trained medical personnel [1993-941 1 1 1 
Total fertility rate [1994] 1 1 1 
- -- 

Contraceptive prevalence (1 5-49 yrs) [ 1980-941 1 1 2o 1 

Percentage of children 
[1986- 19941 who are Breastfed with complementary food 

(6-9 mos) 

Stiil breastfeeding (20-23 months) 

Percentage of children Moderate and severe 
under five [ 1 980- 1 9941 
who are suffering fiom seVe, 



Table 3-1: Womett9r Health and Well-Being 

Indicators Males 
- - 

Daily per capita calorie supply as percentage of requirements 
[ 1 98 8-90] 

Percentage of share of total household consumption [1980-851 
al1 food 

Percentage of population with adequate sanitation [1990-951 

Percentage of population with access to safe water [1990-951 

Percentage of population with access to health services [1985-951, 
[1993-941 

- . - - 

Primary school enrolment ratio (gross) [1986-931 

Secondary school enrolment ratio (gross) percentage [1986-931 

Total adult literacy rate, 15 years and older (percentage) [1990] 1 71 

I 
- - -  

Females 
as % of 

Females Males Urban Rural Total 

93 

The World Bank World Development Report, 1985. Compiled from: The S- of the World's C w ,  UNICEF, 1996, Oxford 
University Press, New York, NY, p. 79-109. 



100,000 live births between 1980 and 1990 (UNICEF, 1991 : 1 14). Table 3- 1 shows, however, 

that the rate has fallen dramatically since 199 1 to about 3 90 per 1 00,000 live birdis. Matemal 

mortality in Ghana is still high relative to the rate in developed countries which is about 1 1 

per 100,000 live births (Boerma, l987:S 1). 

Information on the causes of matemal mortaiity and morbidity, although biomedical 

in nature, sheds some light on the immediate causes of women's deaths. The leading direct 

cause of death among pregnant women in 1989 was hemorrhage, of which post-pacturn 

haemorrhage was the main factor. This was followed by infection, particularly septicemia. 

Hypertension came next with eclampsia the most fiequent presentation, followed by ruptured 

utems. Postpartum hemorrhage, septicemia and eclampsia, which together accounted for 

42% of the deaths of pregnant women, are al1 preventable. In this connection it is noteworthy 

that only 59% of births in Ghana are attended by trained health personnel. According to 

sources from UNICEF, by 1994 only 59% of births in Ghana were attended by trained 

professionals (UNICEF, 1996). The remaining births took place without the assistance of 

trained health personnel. Deliveries are often perfomed by relatives, friends and neighbours, 

at the woman's home. A 1988 health survey in Ghana indicated that in nual areas about 3 1 % 

of deliveries were done by relatives and people other than trained health care professionals; 

in urban areas, the figure was 12% (Ghana Demographic and Health Survey, l989:69). 

Kpando, the site of my research, is in the Volta region, and the same survey found that the 

Volta region had the highest number of deliveries by people who were not trained health care 



professionals. In the Volta Region about 42% of delivenes were done by relatives and others 

with no special training. Women risk dying in the process of giving birth as people without 

specialised health training are unable to ded with complications that may arise during the 

birth of a child. The risks associated with childbirth increase when pregnant women are 

already weakened by several previous deliveries and by the hard work they do every day. 

The inadequacy of maternai health facilities partly explains the high level of materna1 

moriality . 

When we add deaths caused by induced abortions to matemal deaths the picture of 

women's reproductive health becomes even grimmer. As is the case in many developing 

countries, abortion is illegal in Ghana. Women who want to terminate unwanted pregnancies 

are forced either to attempt abortions on their own or to seek help fiom untrained personnel 

under dangerous conditions with littie after care (Radces, 1989:449; Santow, 1995: 1 50). 

AIthough the documentation on mortality fiom unsafe abortions in the developing countries 

is hadequate one cm expect the figures to be very high. 

In 1994 the fertility rate I7 arnong women in Ghana was 5.8. With fertility rates so 

high, women are exposed to the risks associated with pregnancy several times during their 

reproductive years (Santow, 1995:150). Women have little control over their fertility. 

Although factors like education and urbanization are influencing fertility , the social factors 

accounting for high fertility are still very powemil. Giving birth to children is considered to 

be a woman's "proper d e t '  and it is thus incumbent upon a woman to demonstrate that she 



is fertile as this enhances her status and social esteem (Adepoju, 1994%; Awusabo-Asare, 

Anarfi and Agyeman, 1993:70). Women who seem to be deviating fiom their roles as 

mothers are pressured into complying (Ardayfio-Schandorf, 1994; Adepoju, 1994; Dinan, 

1983:344). Cornpliance is enforced through rebuke, gossip, open insults, or shunning by 

women who are mothers. The high infant mortality rate is another reason Ghanaian women 

give birth to many children. Women feel that having many children increases the likelihood 

that some of them will survive. Other practical considerations help explain the high fertility 

rates of women in Ghana. From an economic point of view, more children means more fkee 

labour on the farm or for other economic activities (Benneh, 1994542). When children 

becorne economically independent they serve as a source of social security for their aging 

parents b y supporthg them physicall y and financial1 y (Benneh, 1 994:6; Ardafio-Schandorf, 

1994:39). The more children one has, the greater the chances that one will have people to 

rely on in old age. Other factors which contribute to the high fertility rate in Ghana include 

the desire to have a child of a particular sex (mainiy a son to carry on the family narne), the 

relatively early age at which women marry 18, and cornpetitions among CO-wives over the 

number of children they are capable of producing. These social and economic factors explain 

in part the low contraceptive use among women. Table 3-1 indicates that in 1994, only 20% 

of married women between the ages of 15 and 49 were using contraception. 

With many children the demands of childcare are significant. Childcare is a 

continuous and demanding activity. Among the demands of caring for children is that they 



have to be bathed, fed and comforted severai times every day. To ensure that children are 

d e  and unhanned, they would have to be constantly supervised. With many children, these 

demanding and tedious activities associated with childcare are performed many more times 

and for longer periods of time. Another aspect of having many children which may have an 

impact on women's health is frequent and prolonged breastfeeding. Mothers in Ghana 

breastfeed for long penods of time. As Table 3-1 indicates, 8% of mothers exclusively 

breastfed their babies aged zen, to three months, 36% breastfed their babies aged six to nine 

months in combination with other foods while 53% of mothers continue to breastfeed 

children who were more than one year old. 

Women's heavy childcare demands are combined with the need to care for elderly and 

other members of the household, heavy household responsibilities and multiple work 

activities. As we have seen nom earlier discussions, women spend several hours doing 

domestic work and engage in multiple income-generating activities every day. This complex 

interplay of various foms of women's work both in the household and outside it, in ail 

likelihood causes and exacerbates health problems for women. 

In their capacity as wives, mothers and carers for dependent kin, women are the main 

providers of health care in Ghana They engage in preventive medicine by working hard to 

maintain hygienic conditions and to provide their families with nutritious diets (Brydon and 

Chant, 1989: 190; Rathgeber and Vlassoff, 1993). Women are oflen the first to detect early 

symptoms of illnesses in children, husbands, and other dependants and they frequently take 



the initial steps to prevent illnesses from developing. This role exposes women to 

communicable diseases. When children need to be taken to heaith centres or hospitals for 

treatment it is women who take the initiative. When a man is in hospital, his wife or other 

female relatives are responsible for supplementing nursing care for him. The cost in terms 

of the strains and stresses on women of anticipating and managing the farnily's health needs 

is difficult to measure. Women's roles as promoters and providers of health clearly contribute 

to their responsibilities in the home. 

Inadequate nutrition is another dimension of the problem of Ghanaian womenfs 

health, and it too is related to household size. A large household can mean insuficient food 

in quantity and quality for d l .  This results in poor nutritional statu for large households and 

ultirnately poor health. As Ghanaian women are known to cope with household crises such 

as inadequate food by putting their own needs last, it is common for women to eat less, and 

less nutritious food, than men. With inadequate food intake women are at risk for anaemia, 

malnutrition and severe fatigue (Jacobsen, 1 993 :3). Women's nutritional requirements 

become more important during their pregnancies and lactating periods. Poor nutrition has 

adverse effects on the health of mothers, unbom children and nursing children. Maternal 

malnutrition is one of the most important factors contributing to low birthweight babies 

(Raikes, 1989:449). As table 3-1 shows, between 1990 and 1994, 17% of infants in Ghana 

were bom with low birthweight, and 27% of children under five were moderately to severely 

underweight (UNICEF, 1996:82). Although the data have not been broken down by gender 



in Ghana, we know that young girls who experience malnutrition are not able to develop 

sturdy bones and it is likely that this rnakes them vulnerable to complications during 

childbirth and may even r e d t  in their deaths (Santow, 1995: 1 50). A significant percentage 

of people in urban areas (59%) and rurai areas (37%) live below the poverty level. This 

means that often there is less food than is needed, and as Table 3-1 indicates, the daily per 

capita calorie supply is only 93% of the requirements for the average Ghanaian, indicating 

that people in Ghana consume less than the required amount of calories for normal growth. 

The quality of women's lives and hedth is fuaher threatened by poor sanitation. Only 

42% of the Ghanaian population has access to adequate sanitation (53% of the urban 

population and 36% of the rural population). As Table 3-1 shows, only 56% of the total 

population has access to d e  water, and access varies by location. While 70% of those who 

live in urban areas have safe water, only 49% of those who live in rural areas have access to 

some form of safe water. It is not surprishg then that women's health problems other than 

matemal heaith problems are grouped under water-related environmental and sanitation 

diseases (Ghana Population and Health and Nutrition Survey, 1988%). Women are exposed 

to many infectious diseases: malaria, infectious hepatitis, dysentery, hookworm, bilhania, 

guinea worm, yaws and sexually transmitted diseases. In considering women's susceptibility 

to these diseases we need to reflect on the roles women play both at home and outside the 

home. For instance women rnay s a e r  fkom b i w a  or guinea worrn because of their role 

as the primary providers of water. Most women have to collect water for their households 



fimm sources such as streams and rivers, some of which are contaminated and expose them 

to water-borne infectious diseases. Furthemore, the nature of women's productive work 

activities are associated with many other health hazards. For instance women's agriculhiral 

work activities expose them to dangers including snake or rodent bites, cuts fiom old and 

rusty f h n  tools, falls h m  the weight of the heavy loads they carry home fiom their famis, 

heat fiom the SUU and cold fiom the rab. 

In addition, a health problem of great concem to Ghanaian women is HIVMDS. 

Alrnost two-thirds of HIV positive people in Africa live in Sub-Saharan Afnca (Okoje, 

1994: 1239). Recent publications on ALDS have shed light on some of the factors accounting 

for the spread of the disease. The widespread acceptance of men having multiple partners, 

the poor economic situation of many women which leads some of them to supplement their 

incomes with prostitution, and the general lack of knowledge about the use of condoms are 

al1 said to contribute to the spread of AIDS (Anarfi, 1993:45-68; Awusabo-Asare, Anarfi and 

Agyeman, 1993:69-84). 

Resources that could impmve women's Lives - health seMces and education - are also 

in short supply. Although a good percentage of the Ghanaian population (60%) are said to 

have access to heaith care senrices, the majority of health facilities are located in urban 

areas19. Ody 45% of the niral population have access to health care services, and the 

majority of niral dwellers in Ghana are women. As heaith facilities are not well developed 

especially in rural areas women travel great distances and wait long hours in lineups for 



treatment at hospitals and health centres. Long waits in hospitals have eroded women's 

already limited time for seeking medical attention for their children and themselves. The 

increasing cost of health services aud cutbacks in health provision have reduced medical 

consultations and increased self-medication with its attendant risks (Ardayfio-Schandorf, 

1994:45). In terms of education, women are at a disadvantage compared to men. While 80% 

of males get the chance to enrol in prirnary school, oniy 67% of femaies are able to do so. 

The secondary school enrolment picture is similar. While 48% of males continue their 

education in secondary schools only 29% of femdes are able to do so. 

The factors that determine women's health statu are interrelated. Poor and inadequate 

diets and fkquent childbirth put women at risk for many health problems. Women's roles in 

biological reproduction, social reproduction and production ail appear to have implications 

for their health. However, the literature on the relationships between, women's lives and 

women's hedth is sparse. We need considerably more information and analysis if we are to 

wuavel or understand the nature and the causes of women's health problems. 

SUMlMGRY AND CONCLUSION 

In outlining various aspects of Ghanaian women's &y-to-day lives, this chapter has 

established a context for subsequent chapters of this study. 1 have discussed the main social 

structures iduencing women's life chances and describeci how women try to respond to the 

effects of these structures. 1 identified cultural perceptions of Ghanaian women and 



considered how these images and expectations influence how women live their lives in 

Ghanaian society. The chapter presented a picture of Ghanaian women's lives and roles both 

within and outside the household and described women's heavy work loads. It also showed 

how women's lives are affected by the policies and prognuns implemented by govemment. 

In this comection 1 stressed the stifiing effects of certain govemment policies and programs, 

in particular the SAP, on the weil-king of women in Ghana. Although there has been littie 

assessment of the gender impact of diis program, there are clear indications that SAP has had 

adverse effects on the most vuinerable in society, that is, women and their chiidren. 

The discussion in this chapter also points to the ways in which the structures that 

impinge on Ghanaian women's iives are intertwined. As the chapter notes, women, who are 

both producers and consumers of wealtb, health, and other social facilities are being forced 

to shoulder the heaviest b d e n  of poverty and stress. The heavy and increasing burdens on 

women and the lack of adequate health are  and other facilities is likely to increase morbidity 

and mortality among women in Ghana. 

This discussion provides a broad context for the analysis of the inteniews in 

subsequent chapters. The chapter alerts us to the importance of the features that influence the 

lives of Ghanaian women. It highlights the stnicîural constraints under which women live 

and work every &y in Ghana. It aiso describes the general health situation of women in 

Ghana stressing the health hazards they face. The specific focus of this study is on women 

in Kpando, a community in the Volta Region of Ghana in West AtXca. In the chapters that 



follow we shall see how Kpando women try to establish a link between women's health 

statu and the conditions of their &y-today lives. While their accounts reinforce most of the 

themes we have already described generally in this chapter, we will find that women also 

reveal details of their lives that may be somewhat unique to them and specifk to the Kpando 

environment. Overall, however, women's accounts of their health will help us understand the 

various levels at which health is socially produced in Ghana. In the next chapter 1 describe 

how 1 conducted my research and the methods 1 used to collect the data. 



NOTES 

1. I use the expression "Ghanaian societies" to indicate that Ghanaians are not a 
homogeneous unit. Ghana is made up of various ethnic groups and although there are 
similarities in the ways people behave and think in these groups there are also significant 
differences . 

2. Highlife is a blend of traditional Akan rhythm and melodies with European musical 
elements. It encompasses a variety of artistic expressions such as music, dancing, singing, 
story-telling and theatre. It originated at the end of the nineteenth century, but the exact 
source is not known. It began at the coast and has spread to al1 parts of the country. The 
themes of the songs are predominantly urban life and social mobility. The term "highlife" 
reflects these themes in that it mggests the life of the (Ghanaian) "high society" in towns 
(Asante-Darko and Van Der Geest, 1983:244). 

3. During a conference in Addis Ababa in 1990 on Traditional Practices Anecting the 
Health of Women and Children, it was decided that the term "Female Genitai Mutilation" 
(FGM) should be adopted since "female circumcision" or "excision" was misleading. 

4. For the purpose of this research the household is defined as people who share domestic 
hctions and activities - a group of people who "eat out of the same pot" (Mackintosh, 
1979) or who "share the same pot9' (Robertson, 1984a). This definition is appropriate in 
the Ghanaian situation where members of a household may not necessarily share a 
residential unit. They may live in dBerent places yet depend on a particular place of 
residence for their sutenance. 

5.  Wood fuel and hydroelectric power are the most important energy sources in Ghana. In 
1987 wood fuel constituted 86% of total energy consumption in households. Wood fuel 
alone accounted for 92% while hydroelectric power comprised 8% of the domestic energy 
output (Ghana Govemment, Ministry of Fuel and Power, 1988). 

6. "Solom" or "piton is a local beer brewed with millet. "Akpeteshi" is gin, usually brewed 
with palm wine, sugar cane or mangoes. The process of brewing requires the use of a lot 
of watet and fiel. 

7. "Banku", "amawoe" or "akple" is a Ghanaian staple food prepared with corn flour. It is 
prepared as a thick paste and eaten with sauce or different types of soup. 

8. A head of a household is defined here as "the one who is generally responsible for the 
upkeep and maintenance of the household on a day-to-&y basis, and who has the power 



to make major decisions within it" (Ardayfio-Schandorf, 1 994:34). 

Child fostering is a situation where a child is taken nom his or her parents and trained 
and taken care of by other members of the family. This is a common practice in Ghana 
because children are regarded as belonging to the whole extended family and not only to 
the biological parents. 

The Labour Decree (1967) National Liberation Council Decree 157 provides matemity 
leave for women for up to 6 weeks before the birth of a baby and up to 6 weeks after the 
baby is bom. This leave c m  be extended if there are problems with the birth or if it is a 
multiple birth. The woman's job is protected during this period and she receives full pay 
for three months. When the mother retums to work, she is aiiowed one hour a &y for 
nursiag. 

A fishennan usually gives his catch to his d e ,  wives or other relatives for processing 
and sale. It is usually after the sale of the fish that the fishennen are paid. 

Okali (1983 : 173) points to the fact that it is sometimes dificuit to measure the acreage of 
women's f m s  because the land demarcations are sometimes vague. 

The "Adult Literacy Rate" is defined as percentage of persans aged 15 and over who can 
read and write. 

Extension services are nonnally geared towards the more weil established and larger 
farmers who are most often males. 

"Kalabule" was a term used in Ghana in the late 1970s and 80s to describe trade 
rnalpractice and extreme forms of corruption. 

"Matemai mortality rate" is the "annuai nurnber of deaths of women fiom pregnancy- 
related causes pet 100,000 live births" (UNICEF, 1996: 102). 

"Total Fertility Rate" is dehed as "the number of c w e n  that would be bom per 
woman, if she were to live to the end of her child-bearing years and bear children at each 
age in accordance with prevailing age-specific fertility rates (UNICEF, 1996: 102). 

In Ghana the average age at which women many is 18 (Ghana Statistical SeMce 1989a). 

"Access to heaith senices" is defhed as the "percentage of the population that can reach 
appropriate local health seMces by the local means of transport in no more than one 
hour" (UNICEF, 1996: 102). 



CHAPTER 4: METHODOLOGY AND FIELD EXPERIENCE 

THE STUDY AREA 

This research was conducted in Kpando, a town in the Volta region of Ghana, West 

f i c a  fiom November 1994 to March 1995. Kpando is one of the district headquarters in 

the Volta region. The district has a population of approximately 35,600: 18,000 males and 

17,600 females (Population Cerisus of Ghana, 1984: Volta Region: 8 1). The town is located 

inland in the southwestern part of the Volta Region. Its western side is flanked by the Togo 

ranges and its eastem bank by the Volta Lake. The research was concentrated in the Kpando 

area which is made up of several villages: hiave, Gabi, Tsakpe, Aloi, Dzogbati, Gadja, Fesi, 

Bame, Djigbe, Djewe, Agbenoxoe and Ekple. The villages of Aziave, Gabi, Tsakpe, Aloe 

and Djigbe, are large units and they mage into each other to form a string of villages called 

the central Kpando area. The rest of the villages, Dzogbati, Gadja, Djewe, Agbenoxoe, 

Bame, Fesi and Ekple are smaller and scattered about. The central Kpando area and the 

scattered villages make up what is called the Kpando traditional area. The Kpando locality 

has a population of about 15,700: 8,400 males and 7,300 females. (1 984 Population Census 

Report: Volta Region: 8 1). 



Since Kpando is the district centre, it acts as the district administrative capital. The 

administrative machinery is made up of the District Chief Executive (presently a woman) 

who is politicaüy appointed, the District Co-ordinating Director, the head of the civil service 

and the district officers for various departments including Information, Health, Social 

Welfare, Agriculture and Community Development. Kpando is also the location of the 

district circuit court and prison. 

Despite the bureaucratie administrative macbery, tiaditional chiefs, queen mothers' 

and subchiefs continw to play important administrative roles in the community. For 

instance, the chiefs and queen mothers sit on various cornmittees which attend to the welfare 

of the community. Chiefs and queen mothers also work hand in hand with state law 

enforcement agents such as the police and town council agents2 From their positions in the 

formal administration and in theû traditionai roles, chiefs and queen mothers contribute to 

the dissemination of information and the mediation of domestic as well as inter-clan 

disputes.' 

In terms of infrastructure, Kpando has some modem facilities such as pipe bom- 

water, electricity, a post office, two banks, a hospital, a health centre, a market and secondary 

schools. However, Kpando lacks a good communication network. The few roads linking 

Kpando to outlying areas are narrow and ndden with pot-holes. In the dry season, some of 

the mach are dusty. In the wet season, they are muddy and sticky and sometimes irnpassable 

by vehicles. Kpando lacks a telephone network as well. Very serious sanitation problems also 



face the town. Although there are no data to indicate the number of toilets in the tom, 1 

observed that many houses do not have toilet facilities. People often waik long distances to 

use public latrines which are few and often in deplorable condition. Lack of potable water 

is a major problem facing the town. People walk very long distances and stand in Iine for 

several hours to buy water. To avoid such situations, many people depend on wells, rivers 

and streams for their water, though these are unsafe and ofien make people ill. 

Kpando has two secondary schools and one technical institution. T'here are numerous 

primary schools as well as new "Junior Secondary Schools". There are also many private 

vocationai schools or apprenticeship shops where young women and men leam skills such 

as seamstressing or tadoring, hairdressing, cookîng and mechanics. Most of the wornen who 

leam these skills have completed Form 4' or have dropped out of school for reasons such as 

pregnancy or lack of money. They often become apprentices to seamstresses and 

hairdressers, or traders. In situations where they do not have enough money of their own to 

begin a trade, these young women accumulate capital by selling goods for Market Queen 

Mothers' who pay them on a commission basis. Kpando is a trading centre for nurnerous 

villages and towns. Several factors account for its emergence as a trading centre. The 

Gemians who originally colonized parts of the Volta region made Kpando one of their main 

commercial and administrative centres and this led to the construction of certain modem 

facilities (Dzakpasu, 1993: 12-13). Also, the construction of the Akosombo dam for 

hydroelectric power resulted in the movement of the Volta river closer to Kpando and 



promoted the development of the fishing and commercial village of Kpando-Torkor. 

Kpando-Tokor village is about 4 kilometres from Kpando and has a population of 1,537 

(Population Census of Ghana, 1984). The inhabitants were evacuated fiom the Volta basin 

during the construction of the dam and now engage in fishing and irrigation farniing at the 

banks of the Volta river (Dzakpasu, 1993 : 13). These factors have contributed to Kpando 

becoming a convenient stop for travellers and traders, especiaily fishmongers. 

Despite the proxirnity of the Volta river, the people of Kpando have traditionally 

been subsistence and commercial farmers (Dmkpasy 1993). The main crops cultivated are 

food crops such as rnaize, cassava, yam and vegetables. Kpando is also noted for its potters, 

who produce cookhg pots, bowls and other items of practical and aesthetic value. Women 

perform important f'unctions in the economic sphere in Kpando. They are the main producers 

of vegetables such as tomatoes, pepper and leafvegetables. They are the sole processors and 

preservers of fish. They also specialize in moulding and making clay pots and bowls. Kpando 

women are known to be very powemil midde-women in the sale of fish and other food items 

that corne into the market. Finally, women control numerous local restaurants popularly 

known as "chop bars" and drinking bars. 

Kpando can be described as predominantly Christian. Catholic, Evangelical 

Presbyterian, Anglican, Pentecostal and Apostolic churches are represented. However, as is 

the case in al1 Ghanaian cornrnunities, most people in Kpando still adhere to indigenous 

traditions. Beliefs in traditional gods, ancestors and such malevolent forces as witchcraft are 



strong. The influence of these beliefs in the lives of the people is reflected in various rites 

and rituais such as child naming, puberty rites ("gbortoworwor"), marriage, festivals and 

ceremonies related to death (Owusu, 1 994).6 

Many houses are occupied by extended families with two to three generations living 

together. In a typical extended family house, parents live with their children and their 

children's partners, and their children's children, and sometimes their partnea. In the central 

Kpando area itself, because of migration, family houses often have vacant rooms or 

apartments. Some people rent their spare rooms or apartments to other people who are not 

members of their families. 

Extended family houses are normaiiy very large. Most of them are rectangular in 

shape. Others, especially those built with mud are circular. Many of the houses are 

surrounded by square or circular walls whicb serve as a protective fence. Often an open area 

in front of each house serves as a common compound for the whole house. There is usually 

at least one shady tree, such as a mango tree, standing in the middle of the compound. This 

serves as a resting place for members of the house especially in the aftemoons. A shed in the 

compound often fûnctions as the kitchen. Under the shed are one or two switch stoves and 

sometimes a coal pot. Firewood is u s d y  stored at the extreme end of the kitchen or of the 

compound. If the members of the household do not cook together, there may be several sheds 

on the cornpouad for each group that cooks together in the household. For instance, a smaller 

group might include an individual with Wher partner and children and hislher unmarried 



brother or sister. The houses do not have toilets and people therefore rely on public toilets 

or use the bushes in the immediate neighbourhood. Most houses have bath places located at 

the back of the compound The bath houses are ofien built with corrugated iron sheets, or 

fences made of dry palm branches. Some bath houses are built with cernent walls or cernent 

blocks arranged on top of each other. The floor of the bath houses are normally covered with 

pebbles. A bigger rock serves as a seat for those who want to sit down while bathing. Most 

bath houses do not have doors and the entrances are covered with cloth when in use. As bath 

houses are usually not covered and normally have walls shorter than the chest of most 

women, those bathing during the day t h e  expose the area fiom their breasts upwards. 

It is within this setting that the research was conducted. The following sections 

outline my methods of data collection, the composition of the sample and the nature of the 

interviews. 

INTERVIEWS 

Several methods were utilized for data collection. These included interviews (with 

a m e n  interview guide), participant observation, focus group discussions and documentary 

sources. A snowball sampling method was adopted to contact potential interviewees. One 

problem with this sampling method is the likelihood of a bias being introduced into the 

research because interviewees tend to identify people who are similar to themselves 



(Tepperman and Richardson, 1 99 1 :49). Teppeman and Richardson (1 99 1 :49) have noted 

the value of starting "several snowballs rolhg" and using a "quota system" to offset some 

of this bias. Thus, in order to ensure that respondents were not concentrated in just one area 

or among one group of women with similar characteristics, 1 conducted interviews in 

different neighbourhwds and villages. 1 also intewiewed women of different ages, marital 

statuses, household compositions, educational levels and occupations. 

Limiting the number of interviews conducted in one neighbourhood was sometimes 

difficult because of the living arrangements of women in Kpando. Women continue to live 

in their extended family households or move to join those of their husbands. Thus, 1 

encountered situations where too many women in the same household expressed interest in 

being interviewed. 1 sometimes had to turn down women with tactfùl explanations. In such 

instances I would give a token gift to thank them for expressing theu interest in the 

interview. 

Most of the i n t e ~ e w s  were tape recorded and subsequently transcribed. The full 

interview guide can be fiund in Appendix A. The length of the interviews varied fiom thirty 

minutes to about three hours. In an attempt to allow women's own concems to emerge, 

dif5erent approaches were adopted to encourage women to talk during interviews. 1 did not 

ngidl y follow the interview guide, but rather approached each interview with flexibility so 

that the interview situation detemllned the approach adopted. In some cases interviewees 

starteci to talk without any prompts and I delayed questions until later in the interview when 



1 could explore issues in my interview guide without imposing my own concems at the 

outset. Other interviewees encouraged me to start with questions. With time however, many 

of them took control over the flow or the course of the interviews. In essence, 1 made no 

attempt to religiously follow the interview guide, and this allowed women to have more 

control over the interview situation. With this flexibility, 1 sought to achieve a balance 

between the women's concems and my own particuiar interests. 

Almost al1 the intexviews were conducted in the local language (Ewe) and then 

translated into English for transcription. The translation was difficult sometirnes due to the 

fact that there are no English equivalents for sorne Ewe expressions. In sorne situations 1 

edited the conversations while trying to maintain the original meaning. In other instances 1 

maintained some Ewe expressions and found words to convey their meaning in English. In 

the passages used in this thesis, the Ewe words are in quotes and the English words in 

brac keîs. 

M e r  each i n t e ~ e w  1 noted the main themes women raised and, as the research 

proceeded, 1 could see the themes whieh were recunhg as well as new ones that were 

emerging. This allowed me to probe for more details on issues 1 wished to claifi. In some 

instances, 1 revisited respondents to talk M e r  about issues they had mentioned. 1 was able 

to validate the themes through observation within the community, focus group discussions 

and informal conversations with women. On my return to Canada, in transcribing the 

interviews, 1 was able to trace the detaiis of themes and tabulate responses. These were cross 



checked with my earlier categorization in the field, my field notes and records of the focus 

groups. 

The Sample 

1 interviewed 75 adult women. As Table 4-1 indicates, their ages ranged fkom 20 to 

80 years. Many women were in their childbearing years. The two women who replied "don't 

know" were both roughly 60 years of age. 

TABLE 4-1: AGES OF WOMEN 

1 AGE IN YEARS 1 NUMBER 1 PERCENTAGE 

-- - - 

60-80 7 9 

Don? know 2 3 

11 TOTAL 1 75 1 100 



TABLE 4-2: MARITAL STATUS 

Divorcedf Separated 

Single 13 17 

TOTAL 75 100 

As cari be seen in Table 4-2, most of the women interviewed were manied. There 

were, however, many women with absentee husbands. This was due to the polygynous 

marriages in which husbands lived with their CO-wives and visited only fiom tirne to tirne. 

The husbands of some of the women had also moved elsewhere for job purposes or travelled 

overseas. The Iast tirne one interviewee saw her husband, for instance, was seven years ago. 

A number of women were also widowed, separated or divorced. Several women (1 7%) said 

they were single. Thus, almost half of the women interviewed either lived alone or had 

absentee partners. 



TABLE 4-3: NUMBER OF CHILDREN 

1 8 and above 1 4 1 5 

Table 4-3 presents information on the number of children the women who were 

interviewed had ever had. The majority of them had between 4 and 5 children. Those who 

did not have any children explained that they were fïnding it dificult to become pregnant. 

Many of those who had one or two children were younger women and had only started giving 

birth. However, a few of the women with one or two children indicated that this was not their 

choice; they simpty codd no longer conceive. 

Household composition was very cornplex. Several women lived with their 

husbands, children, children of their husbands' previous relationships or with the children of 



CO-wives. Some of the households comprised three generations. Some women lived with 

their children, children of their CO-wives, grandchildren, nephews and nieces. Some 

households were composed of single siblings with their children and adopted children. In 

some cases single women lived with their aging mothers and grandchildren. Many women 

continued to live in their parental home even after marriage, or lived away fiom their 

husbands. 

Most women were engaged in economic activity. Typically they were traders or 

farmers. These data are presented in Table 4-4. Part of the produce fiom their f m s  was 

umally sold in the local market for cash and was thus a source of economic independence 

for the women. A few of the women indicated that they were teachers, secretaries, nurses, 

hair dressers and seamstresses. However, the figures on occupational status can be deceptive 

because many of these women engaged in multiple economic activities. 

For instance, one respondent was formally employed as an accounts clerk, but was 

also a f m e r  and a trader. Another inte~ewee was a housewife, a trader, a hair dresser and 

she also cracked Stones in the quarries. 



TABLE 4-4: WOMEN'S MAIN OCCUPATION 

- - - 

Genedy, the educational level of most of the women was quite Iow compared to 

that of men. A few of them (7%) had attained Diplornas in Education and Certificates in 

Nursing. Some of them (24%) had completed Form 4, the ten year basic education. Asked 

why they ended their education in Form 4, most women explained that when they were 

Young, Fom 4 was usuaily the highest level of education women were allowed to attain. A 

large number of them (3 1%) had also dropped out of school before class 6, the six year 

primary education. Pregnancy was one of the main reasons for dropping out of school. For 

those who did not attend school, many of them explained that their parents did not see the 

need to send them to school since they believed their daughters were only going to end up 

OCCUPATION 

Professional 

Clerical, Sales and Senrice 

Trader . 
Fanner 

Labourer 

No longer working because 
of il1 health or old age 

Housewi fe 

TOTAL 

NUMBER 

8 

18 

24 

15 

4 

5 

1 

75 

PERCENTAGE 

11 

24 

32 

20 
I 

5 

7 

1 

100 



in the kitchen anyway. A few indicated that they themselves were not interested in going to 

school. 

The husbands or partners of the women were more likely to be employed in the 

forrnal sector as teachers, bank managers or clerks. Table 4-5 shows the occupations of the 

husbandslpartners of the respondents. A large proportion of the husbands worked in the 

infonnal sector as either farmers or business people. As fmers, they were more likely than 

their wives or partners to produce cash crops such as cocoa, and food crops such as yam, 

plantain and banana As business people, they were ofien cab or bus owners or shopkeepers. 

TABLE 4-5: HUSBANDI PARTNER'S OCCUPATION II 
1 NUMBER 1 PERCENTAGE 11 

Professional 1 8 1 11 II 
Ofice clerks 1 10 1 13 11 
Business 

Farmerl Labourer 1 17 1 23 11 

TOTAL 1 75 1 100 

Unemplo yed 

No partner 

The respondents included a broad spectrum of women. While they cannot be 

regarded as fully representative of women in the area, they do represent a range of 

experiences. The sarnple is thus ideal for exploratory research. 

5 

25 

7 

33 



PARTICIPANT OBSERVATION AND GROUP DISCUSSIONS 

1 also gathered information through participant obsenration. 1 lived in Kpando 

throughout the time of my study-five months in all-and was thus able to observe first hand 

many activities in the lives of women which 1 documented in my field diary. 1 speak Ewe and 

did not have any communication problerns due to Ianguage. 1 had attended secondary school 

and aiso did my pre-University National Sewice in Kpando and thus had ties with people 

h m  my school days. My fonner schooimates were able to bring me up to date on what was 

happening in town and gave me advice about how to go about meeting women. My niends 

took me to places Uiat 1 had never visited before as well as introducing me to some of the 

restaurants in town. 

1 participated in many activities in the town. 1 had my clothes made for me, I went 

to the salons to have my hair done, 1 attended church services and a funeral. 1 aiso shopped 

at the local market which is held every five days. Market days in Kpando are always very 

exciting, and so 1 spent a lot of time in town on those days. This also gave me the oppomuiity 

to observe confiicts as well as the more routine aspects of day-to-day life. For example, 1 

witnessed two fights between CO-wives in the market, as well as seveml quarrels on the main 

street. The causes of such fights ranged fiom a women h a d g  an &aU with another women's 

husband to malicious comments. 

Living in Kpando and having previous ties to the cornmunity helped me to be in 

touch with what was happening in town. 1 had many neighbours and fnends who kept me 



abreast of the activity and answered my numerous questions. For instance, 1 becarne fiiends 

with a fernale liquor seller and a bar keeper, and spent a lot of time with her. The tirne spent 

with this liquor seller enabled me to observe firsthand some of the drinking habits of women. 

The location of the bar was dso very useful for observing the evening activities. 

My home was also strategicaily located, on a road to a village and people's famis. 

1 was thus able to observe women as they waked to and from their farms and to hear their 

gossip and complaints about their husbands, children, relatives and niends. I witnessed 

fisthand what it meant to "be walking and throwing your hand into the air" or "talking to 

yourself," fears that oflen emerged in my interviews. 

My stay in t o m  enabled me to join a women's group. This was a ver-  good way to 

meet many women from different social locations. The women in the group were 

administrators, teachers, nurses, businesswomen, presbyters and housewives. In addition to 

king present at some of their meetings, 1 was able to conduct focus group discussions with 

group members on two occasions with 26 and 3 1 women in attendance respectively. On the 

first occasion, the group had invited a woman to teach them crocheting. Both of us (the 

woman and 1) were introduced. 1 was introduced to the group by their president as "one of 

our children" who had left the town for the University in Accra and had later gone on to 

M e r  studies abroad. She informed the group that 1 had corne back to leam more about 

women as part of my studies abroad. She formaily introduced the group to me, explaining 

that group members aimed at self improvement, that is, they airneci to develop their potential 



as women by learning more about themselves and engaging in recreational activities such as 

visiting places of interest. They had visited a cade, VALCO (an aluminium smelting 

factory), the Akosombo Dam, and had slept over and enjoyed hotel services, something most 

women had never experienced. They seemed delighted to meet me and to hear fiom someone 

h m  their own community who had been abroad. They were also willing to tell me what they 

knew. I was asked to provide a brief insight into the nature of my studies in Canada and to 

explain my research. 1 described my research, telling them about my general interest in 

women's concems, especiaily their health concem. M e r  my short presentation, 1 

encouraged the women to contribute to what 1 had said or to ask questions. Most of the 

subsequent discussion focused on how little tirne the women had to rest and their constant 

tiredness, themes which recurred in my interviews. They were curious to h o w  what life was 

like in Canada and whether the men in Canada also marriai more than one wife. They asked 

about the nature of divorce, for instance, and wanted to know who moved out of the house 

when there was a divorce. On the second occasion, with the trust established fiom the frst 

meeting, 1 listenecl to the women discussing their concerns and what they thought could be 

done about them. Apart h m  teaching me a lot about the complex nature of women's lives, 

these group meetings introduced me to many other women in the community, who 1 might 

not have othenvise met. Some of the members were later interviewed individually. 



EXPERIENCES IN THE FIELD 

Concerns Before Enty Into the Field 

In developing an appropriate approach to studying women's health concems in 

Ghana, 1 was faced with numemus questions and concems. One had to do with the fact that 

1 was embarking on research in an area where little work has been done. While substantial 

research has been conducted in western countries about women's health (eg. Blaxter, 1990; 

Doyal, 1995; Miles, 199 1; Payne, 1991; Walters, 1993; Walters, Lenton and McKeary, 

1995),I was concemed about the appropnateness of methods used by these mearchers in 

a culturai setting such as Ghana, and for that matter, a less urbanized area such as Kpando. 

Another concem I had before entering the field centreci on the perceptions Ghanaians 

have about certain health problems. There is a stigma attached to mental illness due to the 

various expianations given for its cause. (Fosu, 1995; Ofori-Atta and Linden, 1995; 

Twumasi, 1975). Although 1 was not interested specifically in women's mental illness, 1 was 

concemed that prospective respondents might be unwilling to tdk about their psychosocial 

well-being. Was mental health an issue among Ghanaian women? How did they understand 

such conditions, and how did they express them? Western scholars (eg . Walters, 1 993) have 

d a c e d  Western women's uses of words iike "stress" and "anxiety" in their taik about their 

mental and emotional states. Did we have similar words or concepts to express the reality 

of such experiences of health the way they are felt and Uiterpreted in their local context? 



Feminist inquiries have raised fuadarnental challenges to the ways in which 

knowledge is produced and have sought to destabilize androcentrïc thinking in many fields 

(Bleir, 1984; Eichler, 1980; Harding, 1987; Smith, 1987). In this process, scholars have 

proposed that it is necessary for a feminist mode of inquiry to begin with women's own 

experiences (Harstock, 1987:231; Hartman, 1987; Smith, 1987). Following this line of 

thought, it was appropriate for me to find a way of understanding a community of Ghanaian 

women as they understood themselves within their unique contexts. 1 thus had to find 

r e m h  methods which alîowed women's own priorities to emerge. This issue was addressed 

as I designed an unstructured interview guide containhg many prompts to encourage women 

to talk fieely about their concerns and to take control over the interviews. In essence, the 

method of data collection was exploratory and very flexible Ui nature (ShafEr and Stebbins, 

19915). 

Apart fiom such intellectual issues, 1 was also womed about my re-entry into the 

cornmunity. 1 had once lived in Kpando, so 1 am familiar with the area, and 1 am also still 

fluent in the local language (Ewe). But 1 was concemed about how 1 would be accepted back 

into the community given my gender and my new status as a highly educated woman who 

has travelled outside the country, who claims to be married but has no children! In many 

Ghanaian comrnunities, travelling abroad drasticaily changes people's perceptions about you. 

For instance, going to "Abrotsi" (white man's land, or abroad) raises an individual's social 

status. Not only is the person who goes abroad regarded as having mastered the English 



language (a mark of attainment), but the person is also believed to have come back with 

"Abrotsinuwo" (white man's things) such as money (especially Amencan dollars), gadgets, 

and clothes which are assigned a high value. There was thus the likelihood that 1 would be 

perceived in a particuiar light and perceived differently than 1 had been before 1 left Kpando. 

Many scholars have pointed to the importance of a researcher's characteristics, such as 

gender and class, wtiich might influence entry into the field (Patai, 1991 : 137-1 53; Shatnr and 

Stebbins, 1991; Warren, 1988:60). 

While discussions on methodology have provided guidelines for doing field work 

(Mies and ShivaJ 993; Shaffir and Stebbins, 1991; Stanley, 1990; Warren, l988), it would 

seem to be almost impossible to have a ready-made technique for conducting it. This is what 

Shaffir and Stebbins mean when they note (1 99 1 :22): 

Social science textbooks on methodology usually provide an idealized 
conceptualization of how social research ought to be designed and 
execute ci... As most field researchers would admit, the so-called d e s  and 
cannons of fieldwork frequently are bent and twisted to accommodate the 
pariicular demands and requirements of the fieldwork situation and the 
personal characteristics of the researcher. 

In my situation 1 resolved to try to fit myself back into the community and present myself as 

someone who had come to leani from women whilst getting around the problems as they 

emerged in the field. In doing this 1 was reminded of Warren's advice to: 

Go into the field, and live, and thiak, and write. Listen to what we others 
have said, but do not let our voices becorne too much the shapers of yours. 
It is not 'any researcher' who produces a particular ethnography, it is you 
(1988:65). 



Gaining Enty 

Gaining the trust of the community was more difficult and took longer than I had 

anticipated. The realization of the change in how 1 was perceived came initially fiom my 

contact with my family. 1 was no longer "Baby" (my home name), 1 was now "Sister" (a 

respectfbl way of addressing a young woman). This change in status necessitated a change 

in behaviour. In essence, I had to negotiate a new personaiity with my own family. This was 

exactiy what was expected of me in the field as well (ShaBt, 1 99 1 : 72-82). 

Shafnr (199 1 :77) ha9 pointed out, "by its very nature, field research requires some 

measure of role-playing and acting" in order to gain access to the field. Certainiy a lot of 

preparation went into developing a "self-presentation" before my entry into the field. 1 was 

able to talk with my family concerning my work and they were helpful in offering advice, 

including suggestions about how to approach my prospective interviewees. 1 conducted 

preliminary interviews with those around me to h d  out what types of responses 1 was likely 

to encounter in the field. M e r  some debate about appropnate clothing, 1 decided that my 

western dresses would do for the meantirne, since 1 would be expected to look foreign. 

Finally, in gaining entry into the field, 1 made use of my old neighbourhood and 

fiends. 1 asked many questions about who was still around and what was happening in tom, 

and 1 conducted my first intewiews with fiiends and neighbours. 1 spent many hours with 

fiiends and neighbours who took me around the neighbourhood introducing me to women 

and 1 let them know that I hoped to interview some of them at a later date. 1 made a point of 



emphasizing that 1 once lived and attended school in Kpando, and 1 let people know about 

my reason for corning back to Kpando. Due to the effectiveness of the idormal 

communication network people became aware of my presence as ''the woman who was 

asking women questions." 

The introductions helped to reduce the amiety of getting out into the field, but this 

did not necessarily mean that women were not suspicious of me. Living in the field and 

getting in touch with people does not guarantee acceptance nor does it ensure that people will 

be willing to participate in interviews. 

Gaining the Trust of Women 

Related to the problern of gainhg entry into the field was the problem of gaining 

women's trust and convincing them to participate in interviews. Shaffir (1 99 1 :73) has pointed 

out that during this stage of "getting-in" one is involved in a process of educating others 

about one's research intentions. In my situation 1 had to do a lot of explaining to prospective 

respondents about w h t  my research was about. Walmsley (1993) discusses how difficult and 

embarrassing or awkward explaining one's research project can be. This 1 experienced 

firsthand. I had to explain to numerous women that 1 was attending school abroad and that 

one of the conditions for graduating was to write a book about "something." 1 decided 1 

wanted to corne home to Ghana and to Kpando, to leam more h m  women about their health 

to enable me write the book. Many women expressed reservations about participating in 



interviews. Some were suspicious and questioned my intentions, "How do we know you are 

not a government agent?" Or "What are you going to use the information for?" Others felt 

inadequate about what they could say, "But as for us, what do we know? Or "Ei! As for me, 

what can 1 say?" Others felt uncornfortable speaking with me, "I'm feeling shy," while others 

wanted to first ask permission h m  their partners "1 have to ask my husband." Some women 

felt 1 already knew everything about women because 1 was educated, "But youire a doctor, 

don't you know everything already?" Some women also said they were too busy to participate 

in the interviews "As for me I'm never h." Thus women's reservations about participating 

in interviews raaged fiom king suspicious, feeling inadequate about what they could Say, 

to not having time or needing permission to participate. 

1 adopted techniques depending on the situation to encourage women to participate. 

For instance, my use of a snowball sampling technique was quite effective in reducing the 

suspicion some women had about my intentions. 1 encouraged interviewees to introduce me 

personaily to the women they suggested 1 interview next. Among women who could read, 

my letter of introduction sometimes was usef'ul in establishing my credibility. A lot of effort 

went into assuring women of my intentions, and several of the women themselves were 

helpful in this regard. 

During my stay in Kpando 1 observed nrsthand the work activities of women. In 

many cases, their work loads were heavy. Talking about her work load one respondent 

pointed out that in going about her daily activities, she would wak  about 10 miles. As a 



result of the women's work activities, appointments were rarely kept. Women gave a number 

of different reasons for failing to keep appointments: a child falling iîî, haWig to go to their 

farm for food or firewood, having to go to the market, not feeling well, or, as many 

commody explained, "Oh! 1 forgot you were corning today." My first interview provided 

some iasights into what would happen i f1  did not take the women's rather heavy &y-to-day 

schedules into serious consideration. 1 had made arrangements for an interview one m o d g  

and had gone to do it. EarIier on the womaa had explaineci that she was "fke" in the moming 

afler the children had gone to school and before she left for the fami. But somewhere during 

the middle of the in t e~ew she explaineci that she had to leave for the fann and the interview 

stopped abruptly. Apart fiom feeling like a failure at my work, this situation gave me an 

opportunity to consider carefully the conditions under which interviews would be 

successfuly conducted. Subsequently, 1 m g e d  i n t e ~ e w  times to suit the conditions and 

activities of women in the field. These times ofien ranged fiom as early as 7 a.m. to as late 

as 10 p.m. 1 conducted interviews in Uerent settings and under a range of conditions. Those 

who explained that they were not free when they got home were interviewed in their places 

of work, such as the office, in the market behind their wares, when they were processing fish 

or even preparing meals. 1 also encouraged women to visit me at my home. By taking into 

consideration women's work situations and allowing women to have more control over the 

times and conditions under which interviews took place, I was able to conduct many in-depth 

interviews. 



The use of small gifts such as nail polish, perfume and money, acted as incentives 

for many women to participate in interviews. I decided to give some respondents money 

(typically about 2,000 Cedis or about $3 Canadian) as many of them were poor and the 

interview sometimes took them away f?om their work. Gifts were usually given out to 

respondents at the end of the interviews and I made a point of stressing that they were just 

"thank you" g ib .  

INTERVIEWER/INTERVIEWEE RELATIONSHIP 

Given the nature of the research, 1 entertained some fears fiom the outset that women 

may not be willing to divulge their personal problems to me especially when it may involve 

tall<ing about their husbands.' Patai (1 991 : 142) highiights th is  problem: 

We ask of the people we interview the kind of revelation of their inner life 
that normaily occurs in situations of great f d a r i t y  and within the private 
reah. Yet we invite these revelations to be made in the context of the 
public sphere, which is where in an obvious sense we situate ourselves 
when we appear with tape recorders and notepads eager to promote our 
'projects', projects for which other people are to provide the living matter. 

Phoenix (199450) has also wamed that: 

simply k i n g  a women discussing 'women's issues' in the context of a 
research i n t e ~ e w  is not sufncient for the establishment of rapport and the 
seamless flow of an interview. 

It was with these cautions in rnind that 1 devoted considerable effort to establishing good 

rapport with my respondents. 



The first and most important effort towards establishg good rapport was to be very 

fnendly and humble. In the Kpando context this meant, for instance, greeting the older 

generation as 1 travelled about the area. Forgening to extend greetings rnight mean losing a 

potentid respondent in the field. 1 got to know of how important greetings were through a 

neighbour. She infonned me about her fiiend who took me for a proud and disrespectful 

woman because 1 bypassed her on one occasion without greeting her. 1 thus learned within 

the shortest possible time the politics and the immense advantage of greetings. 

1 also aimed to make interviewees feel very cornfortable, especiaily when the 

interview took place in my house. Apart from the assurance of privacy, depending on the 

time, 1 served them snacks. Candies and cookies were always available for the children and 

this helped to distract them while the interviews proceeded. 

To encourage interviewees to talk fkely, 1 assured them of the confidentiality of our 

inte~ewlconversation. This assurance was reinforced by my decisions not to collect their 

names, and to make them aware that the conversation did not have to be taped. 1 encouraged 

them to ask me to stop the tape recorder when they felt certain segments of the conversation 

should not be recorded. On a few occasions some of the inte~ewees requested that the tape 

recorders be stopped while they made a point. On the other hand, many of the women also 

enjoyed hearing their voices on tape when segments of the taped conversations were played 

back to them. 



Although 1 explaineci why 1 took notes during an interview, I noticed îhat it disnipted 

the naturai flow of the conversations. Apart h m  putting them on their guar4 my note taking 

also meant that they sometimes stopped rnidway through a comment to allow me to finish 

writing! To resolve this problem 1 did much of the writing immediately after an interview or 

at the end of the day. 

Furthemore, 1 had to put great effort into encouraging interviewees to talk about 

themselves. 1 probed them for more information by first asking general questions about 

women or about a fiiend and this often led nnally to interviewees talking about themselves. 

A good opportunity to gather more information occurred after the interview was supposed 

to be over and the tape recorder had been tumed off. Interviewees at this time usually talked 

about what had happened during the day and sometimes what they were feeling about an 

incident or a health problem. 

Encouragiog Interviewees to Ask Questions 

Phoenix (1994:63) has mentioned that another means of developing rapport and 

balancing power in the interview situation is to encourage interviewees to ask questions. This 

technique proved very helpfùi in that it reduced any mystery that smunded me. With tirne, 

1 realized that interviewees were not fully satisfied with the f o d  introduction 1 gave them 

before an interview commenced but rather wanted more personal information. Before this 

approach was adopted, 1 had on some occasions been interrupted, or asked at the end of an 



h t e ~ e w  "Sister, can 1 ask you..are you rnarried?" "How old are you?" "How many children 

do you have?" "Why don? you have children?" As 1 encouraged women to ask me personal 

questions, 1 noticed that much of the tension in the interview situation eased. The questions 

themselves were very interesting and confirmed the importance of rnhage and family in the 

lives of women in Ghana. 

Talking about myself also encouraged interviewees to have more confidence in the 

topics they raised. For instance, 1 mentioned that 1 was married but my husband and I were 

both in school still and did not have children. 1 explained that 1 did not have the expenence 

they rnight have had and said 1 would be happy if they couid talk to me about "life." This 

ofien encouraged them to give me a "lecture" on life as they had or were experiencing it, and 

they often spoke of the lives of women genenilly. They sometimes went M e r ,  counselling 

me on the "dos1' and "donlts" of married life. Thus presenting myself as a "human being" 

(Sixif& and Stebbins, 199 1) encoumged women to feel free to talk. 

Maintaining Relations in the Field 

ShafEr and Stebbins (1991 : 145) note that "the key to success in interacting with 

subjects is the establishment and maintenance of rapport." In seekhg to maintain rapport, 1 

tried to keep in touch with many respondents afler the interviews. In some cases, 1 went back 

to their homes (as custom demands) to thank them for their time. 1 also received many 

visitors coming to thank me for giving them gifts. 



1 had to deal with "domestic politics" or codicts among women. For instance, an 

interviewee might not want her CO-wife, or neighbour with whom she was not on talking 

terms, to be interviewed. The living arrangements of many of my respondents were bound 

to breed misunderstandings among them. Many of them lived in very big f e l y  or public 

compound houses, where facilities such as the kitchen, kitchen utensils and toilets (if 

available) were usually shared. Arnong other things, their children engaged in petty fights 

whilst playing and this often gave cause for tension between their mothers. Thus one had to 

be very cautious and study the "political situation" in the household before taking any m e r  

steps regarding interviews. In other cases, an interviewee rnight be interested in what 

another person had said. 1 was asked, "Did she tell you that she drinks?" "Did she tell you 

that her husband has gone in for another wife?" "Did she tell you that she nearly died last 

the?'' In such cases I had to refuse to answer nicely by explaining that whatever we talked 

about was confidentid. 1 had to ensure the confidentiality of al1 the information 1 was given 

while at the same tirne encourage them to tell me more about an interviewee with such 

exclamations as "really!" "What happened? Tell me." 

Maintaining relations in the field was one of the most difficuit aspects of my field 

work. In ail of these cases, 1 had to k d  ways to avoid incurring the displeasure of any of my 

interviewees or prospective interviewes. I was not always successful. There was at le& one 

instance in which 1 attempted to i n t e ~ e w  a woman who suspected I was a fnend to her nval 

and she twned me down on these grounds. 



THE STRESSES AND STRAINS OF FIELD WORK 

In many respects, the perception interviewees have about the interviewer may also 

have an impact on the interviewer herself. Marshall (1994), narrating the stress she 

expenenced in the interview process, has pointed out that "doing research cm seriously 

damage your health" (1994: 121). During my stay in the field, I heard fkom fiiends, 

neighbours, and respondents about how 1 was perceived in the community. 1 was viewed as 

a doctor, a social worker, or "book long" (too weil educated). Others felt 1 was proud because 

1 had travelled outside the country, or perceived me as rich. They aiso called me "big 

wornaa" or "the woman in trousers." The perception that 1 knew everything, or that 1 was a 

doctor or a counsellor put me in very awkward situations on many occasions. 1 was 

approached with medicd problems, and my counsel had been solicited in marital issues and 

even in divorce. In many cases 1 was able to make my position clear by explaining my stahis 

and saying that 1 had little expenence with issues such as divorce. 

A related point is that research settings also involve negative feelings (Kleinman, 

199 1 : 184) or what Warren (1 988:46, 47) has described as "feelings of like and dislike, 

boredom and annoyance, fear and sharne" which are al1 "feelings associated with everyday 

life." There were instances where it was difficult for me to control my anger or fnistration 

when 1 listened to interviewees narrate their experiences to me. 1 went out of my way on a 

few occasions to offer pieces of advice or fiaancial help. Oakley (1981 :30-61) has pointed 

to similar experiences in her study of childbirth in Britain. She pointed out that the women 



she interviewed fiequently asked for advice and information, and this made the traditional 

social science interview guidelines (which stressed that the researcher should avoid getting 

drawn into personal exchanges) impracticable and sometimes ridiculous. To solve the 

dilemma in which she found herself, she rejected the old rnodels which were aimed at 

separating the researcher fiom the researched. 

Moreover, the stress and strains and sometimes the depression I experienced as a 

result of so many negative stories fiom respondents did not necessarily leave me even after 

I had physically lefi the field. My mother's support and attention was very crucial during 

Finally, the physical conditions in the field can also be detrimental to the well-being 

of the interviewer even if she is farnilïar with the area. The following excerpt fiorn my field 

notes summarizes some of my initial experiences: 

... it's been a long time since 1 experienced this kind of heat! it's alrnost 
unbearable. Pm feeling sick too. I have had running stomachs, headaches, 
heat rashes, cold and sore h a t .  1 hope 1'11 get used to al1 these very soon. 
1 have arrived in Kpando. My first reaction is to board the car back to 
Accra. But it's impossible ... oh! 1'11 soon get used to it again ... 

The lack of such amenities as good drinking water, decent toilet facilities, good 

communication network such as telephones, and fiequent power cuts were al1 strains on my 



LEAVING THE FIELD 

Despite some of the more frustrating experiences, 1 felt a sense of loss when it was 

tirne to leave the field. 1 had enjoyed the warm hospitality of many people, and made new 

fkiends. As Stebbins (1 99 1 :254) pointed out, we never leave the field completely in the sense 

that we might stiU be involved with our subject of study, in my case the women of Kpando. 

During our stay in the field, we develop close personal relationships with respondents and 

as Taylor (1 99 1 :X6)  has pointed out these relationships sometimes demand a continuous 

responsibility. Although my respondents h e w  1 had just come to live among them for a few 

months, some of them were quite sad to realize my research time was already over and 

started wondering how they were going to f l l  the void that my absence would create in their 

lives. They asked questions such as "Oh! How am 1 going to spend my evenings?" "Do you 

redly have to leave now?'It is difficult to phase out such personal relationships 

immediately. 1 thus continue to maintain relations with some of my respondents through 

letters and cards. 

Writing my thesis har M e r  made me appreciate the wealth of idonnation 1 have 

been able to collect and to realize how much more 1 could have collected. Many 

preconceived ideas 1 had before going into the field were either refbted or clarified. One very 

important lesson 1 learned in the field was to go to the field with an open mind and be ready 

to leam. 1 found that being a member of the Kpando community did not guarantee my 



acceptance nor full howledge of the Kpando community. 1 learned something new everyday; 

it was an enriching experience. 

In the following chapters 1 present the data collected in Kpando. First, in Chapter 5, 

1 discuss the health problerns women had experienced and those about which they worried. 

Then in Chapters 6, 7 and 8,1 move on to consider how women understood their health 

problems and how they sought to cope with them. 



NOTES 

Queen mothers are the female counterparts of chiefs in Ghauaia a traditionai societies. 
They function as leaders of the women and adjudicate in disputes among women. In 
many Ghanaian societies queen mothers also play an important role in the installation of 
chiefs in that they must give the naal approvd of the candidate selected by the council of 
elders to be chief of a particular community. The position of the queen mother is an 
ascribed one. A woman cm become a queen mother only if she cornes nom a royal 
family and is the senior woman in that family. 

Town Council agents are usually known as "tangas," a corruption of the English words 
" tom guards." During the colonial period, t o m  guards were community workers who 
went Erom house to house ensuring that people kept their environments clean. The penalty 
for not keeping one's home clean was often a fine or a court swnmom. Town guards were 
noted for their inconsideration and stubbomess in deaiing with culprits and on that 
account feared by members of the commuoities in which they worked. This gave them a 
great deal of power. Presently, t o m  guards are no longer as powerful as they used to be, 
but the term has retained its earlier symbolism. 

The "talking drum" and the "gong gong" or "gakokoe" are traditional instruments used to 
disseminate information in many Ghanaiaa traditionai communities. The "talking dnun" 
is a traditional dnim made of a hollow wooden barrel and animal hide. The hide covers 
one end of the baml and is attached to the body of the barre1 by strings. The other end of 
the barrel is left uncovered. This results in the production of a "booming" sound when the 
dnim is beaten. It is called a "taiking drum" because the different sounds and rhythm 
produced by the &um when it is beaten convey specific information understood by the 
members of the community. The "gong gong" on the other hand is a piece of a hollow 
metal which produces a "gong gong" sound when hit with a piece of wood. This is used 
by the "town crier" (a traditional messenger, usually an elderly male) to convey important 
messages to the community. Whenever there is an important announcement for the 
cornmunity the town crier gets up early in the morning, or evening, standsat certain 
vantage points in a village, hits the "gong gong" in order to draw people's attention, and 
makes his announcement. 

Ghana currently has a new educational system. My reference here is to the previous 
educationai system which was a heritage of the colonial regime. Under this system there 
were three levels referred to as Cycles. The First Cycle, or the basic educational level, 
consisted of 10 years: that is 6 years of Primary and 4 years of Middle School education. 
The Second Cycle consisted of the Secondary, Technical, Commercial, Vocational, 
Nursing and Teacher Training schools. The Third Cycle consisted of the Universities, 



Polytechnics and other professional institutions. A Form 4 leaver has thus completed 10 
years of basic education. 

5 .  See Chapter 3 for a full discussion on Market Queen Mothers. 

6.  "Gbotoworwor" is a traditional rite of passage for women. It is a ceremony which initiates 
girls Uito adulthood. The terni "Gbotowonvor" means "the beginning of menstruation." 
The ceremony therefore takes place just after girls menshuate for the first t h e .  Ideally it 
is expected that girls are still virgins at the t h e  it is perfcrmed. The ceremony entails the 
performance of certain rituais over a period of days. During these days, libation 
(traditional prayers) is made to thank the go& and ancestors for guiding the girl fkom 
birth to puberty and to ask for more guidance, children, good heaith and prospenty. As 
the ceremony marks the beginning of adulthood, the girl is educated by elderly women on 
aspects and demands of adult fernale life. She is taught customary practices and values 
related to personal hygiene, sex, childcare and home management. A woman who does 
not perform this rite is regarded as incomplete and scomed by other women who have 
perfomed the rite. It is also considered an insult if a woman is married or becomes 
pregnant without havuig perfomed the rite. The importance attached to the rite by 
Kpando women is reflected by the fact that it is even performed for women before their 
burial when they die, if they had not perfomed it. "Gbortoworwor" is still practised by 
the women in Kpando. 

7. Discussing marital problems with an "outsider" can be interpreted as an act of betrayal. 



CHAPTER 5: WOMEN'S HEALTH PROBLEMS 

In this chapter 1 focus on women's own accounts of their health problems and 

concerns. 1 demonstrate that the health problems women experienced and worried about were 

diverse. Their psychosocial state of king was what they mentioned most fiequently in 

t a h g  about their health. Some women said they thought or womed too much; others said 

they were depressed or always sad. They also complained of fiequent headaches, fevers, 

bodily pains and tiredness. Many women said they suffered fiom other illnesses such as 

stomach aches, piles, weight loss, dimness and hypertension. Reproductive health problems 

were mentioned less frequently. In terms of their health concerns - the problems that womed 

them - women were afraid of several different types of illnesses and conditions. The most 

kquently mentioned were AIDS, hypertension, cancer, venereal disease and heart disease, 

stroke, fever and stomach aches. A few women said they were not concemed about any 

health problem. 

One point worthy of note early in this chapter is the difficulty 1 have discussing 

women's accounts of their health problems without making constant reference to the social 

context within which these women lived their lives. The women 1 interviewed almost aiways 

talked about their ailrnents within the context of theù work activities and the social 

conditions in which they found themselves. So while both their words and mine do present 
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some of the day-to-day realities that shape these women's experiences of health and illness, 

1 have reserved detailed discussion of the contexts and causes of women's ailments for later 

chapters. For now, 1 focus on the types of health problems women experienced and on their 

worries about their health. 

THE MAIN HEALTH PROBLEMS WOMEN REPORTED 

1 asked women what heaith problems they had experienced. Table 5-1 shows the 

problems mentioned by the 75 women who were interviewed. The table includes al1 

problems mentioned by four or more women '. It is evident that contrary to curent 

emphases in the literature on women's health in the developing world, reproductive health 

problems did not dominate the illnesses that women reported. Rather, psychosociai health 

problems were most fkquently mentioned In the following sections 1 outline and discuss the 

types of health problems women talked about, starting with psychosocial health problems. 

This is followed by a discussion of physical illnesses and lastly reproductive health issues. 

The Psychosocial Health of Women: "Thinking Too Much" And "Worrying Too 

Much" 

As Uidicated by Table 5-1, most women (72%) complained that they were ''thinking" 

or "worrying too much". The 24% of women who complained that they were depressed often 

indicated that they too, worry or "thuik too much". One young woman recounting her life 

history, cornmented that she had never been happy in her We. Accorduig to her, "Since 1 was 



bom, and h e w  that 1 am a woman, 1 have never been happy" (int. 19:4). For her, the story 

of her life had been one full of hassles and problems. Her situation made her worry and 

"think a lot", and other women reported similar experiences. 1 will thus discuss issues of 

"thinking too much," "worrying too much" and depression at the same time. 

Women complained that "thinking too much" and "worrying too much were constant 

aspects of their lives. They attributed symptoms such as constant absentmindedness and 

dificulty sleeping to this situation. They also explained that theu tendency to talk loudly to 

themselves and throw their "amis into the air" like a person who had "began tying one yarn" 

(a local expression of abnormal behaviour) could be attributed to excessive thinking and 

The women identified many social problerns which made them "think" and "worry 

too much." Most of them said they thought and worried about theu children, their 

relationships, money problems and their health. One woman explained that since the death 

of her husband she had been thinking a lot about how she was going to take care of her 

children alone. In addition, she womed about her toothache and persistent headache: 

1 have to look &er them alone. This makes me thiak a lot. It's not easy, I 
never dreamt that this will happen to me, but here 1 am. The older one has 
finished school now, but he can't help, he is still writing exams. This is a lot 
of 'tukura"2 for me and makes me think a lot. Now I have "taagbordor" mead 
problems such as headaches] when you look into my mouth now dl my teeth 
are spoilt. When 1 am there3, my head will be aching. 1 womy a lot (int. 64: 1). 



Table 5-1: Women's Health Problems 

- - - -  - - - 

Physical Health Problems 
I 

Num ber (W75) 

Psychosocial Health Problems 

ThinkinglWonying too much 

Depression/Always sad 

Sleeplessness 

Bodily pains 1 46 1 61 

Headache 

54 

18 

8 

72 
1 

24 

11  

48 

Tiredness 

Fever 

64 

Feeling weakMeavyMurnbness 

Weight loss ! 11 1 15 I 

3 1 

24 

Stomach problems 

1 Eve oroblems 1 10 1 13 1 

41 

32 

23 3 1 

16 

Hypertension 1 8 1 11 
+ 

21 

Malaria 

1 Earache/Ear Infection 1 7 1 9 1 

- - 

9 12 

Reproductive Health ProblemsIConditions 

Problems related to pregnancy 

Irregular periods/Menstrual pain 

Menopause 

Hot flashes 

4 5 

12 

8 

8 

16 

11 

11 



Another respondent, married and 26 years of age, was unemployed and had tried 

without much success to trade in a variety of items. Her description of her husband implied 

that he was irresponsible, because he did not fend properly for her and their two children. She 

explahed that her baby girl was being deprived of the very necessities of life because of 

financial pro blems : 

So I will be thinking, what can I do to buy my baby panties, and al1 that, 
what can 1 do to buy my baby earrings?" And the money they are going to 
give you for the market will not be enough, so because of al1 these, I have 
to thùik about what to do to make some rnoney to take care of the children 
and myself. ... Right now that I am here, the only thing 1 think about is what 
work should 1 do? Because if I'm working, 1 will not think too much and 1 
won't be womed (int. 1 9: 8). 

A single mother of six who said her only recourse was to keep on borrowing money to care 

for her children expressed her f'nistration to me: 

You'll be thinking al1 these, ei! This money that I've gone to borrow, how 
am 1 going to pay it back? How am 1 going to do this or that? How wodd 
1 see to it that the children are okay? Al1 these things make us think a lot, 
it's a whole lot of problem, you think and think and think. Day and night, 
you're thinking, you can't sleep (int. 29:3). 

This woman, who lived Wtually on borrowed money, was constantly haunted by her inability 

to pay her debts and this was a source of mental tonnent for her. Another woman womed 

because her f h l y  responsibilities were increasing. Finding herself between two generations, 

she had to take care of both her children and her aging parents: 

Of late, 1 w o q  about my children, their education and now too, you know, 
my parents, they're of age, so um ... the responsibility too is on me - so 1 
think (int. 435). 



One mother told me that she was very womed about her children whom she said 

were very ditficult to control. Her children were always in trouble and because of this she 

often panicked when she saw anybody approaching her: 

1 worry about my children, for example, you talk to your child and your 
child will not listen ... For exarnple, right now that 1 am here, the moment 
1 see somebody comulg towards me, and 1 observe that the person is not a 
customer, my heart beats Qu! The first thing I ask the person, is 'What is 
the problern?' 'What has happened?' Maybe one of my children has gone 
to do something bad. I'm not following them, so I'm always concemed 
about them (int. 50:4). 

She described her experience of thinking and wo-g too much and even said that wonying 

might be fatal to her: 

Yes, it womes me a lot, it womes me a lot, if you're not patient, this makes 
many women wony, and if you don't take care, you c m  pass through that 
and die because you're always womed, your heart is never fkee... Because 
you see right now, when 1 worry or think too much, 1 get this severe 
headache. When my head is aching like that, then my neck also starts 
paining me, then 1 start experiencing the pain at my back, then my stomach, 
and this wiil continue to pain me for a long time before 1 feel better. 
Because 1 have thought about the issue too much, my heart will not be k, 
so when 1 lie down and sleep and wake up like that around 12 midnight, 1 
wontt sleep again until day breaks (int. 505). 

Another woman whose son was suffering fhm epilepsy explained that she was ver- womed 

about his welfare: 

Ithinkalot Hinm 1 think a lot, especially the nfth one [son] who 
has that illness, he is now spoilt [disabled]. 1 think If 1 say 1 don? thllik, I'm 
teiling lies (int. 63 :4). 

A woman whose husband had become verbally abusive described how she often 

became absentminded as a result of thinking too much: 



1 get very womed, sister, it's not easy. 1 will be there aaaah [for a long time] 
thinking and thinking, I'Il be worried, what can 1 do? When it happens that 
way, 1'11 just end up becorning somethuig [not being myselfl, 1'11 just be 
there5, because as 1 am here now, therels nobody to go to and Say this is 
what is worrying me, what can I do? So me alone, 1'11 be there, 1'11 go and 
lie down in bed like that, and be thinking and thinking. and then 1 grow 
thinner and thinner (int. 7:6). 

One of my respondents who was 35 years old and had never had a child said she was 

usually depressed. Any happiness she experienced was overshadowed by ber situation of 

childlessness: 

1'11 be happy like this ... but d e r  some time I remember my problems then 
my happiness will stop imrnediately. then 1'11 sit down quietly and start 
thinking (int. 9:4-5). 

Similarly, a young woman who was finding it dificult to get pregnant said she was &en 

depressed and there were times when she withdrew into herselE 

1 worry, and I1m usually not happy. When I remember that I can't get 
pregnant 1 feel sad, so it's not every &y that I'm happy ... 1'11 just be there, 
quietly, 1 won't taik to anybody (int. 5414). 

One woman described her suffering and constant, painful "thinking" in relation to her 

daughter's death: 

When she died, I nearly became a mad penon ... 1 felt 1 was going mad! 1 
thought so much that 1 didn't know what to do ... When I'm there 1'11 be 
crying, crying ... it's a lot of pain for me especially when 1 see her age 
group, 1 feel so sad ... I feel a lot of pain in my heart, it's so painful, and 1 
think a lot. 1 will ask myself, ah! What did you do? Why should she die? 
Didn't 1 take good care of her? What shouid 1 have done? (int. 62:2). 



Many woman said the experience of worrying and thinking too much made them 

lose weight. One woman who had children who were difficult to control argued that anybody 

in her situation would worry, find it difficult to sleep and even lose weight: 

If it were you, youtll always be womed, even if you're fat, youtll lose al1 the 
weight. If you sleep, you can't sleep deeply (int. 505-6). 

For most people in Ghana, to be thin indicates de r ing ,  depression, hunger, mainourishment 

or illness. 

According to many women, the main impact of thiaking or wonying too much was 

that they found it difficult to sleep. As one woman said: 

1 think a lot ... in the night too when 1 go to bed, I cantt sleep. 1'11 be tuming 
and tumïng on my bed ... 1 have observed that it is the thinking that is 
causing al1 this sleeplessness.. . (int. 64: 1). 

A widow attributed her sleeping difficulties to her wony over a string of interrelated 

problems. She had lost her husband a few months earlier. Also, her unmarried teenage 

daughter had given birth to a second child and had yet to settle the hospital bills because she 

had been unemployed for several months. She herself was recovering fiom an illness which 

had kept her bedridden for nine months. She described her problems with sleeping: 

Somethes, 1 wake up and sit on the bed, I cantt sleep, you won't even feel 
sleepy. One &y, 1 sat there until moming. Sometimes it continues for three 
days. 1 will be hearing everything, 1 can't sleep, I don't know why. Then 1'11 
be asking myself, is it because of the thinking? (int. 2:33). 

For this woman, a tranquil mental state is a prerequisite for a "good sleep." One whose 

" brains are always busy," however, is bound to experience sleepless nights: 



So you see, thiaking is all 1 do, 1 don't sleep at dl. 1 don? sleep at d. If you 
don't have peace of mind, you don't lmow what to do. Every time 'susu' 
[brain] is always working, 'susu' becomes bigger than you yourself, hmm 
- that is how I live. You know, if you're a wornan and you don't have 
your needs, you'll always be womed (int. 2:9). 

One respondent's inability to provide her family with a balanced diet as a result of 

hadequate financial resources caused her many sleepless nights: 

So when we have money problems like that and their [children's] food is 
not good, it womes me 'paaa' [a lot]. It worries me paaa. It doesn't make me 
sleep, 1 can't sleep in the night. 1'11 be praying that Jesus, I'm begging you, 
listen to my needs. When it happens like that 1 can't sleep (int. 5:9). 

She concluded: 

1 can't sleep. It's something that worries me a lot. Sometimes 1'11 see that 1 
need something paaa' [very much], but 1 know 1 cannot get it. 'Etiede 
dzinye paa' [it womes me a lot], 1 can't sleep (int. 5: 1 0). 

Another woman with an absentee husband made a similar comment: 

What will the children eat? What wiil they wear? One of them is sick, she 
has to go to the hospital, where do 1 get the money? ... So every time you 
are thinking. When it's night and I lie down 1 won't sleep (int. 8:3). 

Sleeplessness was thus quite common among many of the women who taiked to me. 

In fact, one of the women joked that Kpando women could become security officen because 

many of them s a e r  fkom sleeplessness: 

Some people cornplain about the fact that when it is night and they go to 
bed, they can't sleep, or they just sleep for some few hours and they cannot 
sleep again till moming and 1 used to laugh at them and tell them that 
they better become "watchmen" [security officers] (int. 3 3 :3). 

While this woman found some humour in the situation, it is important to note that in many 

Ghanaian societies women wake up and begin their daily chores at the k t  cock crow (about 



2:30 or 3 am.). Viewed in light of this tradition, the problem of sleeplessness is a grave one, 

for it implies that many of these women hardly sleep at night in spite of their demanding 

daily schedules. 

The women 1 spoke with identified several ways that "thinking" or "worrying too 

much" and sleeplessness was "bad" for them. It could lead to unusual behaviours. For 

instance: 

Sometimes you'll be thinking and thinking. If you sleep in the night you 
can't sleep. You're gohg to the f m  too, you alone, you are talking on the 
way. You'll be talking and talking, youtll even forget yourself and wouldn't 
know you've even got to the farm [laughing]. Or somebody will ask you, 
'What's wrong?' Then you'll say 'aaah, taamebubu' [thinking] has made me 
to be talking oooh (int. 1 :25). 

The practice of talking out loud was often accompanied by women throwing their hands into 

the air: 

You'll see some people going and talking, and will be throwing their hands 
into the air... Some people will be going, they'll not be sick, but they'll be 
suffering from mental problems. They alone will be talking in the air, 'hahia 
tededzi' [her needs are too many], 'enu tikorne' [she is fed up with these 
problems], so as she is going dong she is talking (int. 5: 12-1 3). 

One of the women who was a trader, told me that when she became bankmpt she could no 

longer sleep. She also started walking about aimlessly: 

When 1 go to bed, 1 can't sleep. 1'11 go and report to the doctor and he'll give 
me Valiurn, 10 milligrams. 1 can corne and take 3 tablets, but still 1 can't 
sleep . .. 1 have even taken 4 tablets before ... even then 1 couldn't sleep ... 
1 realized that I was no longer myself. 1 can stand up here and walk d l  the 
way to Konda [a village outside Kpando town] and then just walk back, and 
wouldn't know why I went the= (int. 66:7). 
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Since 1 lived on a road that led to some srnail villages and farms, 1 overheard women "taking 

loudly" to themselves and saw them "throwing their bands in the air."; some of these women 

were walking alone. 

It is clear fiom the above discussion that psychosocial issues were very important 

to most of the women 1 interviewed ALmost three quarters of the women spoke about 

"thinking too much" and "worrying too much." Their mental distress was understood to lead 

to many problems, including absentmindedness, difficulty sleeping, "abnormal" behaviour 

Iike taking to oneself and throwing one's hands in the air, and weight loss. Difficulty 

sleeping was a particular problem, as it was seen to intensify other consequences of mental 

distress. Many of the women related their anxiety and unhappiness to the conditions of their 

lives. They spoke about worrying about their children and their parents and about financiai 

difficulties. 1 will discuss the relationships between social conditions and health problems 

in greater depth in later chapters. The next section of this chapter continues the discussion 

about women's iliness by focusing on physical health problems women reported. 

Physical Health Problems 

As Table 5-1 indicated, women reported suffering fiom a range of illnesses and 

conditions. Many of the physical health problems they identified were day-to-day low level 

health problems such as headaches (64%), bodily pains (6 1 %), tiredness (4 1 %), fever (32%), 

general weakness (3 1 %) stomachaches and stomach ulcers (2 1 %) and piles (1 6%). Women 

described these health problems passionately and sometimes went into graphic detail in order 



to convey how the ihess  af5ected them. In particular, older women and those expenencing 

the iliness at the time of the i n t e ~ e w  gave vivid descriptions. When 1 &ved in the home 

of one respondent, 1 found her lying on the floor complaining about a severe headache. She 

described how she felt: 

My head! My head! My head wiii ache 'kpla, kpla, kpla, kpla!' 1'11 be there 
and my ear drums will sound 'kplo!' I won't hear anything again, 1 will be 
hearing 'wo wo wo ooo' inside my ears, oh! What is this?! 1 will put my 
finger into my ear, no! That's the ilhess 1 have (int. 63: 1-2). 

Another woman said: "What womes me is my head, and then the inside of my ears will be 

soundhg 'wuu wuu wuuuu'" (int. 6 1 : 1). Other respondents gave similar descriptions. 

My head is worrying me ... my ears ... there's sore in my head so my ears get blocked 
... When the sun is shining like oiat my ears will get blocked, even when people are 
talking to me 1 won't hear (int. 1 : 14- 1 5). 

One woman said her headaches were so severe that she had to tie her head with a cloth: 

When 1 think like that deeply then my head will ache me terribly. 
Sometirnes 1 have to tie my head to feel better (int. 623). 

Headaches were a major aspect of women's lives. Many of them said there was not a single 

day that they did not have a headache. Headaches were sometimes experienced in 

combination with other illnesses such as fever, malaria or bodily pains. 

As the above quotes suggest, women experienced not only one illness, but rather 

several health problems at the same tirne. A 40-year-old woman taiked about a combination 

of health problems. She said she suffered from headaches, fevers and abdominal pains as 

well as a skin disease every dry season: 



1 think, the thinking brings me headache and al1 that to me ... My Iower 
abdomen also pains me, fever too and al1 that, and when it's 'Harmattan' 
time [a cold dry wind often dust laden which blows across the Sahara 
between December and March], my legs become dry and peel off, they are 
things that wony me (int. 50: 7). 

Another woman complained that she suffered fiom severe headaches, piles, stomach aches 

and chest pains: 

First 1 experience severe headaches, secondly, 1 sutrer fiom kooko [piles] 
. My stomadi aches, my chest, they say it's not 'gbohe' [asthma], but I find 
it dificult to breath properly (int. 16:6). 

As many as 6 1% of the women complained about pains and weaknesses in different 

parts of their bodies, such as the back, h e e ,  thigh, leg, arm, waist or joints. An old woman 

for example complained about having severe pains in her waist, thigh, legs and knee. She 

My waist! Right now my thigh!...I can't wak, if 1 attempt w a h g ,  1 feel 
pains inside my bones, and my legs, those threads [iigaments] inside my 
legs, they pain me... I am even feeling the pains at this moment, I'm feeling 
the pains, especially when 1 lie down in the Nght and 1 bend my knee and 
want to straighten it again, oh! The pain is unbearable (kt. 33: 1). 

Forty-one percent of the women also said they were usually tired or suffered nom 

fatigue. Others said they felt dizzy or weak, which they expressed as "my whole body 

becomes heavy." Other women described numbness in their bodies. This woman 

experienced hers in her feet: 

Sometimes my feet becomes numb, 1 won't feel anything, 'Ananse' [spider] 
will hold my feet, 1 can't move it (int. 6 1 : 1). 

Another person experienced numbness in her whole body: 



The sickness which 1 sdered  fiom was like 'ebo,' like how 'Ananse' 
[spider] has caught your feet. You see how you will sit down for a long 
time and then your feet will become numb and you'll not be able to walk, 
you won? feel anything, that was what happened to my whole body ... Up 
till now it has not finished completely in my feet (int. 2:23). 

Another health problem some women reported was high blood pressure. A woman 

suffering fiom hypertension believed her persistent wony and sleeplessness contributed to 

it: 

This kept gohg on for a long time. 1 fell il1 and went to the hospital, my 
blood pressure was taken again and it was very high. So thinking, wonying, 
these are the things that caused my high blood pressure, now I'm always 
sick. Despite the fact that I have tried to forget about al1 these, 1 try to think 
about my problem by saying that ail those things are earthly things, but 1 
can't stop worrying. Sometimes you try, but you can't help it, 1 hope you 
understand? (int .66: 7). 

Other women suspected that they might be suffering fiom hi& blood pressure but were not 

sure. They had not gone to the hospital for examination to connmi or disprove their 

suspicions. They said their symptoms were similar to those who were suffering fiom it. They 

mentioned symptoms such as heart palpitations: 

My heart beats 'kpq kpu, kpu' When 1 wallc for a short distance my heart 
will stari beating very fast (int. 66:7). 

A 56-year-old woman described her palpitations in the following words: 

Last tirne too when 1 was lying down, 1 heard my hart beating in my head 
'kpla kpla kpla kpla!' When it happened 1 got scared, 1 got out of bed and 
sat down (int. 30:3). 

Women's cornplaints about their bodily pains, fatigue or tiredness and high blood 

pressure were passionate because they said such conditions prevented them fiom going about 



their activities. Their cornplaints about these aiiments were almost always couched in terms 

of their daily activities. They said the pains they expenenced prevented them fiom going to 

the f m ,  trading, carrying loads or doing other household chores. A 33-year-old woman 

explained that she used to wake up very early and do her chores but she was no longer able 

to do that because she got tired easily: 

Because I'm no longer myself, 1 can't work the way 1 used to work. Those 
days I used to wake up and do al1 my work, but these days, I'rn no longer 
active. 1 work for some tirne, and then I get very tired. When 1 wak for 
some time too 1 get very tired, so these days 1 feel weak (kt. 16:8). 

Another woman, 42 years of age, who had four children explained that her feeling of 

heaviness made it dificuit for her to do her laundry or go to church: 

My whole body becomes very heavy you see the things I'm washing 
now, 1 wiil be postponing it fiom morning till evening, you'll not be feeling 
heaithy, you'll be feeling very heavy, you can't stand up to do anythmg. On 
Sunday like this, you'll like to go to church, but you can't even stand up and 
fetch water and bath and go. So al1 the time you're dull, then people regard 
you as a lazy person (int. 14:6). 

A woman who said she suffered fiom bodily pains and fatigue described how 

helpless and f'nistrated she felt as a result of not being able to do al1 her household chores 

1 used to do a lot of ironing of my things and that of my husband too but 
now, 1 can't stand up for too long. So I do just one and then 1 stop and then 
1 ask somebody to do it and I'rn never satisfied with the way it is done. So 
every time I'm getting more and more annoyed . . . . (int. 1 8: 9). 

A 50 year old trader who had been il1 for several months explained tbat she womied because 

her different hedth problems made her inactive: 



1 worry the reason why I'rn worrying so much is the fact that the iliness 
is not making me fkee ... 1 don't know why 1 should be d e r i n g  like this, ail 
the tirne. 1 have some pain somewhere. Sometimes 1 can be immobile for 
one month. Sometimes. 1 can't even get out of bed. These are things that 
make me worry of late. When I'm able to move around, 1 dont worry so 
much, because I'm not used to staying at one place (int. 66:7). 

One woman complained that her doctor did not treat her symptoms properly when she 

miscarried. As a result she was constantly tired and less active. This she said made her sad: 

I'm no longer happy, because I'm no longer active ... Those days 1 used to 
wake up early and do ail my ups and downs [daily chores] but these days 
I'rn no longer active, 1 work for some tirne and then I get very tired, when 
1 walk for some tirne too 1 get very tired, so these days I feel weak (int. 
16:7-8). 

The pain, tiredness and weakness that they experienced prevented them f?om tending to their 

daily activities such as fetching water, cleaning the home, taking care of the children and 

going to the farm or market. These are essential responsibilities and activities that most 

women cannot fiord to postpone or relegate to other members of their families. 

The above discussion has s h o w  that in addition to psychosociai health problems, 

women also reported an assortment of low level physical health problems. Headaches were 

a common feature of many women's lives. Others descnbed ailrnents such as pains in various 

parts of their bodies, fatigue, weakness, numbness and hypertension. The passion with which 

women described their physical ailments reflects the ways that physical health problems 

interrupted their daily work and activities. Physical health problems were seen to interfere 

with women's essential responsibilities, and couid thus disrupt household organization. The 



next section of this chapter focuses on the heaith problems reported least fiequently, those 

related to reproductive health. 

Reproductive Realth Problems 

Contrary to the observations made by many studies on women's health in the 

developing world, very few of the women in my study reported gynaecologicai health 

problems. Of the women who did report reproductive health problems, some wornen 

complained that they experienced menstrual cramps or irregular periods. A 35-year-old 

woman complained that she was not getting pregnant. Another person said she had been 

trying to get pregnant for the past seven years. A woman who had a baby when she was a 

teenager said she could no longer get pregnant because her fallopian tubes had been cut as 

a result of an ectopic pregnancy. 

Some of the women who had children recounted how difficult it was for them 

initially to conceive children as a result of expenencing miscaniages or ectopic pregnancies 

and stillbirths. This 36-year-old woman descnbed her experiences of miscarriage: 

Anytime 1 got pregnant 1 miscarried. 1 didn't understand it. 1 was four 
months pregnant, then 1 dreamt that somebody was putting her hands into 
my vagina into my abdomen. 1 started bleeding when 1 woke up. So 1 was 
taken to the hospital, but 1 miscarried. Another one too, 1 was seven 
months, a baby girl, she aiso died. The third one, about three months, the 
same thing happened ... Then something big started growing inside the 
lower part of my abdomen. They started boiling some herbs for me and 
with time the whole thing vanished. M e r  that I got pregnant and rniscamied 
again. My mother said she had never heard this before, so I should go and 
see a gynaecologist ... So 1 started visiting this doctor. One day he took me 
to the theatre and made D and C for me. He said some part of my womb 



was opened so 1 should corne back when 1 get pregnant again ... When I got 
pregnant 1 was on constant observation until1 gave birth to my first child. 
Everybody was surprised when they heard that 1 have had a child (int. 
12:7). 

In addition to episodes of rniscarriages, some women also talked about losing their babies 

at birth. Others said they were usually sick when they got pregnant; some said they vomited 

throughout the nine months. Others said they felt weak and could do very little during those 

times. 

Apart fkorn health problems directly related to pregnancy, some women complained 

of vaginal infections. A 40-year-old woman said she often experienced severe itching in her 

vagina: 

And there's another iliness too, when I'm there, my womanhood [vaginal 
will become like 'today's illness,' . .. . It's something that appears on 
children's heads, it's like sores, it will be itching, and itching for a long 
time. This is very common among we females in this town. When you're 
there, your vagina will be itching, you'll apply hot water to it. When it 
cornes to a time, you can't even apply the hot water to it again, it becomes 
a sore to the extent that you'll expenence a lot of pain when you go to 
urinate (int. 50:7-8) 6. 

An older woman also complained about a growth in her vagina: 

When 1 stopped having children, 1 noticed that something has grown inside 
my womanhood [vaginal. It is inside there, big, round 1 can feel it 
(int. 63 : 1-2). 

One aspect of reproductive health that featured in women's conversations was 

menopause. Eleven percent of the women had gone through menopause and they talked 

about their experiences. They complained that they were starting menopause at a younger 



age. A respondent whose periods had stopped before the expected tirne spoke of her 

experiences as follows: 

r: Emm (fidgeting a little) You see, right now that I'm here, 1 
have stopped having my 'gborto' Diteral translation: 'outskirts of 
tom,' meanhg menstnial penod] abruptly. 

1: Aha 
r: You see, abrupt menopause like that too is bad. 
1 : Aha 
r: Your whole body will be paining you every &y, because it's not yet 

time for me to stop 'gborto' before 1 stopped ... so my whole body 
will be aching, your waist, and it womes me (int. 2:27-28). 

In describing the symptoms of menopause, women complained about "heat", palpitations and 

bleeding intermittently. The above respondent mentioned that her fnend who had also 

stopped having her period "too soon" was experiencing hot flashes: 

I have a sister [fiiend] d o m  there, she has also stopped having her 'gborto' 
[period] and she says if she is there, her whole body becomes very hot, she 
wouldn't know what to do, she has to remove her dress before she can sit 
down (int. 2:28). 

Another woman complained of hot flashes and bleeding intermittentiy when she was 

experiencing menopause. She described her experiences of hot flashes vividly: 

My body! 1 used to feel it in my body 'kpu kpu kpu kpu.' My body will be 
hot, 1 will be pouring cold water on myself. I will always carry a cold towel 
around during that t h e  too. 1 can have my period three times within a 
month and then with t h e ,  I stopped having my period. (int. 62:6). 

In describing her experiences one woman mentioned a combination of symptoms. 

She said she had hot flashes, felt like fainting and had, menstrual cramps, severe headaches 

and palpitations: 



What 1 experienced when 1 was about 52 was just a flush of heat, and at 
times 1 felt like fainting. 1 get exhausted easily, the little thing I do 1 feel 
tired, something littie, 1 feel tired and cramps severe headaches 
and palpitation, that's ail (int. 28:7). 

niese symptoms of exhaution, hot flashes, and severe headaches recurred in the accounts 

of menopause. 

A highiy educated woman who spoke English well said she had been reading a lot 

about women's hedth and believed that al1 her heaith problems were caused by the fact that 

she had reached menopause: 

r: My back, it looks as if I'm getting old (laughing) 
i: Not yet 
r: But 1 understand it should be so, because emm - 1 have read a lot 

about this stage where I've reached. 
i: Yah 
r: 1 have entered my menopause 
i: Aha 
r: And 1 think this is responsible for a lot of the things that 1 feel are 

wrong with me, but emm much as 1 say 1 wouldn't think about 
it, 1 still do, because it's painful. For instance, I'rn not as fast as 
before, and now and again 1 feel a lot of aches in the groin, the legs, 
in the knee, that kind of thing. Then I just get annoyed, these are al1 
nonnai things, but they are wonying, they are cause enough to worry 
about, so that is my worxy (int. 1823-9). 

She continued to talk about the pain she experienced and her frustration with her doctor: 

I'm now 54, my legs, they ache, sometimes I feel my muscles are pulling, 
ah! Then the waist, Oh! Itls not good, you can't-even describe it. Whenever 
1 go to the doctor, he only laughs at me, so I've stopped going to him 
because 1 felt he has not been taking me seriously enough (int. 18: 10). 

She also mentioned that it was difficult to go on with her normal work life because of her 

aches and pains: 



And then in the office too, people ... While you are thinking about your 
aching knee, somebody will also come to you with their problems and will 
not understand you. The patience! The patience is not there, so these are 
some of the things, so you might be tempted to raise your voice louder than 
before (int. 1 8:9). 

This section has pointed to the fact that reproductive health problems were arnong 

the ailrnents women experienced: some women found it difficult to have chddren, others had 

miscarriages and the older women narrated their experiences of menopause. Overall, 

however, reproductive issues did not dominate the health problems women reported, it was 

rather the psychosocial and physical health issues that women said affected them most. 1 will 

focus my discussion now on the types of health pmblems women were concemed about. 

WOMEN'S KEALTH CONCERNS 

1 asked the 75 women 1 interviewed what health problems they were womed about. 

Al1 concems mentioned by four or more women are shown in Table 5-2 '. More than half 

of the women in te~ewed were concemed about some form of reproductive health problem. 

Fi@-two percent were concemed about AIDS and 11% womed about other sexually 

transmitted diseases. Forty percent of the women were concemed about hypertension, 16% 

about cancer and 8% about heart diseases. Twelve percent of the women interviewed, 

however, were not concemed about any health problem. While the health problems that 

women -enced were low level everyday hedth issues, they were womed about ilhesses 



Table 5-2: Health Concerns Reported 

1 Psychosocial Health Problems 1 
Number Percentage 

1 Physical Health Problems 1 

I 

L 

( Hypertension 1 30 1 40 1 

Mental illness 4 

Fever 

Stomach aches 

Stroke 

5 

Asthma 

Death 

Diabetes 

5 

5 

5 

Headache 

Eye problems 

1 AIDS 1 39 1 52 1 

7 
I 

7 

7 
- 

4 

4 

4 

Weakness / Tiredness 

- -~ 

5 

5 

5 

4 

4 

and diseases that were more likely to be life threatening. It is also interesting to note that 

while the health problems women expenenced were mainly psychosocial in nature, such 

5 

5 

4 

Reproductive Health Problems 

4 

Gonorrhoea / Syphilis 

No Health Concerns 

5 

8 

9 

11 

12 
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issues did not emerge in discussions about their health concems. In this section, 1 will focus 

on the health problems most often mentioned as womsome. 

AIDS stood out as the disease most feared by the women 1 inte~ewed. One woman 

exclaimed, "Everybody fears it!" because "it is a bad disease." AIDS has many names. It is 

called "today's illness" and "modern disease", apparent references to its recent history. It is 

also called the "in-between the fingers disease." This name stemmed from a locally held 

belief that one important symptom of AIDS was the "rotfing" of the skin between the fingers. 

It is also called "travellers' disease," because it is believed to have been introduced by people 

who went abroad. A common rrference to AIDS among the older generation was "Yeys," an 

obvious corruption of "AIDS." According to them, "Yeys" kills people. They Say if you get 

it, you will die and you will die a bad death. It wiil make you "basaa" [mess you up, or distort 

your life]. AIDS is thus a "bad" disease because it dehumanizes whoever gets it before the 

person's death. Women were particularly concemed about AIDS because it is dificult to 

detect since HIV, the virus associated with AIDS, does not have any obvious symptoms: 

You may not even know at tint, it is not going to prick you iike a pin for you 
to know at once, so that you try to do something about it (int. 125-6). 

Ail types of women expressed fear of AIDS. The only group of women who seemed 

unconcemed about the illness were the elderly who were either widows or no longer married 

and who were less likely to have sexual partners. Currently mamed and single younger 

women expressed the greatest fear of AIDS. A single woman who spoke to me expressed her 

worries in the following words: 



1 dont have a husband, but by al1 means, who knows, 1 will have a boy fnend 
somewhere, and maybe he has gone to other places meen with other women], 
and 1 don't know, and if 1 shodd sleep with him, it's possible that I can get it. 
So 1 fear that a lot, even more than any other illness (int. 29:4). 

For this woman, being single increased the possibility of contracting the disease. But married 

women had similar fears. According to one, even women who are "faithful" to their 

husbands are at risk: 

You know what 1 fear most, because of my husband, AIDS. AIDS too is a 
very dreadful disease, that even we married women are af'kaid, because you 
as a woman, youlre in the house with one man, but your husband has two or 
three women outside the marital home, and these two, three women that he 
is flirting maving sexual relations] with, you don't know how safe they are. 
So even we married women we stand the nsk. Yes, because you're sure, 
you're very sure that 10 years, even 100 years, you will not have the AIDS, 
'but as you're in the room, your feet are outside' ... (int. 43:9).' 

In this womants view, being faithfid to one's husband was no guarantee of safety. At the same 

tirne, women saw it as incumbent upon themselves to avoid AIDS; they also felt that if they 

contracted the disease, the responsibility was theirs. A typical respondent expressed her 

opinion: 

Emm If it's an illness that 1 should worry about then it must be 
something 1 myself must invite, like this common illness - AIDS (int. 10:7). 

This 36-old-woman who said her absentee husband was mistreating her had conternplated 

having an &air. Her fear, however, was the possibility that she might in the process contract 

AIDS: 

Now, 1 fear AIDS, because right now that 1 am here, because of my 'tukura' 
and the too much thinking, and the problems that my husband gives me, it 
makes me think that maybe, I can get somebody to be rny lover, someone 
who will help me too. But today, because of this illness, it doesnlt occur to me 



to look at another man even if they are making advances at me. Although my 
husband is not treating me well, I have not even thought about marrying 
again. 1 don't know whether that person has a disease. I am aiready with this 
man, even if he is roarning [having other sexual relations]. 1 will not be the 
source of the disease, he will be the source, that's why 1 fear, 1 fear it a lot ... 
When 1 go out, 1 can be approached by a man, but I1m aikaid to Say yes (int. 
12:s). 

The wornan was wiiling to be in a "bad" mariage if this would prevent her fiom contracting 

the disease. 

In addition to AIDS, many women were also very much concemed about physical 

health problems, in particular, high blood pressure, known as " Wusorgbor" (literally meanlng 

"plenty blood"). They had believed that "wusorgbor" was the illness most cornrnonly 

afXecting women in the community. Many respondents knew somebody who was suffering 

fiom it, for example, a mother, grandmother, relative or friend. Women feared high blood 

pressure because they believed that the exigencies of their day-to-day expenences 

predisposed them to the illness. Some women expressed fear that their constant "thinking" 

and "worrying" could induce high blood pressure: 

Women do a lot of 'hikura' worrying too much, thinking too much, you put 
your mind here and there al1 the tirne, that's what 1 think causes it [high blood 
pressure] (int. 16:8). 

They were also concemed about high blood pressure because it was unpredictable, that is, 

it did not seem to follow the generally accepted beliefs about those who were likely to sufTer 

fiom it. This woman said how puzzled she became conceming the cause of the illness: 

They Say that these days you don? even have to be fat to suffer fkom it. You 
can be as small as anything, but you1l1 hear that the person is suffering fiom 
it, and I don't understand, 1 don't know why, so 1 fear it. I've been asking, and 



they used to tell me that worrying too much can cause it, thinking too, or 
some types of food that we may be eating (int. 30:4). 

An old woman said she was afiaid of hypertension because she not only "thought too much," 

she dso seemed to have some of the symptoms: 

Yes, 1 fear it a lot, because I'll just be there and d l  of a sudden some heat will 
engulf me, 1 will be feeling very hot, my head will start aching, so 1 fear it 
(int. 63:8). 

According to her, it was generally believed the illness affected overweight people but fiom 

her observation it was common among thin women as well. This apparent discrepancy made 

it more diffictsit to understand why people got the illness or who was at risk: 

and 1 have learnt that you don? have to be fat to have it, even if you're very 
small too you can get it ... 1 fear it a lot, 1 pray 1 don't get it, they have not told 
me that 1 have it (int. 63 :8). 

Another woman said she was afraid she might be suffering from high blood pressure because 

of ber heart condition: 

The way my heart beats, 'kpu kpu kpu kpu' and then 1 become tired, so 1 think 
they are symptoms of high blood pressure (int. 6 1 : 1). 

Women were also concerned about cancer, especially cancer of the breast. Many of 

them felt helpless because apart fiom it being a "bad" illness, they did not know the cause 

of breast cancer. A woman expressed this uncertainty in the following words: 

For cancer, 1 don't think there is anything one can do as such to prevent it and 
then of course they talk about smoking which 1 dont do. But that one is a 
matter of giving it to fate (int. 18: 1 1). 

Cancer was thus a health problem women said they were not suffering from, but which 

concemed them a great deal. 
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A few (12%) of the women said they were not concemed about any health problem. 

Among this group were those who could not recall any illness that they feared. Others said 

they did not think about health problems because they believed that by thinking about 

illnesses they could end up getting them. Others said they had just made a decision never to 

be afkid of any illness. 

While reproductive health problems were reported infiequently among the health 

problems women experienced, over a third of the women mentioned that they were womed 

about certain reproductive issues. Arnong the heaith concerns they identified, AIDS was 

clearly the illness most feared. Women were most concerned about AIDS because their 

partners ofien had other sexual partners. Women also feared hypertension and heart disease, 

which were thought to relate to worrying and "thinhg too much." Some of them were also 

womed about cancer. Generally, the health concems identified were more likely to be life 

threatening than the health problems women had actually experienced. 

SUMRlARY AND CONCLUSION 

This chapter has identified and discussed the health problems and concems raised by 

the women 1 interviewed. In the first section 1 focused on the health problems women had 

experienced. It is clear that the psychosocial health of these women is very important to 

them. They fiequently talked about "wonying" or "thinking too much." They also said they 

found it difficult to sleep and felt that they sometimes behaved in an unusual fashion. These 

mental health problems led to signifiant day-to-day health problems. For many of the 
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women, headaches, which they mentioned as a fiequent illness, were caused by "thinking" 

and "worrying too much." Women also said they suffered fkom physical iIlnesses such as 

fevers, bodily pains, and tiredness. These physical illnesses sometimes made it difficult for 

them to go about their daily activities. While women reported that they suffered fiom 

illnesses that could be described as low level everyday health problems, the illnesses they 

said they were womed about were more likely to be life threatening: AIDS, venereal 

diseases, hypertension, cancer and heart diseases were prominent among the illnesses that 

women said they feared most. 

It is striking that reproductive heaith issues did not dominate or feature prominently 

among the heaith problems that women said they experienced. Insofar as women womed 

about such issues, it was in relation to AIDS and venereal diseases and, in consequence, their 

relationships with men. These fmdings present a somewhat different picture than that 

apparent in the Iiterature on women's heaith in the developing world, where reproductive 

health in relation to pregnancy and child health is the most prominent women's health issue. 

In the chapters that follow my focus shifis to the ways in which women understood and 

explained the health problems they had expenenced. From their accounts we will see how 

women's health is shaped by the social and matenal conditions of their lives. 



NOTES 

1. In addition to the illnesses mentioned in the Table 5-1 a few women mentioned that they 
suffered fiom physical ilinesses such as toothache, jaundice, pneumonia and skin 
disorders. Two women said they had sickle ce11 anemia while one old lady had a partial 
stroke. In ternis of reproductive health problerns, two of them suspected that they might 
be suffering from a vaginal infection, one said she had a weak bladder and another had 
been experiencing pains in her breasts. 

2. "Tukura" was the term women used to descnbe the multiple demands and expectations 
they face everyday. There is a more detailed discussion on "hikura" in Chapter 6. 

3. "When 1 am there," "right now that 1 am here" or, "as 1 am here now," are local ways of 
saying "even at this tirnet', "at the present moment" or when I feel like that. 

4. It is the practice in Ghana for females to Wear earrings. This is a way of differentiating 
women from men. It is also said that wearing of e a r ~ g s  makes women more beautiful. 

5. "I'll just be there" is a local expression indicating a feeling of helplessness. 

6.  In this context, "today's illness" is a local name given to a fungus infection that afTected 
the scalp of children leading to loss of hair on the afTected sections of the head. 

7. A few women were also concerned about illnesses such as bodily pains, epilepsy, 
tuberculosis, meningitis and rheumatism. 

8. This is a proverb meaning that nobody cm be absolutely sure about their safety. In this 
case, the woman was saying that they may not be as safe as they thought fiom contracting 
the AIDS virus because their husbands ofien had multiple sexual partners. 



CHAPTER 6: HOW WOMEN UNDERSTOOD THEIR HEALTH 

As I noted in the previous chapter, it is ciifficuit to discuss women's accounts of their 

heaith problems independent of the social context within which wornen live their lives. This 

is because the health problems women expenence are embedded in the circumstances within 

which they work, maintain relationships and take care of their children and other dependants. 

In this chapter 1 will show how women constmcted their health; how they linked ill-health 

with these aspects of their lives. This provides us with dues about the way in which ill-health 

is socially produced and linked with women's roles in social reproduction and production. 

Women perceived their health in holistic ways. They related their hedth concems to 

the social conditions in which they found themselves. In t a h g  about their health, women 

mentioned their heavy work Ioads due to their multiple roles, the harsh environmental 

conditions under which they have to perform these activities and their poverty. They dso 

pointed to the strains they experienced as a result of their status as single or mamed women 

and the stresses of relations with their children, family members and other members of the 

community. 

The analyses of the data suggest that Ghanaian women understand their health in 

ways that are cornplex. For them, health is connected to iife and not "something out there." 



They saw their health as intertwined with their iives and so they rarely taiked about one topic 

without the other. The reality of the Ghanaian woman's day-to-day life impinges on and 

infoms her understanding and definition of health. Women mentioned the nature of their 

work, financial situations, relationships with partners, children and relatives as major causes 

of their health problems. 

In this chapter 1 will show how women constnicted their health by connecting it to 

their work and financial situations. The following chapter will examine women's 

relationships and the impact they said relationships had on their health. Since women 

constmcted their health concems within the fbmework of their day-to-&y lives it is helpfbl 

to start this discussion by describing somethhg of these lives. 

WOMEN'S "TUKARA" 

Women described their lives and the lives of other women in terms of the daily 

difficulties that being a woman entailed. "Tukara" was the term they used to capture the 

demands of women's daily expenences. The women 1 in te~ewed taiked about the multiple 

expectations and responsibilities they have as women, including their heavy work loads and 

the multiple work activities they engage in for the upkeep of their families. The degree of 

"tukarat' varied in accordance with the specific circumstances in which a woman found 

herself. The conditions of being married, single, divorced or widowed al1 entailed some 

degree of "tukara." Each of these statuses was associated with numerous particular 



responsibilities and expectations. Manied women taked about "tukara" in connection with 

their relationships with their partners, children, in-laws and other relatives. The single, 

divorced and widowed women 1 in te~ewed explained that iife was not easy for them either 

and the burden of looking after their children was an issue they tdked about extensively. 

They pointed out that their situations as women and workers were illness-producing. 

The term "tukara" was used extensively by the women in describing their lives '. 
"Tukara" describes a variety of activities women engage in and also characterises the 

circumstances under which they live. Women explained "tukara" on different levels. For the 

most part they used the term to refer to their various daily work activities both at home and 

outside the home: 

The 'tukara' in women's lives is that, you wake up, you sweep, you go to fetch 
water, you see to the children, you make fhe, you cook for them. Then you 
prepare and go to the f m ,  you get to the fami. You work until you are tired, 
you close, and then you set off for home. When you r e m ,  you go and fetch 
water. Mer tbat you go to the market, and then you corne and cook supper. 
By the end of the day, you are tired (int. 57:4). 

In her explanation of "tukara" this woman would seem to be using the term in a general 

sense to refer to her daily routine of work activities. Other women were more specific. They 

related their "tukara" to the hassles they had to endure in order to make ends meet, oRen 

without much success: 

The way 1 understand it rtukara'] is that, you are dohg this and doing that, 
but the money is still not enough, or you are not getting money at al1 . You 
don? get enough despite the fact that you work hard poverty, some 
wornen work very hard, but they can't make ends meet. You are womed, you 



force yourself to do this and that at the same t h e .  You'll be thinking, when 
you go to bed, you can't sleep. The reason why I Say 1 understand it this way 
is that, for example, you see what I'm selling right now, if this were enough 
to take care of the home, 1 won't lie down in bed and be thinking about what 
else 1 should do to get money, or where willI go to get more money? But this 
alone is not enough, so I'm always thuiking about other things to do. 1 farm 
too (int. 36: 10). 

For other women "tukara" also meant the constant effort of monitoring and admonishing 

their children's behaviour: 

Um, 'tukara,' ... your children don't listen to you, so every tirne your heart is 
not fiee, you keep saying 'don't do this, don't do that,' al1 this is 'tukara' (int. 
16:4). 

The major recurring themes in women's accounts of "tukara" were their heavy work 

loads; poverty or persistent financial problems; and the numerous hassles they had to go 

through to maintain their farnilies and control their children's behaviour. For many these 

problems were created or compounded by badly behaved children or irresponsible husbands. 

An Unequal Division of Labour 

The women I spoke with emphasized the ciifferences between men's and women's 

"tukara." A common tendency especially among married or formerly married women was to 

contrast their responsibilities and activities to those of their partners in order to demonstrate 

the unequal division of labour between men and women. In the following words a typical 

respondent presents a picture of the lives of married women in contrast to their husbands' 

lives: 



Yes! We do 'tukara' a lot! Ei! ' M a  [excuse my saying], if you get married 
right now, you'll never be free again. You go to the farm, you come back, 
then you corne and go to the market, come back and put food on fie. Yes, we 
do a lot of 'tukara,' even more than men, because when a man cornes back 
fiom the fami, he sits in 'akpasa' [lazy chair] and does not do anything, but 
you will come back and move about and do everything. The only fieedom 
you have is the sleep you go to sleep. You will go to the farm, carry your 
baby at your back, you cant put the baby dom,  so the baby is at your back, 
and you're working, weeding, collecting firewood 'aaah ...' [for a long tirne] 
like that. You cany the firewood on your head, the baby is at your back, you'll 
waIk al1 the way back home, before you come and do more 'tukard at home. 
You'll never be fiee, oooh. If you come back, if you don? have [older] 
children, then you go to the market, then you come back, you corne back and 
cook, my daughter [addressing me], you yourself look - when you wake 
up, there you go again, you're never fiee! You just look at our work and see 
if you have any fieedom on earth (int. 2: 14-16). 

Another woman talked in detail about the differences between the work loads of men and 

women: 

r : You see for women's problems, they are many. To be honest, our 
problems are many, especially if the person is a farmer. She will corne 
back h m  the fami, she will cook, immediately she arrives, she will 
put water on fire for her husband, then she will pour that water for 
him fkt. 

1 : Before we corne to that, what happens when she goes to the fami? 
r : When she goes to the fann, she may cany her child at her back and 

walk ail the way to the fami. When she gets to the farm, you put the 
child down, that is if the child agrees to be put down. If you have to 
plant cassava, you do that the whole &y. When you close, because 
the sun is setting, you go and look for firewood. You will uproot 
some cassava for home, you will carry that on your head, with your 
baby at your back. The man will follow you holding only his cutiass 
under his ampit [both of us laughing]. He won't cany anythhg. 
Some husbands are so wicked they won't even help carry the baby. 
Some will help you with the baby, and when you are about to get to 
tom, they give the baby back to you. 



1: Aha, why will they give the baby back to you when you get to the 
outskirts of the town? 

r : Because people will talk if they see hlln carrying the baby. Some of 
the men too can help you with the load, and when they are about to 
pet to town, they give the load back to you. 

1 Aha 
1: When you arrive, the man takes his bath and goes to drink palmwine 

or 'akpateshi' [iocai gin].. By the time he cornes back, you are still in 
the dirt [have still not had your bath]. You prepare the meal, bathe ail 
the chiidren before you will get the chance to have your bath. It will 
be very late by the time you finish and go to bed. Sometimes when he 
retums dnink, then you people will quarrel. He will insult you, telling 
you that there is no salt in the soup you have prepared [laughing] ... or 
the pepper is not hot! And maybe it's his tongue that is no longer 
fûnctioning. You see, he'll quarrel with you right now. As for me 1 
have seen these things before (int 4056). 

The above descriptions of women's lives recurred throughout the interviews. Whiie they were 

constantiy working, the men had time to rest and engage in social activities such as meeting 

and drinking with their friends. 

The women 1 spoke with acknowledged that men sometimes did more physically 

demanding work, yet the men had tirne to rest while they did not: 

1: So you're saying that we women we do a lot of 'tukara'? 
r : "Ho! Ho! Ho! [certainly!] More than even men. A man does a lot of 

hard work. If a man is weeding the cassava f m ,  and he's tired, he'll 
stop and relax. But for a woman there is no rest (int. 56) .  

The women explained that their work was "compulsory" because of its nature. Activities 

such as cleaning, collecting water, cooking, childcare, and the generation of income were not 

activities that could be postponed; they were necessary for the swival of families. A 39- 



year-old woman who was the main bread-winner for her household regarded her roles as a 

wife, mother, famier, and office worker as "compulsory": 

r : But a woman, there's no rat ,  if youtre doing your housework, you 
can't say that your children's clothes are dirty but you won't wash 
them, you can't say that you're tired so you won't fetch water, it's 
"compulsory" [said in English], that you go for water. You can't say 
you're tired so you won't go to the market, or you won? cook. As for 
a woman's work, it's compulsory no rest. 

i: You can't postpone your work you can't say that your place is 
dkty so you won? weep it. 

r : No, you can't say thaî. You can't say that I'm tired so 1 won't do this, 
or 1'11 postpone it. If you do it, it'll give you yourself illness, or your 
children, so i fs  compulsory, you have to do it (int. 55-6). 

Women used the concept "tukara" to capture the nature of their daily work demands. They 

pointed to the challenges and hassles of m a h g  ends meet and taking care of theu children. 

They talked about the unequal burden for women and men. They said women's work was 

essential and pointed out that in order for their families to survive, they were forced to 

engage in multiple work activities. The next section will demonstrate how some women went 

about juggling a variety of work activities. 

Multiple Work Activities 

One single mother explained to me how she juggled her work as a f m e r  and a 

trader: 

So 1 specialize in making 'kenkey' [food prepared with fermented corn dough] 
and fanning. When it's the famiing season, 1 fam, 1 will go to fam today. 



The next day 1 make kenkey, or 1'11 go to fm, come back and make the 
'kenkey' (int. 7 1 :2). 

The nature of this woman's activity is not unique; many women engaged in similar multiple 

work activities. Some women, for instance, were both f m e r s  and office workers and had 

to return fiom one job to go to the other. 

One woman in my study explained that her work load had greatly increased since her 

husband had been laid off. Now she had to care fhmcially and emotionaily for her husband 

and their three children. Fulfilling al1 these responsibilities on a labourer's pay was not easy 

for her. To be able to cope, she had to take on other income generating activities in addition 

to her occupational and domestic roles. She explained how she juggled her various work 

activities during a typicai day: 

r : 1 wake up sometimes at 3:30 in the moming, sometimes 4 ... If the 
children wake up before 1 do, 1 canY do my morning devotion. So 
when 1 wake up at 4,1 can do my moming devotion, it takes me about 
one hour twenty minutes, it then be about 5.1'11 make fie and put 
water on f ie.  When 1 make f i e  and if 1 have to cook, that is if there 
is no leftover food fiom yesterday, then 1 cook. Sometimes there's 
soup, so if 1 have to cook 'akple' [food prepared with corn meal], 1 
cook it, and then 1 put water on fire for them. By this tirne, it may be 
about 6 o'clock, then I'll cal1 them to come and have their bath. My 
eldest daughter can bath herself, the second one can also bath herself, 
but the youngest can't, so 1 bath him and then 1 go to the farm. 

1: You go to fami? 
r : Yes, every moming 1 go to f m .  
i : E h n m  - - - go ahead (laughing) 
r : So when 1 go to f m ,  Fil go and work "small" [for a while] and when 

it's 7: 15 1'11 come home and have my bath, eat and then come to 
work. 

I : Where is the farm? 



r : Around the house. It's not far fiom the house. If 1 don? do it like that 
we won? survive, because the pay is nothing. So 1 have to do al1 these 
before 1 come to work at 8 o'clock, the day that I'm late, then 8: 15. 
And when 1 close at 5 as soon as 1 get home 1 start cooking the 
evening meal. And if 1 have to prepare some food for the following 
day too, sometimes 1 do that too in the evening before 1 fetch water 
and do everything else. 

i : You go to the children are not old, so you fetch the water 
yourself? 

r : But now the two small girls, when I'm going they c m  cany small 
bowls and follow me. 

1: So it's you who fetches the water, cooks? 
r : Yes, 1 do everythhg. 1 don? have any maid, uniess when my mother 

cornes... Then by the tirne 1 close [fkom work] she prepares the soup 
for me. But if she's not there then 1 do everythhg. 

r : That's the day's work (int. 5:34). 

Through her resourcef'ulness and hard work, this woman was able to provide cash and food 

for her family. 

A seamstress who was also a trader went about her day in the following way: 

Because my work is not no more lucrative, 1 now make porridge to sell. 1 
wake up at 4 am. and make the pomdge. 1 leave some in the house and then 
1 carry some of it to a hospital close by for patients to buy. By 8 a.m., 
sornetimes they buy dl,  sometimes it doesn't get finished. Even today they 
could not finish buying it, then 1 come to prepare and then I go to work (int. 
12:2). 

In addition to these activities, she fmed,  kept livestock and looked for her own fuewood, 

al1 in an effort to make a living. 

A 36-year-old single mother of three, who was braiding another womads hair during 

the interview talked about how she juggled her work activities as a mother, f m e r ,  hair 

braider and stone cracker: 



1: Can you tell me how you go about your day? 
r : Sometimes when I wake up at 5:30, I wash the dishes, I see to the 

children and then they leave for school, and then 1 make lunch and 
leave it behind for them. 1 have a small fm. 1 go to the farm and 
work. On some days, I have a place [the quarries] where 1 go to crack 
stones. So when it's not 'market day' here or Torkor market day 
where 1 go to braid hair, 1 go to the quamies to crack stones. 

1: So you go to the market to braid hair? 
r : Yes, 1 have a space in the market. 
I: So you crack stones, you have a farm and you go to the market here 

or Torkor to braid hait? 
r: Yes (int. 13:2). 

A 42-year-old professional teacher explained that in order for her family to make a 

living, she had to engage in various hcome earning activities. She woke up at about 3:30 

am. to bake meat pies for sale in a secondary school near their home every morning before 

going to school. She was also a seamstress and further engaged in crafls such as crocheting 

for extra cash. 

Another respondent was a janitor in one of the govemment establishments in Kpando. 

Her function was to wake up at dawn and clean the offices and the premises of the 

establishment before the workers came to work. She was also a hair dresser, and used her 

porch as a hair dressing salon. She also had a table in fiont of her house where she sold food 

items such as oranges, bananas and roasted peanuts. She juggled al1 of these activities with 

her household chores and childcare. 

One theme that emerges forcefully fiom the above accounts is women's strength and 

resourcef'ulness. Their econornic situations forced many women to engage in several different 



income generating activities to either supplement or actually sustain their households. It is 

not farfeched to state that many women are the bedrock upon which their families rest. As 

the next section will show, most of the women 1 interviewed knew that their roles were 

indispensable to the survival of their households. 

"We are both the Mother and the Father" 

Many of the women 1 interviewed were heads of households and this had important 

implications for their workload and their health. Women became heads of households for 

many reasons. Some of them were married but had absentee husbands, thus they essentially 

lived with only their children. The husbands of some had jobs in different towns or cities and 

as a result could not live with them. In other cases the partner had travelled abroad. Other 

women were in polygynous marriages and since the man could not live with al1 of the women 

at the sarne time, some of the women were left alone to care for their own households. In 

these cases, the husband came in occasionally to visit his wifehives and children. Other 

women were either widowed, separated or divorced from their partners or did not have 

permanent partners. Some women chose to be single. 

As mentioned earlier, households headed by women are among the poorest because 

they usually contain fewer working adults and because women tend to eam less than men. 

This was apparent in my study, where many of the women 1 inteMewed were the sole 

breadwimers for their households and most of theu families lived in poverty, or, their 



children were still in school and thus did not contribute to household income. One major 

problem these women faced as single parents was the "double" responsibilities and 

expectations they had to manage. As one woman pointed out, single parents become both 

"the rnother and the father." In other words, they were forced to perform the roles they felt 

were supposed to be performed by men. For instance, in Ghana, disciplining children is 

usually the responsibility of fathers, and many women parenting alone explained how 

fiustrating it was to discipline their children. Al1 these problems, they pointed out, generated 

considerable strain and tension in their lives. A divorced woman explained how difficult life 

as a single parent was because she had to take care of everythmg: 

If you are a woman and you live alone, it's a lot of 'tukara.' If you are alone 
and you don't have a helper, you are everything. Like me, nothing cornes fiom 
anywhere, 1 have to see to everything myself, all the 'tukara' is on me. So that 
is a big problem for single women. It's a hard life for women who live alone 
(int. 66:3). 

Many of the women M e r  complained that their children's fathers had refùsed to 

help them look d e r  the children thus leaving the entire burden of responsibility for their 

children on them. One woman explained how difficult life had become as she alone had to 

take care of her four children and two grandchildren on her meagre salary as cook: 

A woman's life is difficult, it's difncult And now, the men too have refused, 
they have refûsed to look d e r  the children. So al1 that you're doing is not 
enough, you yourself, you see how the children are many ... And you the 
woman alone, you'll pay schooi fees, this time the school fees, you'll use 
35,000 [school fees are paid each tem, 35,000 Cedis represents about 
CAN$49.00, equivalent to her monthly salary] to pay about three people's 
school fees. Al1 of you will eat, the children will have to Wear clothes, al1 



these look you the woman in the face [are your responsibility]. With that little 
money it's difncult. So life is difficdt but well, we are surviving (int. 29:3). 

As she was the sole breadwinner for the householâ, the= was seldom enough rnoney for her 

family. Ail the same, they were managing to make a living. 

Another 36-year-old woman who had an absentee husband had this opinion about 

womenf s lives: 

We women, we do a lot of 'tukara,' that is, like nght now, the children 1 have 
now, their father is not here. He'll go for days without seeing the children. 
Sometimes when he cornes he cornes in the morning when the children have 
gone to school, and ask %ow are the children? That's dl, but 1 have to see to 
it that they have taken their bath, they have eaten before they go to school. In 
the evening 1 have to see to it that they have had their bath and eaten before 
they go to bed. You see, so we women have a lot more 'tukaraf than the men 
(int. 12:2-3). 

In certain cases, women said that despite the fact that their husbands were at home 

with them they were still the main providers for their families. One woman said her husband 

had not had a job for severai years, he had been fming, but the harvest had been poor 

because of the bad weather: 

i : And is he trying to get a job at dl? 
r : Yes, he is trying, but nowadays there are no jobs. He is fming ,  but 

the farming too, the tain is not normal. If the rain were normal then 
at least, this tirne we wonft be buying food. He is trying to f m ,  but 
the rains are not corning. (int. 5: 1-3) 

Our conversation about her husband's job continued: 



1: Doesn't he get any money fiom the farrn [through the sale of food 
stuffs]? 

r: No, since he Iost his job he has been farrning, but he has never 
brought anything fiom the fârm and said 'take this and sell,' not even 
food for the home. Sometirnes 1 have to buy more food, or 1 have to 
get them from my own fann (int. 5:8). 

She continued that, in taking on ail these responsibilities, she had started to view her husband 

as a son: 

r : So when it happened that way and my husband wasn't doing anything, 
1 was getting fed up. And it was not raining too [so the crops were not 
growing well], and the chilàren too. .. Now that 1 have taken hirn [her 
husband] as my first bom, 1 can stand the problems 

1: Responsibilities? 
r : Yes, because when it's day break 1 have to see to it that he also eats, 

he takes his bath and everything. The children too the same. So I've 
taken it that he [her husbiuid] is my eldest child, so we are there [that 
is how it is]. We are fine anyway. 

1 : Mmmm 
r : But it's my wish that he'll get a job soon, that'll be good .... For the 

mean time I'm responsible for everything, the children's school fees. 
Now that Christmas is coming, 1 have to buy clothes for the children. 
(int. 5:7,8). 

Although households headed by women experience financial and many other social 

disadvantages, a few women in my study said they chose to be on their own. There were 

others who were also considering it. They mentioned the fact that in living on their own they 

felt econornicaiiy independent and were able to make theù own decisions and choices. One 

woman talked about how "fke" she felt living on her own. She said she did whatever she felt 

like doing, she ate what she felt like eating without anybody dictating to her. Another 



respondent described the difference between being married and being single in the following 

Some women who have become responsible for their homes feel that they are 
better off living alone. Like me, I'm no longer with any man. 1 feel very fiee, 
and I'm lookiog better, 1 feel great! Those days when 1 was living with a man, 
1 was always very thin, because of the 'tukara'. 1 was always womed ... Now 
that I'm alone, when 1 get 100 Cedis [about SCAN . l4 cents], 1 know how to 
manage it. 1 know the money belongs to me (int. 65) .  

Other women living without men also mentioned that they were able to escape neglect, 

cheating, infidelity and other heartaches that they had suffered frorn their partners. 

In sum, the women 1 interviewed taiked about the work involved in maintainhg their 

households. They pointed to the unequal burden of women's and men's work and how 

essential their work activities were. Most of the women engaged in a variety of diflerent 

types of work to be able to maintain their families and the work load was even heavier for 

those women who were lone parents or who were solely responsible for their households. 

Women felt that their "tukura'' was the source of their heaith problems. 

THE HEALTH HAZARDS OF WOMEN'S DAlLY WORK 

As 1 pointed in the previous chapter, the womenI i n t e~ewed  reported suffering fiom 

health problems such as fiequent headaches, fatigue, tiredness and pains in various parts of 

their bodies. Here, 1 will show aspects of their work that help to create these ailments that the 

women reported. In many instances the women linked their health problems to "tukara" and 



exposure to certain conditions munding this. The connection between women's work and 

their health was thus a major theme in their constnictions of theù il1 health. Most examples 

came fiom the informal sector. This is partly because few were employed in the formai 

sector and when they spoke about their work and health they mainly spoke about juggling 

different types of work, emphasizing their domestic labour and work in the idormal sector. 

One woman complained: "1 walk too much that's why my legs are hurting." Another 

said: "1 had to stop baking bread because the heat was too much for me ... it was giving me 

illness." A fish monger aiso attributed the loss of her eyesight to the effect of the smoke from 

her smoker: "My eyesight is dimming because of too much smoke" (int. 45:l). One 

respondent explained that women were always on the move: "we go here, we go there, to see 

to it that everything is fine." As a result there was little or no t h e  to rest, so she was always 

tired: 

Just this dawn I was telling my husband that we women, if it's week-end and 
1 dont come to work, 1 waik more than ten miles a day. 1 go to fetch water, 
corne to pound palmnuts to make soup, go to f m ,  and do this and that. 1 
walk more than ten miles a day, al1 these make me tired, the 'tukara' is too 
much (int. 5 5 ) .  

Caring for babies added to her tiredness: 

If you have a baby, it's even worse. If you are pregnant, it's not difficult, when 
you stand up, you stand up with the pregnancy. But if you have a baby, you'll 
wake up and see to the child and everything, go and put her somewhere, 
before you yourself will come and get ready and go to work. It's a difficult job 
(int. 5 5 ) .  



She continued to argue that in addition to increasing their burden of work, childcare M e r  

reduced and interrupted their sleep: 

There's too much 'tukara' in our lives, so to me, the children make your work 
at home increase even more. So if you have one or two children, stop, and 
when the children grow up, you can also get tirne to rest. If you give birth, 
you'll wake up more than three times to nurse your baby before moming, so 
your sleeping too is reduced, the housework increases, so from my own 
observation, the only way we can be a little bit free is when we limit the 
number of children we have. You see, now, my son is 5 years, very soon, 1'11 
also be fiee (int. 5 5 ) .  

Women's indispensable, timetonsuming and never-endhg responsibilities were 

what my respondents said caused their fatigue, headaches and bodily pains. It was very 

difficult for women to get organized or have control over their lives due to the demanding 

nature of juggling domestic work, childcare and income-eaming activities. A teacher made 

this comment: 

With al1 my responsibilities 1 feet being a woman, especiaily a working 
woman is very dinicult ... You could just imagine how 1 get up very early in 
the moming [3:30 or 4:30 am.]. Instead of relaxing, 1 get up early, go about 
things and at the end of the day, I become exhausted, tired. So I feel, you 
become exhausted, sometimes you forget to even take good care of yourself, 
if you are not that type of woman. You go here, you go there, sometimes you 
won't even get the chance to cut your nails, you can't (int. 435). 

One woman believed her bodily pains and tiredness were caused by her household 

chores. She said activities such as sweeping, fetching water and marketing were illness 

producing because of the physical exertion they involved: 

r : Me, 1 do a lot of 'tukara,' I'm never fiee ... my body aches, like my 
waist and my whole body will be paining me. 



1: What kind of 'tukard do you do? 
r : 1'11 say, household chores. You see this house, it's a very big house, by 

the tirne you finish sweeping, you canft even stand up straight. 
1: Aha 
r : And fetching water too, go to the market to sel1 and al1 that, they make me 

tired (int 52:4). 

This particular woman lived in a house with a very large compound. It is a Ghanaian 

tradition for women to sweep their compounds every moming whether they are clean or 

dirty. Sweeping a compound as large as hers involved bending double for about one and a 

half hours. 

Another woman explained that she experienced thigh and knee pains and tired easily 

when she washed her children's clothes. Most often washing is done in a bucket or a basin 

and requires one to bend down in the process. She felt she was no longer strong enough to 

be doing strenuous activities such as washing as a result of doing too much "tukara": 

1 get tired after working for just some few minutes, 1 get tired, 1 do a lot of 
'tukara.' Like this moming when 1 woke up and was washing the children's 
clothes, 1 said 'Ah! My knee, thigh,' you see, so I'm not strong. There are 
some people who will wash al1 these things but will not feel anything, but 
because of too much 'tukma,' it is afTecting my thigh and my knee (int. 
12:ll). 

Before I arrived in the home of one of my respondents, 1 saw her retuming home 

canying a very large basin of fish on her head. In the course of the interview, she complained 

that her neck and back pains were caused by the heavy loads that she carried fiom the 

riverside everyday: 



r : My neck and my back pains me... 
1 : 1 see, why do you think those places pain you? 
r : Walking and 'tukara,' canying heavy loads, from the river side to 

Torkor station. Sometimes they can be so heavy, and 1 don? get 
anybody to help me brïng it, so 1 have to carry it myself. 

1 : 1 saw you carrying one today. 
r: Aha, you saw me? 
1: Yes. 
r : I told the driver to bring me home, but he refused. So 1 had to carry 

it fiom the road side to the house. You'll be so tired, you won't even 
have the energy to eat (int. 45:6-7). 

Another woman explained that carrying heavy loads such as pots of palmwine and 

firewood fiom the farms made her body ache. The aches and pains were so severe that she 

found it difficult to carry her baby: 

Carrying the palmwine from the woods too, and the firewood too, gives me 
chest and back pains ... T'hey are heavy, and 1 have to cany them over long 
distances from the bush ... Even nght now that I1m sitting here, itls paining 
me. So 1 canlt even carry my baby at my back too much (int. 51:6). 

She continued to explain that many women, includhg her mother complained of aches and 

pains. She said they experienced pains in their waists, sides and shouldea because they bent 

down for long penods of time when working on their farms. She attributed shoulder pains, 

for instance, to the strain involved in cutting firewood especially with a machete. 

A woman who earned money by cracking stones for builders explained that the 

process of looking for stones and collecting them into heaps before cracking them was 

energy draining. She usually had to walk for long distances coilecting stones to bring to the 



quany. She believed that carrying basins of stones and the exertion involved in cracking 

them (sometimes with a bigger stone or a hammer) were the main causes of her chest pains: 

r : 1 have started havhg chest pains, so am trying to reduce the amount 
of stones I crack. 

1 : Why do you think you're hawig the chest pains? 
r : The Stones. Those who employ us take us to a site and show us the 

amount of stone we have to crack. We then have to coilect the stones 
fiom the site to another place for cracking. 

1: Aha 
r : The process is difficult. 1 carry and crack them alone, it's a lot of 

'tukara.' 1 think that's why I'm havîng the chest pains (int. 13:2). 

An elderly woman aiso atûibuted her headaches, bodily pains, tiredness and general 

weakness to her fanning and trading activities. After doing her household chores this woman 

had to walk for about an hour to get to her f m  and then worked under the hot sun for the 

whole day. On market days, she returned fiom the farm with foodshiffs and firewood to sel1 

in the market for cash: 

The work we do they are many. You can wake up, sweep, go to fetch 
water, go to fami, and the f m  is far. It takes me one hour to get to the farm, 
and when you go, you work the whole day under the sun ... And on market 
days, 1 try to go to the f m  to get some foodstuff, like cassava, firewood and 
others for sale (int. 15: 1). 

A young woman who brewed "solom" (the local beer) for sale talked about the 

demands of her work. She had to walk several kilometres into the bush to look for firewood. 

She then had to walk fiom her village to t o m  to look for water, because there was no tap in 

her village. Since the process of brewing the beer involves a lot of water, her journey for 



water collection had to be made several times. To her, it was the physicai exertion involved 

in these work activities that caused her bodiiy pains and weight loss: 

Why do you think you are losing weight? 
The work, the 'tukard is too much. 
What about the body pains? 
It's because of my work. 1 cany heavy loads too much. If you see the 
bowl 1 carry to fetch water? 
Aha 
Do you know 'kpolu' [a huge wide enamel bowl]? 
Yes. 
Yes, that's what 1 take to carry water, with this baby at my back, 
because sometimes he will be crying, so 1 can't leave him behind. 
And you live far away from tom? 
Yes, sometimes when water is scarce we have to go al1 the way to 
Tech. [Kpando Technical school, about 4-5 kilometres fiom where 
she lives] with the baby at my back. By the tirne 1 come back once, 
my waist, my back will be paining me. That's why 1 have bodily 
pains. Brewing beer involves a lot of 'tukara.' (int. 656). 

Brewing beer also requires intense heat and it was necessary for this woman to come into 

contact with this heat. To her, this was the cause of the pain she felt in her body: 

Yes! You are always in the heat! Heat! Your whole body will be hot .... By the 
t h e  you finish brewing, your whole body will be paining you, my back! my 
head! (kt. 65:2). 

Talking about the cause of her aches and pains, a woman who traded in corn also 

referred to the nature of her work. She explained that acquiring bags of corn for sale was a 

strenuous job. It involved travelling in a canoe for several miles to farmîng villages. When 

the bags of corn were brought to the shore, she had to scramble and daim ownership of the 



number of bags she was interested in buying. These bags of corn wodd then have to be 

packed into canoes back to Kpando for sale. 

If you don't t g g l e ,  you won't get corn, so you have to fight hard. You have 
to pull bags of corn yourself ... a whole bag of corn [a bag of corn weighs 
about 50 kilos]. You have to struggle [with the other traders], pull the bags 
yourself and daim ownership ... so that's what I think is the cause [of the 
bodily pains] (int. 39:9). 

Another trader explained that "tukara" was the cause of her dizziness and the feeling 

of heaviness in her body. Her business involved travelling to the city to buy items such as 

saucepans and plates. She sold them on credit travelling fiom one house to the next. She then 

had to visit her creditors every day, collecting her money in small amounts until she had 

enough to go on another trip. This method of trading involved a lot of walking. It also 

involved a lot of tension and stress because some people refused to pay their debts and this 

resulted in quarrels. Her job thus left her with little tirne for rest She said even when she got 

the opportunity to relax, her husband criticized her for being idle: 

1: What did you think caused the dizziness? 
r : 1 think it's because of the 'tukara,' because 1 have observed that I am 

never fiee. Even this, 1 am just back fiom town, 1 have to wash these 
things and then start the evening meai. So you'll see that the 'tukara' 
are many. And some of us, ou.  husbands get angry quickly, so 1 can't 
even rat.  As for a nap in the aftemoon,.I don't get the chance to nap 
in the afternoon. 

1: But it's good for us. 
r : It's good, but you can't rest. If you should attempt to rest, then you'll 

be regarded as a 1- person. And you have to prepare the meals too 
on time, you understand? 

1: Then you should be cooking some of the food ahead of time, so that 
you can get sometime to rest. 



r : [laughing], yes, I sometimes try. . 
1: But you know, they want it hot. 
r : Yes! It's a problem. They said a man said he did not see his wife 

cooking the food on fhx and because of that he won't eat it! The food 
is cold, so he won't eat (int. 14:7). 

As pointed out in Chapter 3, most Ghanaians prefer food which is fkeshly prepared every day. 

One of the main staple foods, fufu, must be prepared every day since it cannot be preserved2. 

Another respondent, a single mother, said she was suffering fiom a stomach ulcer 

because the nature of her business did not give her the chance to eat properly: 

Because 1 trade I'm always on the move. 1 don't eat properly, and 1 don't eat 
on tirne ... 1 can go for several hours without eating, so now 1 have ulcer (int. 
67:6). 

The same respondent was d e r i n g  fiom hypertension too. She believed that this illness was 

caused in part by her hassles as a single mother who was struggling vexy hard to take care of 

her children: 

Yes, 1 do a lot of hard work to look after the children, 1 sufTer a lot. 1 know 
that my illness was caused by 'tukara.' Because 1 am responsible for the 
children's school fees 1 have to make "shitor" [a kind of gravy prepared with 
dry fish meat and vegetables] and buy "gari" Cpowdered dry grated cassava] 
and al1 that for them to take dong to school. All these are my responsibility, 
that is why I said I was suffering. To tell the tnith, day and night I'm on my 
way to one of these markets, Abotiase, Kwamekrom, Kpando, ' Torkor 
markets. I'm always on the move, 1 dont have the money too, so 1 have to go 
for the goods on credit, and try very hard to sel1 the items, that is the only way 
that 1 can get more items to se11 tomorrow. So al1 these 'tukara' has caused 
my 'plenty blood' [high blood pressure] (int. 665). 



She clairned that her health had detenorated when the goods she had gone to buy fiom Togo, 

a neighbouring country, were seized and she herself was thrown into jail by the border guards 

and customs officiais on her way back to Ghana: 

They put me in jail at Barracks at Ho [capital town of the Volta Region]. 
When 1 came back 1 'hanu' [worried, lamented]. Al1 my goods were lost, 1 lost 
my money ... 1 bought cigarettes, batteries, sugar. Al1 gone ... Under those 
conditions, when 1 came back 1 fell seriously il1 and 1 have been il1 since then. 
Initidy when 1 came back 1 was just behaving like a woman who has had a 
broken heart (int. 66:6). 

Similady, an elderly woman, also sufTering fiom hypertension believed that the cumulative 

effects of the work activities she engaged in when she was yolmger had led to her present 

state of il1 health: 

The work was too much for my blood ... it was difficult, but 1 forced myself 
to do it ... And 1 came to reaiize that 1 was tîred, because things that I should 
not have done too, 1 did, so al1 these things are worxying me now - . Now 
my whole body is paining me, every part of my body is paining me, 
sometimes 1 won? get out of this house for three days (int. 35: 1). 

Many women believed that their fevers were also caused by "tukara." Some women 

said they suffered fevers because they spent too much thne under the su. working. A woman 

explained that she always SUffered from a fever when she worked very hard: "When 1 do the 

'tukard like that, then fever catches me. 1 always get fever" (int. 14:7). Another woman, a 

trader directly pointed out: " 'tukara' will catch me, 1 get fever" (int. 40: 12). To this woman 

the "tukaraft that gave her the fever was her trading activity. She had to travel several 

kilometres to the city and then walk long distances to different communities buying coconut 



oil for sale in Kpando. She said the process was so tedious and difficult that she often 

suffered from bodily pains and fevers at the end of each journey: 

So you have to walk to al1 these places, and then 1 have to pack d l  the 
containers of oil at one junction, for the truck to come and collect them, you 
see. So the amount of wallring alone that you do, is 'tukara,' By the tirne you 
come back, your whole body wiii be aching, you'll be so tired .... Sometimes 
if you donft get transport, youfIl remain there, you'll be hungry... Sometimes 
you won't even get water to buy and drink at the junction, you'll be there 
without water and food .... So thatfs my 'tulcara.' Sometimes 1 get fever as a 
result of al1 these ... Sometimes when 1 come back like this, 1 can't even stand 
up, if 1 attempt it, 1'11 feel weak, yes, the sole of my feet will be paining me 
like 1 have sores there because 1 have walked for so long. 1 will be tired 
(int40: 12- 1 3). 

The situation was not much different for those working in the formal sector. A 

woman who worked as a cook for one of the secondary schools in Kpando complained about 

how strenuous and physically demanding the work was and how it led to health problems: 

The work is so difficult that it gives us illness. Sometimes if you go to work 
fiom the morning, you can be on your feeî, working throughout the &y, until 
you close. Al1 these have resulted in pains in our knees, legs and joints. Also, 
when you go to work like this, and the work requires sitting dom,  you will 
continw to sit down until you close. So these days when we sit d o m  we feel 
pains in our thighs and the muscles under our thighs (int. 29: 1). 

She M e r  complained that the pot in which they cooked "banku" (the daily staple, a very 

thick porridge made with corn flour) was too big and this made stirrïng the food extremely 

diEcuit. Yet despite the fact their work produced aches and pains, the women had no other 

choice than to continue doing the job: 

This big enarnel bowl is size 50! And only two of us are supposed to stir the 
'banku.' M e r  that you have to be on your feet to mould al1 that 'banku' into 



small balls until it gets finished in the bowl. Al1 these are 'tukara,' you fa11 
sick. But the following day it will not even be 5 [a-m.], you are on your way 
back to work. It's a lot of 'tukara' but because of poverty, we are managing 
(int. 29: 1-2). 

A trader made a similar comment concerning her work. She said she was forced to 

continue working even when she felt very tired, because she did not experience the kind of 

security that office workers usuaily enjoyed: 

No, if you are not on a monthiy income, then you have no choice, you have 
to work hard, there's no pension, there's no back pay [an accumulated 
worker's benefit], 1 have not gone to school, so I'm not doing any 'white man's 
work' [office work] (int. 40: 13). 

In spite of the demanding nature of women's jobs, it appears that these are normally the oniy 

avenues open to women to earn cash. They face a predicament in which they must continue 

to do such jobs throughout their working lives, until their health can no longer permit them. 

"Tukara," or the various hassles in women's lives, was thus identified as the cause of 

many ailments that women experienced. Their health was inextncably linked to their 

everyday work. Women claimed that the combination of heavy labour, repetitive and never- 

ending household chores and little rest made them susceptible to different types of illnesses 

and ailments. They experienced headaches, fatigue, bodily pains, dipiness, hypertension and 

many other health problems as a result of the conditions under which they worked. For the 

women 1 interviewed, life as women was in itself illness-producing. This conviction would 

seem to inform the ways they constmcted their health. 



THE EFF'ECTS OF FINANCIAL PROBLEMS ON WOMEN'S HEALTH 

Financial problems are the most important. Even right now that you see me 
here, I've come to bomw money h m  my uncle. Money is a big problem (int. 
2 5 5 ) .  

AImost al1 of my respondents would agree that "financial problems are the most important" 

and many faced a precarious financial situation. Even with the number and variety of work 

activities they SuSfained, most women found it dificult to make a decent living. Almost al1 

of them complained about having insufncient money or having to manage with little money. 

They also identified a relationship between their financial situation and their heaith. Many 

of the women 1 in te~ewed explained that financial problems were one of the main reasons 

why they "worry" or "think too much" and why they had to work even more. Their poor 

financial situation made some of them cry frequently. Many of them also had headaches, had 

lost weight and found it difficult to sleep. Lack of money also prevented them fiom seeking 

health care when they were experiencing health problems. 

One woman, a bar keeper, explained that money problems created uncertainties in 

her life and was a source of worry and tension for her. Her fmancial situation made it 

impossible for her to prepare for emergencies such as illness or sudden death: 

Most of the time as a woman, if you dontt have money, it's a big worry, 
because money matters are worryhg. Sometimes if people don? buy the gin, 
then things become very hard. And illness too you'll be there and 
unexpectedly one of us will just fa11 sick. It's a big problem. Or your loved 
one will just die. Al1 these things are worryhg (int.5 1 :3). 



Lack of financial control over their lives was thus mental torture for many women. 

Things were difficuit also for women whose husbands controlled the income corn 

their joint incorne eaming activities. One woman, for instance, explained that she helped her 

husband to brew "akpeteshil' (local gin) for sale. However, her husband did not pay her or 

share any money with her. She explained that the uncertainties created by her lack of money 

created stresses and strains in her life. The result was that she cned fiequently: 

Hmm, money problems especially, because despite the fact that 1 work 
very hard for this man ber husband], he doesn't like giving me money. And 
sometimes 1 need money, so when it happens that way, 1 cry, 1 worry (int. 
5 1 :4). 

She felt her headaches were caused by worries and her fiequent crying, as was her weight 

loss. She continued to explain that due to her financial difficulties she had yet another burden 

- she was unable to care for her aging mother: 

As for 'dzitsitsi' [worry], it's money that causes it, because nght now, my 
mother is old, and 1 need to start looking afkr her, and 1 don't have money, 
I don? have any money of my own, so I can't Say, 'mother take this money.' 
That's why 1 don't put on weight. 1 worry too much (int. 5 1 :4-5). 

1 asked why she did not have her own job so that she would be able to earn her own income. 

She explained that she had tried her hand at trading in different food items but without 

success. She could not invest enough time in it because her children were many and were 

not old enough to be left on their own: 

I tried to sel1 cassava dough, but 1 was not making any profit as such, 
especiaiiy if somebody buys on credit and doesn't pay back on tirne, you start 
losing. And 1 have many children [7 in dl, 5 of her own and 2 of her 



husband's], so it wasn't worth i t  1 have tried to sell different things, but none 
has really worked . My mother sells 'kenkeyt [a type of food made h m  corn 
flour] but there's a lot of 'tukara' involved, 1 can't cook it alone. By the time 
1 finish seeing to the children, cook the 'kenkey,' go around the community 
to sell it, 1 d t  do it. If you have children like mine ... they are not old, it's not 
easy (int. 5 1 5). 

The combination of childcare and other household responsibilities thus prevented this 

woman fkom doing her own job. The resuit was that she had become totally dependent on her 

husband. She felt this situation was not healthy for her. 

Another woman said that her financial woes were intensified when her husband died. 

It was expected by tradition that her husband's cousin would become her new husband and 

look after her and the children, but he refused to do so. She thus became solely responsible 

for her children, she explained that the process of finding ways and means of taking care of 

the children was giving her sleepless nights, bodily pains and fever: 

He didn't look &er the children for me ... so 1 had to look after the children 
myself ... 1 will carry food for about 6 miles to cook for them ... 1 wony 
about the children, asking, 'What kind of work cm 1 do to look afler these 
children, so that they can go to school' 1 worry about it ... When 1 work too 
I'rn not successful, 1 think a lot, now that I'rn here, 1 have fever in my body. 
My whole body will become very hot, very hot! in the night 1 can't sleep, 1'11 
be himing in my bed. 1 have observed that thinking is bringing me al1 these 
illnesses (int. 64:2-3). 

Another woman who fended for her household done complained that her husband 

was insisting on a fourth child. To her, another child would mean an additional mouth to 

feed: 



1: Are you going to have more [children]? 
r : The three is enough, but my husband is not agreeing, because at the 

beginning when he married me, we agreed that we shail have four 
children. 
Aha 1 : 

r : But the way things are hard now, 1 dont +Siink it's a good idea. That's 
why I'm saying three is enough (int 5: 1). 

She explahed that she was responsible for providing everytbing for the household because 

her husband's famüng activities did not bring any food or money home: 

r : So now he does not have a job, and he's in the house, and the children 
too are there. School fees, school d o m ,  food, soap, everythhg, his 
own responsibility is now mine, he's become my first bom now. 

1 : 1 see. 
r : And you're not doing any work, so al1 the burden is on me, and he is 

putting pressure on me.... He won't understand. As for me the 
pressure and the financial burden [said in English], that's why 1 Say 
three [children] is okay (int. 5: 1). 

She pointed out that she was "always thinking" and found it hard to sleep because of the 

diaculties involved in maintainhg the household alone. She said there were even days when 

she did not have any money at d l  to feed her children: 

You can't sleep, it happens to al1 women, because like me, 1 have three 
children and sometimes, common 10 Cedis [an amount as low as 10 Cedis, 
an equivalent of about $CAN .O1 cents], I won't have at home. Tomorrow by 
al1 means 1 have to give the children money to take to school, 1 know that, but 
what can 1 do? Sometimes, you have corn, but you cannot roast corn for the 
children to chew, so you'll be thinking, 'Jesus, when 1 wake up tomorrow, 
where am 1 going? What am 1 going to do?' (int. 5: 1 1- 12). 



This woman's situation as the wife of an unemployed man and thus singlehandedly 

responsible for upkeep of the household, had translated into persistent "thinking too much" 

and sleeplessness. 

The women who were employed in the formal sector were also concemed about not 

eaming enough to care for their families. Many pointed out that they were working, but they 

did not eam sufncient to make a decent living. "Whatever you get, it goes into the cooking 

pot" (int. 36: 10) [in other words al1 eamings are spent on food and other basic needs for the 

household]. They believed that jobs in the formal sector would provide them with a steady 

predictable income and improve the conditions in their householdsy yet in order to make 

enough money to care for their children, they had to stmggle and engage in many different 

types of work. As pointed out earlier, most of them had young children who were unable to 

contribute financially to the maintenance of the household. In many cases where women were 

living alone, the whole burden of taking care of the household fell directly on theu shoulders. 

One woman talked about how necessary it became for her to leave her husband 

behind in the village to enter the fish trade once they realized they could no longer survive 

on the proceeds fiom their farm: 

Because of the weIfare of the children 1 had to leave. My husband is a f m e r ,  
but the harvest wasn't good. There's not enough for us to eat. 1 have to work 
and buy corn for the house before we eat. .. I would have wished to continue 
living with him, I was not happy when 1 left him, but that is not possible. If 
the two of us go to the farm, we will pensh (int. 453). 



Econornic necessity, then, is breaking up some Ghanaian families. In order for her family to 

survive, this woman decided to leave her village and her husband and work as a fishmonger 

in town. Her choices were not without censure. The methods and schedule of her trading had 

prevented her fiom attending church seMces on Sunday and her fi-iends had criticized her 

for this. She pointed out that she had no recourse other than to continue to trade in that 

r: Last Sunday somebody told me something that bothered me a lot. 
1: Aha 
r : 1 was rebuked for not corning to church, but what can 1 do? You see 

this fish [pointing to the fish in the basket]? 
1: Aha 
r: Some people have tied money on their loin cloth, full, like 100,000 

[about CAN $1401. They go to Torkor [a fishing village] and buy in 
bulk. So on Sunday, she [rich market women] won't go, but 1 don? 
have that kind of money, so 1 go, with maybe my 2,000 Cedis [about 
SCAN $31, when 1 buy about 4,000 Cedis [about CAN $6],I pay 
2,000 and get the rest on credit. T 'en when 1 finish selling it, 1 send 
the rest of the money to the creditor. 1 would have liked to go to 
church on Sunday, but 1 canft. So when 1 heard that, 1 told them that 
it wasn't my wish to stop coming to church, but what can 1 do? So 
these are the 'tukard in our lives. If I donft do it that way, it will not 
be good, we won't survive. And if you ask for loan now, the richer 
market women will sel1 it to YOU, the interest will be too much (int. 
45:4). 

Although it bothered her that she was king criticized for not attending church, this woman 

had the will to withstand the criticism, since she felt that her trade was the only means by 

which she could make a living. 



The financial situation of women deteriorated when they were unemployed. To one 

of my respondents, the stressful situation of not having a job worsened her health: 

r : You yowself look, it's been quite a while, a mature woman like me, 
I wake up everyday and just stretch my legs down [ie. sit ide]. It's 
hard, hmm.. 

1: What effect does al1 these have on you? 
r : Thinking. Always thinking, these are things that bring the il1 health 

[laughing]. When you are thinking too much, then fever aiso enters 
(int. 67:4 and 6). 

Some women pointed to the fact that not having a job or one that did not pay enough 

money could also produce specific illnesses. One wornan for instance indicated that the 

"thinking" and the "worry" that resulted fiom a profitless business could lead to high blood 

pressure: 

Some people too, iftheir job is not successfÙl, al1 the tirne, you are working 
hard but you're not m a k g  any profit, you'll wony, you can't sleep. Every 
time 'your heart is hot' [she becomes stressed out] you can get BP @Aood 
pressure] (int. 13 : 7). 

Lack of money was also identified as one of the causes of sleeplessness. An 

unernployed woman talked about how she had fiequent headaches and grew thinner as a 

result of thinking too much about her financial problems. She mentioned that Christmas was 

fast approaching, but so far she had not even been able to buy her children "obroni wawu" 

(literally, "a dead white mm," rneaning second hand ctothes). This was a source of worry and 

confkion for her: 

Now Christmas is coming. We live in a big house, everybody is making 
preparations for the children, but it's only me who has never bought even 



'obroni wawu.' As for me I'm celebrating it already. 1 can even take this 
[pointing to her dress] to church, so as for mine it's not a problem. It's the 
children 1 wony about, because there's nobody 1 can t a k  to for help, so 1 
'hanu' [worry] a lot. 1 think a lot ... Sometimes when 1 think for a long time 1 
my head and my whole person become 'basaa' [mixed up or confused], you 
won't know exactly where you are [she becomes absent minded] (int. 7:6-7). 

The reality of women's lives was also forcing them to become even more resourcefbl, 

since that is the only way their families codd survive. One woman recounted how she went 

about managing the little money she had: 

Now, sometimes, you will be staying with a man, you'll see that you have 
'tuha,' the 'chop money' [money for maintainhg the household] he is going 
to give you will not be sacient ,  so you have to pass somewhere and look 
for more money. If you have food, when they give you some small money, 
then you can use that to buy fish. Like me I iike famiing, when 1 wake up, on 
the &ys that I won? go to work, 1 go to the f m ,  1'11 go and work the whole 
day before 1 corne back home. There are many things, like firewood, if1 have 
to buy charcoal, 1 can't &ord it, it's too expensive. 1 use it, but 1 use firewood 
too, so that the money 1 have c m  take me M e r .  1 rear chickens and goats, 
so when I'm in need of some money, 1 can catch one of my goats and sell, so 
that nobody h e m  of my poverty. So we women, we sufTer (int. 12:3). 

Poverty or inadequate financial resources were a great source of distress for most of 

the women 1 in te~ewed.  Many of them said financial stress was the main cause of their 

worry and "thinking too much." They also mentioned that financial problems made them 

think so deeply that they forgot where they were and what they were doing. Sometimes they 

could be so deep in thought that they were not aware of the fact that they had wandered into 

the middle of a busy road. Also, because they were so deep in thought and unaware of their 

surroundings, they were startled when they were called. One of my respondents explained 



that worry about where to get the next med for one's f d y  was a source of mental distress 

for women and their behaviour made people think they had some sort of mental illness: 

Al1 these responsibilities make them [women] thuik too much, 'where am 1 
going to get food for these children today? What are they going to eat today? 
You see that you are alone but you are talking to yourself. Then you'll Say, 
'Let me go to the fami and look for some food,' and then you carry your bowl 
on your head, and while on the way to the farm you are talking, 'ah! Well, let 
me hurry up and come back before they come back fkom school.' Somebody 
passes by you and looks back at you thinking that yodre mad, but it's not 
madness, you are only thinkirig. Sometimes you don't even know that you are 
taiking loudly, but someone who overhears you will Say 'Ei! 1s this woman 
tyhg one yam mhaving abnomaliy]?' (int. 6: 10). 

In addition to the health consequences wornen experienced because of their hancial 

stress, lack of money also made it difficult for women to obtain medicai care when they were 

il1. On many occasions 1 asked women who were seriously il1 why they did not seek medical 

help. The most fiequent a m e r  given was their lack of money. A widow who had been il1 

for several months before my amival complained that she was still experiencing some of the 

symptoms of her ilhess but could not do anything about it because she did not have enough 

money to pay for a medical checkup. According to her, she had no choice other than to try 

and forget about the illness and continue with her life of pain: 

Yes, but 1 have tried to forget about that [the illness]. I feel it [the pain], but 
I still go to the f m  with it. Yes, 1 go with it, if 1 sit down too it's not good, 
so 1 farm, because 1 dont have money to go to the hospital and Say this is it, 
so look at it for me... Hmmrn, the thinkllig and the illness oooh, where can 
1 get money? 1 wish 1 can go to the hospitai again for treatment but aaah 
since there's no money, how am 1 going to cure my illness? So that is how 
we are existing.. (int. 2:23-24). 



Since health care has become more expensive with the Structurai Adjustment Programme 

(SAP), there is the likelihood that many more women like this widow will go on with theù 

Iives with little or no medicai attention. 

Unemployrnent, financial problems and sornetimes abject poverty were common 

themes in women's explmations of il1 health. Many of the women 1 interviewed worried 

about how they were going to feed and clothe their children, pay their children's school fees, 

or pay for their health care when they fell ili. They were aware that poor diets and unhygienic 

conditions made them dl. However, they pointed out that it was impossible for them to live 

healthy lives without adequate finances. To them, lack of money affected their heaith in a 

variety of ways. Poverty or m g  to manage with littie money was stressful enough to have 

senous effects on their physical and mental health. 

SUMMARY AND CONCLUSION 

Women recognized that several aspects of their Iives had negative effects on their 

health. They told me that the nature of their work, added to their poor economic situation, 

was detrimental to their mental and physical health. They complained about thinking and 

worrying too much, fatigue, fiequent headaches, fevers, and pains in their body and they 

recognized that the content and characteristics of their work and their financiai situation were 

among the major sources of their il1 health. The struggles of most women revolved around 

procuring the most basic necessities of He such as food, fwl and water for their households. 



These, together with the burden of housework, childcare and subsistence food production are 

aspects of social reproduction which they linked, in particular, with physical health 

problems. They also womed about their capacity to maintain their families given the 

financial insecurity that marked the lives of so many women. They had to intensify their 

income generating activities and these also contributed to their physical and mental health 

problems. 

These problems can also be understood in the broader context of the Structural 

Adjustment Policy (SAP) in Ghana which has worsened the economic and social stanis of 

women. The present economic situation has forced women to adopt new strategies for 

survival such as engaging in multiple work activities leavhg them with even less tirne to rest. 

Cutbacks in public expenditure have adversely affected women who are both the producers 

and consumers of social facilities. Women in Ghana have had to shodder the heaviest 

burden of poverty and the stress resulting fiom these policies. 

Women's heavy workloads and the economic problems they face are also exacerbated 

by, and in tum help to create conflicts in their family, particularly in their relationships with 

men. They saw such strained relationships as another source of the health problems they 

experienced. These are the focus of the following chapter. 



NOTES 

This term is likely a derivative of terms used in the Mole Dagbani languages of the 
northern region of Ghana. Etymologicdly, "tukara" is a combination of two Dagabani 
words. The words "tuma," "huig," or "tong" are ofien used interchangeably to refer to 
"work" or "errand." To qualm or describe the nature of a particular kind of work or 
e m d .  The Mole Dagbani combine these words with a range of adjectives. The Mole 
Dagbani use terms such as "tunkpda" (hard or difficult work), "tunkpalat' (useless work) 
or "tunkarat' (work that is energetically demanding or which the doer is unprepared for, 
but has been compelled to do by others, or is performed under difficult and usually 
unforseen circumstances). The term "hikara" presently common among the Ewe of the 
Southern region of Ghana might therefore have been adopted fiom the latter Mole 
Dagbani word. In a generic sense it is used to descnbe hard and sometimes unrewarding 
and meaningless work, or the hassles that people experience in life (Personal 
Communication: Kwabong Danabang, 1996). 

2. "Fufu" is prepared with cassava, plantain, yam or cocoyam. These root crops are cooked 
and pounded into a thick paste in a mortar with a pestle. 



CHAPTER 7: RELATIONSHIP PROBLEMS 

This chapter continues my analysis of the ways in which the women 1 interviewed 

constnicted their health. I show how these women made a connection between their social 

relationships and their health. Many women complained that their relationships with their 

partners, CO-wives, mothers-in-law, children and other relatives sometimes adversely affected 

their well-being. These problems were not limited to women with partners, but extended to 

those who were single, separated and divorced as well, though they were more often 

concemed about Iack of support and companionship. Women argued that relationships were 

stressful and made them "wony too rnuch" and "think too much," they were either unhappy 

or depressed much of the tirne, and as some of them indicated, a womants "heart is never 

fiee." Some women also said they were absentminded and found it difficult to sleep. Some 

of them admitted exhibithg "abnormal" behaviours such as talking to themselves or 

throwing their han& into the air as a result of their numerous problems. They felt that their 

greatest sources of stress and tension emanated from their relationships with their partners; 

relationship with men were centrai yet problematic. Even though women feared that their 

husbands might leave them, rnarried life was characterized by many conflicts. 



RELATIONSHIPS WTH MEN 

A theme that emerged in the women's accounts was the insecurity they experienced 

in their relationships with their partners. They explained that their husbands could divorce 

or abandon them for flimsy reasons; some women expressed fear of this possibility. For 

instance, not s e ~ n g  one's husband on tirne, serving the same kind of food every day, 

sewing cold food or food without enough salt or pepper were al1 reasons for a woman to be 

physically or verbaily abused, divorced or abandoned by her husband. Women pointed out 

that the inability to give birth to male children was another reason husbands divorced or 

abandoned their wives. Some women were abandoned for no apparent reason. One woman 

said her husband "left us just like that" (int 67: 3) without giving her and her children any 

reason for doing so. Others said that d e r  they had helped their husbands to become 

established financially, the men abandoned them, placing them in a "no parking zone" (a 

local expression describing a situation in which women are abandoned by their husbands for 

other women). For the most part women's impressions about marriage tended to be negative. 

In the following quote a woman captures the general perception many women had about 

married life: 

Ei! As for marriage, it's hard oooh it's hard because some of the men, they 
don't have pity for women, you will continue to suEer like that. When it gets 
to a certain stage that things become a little better for the man, he'll go in for 
another woman and leave you. You the woman you'll just be there, no progress 
in your life (int. 47:2). 



Women were quick to stress that their relationship problems caused them il1 heaith. 

For many of them, marriage was an institution which exposed women to insecurities and 

uncertainties in life, and to conditions which produced some of the illnesses they 

experienced. One respondent believed that the break up of a mamiage could lead to a woman 

worrying and 'Wiinking too much": 

Or you have loved someone and stayed with him for sometime and then he 
decides to leave you. You'll 'tsidzi' [wony] and 'hanu' [lament], and dl these 
can make you fa11 il1 (int. 139). 

This particular woman believed that she had once d e r e d  h m  hypertension because of the 

behaviour of her former partner. She went on to recount how she was abandoned by her 

partner immediately d e r  her second baby was bom: 

It was when 1 gave birth to my second daughter. To be honest, 1 believed 
strongly that it was caused by 'taamebubu sugbof [thinking too much]. The 
relationship between me and her father was very bad, there was a lot of 'tukara' 
[problemd rnisundexstandings] between us. So 1 became very very womed. So 
one night 1 was asleep, one of my sisters who came to live with me when 1 gave 
birih said she observed me struggling. The only thing I remembered was that 
I was having a very severe headache. 1 could not even put my head on my 
pillow, so 1 sat up a d  was holding my head, then she saw that - by then my 
daughter was about two weeks - then she saw that 1 was struggling, and then 1 
started foaming at the mouth. So she canied my daughter and mhed off to cal1 
my aunties. By the tirne they came back, my face had cleared up. So they told 
me what happened; 1 didn't believe them. So when 1 went to the hospital and 
they took my blood pressure, it was very high. 1 was advised by my midwife 
that if 1 didn't stop wonying, then 1'11 die. 1 just left my brains [stopped 
wonying], so it does not worry me Iike that. It is usually high, but not so high 
(int. 13:6). 



Another respondent believed that some women suffered from mental illness because of the 

shock of being abandoned by their husbands: 

And the man will move out, leave you and go and stay with his girlfinend. YOU 
the wife, the man will not care whether you and the children have eaten or not. 
So al1 these things give you mental illness (int. 19:9). 

For one woman, failed marnages and bad marriages were developing into a chronic 

pattern in her life. She said she had already had three failed mamages and was in a bad one 

presently. This made her worry constantly and was af5ecting her physicai and mental health. 

She explained that she always suffered fiom severe headaches, bodily pains and 

stomachaches. She also experienced difficulty sleeping: 

Yes, it womes me a lot, it worries me a lot. If you're not patient, this rnakes 
many women wony, and if you don't take care, you can pass through that and 
die because you're aiways womed, your heart is never fiee ... Because you see 
right now, when 1 worry or think too much, 1 get this severe headache. When 
my head is aching like that, then my neck also star& paining me, then 1 start 
experiencing the pain at my back, then my stomach, and this will continue to 
pain me for a long t h e ,  before 1 feel better. Because 1 have thought about the 
issue too rnuch, my heart will not be fiee. So when 1 lie d o m  and sleep and 
wake up like that amund 12 midnight, 1 won't sleep again until day breaks (int. 
505). 

This woman thought that she might soon stop seeing men altogether and instead make an 

effort to be on her own: "it is not necessary for me to be sufEering or worrying about wanting 

to be with a man by ail means." She took care of her children alone so she felt it made no 

difference whether she was married or remained single, "because al1 the children are my 

burden, al1 of them." 



It is understandable then, that the behaviour of their partnen caused them to worry and 

'Yhink a lot". One respondent explained that Kpando women often become very concemed 

when al1 of a suciden their husbands begin to behave rudely towards them: 

Like you can be with your husband, &er a while, you'll realize that his attitude 
towards you will start changing, the way he taiks to you will change. Like if 
you ask him for something and he doesn't have it, you'll expect him to give you 
a polite explanation, but no, and this makes you think if our husbands have 
other women in town, or what? These do not make our 'heart feel fkee' (int. 
15:4). 

The respondent quoted above believed that women could begin to behave in unusual ways 

as a result of thinicing or worrying too much about their husbands' behaviour: 

We women worry a lot about our husbands ... I feel that if you wony too much, 
you are aiways in pain. The least thing that happens to you will become a big 
illness for you. And if you don't relax, you'll tum into something else ... You 
will not be yomelf, you'll just be there, because your thoughts are many, you 
see, your thoughts are more than what God has made into your head, because 
you have come to add more to your thoughts. So if you don't take care, you'll 
start 'tying one yam' pehaving unusually] (int. 15:4-5). 

In Ghanaian society it is considered ideai for a woman to marry, live happiiy with her 

husband, give birth to children and thereby contribute to the continuity of society. But for the 

women I interviewed, maniage did not always guarantee the happiness which was crucial 

for their well-being. On the contrary, they believed that their marital relationships detracted 

fiom their mental well-being as the threat that their husbands rnight leave them ofien made 

them think and wony too much. These problems became even more intense among the 



women who were abandoned. Indeed, the fear of being deserted meant women might tolerate 

abuse and unhappiness in their mamage. 

Physicd and Verbal Abuse 

Although abuse by partners was not a major theme in women's conversations, some 

of the women 1 spoke with did complain that their husbands physically or verbally abused 

them or did not taik to them. A young woman mentioned that physicai abuse by partners was 

quite common; she also noted that many women were unwilling to talk about it. She 

recounted how she had miscarried afler she was severely beaten by her husband, a law 

enforcement agent: 

He beat me and stumped his feet on me. By then 1 was six months pregnant, 
and I got very sick and was rushed to the hospital ... 1 lost the baby ... Oh! He 
beats me, he beats me very well [laughing]. People won? tell you, they beat us 
(int. 19:3). 

She said M e r  that she had k e n  physically abused not only by her husband but also by her 

husband's nephew who was living with them. 

A 26-year-old woman also told me how her lover beat her and dislocated her ami 

when she complained about his infidelity: 

One week before Christmas, he beat me. My am got dislocated so they had to 
tie it with some local herbs for me. So even right now, when I do some hard 
work, 1 still feel some pain (int. 46:3). 



Abuse was not only physical in nature. It also included fonns of mental abuse, such 

as ignoring women, not communicating, discounting their concems and insulting them. Some 

women complained that their husbands did not cornmunicate with them despite the fact that 

they lived under the same roof. One respondent pointed out that she found it very dificult 

to approach her husband with a problem and this made her very unhappy: 

Yes, we don't converse, we'll just be there. Even how to approach him is a 
problem; 1 can't approach him. What bothers me most is that we are two at 
home, in the evening, we can converse and make plans, but that doesn't happen. 
For example, when 1 am womed, or I have a problem, and I approach him, the 
only thing he will say is Ifm worrying him too much, and this womes me a lot. 
And because of that I'm not happy. Despite the fact that he tries to provide for 
my needs, we don't communicate. So that is one of my problems (int. 553). 

In response to my question about whether she had ever asked her husband why he did not 

talk with her, the woman said her husband clairned to be by nature a quiet penon, someone 

who did not like to talk. She felt that he lied; she said she knew very well that he was a good 

talker. 

Another respondent said that what womed her most was the fact that her husband 

never told her about where he was going when he left the house: 

When he is going to dinner, he doesn't even tell me. There1s a man in the house 
[a neighbour] who will Say, 'Madam welre going to h e r ,  are you not going?' 
If not I won't even hear it ... When he's going somewhere, he doesn't even tell 
me. When he is going to Accra, he'll wake up at dawn and Say 'I'm gone'. No, 
1 don't exist. When he's going to school alone, he won't Say, 'I'm going to 
school.' So when he cornes back 1 just sit there and look at him (int. 7: 13). 



This respondent explained M e r  that her husband, who was an alcoholic, spoke to her ody 

when he was dnink. On these occasions he would come home to insult her: 

He doesn't converse with me ... he won't tak to me. When you go right now, 
he is holding a book. If you even ask him a question, no, he won? answer you. 
The only thing he'll do is to go and drink and come and insult you (int. 7:3). 

A respondent who described her husband as usually abusive recounted what happened 

when one day she prepared a meal that he was not happy about: 

Yes, for exarnple, yesterday we prepared 'banku' [food prepared with corn 
dough], so today 1 tried to make kenkey [also made with corn dough], so that 
we will eat that as breakfast. M e r  laying the table, he came, opened the plates, 
and then became angry, and shouted, 'why didn't you make "banku?"' Shouting 
on me, the whole house was hearing what was being said [she lived in a house 
with other tenants], so 1 went into the room and told him that if he is behaving 
this way, it womes me, especially, if he talks to me like that in front of the 
children, 1 feel humiliated. If he has something to tell me, he should tell me in 
the room, but the way he was talking, asking me if kenkey is also food? ... So 
that is how he behaves (int. 365). 

She also pointed out that although her husband did not give her enough money for food, he 

insisted on eating three meals a day and became very angry whenever the meals were not 

provided: 

And sometimes too, 1 will not have any money, so when 1 manage to get al1 of 
us breakfast, in the dernoon it's only the two younger ones who eat before we 
cook supper. But he wil! force, if there's no food on the table in the aftemoon, 
he'll get angry, but he's not giving me money as such (int. 3 6 5 6 ) .  

Other women recounted similar episodes. They said that although some men did not give 

their wives any money for food, they expected their wives to provide them with food every 

day : 



There are some men who don't care even if their family had eaten or not. But 
you the woman will try, you'll go to the farm and try to get some food on the 
table, and he eats it without any guilt (int 6: 4). 

Other women described how their husbands ate at the "chop bars" (local restaurants) 

in t o m  before retuming home in the evenings, and did not care whether or not their wives 

or their children had eaten. One wornan told me this story about a fiiend of hers: 

We women suffer a lot. Hrnmm, I have a Enend who said her husband had been 
refùsing to eat her food, complillning that there was not enough fish in the soup. 
It was later on that she got to know that he had been eating in a 'chop bar' (local 
restaurant). So you see, you'll be losing weight while your husband will be 
puîting on weight because he has been secretly eating good meals in t o m  (int 
6: 6). 

Another woman recounted an amusing incident in which a man who had secretiy been eating 

delicious meals in "chop bars" was caught one day when he became very sick and threw up 

and his wife discovered the content of the vomit: 

Oh yes! They go, buy food with plenty meat, and when they r e m  home, and 
you have prepared one of your 'aborbi' [tiny dried fish usually eaten by the 
poor], then they'll Say, as for today, they cannot eat, because they are ill, but if 
you know the arnount of food he had eaten at work before retuming? ... A man 
did it to his wife some time ago. His wife was worried about him, not knowing 
that he had gone to drink too. Before going to eat the food, he became sick. He 
returned home to tell his wife he had not been feeling well the whole day, he 
had been feeling sick, so he had not even eaten. It was not long when he started 
throwing up, they said if you had seen the amount of meat and 'fufu' [usually 
pounded yarn or cassava] that came out? The woman was so shocked, that same 
&y, the woman packed her things and left. She said if she should continue to 
stay with this man, she will die (int 19: 1 1). 

nius as the women explained, they worked hard to provide food for the family while sorne 

of their partners enjoyed good meals in the local restaurants widi the income that should have 



been used to help the women to take better care of the whole family. Many women perceived 

their partners as both irresponsible and cheats, and argued that their husbands' behaviour 

contributed largely to their multiple responsibilities and work load. These in tum contributed 

to their il1 health. 

The Gendered Division of Household Labour 

Many women complained that their partners refùsed to provide for their families. They 

explained that many of the men either did very little to help, or completely refused to look 

after the children and the household. One respondent said her husband, a tutor in one of the 

secondary schools in Kpando, gave her only 20,000 Cedis [approximately C M  $301 every 

month to take care of the household. She described how her husband spent the rest of his 

paycheck on "Akpeteshi" (the local gin) and did not care whether or not the money he gave 

for the month was sufficient for the household of five: 

First 1 told him that the "chop money" [maintenance money] he is 
giving me is not sufficient. 
Aha 
He says there's none to add to it. 
I beg ooh, how much does he give you? 
20,000 [Cedis, equivalent to CAN $301. 
20,000? 
20,000 a month and 1 told him that it is not enough because out 
of this 1 have to buy soap, school money [pocket money for the 
children when they are going to school], before 1 buy charcoal and 
market things. 
So if he gives it to you like that, he doesn't give you any again? 



r : [Shaking her head], no, whether itfs finished or not finished, he doesn't 
care. 

1 : Then he uses the rest for 'bu& [gin]? 
r : Aha, when the month dies [end of the month], he wouldn't mind 

paying the 'Akpeteshi' debt k t ,  sometimes more than 20,000 before 
giving chop money. 

i : What! Tell me! 
r : Yes, he can owe the 'akpeteshi' [local gin] seller 3040,000 [CAN $43- 

571 a month. (int. 75). 

To feed the household this woman bought food on credit fiom her fkiends in the market. 

When the situation became very bad, she relied on a neighbour for food. But while she was 

doing everythuig she couid to get some food on the table, her husband always retwned home 

Hmmm, Sister [addressing me] sometimes even what the children will eat 
before going to school too is not there. It's sister Georgina [her fiiend] she will 
fetch some rice for me to cook for the cbildren, but before he cornes back fkom 
tom, he is as dnink as a bee (int. 7: 12). 

Another woman pointed out that some husbands deliberately decided to provide Iess 

expecting women to supplement the money by working even harder: 

Yes, because of the economy men in general, they're not compromising with 
us, especially if they know you're working, they sornetimes leave al1 the 
problems, almost al1 the problems on you the mother. That is why we, some 
Ghanaian women, we toi1 like that, because you want to make ends meet (int 
43: 5). 

Another respondent pointed out that her husband paid only the rent. Buying the food, water, 

soap and any other items needed in the household was considered to be her responsibility. 



She admitted that the expenses she covered were far more than the money provided by her 

husband to pay the monthiy rent. 

Another aspect of their husband's attitudes which women complained about was their 

mwillingness to help, especiaily with household chores and child care. Women pointed out 

that they were solely responsible for domestic work despite the fact they contributed to the 

household income. Their husbands' refusal to help had increased their already heavy work 

loads. A trader complained that her husband never helped with household chores when he 

retunied fkom work. Instead he went to town to drink with his IÏiends: 

He won't [help] when he cornes back, and he doesn't take Pen and paper [do his 
schoolwork], he's gone to town and will come back in the night. He's gone to 
town, he's gone to drink beer or 'Akpeteshit [local gin]. He'll go and drink and 
come back in the night (int. 40:7). 

She said that her business sometimes kept her away from home, and although her husband 

always rehuned fiom work before she did fiom the market, he always insisted that she 

prepare supper. Although their daughter was of age and could cook, her husband was 

unwilIing to eat the food prepared by their daughter. This woman was thus usually forced to 

leave the market for home to prepare the evening meal at the t h e  that business was most 

brisk: 

They [men] won't eat their children's food ... Yes, some men are like that, even 
my husband. If his mother is not around, and 1 don't come back [fiom the 
market] to cook, and our child prepares the meal, he won? eat, saying that he 
didn't marry her. So 1 have to come back at 4 and prepare the evening meal ... 
and that is when people buy. They have closed from work, and will pass 



through the market before going home, so business is usually bnsk by then (int 
40: 5). 

A similar cornplaint was made by another woman who was very bitter about her 

husband's refiisd to help with the household chores and childcare despite the fact that she 

was the one who had an office job. She had asked her husband to pay for household help 

since he was unwilling to help, but he had refused. In the following conversation with me she 

descnbes her marital problems: 

Married life is hard, if you are not patient. 
So what other problems are in married life? 
Sometimes too the man will not help with taking care of the child. 
Aha 
You alone, if you need a maid too, they'll refuse. 
Why? Did you ask him to get you a maid? 
Yes. 
And what did he say? 
He says he doesn't have money to be paying a maid. 
Aha 
And me alone, 1 have to do ali the household chores, go to work, go to 
fetch water. 
Oh, so you fetch your own water too? 
Yes 
And he himself is not willing to help? 
No al1 he does is to eat, dress up and go to town (int 69: 3). 

She said that when she complained about her husband's behaviour, he retorted that if she did 

not like his behaviour she could go back to her home t o m  Similar cornplaints were made 

by several other women 1 in te~ewed.  They felt that as they were also working outside the 

home, it would be appropriate for the men to help with household chores. nius, although 

women were aware of the gender division of labour existing in the Ghanaian society, they 



had started questioning it, and were accepting the division only grudgingly. Women seem to 

be realizing much more how heavy their workioad is and they are starthg to expect more of 

their husbands. But still they are tom and continue to feel responsible for their household 

chores. 

The infidelity of their husbands was another major source of worry and concem for 

women. One young respondent said severd women knew theù husbands had many 

concubines in town. This woman described how some of their husband's lovers even taunted 

the wives by telling them how helpless they were despite the fact that they knew the 

identities of their husband's lovers: 

What 1 worry about is my husband's behaviour, that is what worries me 
most. 
Aha 
He likes women too much. 
Does he bother you with them? Does he bring them home? 
He doesn't b ~ g  them home, but I've been seeing them in town. When 
1 hear about it too 1 ask him, and he doesn't deny it. 
And do these women worry you? 
Yes, some of them bother me in tom,  they insult me. 
C m  you give an example? 
When they see me, they taunt me by saying 'it's paining you anyway' 
(int. 46:2). 

Some of the confi.ontations between wives and their husband's concubines resulted in street 

or market fights. I witnessed a few of these fights. One of the women said her husband's 



infidelity had resulted in the births of two children, each with a dif5erent woman in the tom. 

It womed her that her husband had still not changed his behaviour. He was d l  "sleeping in 

town" and retuming the next moming. This behaviour womed her so much so that she had 

been having severe headaches and losing weight. Her husband's infidelity had also led to her 

fiequent use of painkillers: 

You see, when it happens that way, 1 lose weight. 1 will be working, 1'11 be 
counting money like this, 1 will be eating whatever I feel like eating, but 1'11 be 
losing weight. 1 can take four or five Paracetamol, but 1 won't feel okay, 
because my head wül be achbg. They say diseases are many, AIDS is common, 
and when you sleep at home, then the man goes to town and comes back home 
the following day at 5 am. (int. 40:9). 

The concern that they may contract HIV and other sexually transmitted diseases fiom their 

unfaithful husbands was also a major concern to many women. 

One woman talked about her friend who had lost a lot of weight as a result of 

"thinking too much" about her husband's infidelity: 

r : Oh yes, 1 have a fiiend who thinks until she has even lost her structure, 
she has lost so much weight. 

1: What has she been thinking about like that? 
r : Her husband's 'tukara.' 
1: What has her husband been doing? 
r : [said in English] Her husband has been flirting with a flirt b a s  been 

sleeping with another woman], and this my fiiend is not the type, she 
wants a home, and this man goes fiom woman to woman, and 1 mean, 
she thinks a lot (int. 43 :9). 

Several women said that the impact of these kinds of worries caused their weight loss. One 

woman made this connection clearly: "1 became like a strand of a broom, 1 became thin, 



because I was always worried" (int. 19:2). As 1 pointed out in an earlier chapter, losing 

weight is an important issue; to most Ghanaians, thinuess indicates suffering, hunger or 

rnalnourishment or even illness. 

One woman talked about how she felt betrayed by her husband when he left her for 

another woman. According to her, she helped her husband to become established h c i d i y  

after which he walked out on her to live with another woman. She said after ail the help she 

gave the man, she had now become the man's "carpet" (rneaning she was no longer important 

to him). She believed that such experiences led to "thinking too much" and could give 

women hypertension: 

Me for instance, like my husband and 1, mine is with husband problems. You 
and your husband are there [living together], and you have not done anything 
wrong, you have not offended him, and one day, he just stands up and leaves 
you. He'll always be doing things to offend you, the chop money that is not 
enough, he won't give you. You see, you'll be thinking, and you'll be saying 
'what at aii have 1 done to this man for me to be treated this way?' Sometimes 
when you ask him, he'll Say yodve not done anything. And for you to have a 
happy mariage, it's expected that both of you become united, but if you're not, 
it's a problem. It hurts, sometimes you'll like to see your husband, or your chiid 
will be sick, and you want some money to send the child to the hospitai, but 
you won't see him. This becomes your sole responsibility, you'll be worried, 
you'll Say, 'Oh! 1s this me?' (int 12: 6). 

Another woman who had not seen her husband for the past seven years made this 

general comment about how sorne men betrayed their wives, which in hirn gave rise to 

mental illness in women: 

Sometimes, you see, travelling is common DOW, and you're with your husband, 
fine, and then he tells you. Stay here oooh, you and the children, I'm travelling, 



when the month dies [ends], I'11 come back. He'll come, he'll come. And you'll 
be siîting down waiting for him to come back, and then somebody cornes to tell 
you that he saw your husband with another woman, and he's wedded the other 
woman [laughing], what will happen? You'll get 'basaa' [messed up, confused 
or mad] (int. 10:4). 

Abandonment, feelings of betrayal and lack of social support fiom partners were among the 

sources of women's poor psychosocial health. 

Effects of Polygynous Marriages on Women 

Polygynous marriages are very cornmon and generally accepted in Ghana. Although 

some of the women 1 spoke with claimed they did not have any problems with this mamage 

arrangement, the majority of the women said that there were problems associated with such 

relationships. They argued that their relationships with their husbands and CO-wives usually 

involved a lot of stress, tension, jealousy, quarrelling and fighting. Some women believed 

that such stresses and strains could make women develop high blood pressure, or cause 

weight loss: 

Sometimes stress, yes stress, you know this time, the men Say the women are 
more than the men so they go about chasing other women. You see, that sort 
of polygarnous life, that too, such things worry us ... Yes, in our homes, so 
sometimes if you're not careful, you'll be thinking aaah [for a long time] until 
you develop blood pressure or sometimes you'll even lose your form [lose 
weight]. Yes, that's our problem, as Ghanaian women (int. 43:6). 

A 35-year-old woman recounted her expenence of sleepless nights and weight loss when her 

husband took another wife: 



At first my husband and 1 were there for a long tirne, then he went in for 
another woman. This womed me a lot. If your husband goes in for another 
woman, you'll wony, it will disturb you ... Those days when 1 went to bed, I 
couldn't sleep ... And when 1 go to my parents, they cornplain that I'm losing too 
much weight ... When they see me, they Say, 'Sister, why are you losing so 
much weight?' (int. 47:4). 

Other concerm women expressed about polygynous marriages centered on the 

emotional and financial losses that they usually experienced d e r  their husbands married 

other women. Although their husband's incomes remained the same, the introduction of more 

wives reduced the amount of "chop money" (maintenance money) each wife was usually 

given. In other words, the number of mouths to feed increased as a result of the man 

rnarrying more women and having more children and the quality of life for the entire family 

declined. In many instances, the favourite wife (in most cases this was the new wife) received 

more financial assistance than the current wife or wives. This was the situation one of my 

respondents faced. When her husband m d e d  another woman their relationship became 

strained. Her husband became abusive and her family's quality of life worsened: 

When 1 Say something, he'll insult me, and tell me stupid things. If he has to 
give you 1000 Cedis [about CAN $21, he will divide it into two, and maybe 
give you less. If you complaia, he will beat you (int. 47:4). 

She explained how helpless she felt because it was impossible for her to leave her husband 

since the earnings fiom her trade in bathroom slippers could not take care of the children: 

But because of the children 1 can't Veave], because this 'charley wortey' 
[literdly, 'Charley let's go,' a name for bathroorn slippers] can't pay their school 
fees. 1 can't a o r d  to pay their fees (int 47: 4). 



The worst situation, according to one woman, developed when both partners were 

unemployed and the husband insisted on taking another wife. She said in such circumstances 

women felt helpless because tradition continues to permit men to rnarry more than one wife 

even if they cannot afEord to take care of them: 

Yes, what womes we women is your husband is not doing any work, the 
woman too is not doing any work, so you're hustling to make ends rneet, and 
upon this, the man goes in for another wife! That is our problem in Ghana 
he goes for another wife, and this wife will start bringing forth children. So 
these are worrying, but because of our tradition, um 1 mean, if you talle no 
one will listen (int. 43: 15). 

In addition to the fiaancial problems they associated with polygynous marriages, some 

women held the opinion that polygynous marriages led to "broken homes" and teenage 

pregnancies. They explained that women who could not cope with the stresses and strains 

of polygynous mamages separated fiom or divorced their husbands to live on their own with 

their children. They argued that these women usually had iasufficient resources to adequately 

care for their children. For the household to survive, the children were forced to take up 

trading at a very young age. The result was often that some of these children eventually 

dropped out of school. While struggling to contribute to the household income, girls were 

sometimes forced into prostitution or into giving sexual favours for money and food. 

Sometimes teenage pregnancies resdted. 

We see fiom the women's accounts above that they face a dilemma in their 

relationships with their partners. They attributed their womes, difficulty in sleeping, 



headaches and other heaIth problems to the fears and confiicts that marked their 

relationships. Yet they feared breaking up with their partners as this also came with its own 

set of problems. For the women 1 interviewe4 therefore, staying in relationships or breaking 

up both had negative implications for their hedth. 

MOTHERS-IN-LAW 

In Ghana, a newly-married woman sometimes lives with her husband's extended 

family, which includes her husband's mother, or step-mother or both, and other relatives. 

Such a living arrangement, some of my respondents pointed out, had some advantages; one 

woman explained that it was very convenient for childcare. She pointed out that she did not 

woxry about travelling because her mother-in-law was always around to take care of even her 

youngest child. She also taked about how such arrangements meant that women had help 

with household chores: 

Sometimes my mother-in-law is also around, so she prepares the soup before 
I r e m  [from the market]. Then the children wili come to me in the market for 
cassava. By 5 o'clock, they put it on fire, so by 6 o'clock, I'm home, then we 
will pound it and then eat supper ... But if 1 have been at home with only my 
husband and children, 1 will do more '*a' (int. 40:4). 

Another young woman mentioned that since her husband was not yet well established, 

her mother-in-law took care of her and her CO-de .  She said despite the fact that her husband 

was not treating her well, she was still living with him because of the encouragement, 

support and good treatment received fiom her mother-in-law: 



1: And what is the relationship between you and your mother-in-law? 
r : As for her, 1 won? lie to you, she's just taken me as one of her children. 
1 : Aha 
r : Sometirnes, 1 feel like leaving him [her husband] and leaving the child 

behind, but when 1 think about the way she treats me, 1 have not yet 
had the courage to do it (int. 52:4). 

Thus, for some women, extended family living anangements are beneficial as far as 

childcare, household chores and emotional support are concerned. It seems to be the case, 

however, that these same household arrangements are also plagued by tension and 

misunderstandings which a e c t  women's health in many ways. Tension between daughters 

and mothers-in-law oflen resulted in a lot of thinking, anxiety, worrying and headaches for 

women. A mother-in-lads refiisal to help with chores in the house could also result in extra 

work for an alreadysvenvorked wife, and this translated into tiredness and physical pain for 

women. 

Some women complained that their mothers-in-law disliked them and did not hesitate 

to show it. One respondent explained that her mother-in-law was always rude to her and did 

not help with the care of her grandson. As a result this respondentk work load was always 

very heavy and this made her very tired and weak: 

r : My mother-in-Iaw also womes me, she is rude to me. 
1 : Like what? 
r : She asks me questions that she has no right to ask me. 
1 : How do you answer her? 
r : 1 don? rnind her, 1 just look at her. When she talks and gets tired, she 

leaves.. . 1 try to tolerate her. Hmm, mothers-in-law c m  give you hell. 
When 1 was living with them at Aziave and had my son, iostead of her 



babysitting for us, she never asked. 1 had to bring the baby to work 
every day. Then later on, my sister came and started helping. 

1: But that is her grandson? 
r : Yes, and she is not doing anything, she doesn't work, she is always at 

home. That is why 1 lefk that house (int. 69:4). 

Asked why she felt her mother-in-law did not like her, the respondent explained that her 

mother-in-law was not happy about her: 

1 think she doesn't want her son to marry fiom a different town, because one 
day she was telling me that she saw a girl whom she felt would have been a 
good wife, and here he was following somebody like me (int. 69:4). 

Some mothers-in-law, a woman pointed out, felt wealth was usually transferred into another 

town or ethnic gmup when their sons manied women fiom different t o m s  or ethnic groups: 

"They want a wornan fiom their home for their son... they want a woman fiom their home 

town to enjoy the man's wealth" (int. 43: 10). One young woman explained that her mother- 

in-law disliked her so much that when the mother-in-law came to visit, she took over the 

kitchen, prepared the meals and saw to it that the daughter-in-law did not take pari in eating 

those meais. Whenever this woman heard that her mother-in-law was corning to visit she 

became anxious and depressed. 

In Ghana, a marriage is understood to be between families rather than between 

individuais. When a marrîage has been blessed by the extended families of the couples, for 

instance, a man or a woman who is "misbehaving" can be surnmoned by family members and 

reprimanded. Behg disliked by one's in-laws, then, is a dificuit and serious situation for any 



of the couples in Ghana In some cases conflict with in-laws leads to divorce or separation. 

It is also known that hannoniou relationships with in-laws can Save marriages. 

LONELNSS AND FEELINGS OF ISOLATION 

While several of the women 1 interviewed were concerned and worried about their 

relationships with their partaers and in-Iaws, women who lived alone were lonely and felt 

isolated. They said they were unhappy or depressed because they did not have partnea. One 

single woman descnbed how lonely she always felt because she had nobody to speak with: 

"I wony about being single. It's important to speak with somebody. So loneliness, ï'm always 

here alone, done ooh" (int. 3: 18). 

For some women, the issue was not the need for a male partner specifically. They felt 

that it was important to live with somebody because they rnight need assistance. A middle- 

aged woman who lived alone recounted how ill she had felt one night and how she codd not 

find anyone to talk to until the following day: 

Last time too when I was lying dom, I heard my heart beating in my head, 
'kpla kpla kpla kpla!' When it happened 1 got scared, 1 got out of bed and sat 
down. It is not good for anybody to live alone. By al1 means, you need to live 
with sornebody, even if the person is not your husband (int 30: 3). 

Several of the women 1 interviewed thus expressed the view that having "nobody to tak ton 

was quite depressing and increased their feelings of isolation. In the case of the woman 



quoted above, one danger of living alone was that it became dificult to obtain imrnediate 

codor t  or help when one fell seriously ill. 

While manied wornen complained about problems associated with being in 

relationships, many of the single women talked excitedly about the advantages of having a 

partner. They felt that having a partner would mean they had somebody fÎom whom to seek 

advice and help in solving their problems. One of the women felt that it would be comforting 

to always have someone "intimate" to discuss issues widi; she thought this might reduce her 

worrying : 

Hmm, you see 1 iive alone. Sometimes you'll be thinking about something, and 
you would be saying that if 1 were living with somebody, 1 would have 
discussed this with the person and this may be comforting. But if you're alone, 
you continue to wony. If you dont know how to take care of yourself, it will 
keep on affecthg you, so that's what has been worrying me (int. 30:3). 

Another woman who had been married and divorced twice talked about the importance of 

having a companion. She said that having a companion helped to offset the loneliness that 

many single women experience: 

As a single woman, naturally there is the t h e  when you need or you feel you 
need a companion, a partner, to share your views with, to share your joys, your 
sorrows with, it's something natural. Sometimes you'll wish there were 
somebody with you, so you feel lonely. (int 74: 10). 

The need for a partner for cornfort, advice and companionship was thus important to many 

women who lived alone. They believed that having a companion would reduce their feelings 

of loneliness and depression. 



Many women also said that they were sometimes looked down upon by society 

because they were not married. Unmanied women command less respect than married 

women, and some of them are even suspected of engaging in prostitution: 

Okay, single women, they take it that we are not married, so some people think 
that because you are there [unattached], any man at al1 can come to you. You 
are alone at home so people will think that every day men come to you and 
sleep with you ... That's what they think (int. 9:3). 

This respondent pointed out that this perception was not limited to single women; it applied 

to married women with absentee husbands too: "Even some women who are married and 

their husbands are not with them, they think about them like thaty' (int. 9: 3). Furthemore, 

women who were single or divorced were ofien perceived to be unmarriageable because of 

their supposed insubordination: 

Those who, because of problems in the maniage, they have left their husbands, 
most of the time, they'll Say that if the woman's behaviour was good, the man 
will not have left her. But they don? know what was inside before the woman 
left (int. 9:3). 

These perceptions, as many women pointed out, made them worry and think a lot. They said 

that not having a husband made them feel incomplete and this aEected their sense of self 

worth. It also contributed to their depression. 

The situation of women illustrated an interesting paradox. While on the one hand 

some of my respondents, especially the single women brooded over their plight and were 

womed because they were lonely, some of those who were married were contemplating 

leaving their "unsuccessful" or "bad" marriages. But for many women marriage was a 



necessary evil. While it couid result in social respect, companionship, cornfort and advice 

in times of cnsis, it couid also bring challenges and problems which a£Eected women's health. 

The following quote captures vividly how women perceived the challenges involved in 

marriage: 

This marriage problems ooh, if you don't get m e e d  too, it's a problem, when 
you get married too it becomes a problem. As for marriage, it's like 'hlomade 
Kotoku, kpakpla ha dor ye, makpla makpla ha dor ye' [marriage is like a sack 
used to carry food, and as usefid as the sack may be, it is very bullcy and 
uncornfortable to carry, so using this sack causes as much discornfort as not 
using it]. 

To most women therefore king either single or manied was a challenge with which women 

must contend. Neither option was entirely good; both situations had their benefits and 

problems, and both situations were sometimes detrimental to women's health. 

On one of my typical days in the field, a conversation with two of my respondents 

developed into an entire discourse on motherhood and the difficulties it entailed. One of 

them told the following story to explain the impact children have on mothqs: 

Two childless women went to see a medicine man for help to have children. 
The medicine man asked them if they wanted to become mad. One of them said 
'yes', while the other one said 'No.' He treated both of them and sent them back 
home. Later on, the woman who said she was willing to become mad got 
pregnant and had a child. The other woman who was unwilling to become rnad 
could still not have children. The childless woman went back to the medicine 
man and asked why she was not having children. She atgued that her fiiend 
who was willing to become mad was still not mad and had even had a child. 



The medicine man explained: 'Tellhg children, "Don't do this! Dontt do that!" 
is the madness 1 was taiking about. The reason why you have not been able to 
have children is because you don? want to become mad' (int. 6: 1). 

In this account an equation is being made between raising children and woments mental well- 

being. In a subsequent conversation the respondent who told this story pointed out how 

maddening she felt the experience of mothering couid be: 

'Don't do it! Dont do that!' is not easy. We mothers suffer a lot, you know, you 
don? have to remove your clothes and be wallcing about naked to be mad. Your 
children can make your life "bassaa" [messed up or confùsed]. Even what you 
experience at home can make you mad (int. 6: 1). 

Whiie caring for children could thus be sat iswg and rewardiag for many women it was also 

a stressfid experience, both mentally and physically. But while they perceived motherhood 

as a sacrificial and stressful job, women nevertheless pointed to the importance of having 

children. In Ghanaian communities "barremess" is fko~ned upon. Among the Ewe of Ghana, 

barren women are cailed "konor" (poverty stricken women) and there is a well-known saying 

in Ewe that goes: "evi nyowu ga" (meaning, a child is better than money). nie expressed 

preference for children over money is indicative of the high premium placed on children. 

Thus, it is said that a woman could have a great deal of money, but not having children made 

her less of a woman arnong her fiiends, even iess of a-human. 

The deep concem expressed by the women 1 i n t e~ewed  about the welfare of their 

children is a testimony to the importance Ghanaian women attach to children. Most of the 



women 1 interviewed said they were concerned about their children's health, how they were 

going to be fed, clothed and educated: 

I: What do you worry about of late? 
r : My children's welfare 
1: Aha 
r : Like school has reopened now, where am 1 going to get money to pay 

their school fees, their uniforms and al1 that? It's a big 'tukara' (int. 
29:3). 

Another woman's worry about her children were similar to the woman quoted above: 

Now what 1 worry about is my children ... like 1 think about the fiiture, like, 
how they are going to progress in school, for example, how am 1 going to 
finance their education as they go M e r .  1 II& about how I'm going to fight 
to see to it that they get educated. So 1 worry about this a lot. And the day that 
you wake up, you don't have anything, 1 worry too. You'll be saying, 'Ah! 
Today, 1 don? have anything, no food to give my children,' and all that. They 
worry me a lot (int. 13:3-4). 

For the women 1 interviewed, children were their "social security" and their "pension 

schemes" for old age. They believed that if their children tuxned out well in life, they would 

be able to take care of their parents when their parents became old. Most women adrnitted 

that giving birth and taking care of their children until they grew up were difficult tasks. They 

said that as women, they were primarily responsible for childcare. They were also held 

responsible for whatever their children did and were held accountable for any bad behaviour 

that their children exhibited: 

Being bom a woman is not easy at dl, no, it's not good ... You see, when you 
give birth, you have to nurse this baby until the child grows up. If the children 
are misbehaving too, it is your fault, it's your problem. If the children go to 
town and bring back trouble, it's you the woman that they will bring that trouble 



first, before it goes to the man ... Then the man is also going to tell you that it 
is you, the woman who is not training the children well ... but you are doing 
your best (int. 36:4). 

A woman complained that her new husband blarned her whenever her children fkom a 

previous marriage got into trouble. She said this situation aiways made her feel uneasy: 

Their ears are strong/tough [they are stubbom]. Their behaviour has made me 
become very uneasy. 1 don't feel fiee, because the man too [their stepfather] 
doesnlt iike their behaviour, and he puts al1 the blame on me, so 1 don? feel ike 
at al1 at home (int. 36:s). 

The woman continued to explain that her children were reluctant to help her with the 

household chores and f m  work, which made her work load even heavier: 

The children don't listen to me ... For example when they wake up in the 
morning 1 have to taik for a long time before they'll do the sweeping. When it's 
Saturday and we are supposed to go to the f m ,  they won't go, they'll refuse. 
Then me alone, if we are supposed to go for food, me alone, 1 have to go for the 
food alone, they won't help me (int. 365). 

She expressed a sense of Fustration and helplessness at her children's behaviour and said her 

children made her feel sorry for herself. 

For another woman, the behaviour of her teenage sons was a source of constant worry. 

The boys always skipped school to go hunting for bush rodents. The woman explained that 

she learnt of her sons' misadventures ody when their teacher summoned her to their school: 

r : A few minutes later, he [one of her sons] retumed to tell me that 
teacher says they should come and bring me imrnediately. 1 asked, 
'why?' They said that their attendance was poor, especially one of 
them, showing that he was not going to school at dl.  1 heard later that 
while I was on the f m ,  they ate, they won't even wash the bowls. And 



This woman 

then carrying a cutlass they follow other people into the bush to hunt 
for rats ... And they don? bring any meat home too. 
Hum 
If you go there and excuse me to Say, a snake goes to bite you! What 
will 1 do? They make me worry. 1 think about it al1 the time (int 50: 6- 
7). 

said she also womed about her children's stealing habits: 

Listen to this. Last time 1 travelled. By the tirne 1 came back, the 
woman over there [pointing to her neighbour] and her husband said 
they caught one of my children in their room. They said their money 
was getting lost ... And he [her neighbourfs husband] beat my child 
very well, his teeth even got broken. 
Oh! 
1 was told the whole story when I came back. It was my husband's son 
who was caught, but they said my son and my husband's son were in 
it together. They said they had stolen about 25,000 [about CAN $501. 
Hum. 
But before 1 left 1 had worked to pay the children's school fees so that 
they will not be loitering around while 1 was gone. But have you seen 
what these children did to me? And 1 left them enough food too. It's 
because of them that I donft sel1 the foodstuffs from my farm. I said 1 
will pay the money [the money supposed to have been stolen by the 
boys]. Last time 1 gave him [the neighbour] 10,000 [about C AN $1 41, 
but he refùsed to collect the money, arguing that he will not take the 
money in instalments because it wasn't as if I was paying him for 
things bought fiom him. 
Hum. 
1 begged and begged, but he refused. And since then he has been 
insulting me, insulting me al1 the tirne. Last time 1 was going to the 
farm, my husband was not in, we were just about to leave when this 
man asked the police to arrest my son. ... We had to go and look for 
money. We got 15,000 [approximately CAN $2 11 and paid it. They 
told us to come and pay the rest within a specific tirne, otherwise, 
they'll come and arrest me. So two days ago, 1 went to pay the rest of 
the money. (int. 505-6). 



She said these were the reasons she was always womed. Her worry also contributed to her 

sleeplessness and weight loss. 

A widow 1 intenriewed experienced dficulty sleeping which she attributed to a string 

of interrelated problems. She said that the most disturbing of her problems was the 

irresponsible behaviour of her unmamied teenage daughter who had given birth to a second 

child. Each birth required a Caesarean operation and the widow had yet to settle her 

daughterfs hospital bills because the widow had been unemployed for several months. She 

herself was still recovering from an illness which had kept her in bed for nine months: 

You see my daughter like that! You see her nght now 'kporoe kporoe' 
[describing her short and stocky daughter as a 'dot'], you see, she is not with any 
man [not married], a man just made her pregnant and abandoned her ooh. The 
last child she had, they had to make 'edor' [Caesarean] for her again. No father 
for the child! And she still owes the hospital. We don? know who is going to 
pay. And her father too has died (ùit. 2: 8). 

She explained that al1 of these problems were the result of her children not listening to her 

advice: 

Now if you talk to hem, they don? listen to my voice [advice]. They don? 
listen to my voice, I donft know what 1 have done to them (int. 2:9). 

She said there were times when she couid not sleep for days. For her, a tranquil mental state 

of being was a prerequisite for a "good sleep," but one whose "brains are always busy" 

because of their children is bound to experience sleepless nights. 

Another woman mentioned that she was M d  her daughter might be associating with 

"bad" groups. She said she suspected her daughter had a lover but could not confirm this 



because her daughter was quite discrete about her activities. "I'm afiaid she will go and do 

something bad," said the mother. She also mentioned that her daughter's behaviour had been 

a source of tension between her husband and ber: 

I'm concemed about her behaviour. Most of the t h e  1 quarrel with my husband 
over that. He blames me for not counselling her and that is why she goes to 
town so fiequently (int. 443).  

One observes fiom this quote that apart fiom having to deal with their children's behaviour 

women were often held accountable for them. Blaming women for the behaviour of their 

children created additional stress for them. 

It would seem safe to conclude that children who were difficuit to control contributed 

to women's wony and this afTected their mental well-being. Several women 1 interviewed 

believed that problem children could be a source of mental illness for women: 

And some children too, they will worry you day and night, you'll be thinking. 
You'll be thinking about the behaviour of the child You hold the child this way, 
but no success, you turn it this way, but no success. You can think about it and 
go mad (int. 29:8). 

For most women being a mother was no easy task. It could be emotionally and mentally 

challenging . 

SUMMARY AND CONCLUSION 

This chapter has continued my discussion of the connections between the day-to-day 

lives of women and their health. Here, 1 have focussed on the stresses and strains women 



experienced in their relationships and highlighted women's beliefs about how their 

relationships affected their heaith. Specifically, the women said that their partners' attitudes 

and behaviours contributed to their poor mental health status. Some of them said their 

partners were physically and verbally abusive. Others complained that their partners rarely 

communicated with them. Several women said that their husbands refused to help with 

household chores and childcare despite the fact that the women contributed financially to the 

maintenance of the household. Al1 of these sources of tension were said to contribute to 

women's poor health status. 

One important feature of women's lives which emerged during the analysis was the 

insecurity and helplessness women expenenced in their relationships with their partners. 

They were constantly &aid of being betrayed or abandoned by their husbands, and this 

added to their feelings of stress and worthlessness. A number of the women expressed the 

view that the supposed benefits of marriage or a relationship - joy, happiness, emotional and 

financial support - were illusions. For many of them, being in a relationship increased their 

urge to be self preserving and alert for any eventuality as their husbands might abandon them, 

divorce them, leave them for other women or become abusive at any tirne. In some 

instances, mothers-in-law added more stresses and strains to the already stressful marriage 

relationships, thus increasing the insecurity that women experienced. Their children did not 

do much to ease the tension either. Apart fiom struggling very hard to care for their children, 

women had to deal with their irresponsible behaviours of children, especially that of their 



teenagers. Problems created by their children were exceptionally hard on women since they 

were held responsible for whatever bad behaviour their children exhibited. 

Women reported constant headaches, depression, weight loss, difficulties sleeping, 

feelings of isolation (even when they lived in the same household as their partners), and 

feelings of worthlessness and powerlessness as a result of being in poor relationships or not 

being in a relationship at dl. Women's relationships with others, and their feelings of 

powerlessness or lack of control over their lives, al1 contributed to the worry and poor mental 

health they reported. 

As the analysis in this and the previous chapter have shown, the causes of women's 

ailments are complex when seen through women's eyes. Many factors in the social and 

rnaterial circumstances of women's lives corne together to determine their health status. We 

see women establishing a relationship between their psychosocial and physical health, and 

the demanding realities of their day-to-day lives. Their responsibilities with respect to social 

reproduction and production as well as the social support they received within their family 

reflect gender roles in Ghanian society. But the women were not resigned to their fate in the 

face of problems. In the next chapter we will see how wonien in Kpando are trying to cope 

with the stresses and strains in their lives. We will also learn how women are solving or 

managing their health problems. The chapter will M e r  discuss women's suggestions about 

improving their lives and consequently, their health. 



CHAPTER 8: COPING MECHANISMS AND SUGGESTIONS FOR CHANGE 

In the previous two chapters 1 examined women's perceptions of their health and the 

linkages the women made between their health problems and the context in which they lived 

their lives. The themes highlighted in these chapters point to the need to understand women's 

health in terms of women's multiple roles. The data also show that the nature of women's 

responsibilities at the economic and familial levels have a profound impact on the extent to 

which their health is affecte& and on the resources available to them to maintain their health. 

Their relationships with their partners, other relatives and children were also identified as 

sources of stress and strain for women. 

In this chapter 1 look at the ways in which women tried to cope with their health 

problems. Women depended on medication, either modem or traditional, depending on the 

nature of the illness and what they believed caused it. Alcohol and religion were also means 

by which women tried to relieve and resolve some of the stresses in their lives. Women 

engaged in multiple work activities as a way of diverting their attention away fiom their 

problerns and these activities helped to offset some of the economic constraints in women's 

lives. Neighbours and relatives also served as sources of relief in various ways for some 



women. However, a few of the wornen reported feeling so helpless that they did practically 

nothing about their health problems. 

This chapter also looks at the suggestions women made about how their health and 

their lives codd be improved. Their solutions were mainiy social in nature. While a few of 

the women pointed to the need for fkee medical care and free or affordable medication, most 

of the suggestions emphasized the need for education and jobs for women. The women also 

felt there was a need for income-generating activities and that they should have better access 

to credit and other resources to enable them to trade. 

The chapter commences with an anaiysis of the resources women said they used to 

cope with the immediate problems they faced in their day-to-day lives and with their health 

problems. This is followed by a discussion of their more general suggestions for change in 

relation to Ghanaian women's lives and health. 

METHODS OF COPING 

Medica tiou 

In order to discuss in a meaningful way women's methods of coping, especially, their 

reliance on medications and their patterns of medication use, it is important to reiterate how 

unending Ghanaian women's activities are and how indispensable they perceive their roles 

to be; they had to continue to work. One major theme that emerged in the interviews was the 

importance women attached to the roles they play in their homes and in the lives of their 



families. Many of the women argued that they were solely responsible for the upkeep of their 

households. To be able to support their families they ofien had to engage in more than one 

work activity at the same tirne. Even those women who did office work had to combine this 

activity with famiing and some form of trade so that they would have enough money to care 

for their families. In addition to working to eam some incorne, women had to see to the 

household chores. They were primarily responsible for the collection of fuel and water, and 

for cleaning the house. They also had to take care of the children and cook the meals. In 

descnbing their responsibilities, women stressed how indispensable the tasks they performed 

were. They saw their household chores as not only essential but also compulsory, because 

as many of them explained, failure or refusal to do them could endanger their families. For 

instance, if they did not clean their houses or wash the family's clothes regularly, their 

children could be exposed to infections. If they did not look for food and prepare meals their 

children and husbands would go hungry. The indispensable nature of women's roles was 

captured well by one of my respondents when she described herself as the fuel in the truck. 

She feared what would happen to her f d y  if she could no longer function: "Because right 

now, it looks like I'm the petrol in the truck, and if the petrol gets finished, where are they 

going to get some?" (int. 505). 

Women also said they found it difficult to stop workhg even when they fell ill. A 

woman who said she had suffered fiom hypertension for several months explained how 

difficult it was for her to rest. She explained that she was the sole breadwinner for her 



household. As the whole family depended on her for their livelihood, it was impossible for 

her to rest even when she was senously ill: 

You see right now, they say 1 should be resting, but you see, the whole day 
I have not rested. Because 1 caanot go anywhere these days bcause of her 
illness], 1 have been sitting here tyhg iced water [in small plastic bags] so 
that when the children corne back, they can go and sel1 it, then we cm get 
money to buy food ... 1 can't rest, because we have to survive. n ie  
economic condition won't make me rest. 1 have to work al1 the tirne, even 
if I'm not feeling fine (int. 66:7-8). 

Another woman explained b t  as a single parent who did not receive any financial help fiom 

her former husbands she was sometimes forced to undertake work, which had she a husband, 

she felt she would not have to do. She said she had to anive at work by 2 am. even when she 

was il1 because her job would be lefi undone: 

r: Okay, because 1 don't have anybody to help me, every day the work 
that ï'm not supposed to do too, 1 am forced to do it. 

i: Like what? 
r: Like ... look, 1 will have to wake up at 2 [a.m.] and go to B.H. 

[Bishop Herman secondary school where she works], do you think 
if 1 had somebody to help me, I will be forced to wake up at that 
hou? ... sometimes even if my body is aching too, 1 have to wake up 
at d a m  and go, because if I don't go my work will be lefi undone. 
Nobody will do it, so 1 have to force myself and go (int. 34:4). 

From my own observation, women's perceptions of their need to work al1 the t h e  

were also influenced by traditional Ghanaian thinking and expectations that the typical 

woman must never cornplain, be l a y  or show any sign of tiredness. She must be seen to be 

busy and active al1 the t h e .  The women felt under constant pressure to meet these 

expectations. n ie  combination of having to work al1 the time to support theù families and 



having to be constantly active to satisfy definitions of women's roles meant that they often 

became il1 or experienced bodily pains but were unwilling or unable to take time off, even 

to recover from an illness. To cope with their health problerns and to continue hctioning, 

women depended on different types of both western and traditional medicines. 

Reliance on Western Medicine 

Western medicine was introduced into Ghana by the missionaries and the colonial 

administration (Twumasi, 1981). In the beginning many Ghanaians were reluctant to adopt 

westem medicine and were critical of its effects (Twumasi, 198 1: 147). Soon, however, 

people began to believe in its curative power; some were especially drawn by the speed with 

which it appeared to cure illnesses and diseases. Increasing faith in westem medicine led to 

the use of hospitals, clinics and dispensaries by Ghanaians. Hospitals and health care centres 

were, however, unequally distributed across the country (Fosu, 1 995 : 1 O3 1 ; Koj O, 1 989). 

Because they were originally intended to cater to the health needs of colonial administrators 

and their workers, most hospitals and clinics were established in the cities and other urban 

centres, the seats of govemmental administration (Fosu, 1995: 103 1). For many rural dwellers 

in Ghana, therefore, the present lack of hospital arnenities is a problem. The hospital 

situation in Kpando is a case in point. With only one main hospital serving the whole town 

people have to wallc or travel several miles and for many hours to see a doctor when they are 

ill. In the hospital itself, because of the small number of doctors, patients normaily stand in 



line for long periods of time for their turn to see the doctor. In addition, the unwelcoming 

manner of overworked and low paid hospital officiais such as nurses, often discourages 

people from visiting the hospital. 

Pharmacy shops in Kpando complement the hc t ion  of the main dispensary at the 

hospital in providing people with dmgs. In these shops Kpando businesspeople sel1 

medication to people who provide prescriptions kom the hospital. In ment  times pharmacy 

shops in Kpando have begun to feature much more proininently than ever before in providing 

health care. Due to the problerns associated with going to the hospital and clinics, pharmacy 

shops are being used by some people as substitutes for hospitals. Individuals report their 

symptorns to the pharmacists or store owners who diagnose their ailments and administer 

treatment for a charge. Other people diagnose their own symptorns, decide what medications 

they need and in what combinations, and go to the local pharmacist without a prescription 

fiom a doctor. It seems that because of the growing functions and importance of pharmacy 

shops, these shops are becoming very profitable businesses in Kpando. The town is 

witnessing a rapid proliferation of pharmacy shops which are replacing the fùnctions of the 

hospital and doctors. 

In my conversations with women in Kpando concerning their use of western 

medicine, the growing importance of pharmacy shops in administering to health needs was 

highlighted. The women explained why they preferred these shops to the hospital. Most 

women treated themselves when they were il1 and rarely visited the health care centres. As 



can be seen fkom the comments of the woman quoted below who suffered from knee pains, 

monetary considerations are important in detemiining whether or not women go to the 

hospital for treatment. Hospital fees are a major deterrent to women seeking medical care: 

1 don't go to the hospital, 1 only massage with some Chinese Robb because 
1 don't have money. If I should go they'll collect 5,000 Cedis [CAN $71 
fiom me. The X-ray too, it's expensive. Even if it doesn't get better too I go 
on with my Iife, sometime 1 forget about it (int. 1 1 :4). 

Lack of time was another important reason for not visiting the hospital or the health care 

centre. As their daily activities Ieave them with no spare time the women felt they could not 

afford to spend long hours in hospital waiting lines to see a doctor. As this woman explained, 

it is faster and far more convenient to make a quick visit to the local pharmacy for 

medication, corne back and continue with one's activities: 

Because that one [the local pharmacy] is faster, you go to the hospital and 
queue for several hours, and it will take a long tirne before the nurse will 
cal1 you to see the doctor. You can wait for more than five h o w  before you 
see the doctor, sometimes if you go in the morning, you'll return in the 
afternoon (int.6:9). 

For these women, who have no money and have to engage in multiple activities at the same 

time in order to put food on the table for their families, securing health care fkom the clinics 

or hospital was often prohibitively costly in tems of both money and time. 

One woman codided that she and her husband were suffering from a venereal 

disease. They had tried to cure themselves by buying some medication from the pharmacy 

but the cure was not effective. When asked why they did not go to the health centre or 



hospital for proper diagnoses and treatrnent, she explained that she would not feel 

comfortable talking about her symptoms especially when people with venereal diseases are 

held in so much contempt. She preferred to buy medication fiom the local pharmacy shop 

to treat herself and her husband. It is clear h m  her explanation that some women feel more 

cornfortable explainhg their symptoms to the pharrnacists with whom they are more familiar 

than the health professionals. 

Women's accounts of the ways in which they used the pharmacy shops and their 

descriptions of the medications they bought revealed a nurnber of different and rather 

interesting themes and patterns. A typical respondent described how she went to the 

pharmacist for injections and a combination of pills because of her waist and knee pains: 

1 go there for injections like penicillin. They give me folic acid, and B'Co 
[vitamin B complex] too and.. . then 1 get better (int 69: 8). 

Another woman described with excitement how she reported her symptoms to the 

phannacists and how they administered her medication. She sounded happy with their 

diagnoses and medication because she said they always made her feel better: 

When 1 go to the drugstore and tell them, 'today when I went to work, my 
whole body cîidn't feel good '... then they will combine some tablets for me. 
There is one that we cal1 'abrewa bebor ball' mdocid], and another, B'Co 
[vitamin B complex], and also Paracetamol and blood medicine, al1 mixed 
up .... When 1 take them, then 1 sleep well, and by the following day, 1 feel 
better (int. 34:8). 



Women also described how they or the local pharmacists mixed Werent kincls of medication 

in treating their ailments: "1 combine it [Paracetamol], with B'Co [vitamin B cornplex] and 

"Abrewa bebor ball. Fdocid]" (iat. 629) .  

One respondent explained that in deciding on the medication she needed to cure her 

aihents by herself, she was guided by the prescriptions her doctor gave her when she had 

visited the hospital with similar symptoms: 

With slight sigm of illness, 1 buy drugs myself flaughing] ... which you talk 
about as h g  abuse ... 1 buy painkillers. Sometimes it's necessary to get 
some antibiotics of your own @aughing] because you know, the 
prescriptions the doctor gives at times when you have such syrnptoms, you 
go and try your hand at curing yourself (int. 18: 14). 

One woman admitted that she depended heavily on Valium fiom the local pharmacy to help 

her sleep: 

When 1 go to bed, 1 can't sleep. PI1 go and report and they'll give me 
Valium, ten rnilligrams. 1'11 corne and take three tablets, but still 1 can't 
sleep ... Yes, 1 can even take four tablets (int. 66:7). 

Another woman believed that she had taken so many sleeping pills in addition to other 

combinations of drugs that the sleeping pills were no longer effective: 

i: What kinds of medication do you take when you are not feeling 
well? 

r: Paracetamol, Alagbin, so that when 1 am feeling cold, I wil1 feel 
better. And when I'm not sleeping too, 1 take Valium, and they told 
me that 1 was t h g  too many Valium ... Now it's no longer 
effective, now 1 can take 20 milligrams and still can't sleep (kt. 
66: 1 O). 



From these accounts it is clear that in many instances the women practiced self- 

medication. Some even relied on prescriptions fiom fiiends, or decided on the prescnptions 

by themselves. For others, one visit to the hospital and a prescription fiom a doctor was 

enough to give them an idea as to what medicine they should buy the next t h e  they 

experienced a similar illness. From their accounts, particularly those focused on how they 

combined their medications, one sees women showing a lot of creativity and ingenuity. 

The Importance of Pain Kiilers to Women: "abrewa bebor ball" 

As women felt it was necessary for them to remain healthy and keep going in order 

to support their families, they relied very heavily on painkillers. One of the most comrnon 

medications women cited as very effective in relieving their bodily pains was the pi11 called 

Indocid1 which they nicknarned "abrewa bebor bail," literally meaning, "the old woman can 

play soccer." The same piIl is also known by such nicknames as "strong old lady" and "quick 

action." 

It is a common practice in Ghana for people to give local names or nicknarnes to 

modem and traditional medicines. In most cases the names given reflect the way people feel 

about the medicine's effectiveness in curing an illness. The nickname "abrewa bebor ball" 

therefore indicates just how effective women think Indocid is in providing a remedy for their 

pain. It is seen as capable of restoring strength, even to an old lady; it might even enable her 

to play soccer. But the significance of this name goes beyond the effectiveness of the cimg. 



That a dmg has been named "abrewa bebor ball" is a commentary on the lives of women. It 

refiects womenfs belief that in spite of the difnculties they face daily and in spite of their il1 

health (which often makes them as weak as old women) it is necessary that they rernain 

healthy and strong so that they can keep on supporthg their families. The narne symbolically 

refiects the way women perceived the dmg Indocid and other foms of medication such as 

Paracetamol as "allies" and sources of strength in their day to day lives. 

A woman who explained that her work involved walking long distances said she 

relied on medication from the pharmacy shop to enable her to get ready for the following 

day's work: 

Because 1 have walked for so long, I will be very tired, so when 1 
return, 1'11 go and buy some pills. 
Like what? 
You see as for this place, "abrewa bebor ball" is the cornmonest, they 
are calling it Indocid. 
Aha 
Yes, and Buphim. 
Aha, what else? 
Sometimes they will mix them up with B complex, cod liver oil. 
Then 1 buy Novalgin, too, then 1 take al1 these. 1 sleep, the following 
day, 1 wake up and continue my work. 
No rest? 
No, if you are not on a monthly salary, then you have no choice. You 
have to work hard, there is no pension (int. 40: 13). 

This respondent had to depend on a combination of medications to ensure that she could 

work. For her there was no tirne for rest if her family were to survive. 



The general belief in the efficacy of Indocid was affirmed by a woman who 

explained that even the weakest person who took the medication could become strong 

enough to play a strenuous game: 

i: Do you take "abrewa bebor ball?" 
r: (painting to some on her table). That's the name we gave it, it's 

called Indocid, because it gives you strength. Even the weak can 
become strong and play soccer (int. 66: 10). 

Another respondent pointed out that the medicine always rejuvenated women for the 

following day's work: 

Yes! When you work the whole &y on the fami, you corne back, you take 
it aod sleep. By the following day, you're ready for work ... As for that 
tablet, it's excellent! (int. 629). 

She continued to explain how effective this h g  was by saying that it was used by many of 

her ftiends who waiked long distances to trade in neighbouring villages and towns. On their 

way back to their village they passed by the local phamiacy shop to buy some of these pills: 

We go to buy them. When we carry the load to the market like that, after 
selling it, you pass through the drugstore and buy some before you go home 
... Like me, if 1 sleep and wake up, even if it's 12 midnight, 1 won't sleep 
again until the day breaks. But with this "abrewa" [Indocid] tablet, when 1 
sleep, 1 don? wake up till the following day (int. 62:7). 

Many women admitted, however, that Indocid was being abused by some women they knew. 

A woman explained that the way some of her fkiends used the medication amounted to its 

abuse because they took too many when they wanted imrnediate relief: 



Like this "abrewa bebor ball" [Indocid], some women take them in excess. 
If they Say they should take two, they'll go and take three, four or 
sometimes six, because they want Mmediate relief (kt. 7 1 : 8). 

Another medication used in a way similar to indocid is Paracetamol. One respondent 

explained that many women constantly carried, pain relievers such as Paracetamol dong with 

them and fiequently swallowed the dmg to relieve their persistent headaches: 

They cary Paracetamol tablets on the edge of their cloth like roasted corn 
2. The least thing, they take some out and chew ... So when they pour some 
of the Paracetamol into their mouth like that and chew it, they feel better ... 
Wherever they are, they have it, they tie it at the edge of theY cloth, f m ,  
everywhere. They have it, because they experience a lot of headaches 
(int.71:8). 

Another woman said she depended on pain relievers and Labnim to help her through her 

persistent thinking and headaches: 

r: It [headache] cornes every tirne because you're thinking al1 the time, 
you can't stop thinking, so every t h e .  

i: Okay, so what kind of medicine do you take? 
r: Mrnm like Labnim, and Paracetamol and things like that (int. 

50:8). 

As many women pointed out, life must go o n  They said they could not afford to 

slow down because if they did, their children would go hungry, they would not be able to pay 

their children's school fees or provide for their other needs. Thus, despite the fact that they 

were not feeling well, they had to keep on moving. They suppressed headaches and bodily 

pains with painkillers to enable themselves to continue to play their roles as wives, mothers, 

caretakers, office worken and heads of households. 



Traditional Medicine 

In spite of the growing popdarity of western medicine many people in Ghana have 

not abandoned traditional medicine (Twumasi, 1975). Traditional medicines are usually 

prepared with herbs, roots and the barks of trees. While western medicine is noted for its 

ability to provide quick relief fiom illnesses and pain, traditional medicines are believed to 

operate more slowly and to cleanse the body of impure substances. Traditional medicines are 

believed to be more thorough and to have a more prolonged curative effect on the body than 

westem medicines. They are also noted for their ability to cure illnesses believed to have 

been caused by supernaturd agencies (Opoku, 1978: 149; Twumasi, 1975). Even though 

traditional priests and pnestesses and other ntuai specialists generally prepare traditional 

medicines (Opoku, K. A. 1 978: 1 48- 1 5 1 ; Twumasi, 1 975) the main dispensers of traditional 

medicines are the medicine peddlers (Fosu, 1995: 1 O3 1). These men and women move fkom 

place to place singing songs in praise of their mediches and selling them in markets, in 

passenger trucks, at lorry parks3, and h m  house to house or stall to stall in the marketplace. 

Medicine peddlers not only sel1 medicines but also teach people how to prepare medicines 

fiom local herbs and roots. In more recent times some medicine peddlers have begun to sel1 

fonns of modem medication in addition to traditional medicines. 

Many of the women used various forms of traditional medicine which they bought 

nom the peddlers or which they prepared themselves to relieve their illnesses. A respondent 

who said she experienced general weakness in her body descnbed how traditional medicine 



was effective in curing her. She was convinced that traditional medicine was sometimes 

more effective than westem medicine: 

1 fell il1 again, my head! My arm! [she couldn't lifl her anns]. The docton 
made blood test, urine test, but they could not determine the cause ... So 1 
started visiting traditional healers ... Even nght now even if somebody 
should have stroke, the traditional healers are better at curing stroke than 
hospital people ... So 1 started using these herbs, and 1 observed that 1 was 
becorning better (int. 17:8). 

Describing a similar situation a woman who said she suffered fiom hypertension explained 

her reasons for preferring traditional medicine to westem medicine: 

1 take the medicines that they gave me in the hospital, but I'm also drinking 
some boiled herbs. When the illness hypertension] started my urine was 
very smail, like a tablespoon, and the colour will be very brown to red. 
Sometimes for a whole day 1 won't urinate, but fiom the t h e  I started 
drinking the herbs 1 have been urinating a lot ... So the herbs are very good 
for me. Even because of that 1 have refused to go back to the hospital for 
admissions. If I go 1 won't get the chance to driok the herbs (int. 66:8). 

In many Ghanaian societies people use both traditional and westem forms of 

medicine. They see the two f o m  of medicine to be compiementary, or one supplementary 

to the other and find it useful to use them both, oflen in combination. Many of the women 

in this study explained that they blended westem methods of medication with traditional ones 

depending on what they believed to be the cause of their illness. This woman used a 

combination of modem and traditionai medicines for her stornachache: 

1 go to tell them [pharmacists] that 1 want some medicine for stomachache. 
They combine some for me, but 1 boil some herbs too (id. 135). 



Another woman said she used modem medicine to help her to sleep well and depended 

mainiy on traditional medicine for her illnesses: 

The traditional medicine was more helpful. The 'white man's medicine' 
[modem medicine] ody makes me sleep. When 1 wake up the illness is still 
there (int. 2:30). 

Traditional medication was not always seen by my respondents to be effective or without 

probiems. People were sometimes suspicious of its side effects. One woman recounted how 

she had severe diarrhoea afler taking a medication she bought fiom a traditional medicine 

vendor: 

r: Last time 1 was returning fiom Accra, and one of these medicine 
vendors brought some tablets into the bus to sell. He said it was 
good for waist pains, so 1 bought some. 

i: What is it called? 
r: I've forgotten, 1 don't know. 
i: Have you taken them? 
r: I have swdlowed two. I'm supposed to eat before 1 take the tablets. 

When 1 took it, it womed me a lot, I went to toilet several times. I 
leamt it cures fever too, it cures waist pains too, if your knee is also 
paining you, itfll stop. So when 1 heard that, 1 also bought some. He 
said 1 shouid take the tablets again on the third day, but 1 didn't 
because of the way 1 felt when 1 took it for the fust tirne, 1 became 
afiaid [laughing] (int . 1 3 : 5 -6). 

Medication, both western and traditional, was a significant means by which women 

coped with their day-to-day health problems. They self-medicated, relying on pharmacy 

shops and medicine peddlers for their supply of medication. To enable them to continue to 

go about their daily activities, they depended heavily on painkillers and sleeping pills. For 

some women, however, the use of medication was not enough. The complexity of their 



problems and life challenges cailed for other ways of coping. Religion was mentioned as one 

other coping mechanism. 

RELIANCE ON RELIGION 

Many women said their belief in God had been an important source of help for them 

in times of hardship. Some of them were heavily involved in church activities. A single 

mother pointed out that apart fiom church attendance itself being a source of joy to her, 

church activities minimized her Ioneliness: 

Al1 my joy and everyhng is in the church ... so 1 engage in a lot of church 
activities. I'm also in the Healing Group, so sometirnes they'll give you the 
responsibility to pray and fast for somebody. If you stay in the chape1 and 
you engage yourself in these things, you won't worry about any of those 
things baving a partner] again, you won't need to talk to anybody (int. 
66:3). 

Another woman explained that she was very much involved in church activities and had a 

very important position in the management of the church's &airs. These activities, she said 

kept her very busy and active: 

1 do participate a lot in church activities, and by the statu 1 have in the 
church, I have a lot of meetings to attend. Maybe 1 should Say I'm a member 
of the council, d i n g  council of the church which we cal1 'Synod 
Cornmittee,' that is the highest body of the goveming body of the church, 
I'm a member of that, and because of this, there are a lot of meetings which 
we attend once in a while and supervision of local churches' activities. So 
these are things that take me out (int. 1 8A). 



Many women explained that their activities in church associations gave them a sense 

of self-worth. Members of these associations engaged in a number of interesthg activities. 

Duruig my stay in the field the members of one of the associations went on a field trip which 

sparked off many controversies in the comunity, especially among the partners of these 

women. 'ïheir partners, I was told, were not pleased with the idea that the women were 

leaving home for the whole weekend and, worst of al1 were going to spend the night in a 

As a result of being members of a church, women were able to get counselling fiom 

other church members or fiom the priests and pastors of the churches. A trader who had gone 

bankrupt when she had to finance her father and mother-in-law's fimerds explained how her 

pastor had been of great help to her in her predicament. He had given her spirituai guidance 

and was Qing to get her some money to enable her to recommence trading. The combination 

of attention from her pastor and her own religious practices had lessened her worrying: 

Pastor says 1 should come back at the end of the month, and I believe that 
he will be able to get me somethg. If I get that money, 1 will be able to do 
sorne trading. He has also asked me to come so that we do some fasting so 
that 1 wiil tell God my problerns, and 1 believe that, that will go a long way 
to help, because any time I do that 1 see an improvement in my life. 1 no 
longer worry the way 1 used to. 1 feel like . I  have gone to bring back 
something great from church (int. 39:6). 

Many women expressed the view that they always received consolation fiom God 

and believed that God would continue to protect them. They expressed their beliefs in a 

number of similar phrases: "Putting everything into God's hands," "Trusting God," "God will 



help," "God will protect us," and "It's because of God." A wornan whose husband had been 

unemployed for some years and who complained about having too many responsibilities 

explained that she was able to cope with the demands on her because she was Christian: "It 

got to a tirne that I was getting fed up. So as the Christianity that is giving me the courage" 

(int.5:7). She explained that her Christian faith had given her the strength she needed to be 

able to tolerate al1 the proble& she was experiencing and this saved her rnarriage: 

Were 1 not a Christian, I'm sure the relationship between me and my 
husband would have been spoiled. But the scripture says that we should not 
divorce our hubands, so 1 can't divorce him too. Secondly, broken home, 
it will spoil things for the children, it will spoil things about me too (int. 
5: 12). 

She explained m e r  that her faith had provided financially for her family. She descnbed 

how she sometimes left work, went home and realized that she had nothing to cook for her 

f&ly to eat. This made her worry a lot but she always consoled herseif by praying to God: 

"1 pray, and God helps me. 1 get something by d l  means 1 get something for them. 

Being a Christian is good oooh" (int. 5: 12). Christianity has thus been a valuable source of 

comfort for many women. 

A single mother 1 interviewed said her former partner had refused to help care for 

their daughter. She was not ready to report him to the officials of the Social Welfare Services 

Department, however, because it was against her religious faith to do so. She believed that 

God would vindicate her in the long run by punishing him: 



Her father [the woman's former husband] left this town when she [their 
daughter] was nine months old. She was in Class 1 when he visited. Since 
then, she has not seen him again, and she is now in J.S.S. 1 fiunior high 
school]. Her father has not asked of her, he has never seen her, so even if 
she sees him on the street she will pass by him, he will not make her out, 
he won't know that, that is his daughter ... But God is going to pay him 
back. The d e s  in out church do not permit us to sue anybody, so if 1 
should take him to Social Welfare, it means I'm suing him and going 
against the d e s  (int. 1 3 :9). 

Another young woman who found herself in what she descrîbed as a Ioveless relationship 

explained that when she became depressed she consoled herself by the fact that her belief and 

t u t  in God would help her: 

But sometimes when 1 think like that for a long t h e ,  1 just put my tmst in 
God and Say, 'Maybe God will help me and 1'11 get a place of my own' (int. 
52:2). 

The paradox of these women's situations is that while religion would seem to be 

having a cushioning effect on them, it did little to change the conditions of their Iives. 

Religion diverts women's attention fkom their problems, yet they continue to live in very 

stressful situations and are sometimes unable to insist on their rights as a result of their faith 

in religion and their religious beliefs. 

RELiANCE ON ALCOHOL 

The use of alcohol by women as a means of coping with their day-to-day lives was 

another issue that emerged in the interviews. Some of the women admitted to having a few 



drinks once in a while but most were willing to talk only about the drinking habits of other 

women '. Many admitted that alcohol consumption was a problem among women: 

i: And is drinking common among women? 
r: Yes, it's common. 
i: Do you know anybody who drinks? 
r: Yes, everybody drinks. 
i: Not the type that once in a while you take a bottle of beer or 

something like that, but people who cannot exist without taking 
some drink. 

r: Oh! There are many people who feel for drink 'akpeteshi' [local gin], 
every day they'll cirink. Sometimes by the end of the &y, they rnight 
have drauk a bottle (int. 66: 12). 

Another woman exclaimed: "A woman can drink a glas  full of 'akpeteshi' [local gin] just 

like that! Neat!" (int. 18:24). She stressed the fact that some women consume more alcohol 

than men: 

As for that [consumption of alcohol], women surpass men, especially at 
fimerais, that is when you'll see dnuiken women. Drunken women, ei! In 
fact they drink very heavily (int . 1 8 :M). 

Some of my respondents also pointed out that fimeral services and "borborbor" 

(traditional drurnming and dancing) offered women legitimate excuses to dnnk to excess: 

r: Yes, they dont play with their drink at d l .  
i: Do you know any woman who is an alcoholic? 
r: Yes, she is always drunk, she is in Tsakpe. ber fiend added: 

Especially at funerals, they get drunk and fool around]. Even last 
t h e ,  I was retuniing fkom church in the evening, there was a wake- 
keeping in town, 1 saw a woman who was so drunk to the extent that 
they carried her to a woman's place. They poured water on her and 
left her there to sleep it off. 

i: 1s it increasing or it's been like that since tirne immemorial? 



r: It's increasing, because that is the work of these young ladies. They 
are al1 drinking (kt. 70: 1 O). 

A trader who had to travel for long distances explained that sometimes she had very little 

tirne to eat a meal and was thus forced to go without food for long petiods of the .  This ofien 

led to a loss in her appetite for food. She explained that in such instances, she had to take an 

alcoholic drink to regain her appetite for food: 

So sometimes when 1 get to somewhere and 1 want to eat, 1 have to drink 
some 'akpeteshi' [local gin] nrsf because if 1 go hungry like that for a long 
time and 1 eat, my stomach hurts. So 1 have to drink some 'akpeteshi' [local 
gin] and apentif, 1 will buy some few tots and drink it before I eat (int. 
40: 12). 

Another woman explained that she used alcohol as part of her medication: 

If I'm sick like that, 1 grind some herbs and do enema, and then 1 buy 
'akpeteshi' [local gin], 100 Cedis [about 14 Cents]. 1 drink the 'akpeteshi' 
and then eat and sleep. By the following day, I'm okay (int. 1 15). 

A woman with an absentee husband said she felt betrayed by her husband when he 

le& her for another wornan after she had helped him to become established. She explained 

that on the days she pondered her misfortunes, she drank alcohol, ate and literally slept her 

problems away: 

r: When it happens that way, when I'rn thinking too much, what I 
usually do is that, when 1 W s h  cooking, 1'11 go and drink 'akpeteshi' 
[local gin], then 1 eat a lot, and then quietly 1 go to sleep, then at least 
that day is gone. 

i: Howmuchofthegindoyoudrink? 
r: About 200 Cedis [about 30 cents for three shots]. 



Wornen thus drank to relieve their feelings of helplessness, powerlessness, and lack of self- 

esteem in the face of stressful life events such as marital problems and loneliness. In 

explaining why some women drank, one respondent said it was because women think too 

r : "Oh yes! They [women] dnnk, some are caused by thinking too 
much, because some people Say that when they drink like that, they 
don? think again. 

i: But the moment you become sober, al1 your problems will be 
waiting for you? 

r: Yes, that's why they drink more when they're becoming sober. 

This respondent added that other women drank because alcohol was cheap or was sewed fkee 

at funerals: 

i: 1 also heard that during wake-keeping, at funerals, they dnnk a lot? 
r: Yes, they drink a lot, that is why so many people attend funerals, 

because of 'akpeteshi' [local gin], they are going to drink cheap 
'akpeteshi.' 

Another woman explained that some wornen drank because they womed too much about 

their financial problems, and believed alcohol would help them to forget about their 

pro blems: 

Some dnnk for fun, but some dnnk because they worry. Iust like the men, 
they think that by drinking then they will forget about their problems, so 
they keep on drinking until they become alcoholics .... Problems. And d l ,  
most hinges on money, financial problems (int. 18:24). 

According to one of the other women the reason some women depended on alcohol was the 

belief that it was the only way to forget about one's numerous problems: 



Many of them say that if you have a problem, and you're always thinking 
about it, the only way to forget about it is to drink. When you get drunk, 
you won? think about your problem again (int. 3 9: 1 0- 1 1). 

Alcohol consumption, regarded by the women as another form of self-medication, 

may be more prevalent than the women were willing to admit. My fiequent visits to a bar 

owned by one of my respondents and the observations I made there about the number of 

women who eequented this bar provided strong evidence of this assertion. On many 

occasions 1 saw women corne in to either drink a few shots of the local gin or to buy some 

in bottles, conceai them under their clothes and take them home, Most ofien the older women 

came in on their own to drink and the younger women were accompanied by men. Following 

fiom my own observation and women's own accounts, it appears that the stress of multiple 

responsibilities on women is likely to increase their susceptibility to alcohol use. This would 

seem so because the more women felt that they could not cope, the more alcohol they 

consumed to divert their attention away fiom the reality of theù life. It would seem that 

within their own circles Kpando women have accepted alcohol as a legitimate coping or 

problem solving mechanism. 

SOCIAL SUPPORT 

Another means by which women coped with their problerns was by relying on family 

members, Eends and neighbours. One characteristic of Kpando which makes social support 

easy to obtain is its communal way of living. In Kpando almost everybody is related to 



everybody else, or knows everybody. A new person in town is imrnediately spotted. News 

spreads not through the media, but by word of mouth. The stable nature of the community 

contributed to this communal feeling. Many women lived with other family members on the 

sarne compound. They borrowed salt, pepper and other things fiom each other. Special meals 

such as rice and chicken were usually shared arnong relatives and neighbours. So, despite the 

conflicts noted in the previous chapters, family and neighbours were potential sources of 

social support for those women who needed it. 

Many of my own experiences in Kpando attest to the benefits of the communal 

nature of Kpando life. During my stay in Kpando it was common for neighbours and fiiends 

to borrow various items fiom me, out of curiosity and assuming 1 would have whatever they 

needed because 1 had just corne from abroad. In tum 1 felt fiee to bonow items fiom them. 

1 was constantly given advice by neighbours, fnends and sometirnes people that 1 did not 

even know. One incident that stands out well in my mind and made a great impression on me 

was when 1 was awakened by a neighbour one moming. He said my neighbours had become 

womed when by 8.30 a.m. 1 had still not appeared, he had decided to came to check up on 

me to make sure that I was okay. My neighbours knew 1 was usually up by 6 a.m., but on that 

particular day 1 was late because 1 had conducted intewiews late into the previous night. 

Although the practice of checking on neighbours is common in Ghana, the incident m e r  

developed my sense of belonging and reinforced my sense of security in the community. In 



fact it made me feel so much at home that 1 understood al1 the more how women could use 

such communal networks to deal with their day-to-day problems. 

Social support came in different forms in Kpando. Most often, it came in the fom 

of emotional and sometirnes financial support, especiaily fiom other women. A woman who 

had no job and very little financial help fiom her husband said she was able to feed her 

family by buying food on credit fiom her fiends in the market: 

When the 'chop money' [money usually given by husbands for the 
maintenance of the household] finishes, for corn dough for instance, there 
is a woman in the market who gives it to me on credit. When he @lusband] 
gives me money again, then 1 go and pay my debts (int. 7:4). 

She also confided in her fiend about her marital and financial problems. She said on the days 

when she did not have anything to give her children her fiend often gave her food to cook 

for her children. One of my respondents M e r  pointed out that talking with her friends 

about her problerns was comforting because it made her aware of the fact that her problems 

were not unique: 

1 get somebody to taîk to, we sit down and converse, and talk about our 
problems. You'll see that you won't be uiinking. Somebody tells you that 
she also has sirnilar problems. 1 feel that I'm not the only person who has 
problems, then 1'11 fuid some comfort in that (int. 17:9). 

Many women narrateci instances where family and fiiends supported them in their 

times of need. One woman talked about how her mother came to her aid when her husband 

lefi her and their four children without telling her he had divorced her. Her mother not only 



took over looking &er her children, she also gave her job to her daughter to enable her to 

earn some income and thus help to pay for the care of her children: 

Like this husband of mine, he has not told me that he has divorced me too, 
he just left me behind with four children. Where can I get money to feed 
them? ... So my mother came for my children and brought them to Kpando. 
1 went to Kpalime [a t o m  in Togo] to trade ... 1 was there hoping that my 
husband will come, my husband was not coming to visit, the children were 
also growing .... My mother sent a message to me that 1 should come back. 
When 1 went home she told me that my children arc growing, the first bom 
was going to secondary school, and she could no longer cater for al1 his 
school needs. By then my mother was working in Bishop Herman 
Secondary School. She advised me to take over her job so that 1 can work 
to help look afler the children (int. 67:2). 

Grandmothers are essential providers of childcare in Ghana. It is often their responsibility 

to take care of newbom grandchildren. It is quite common for elderly women in particular 

to live permanently with their married daughters or sons and take care of their grandchildren 

while their children work. In times of divorce or separation too, grandmothers perfom 

important functions. They usually become the custodians of the children of the divorced 

parents. 

Another woman explained that her mother had supported her through some difficult 

penods in her life. She had married for the second time and had her second child through a 

Caesarean operation. Her relationship with her second husband becarne sour immediately 

after the birth of their son. To make things even worse her baby's crib was set on fire twice 

by an unknown person. Although her baby was saved, she lost a lot of her property in the 



fire. She said that had it not been for the emotional support she received fiom her mother she 

would have gone mad: 

I hadn't recovered fiom my caesarean operation, my poor condition coupled 
with what happened [the fire], in fact, it really hurt me. The whole thing 
was um - 1 don? know how to put if in fact if it hadn't been for my mum 
who was with me, 1 would have gone mad (int. 74:8). 

Another woman who lived with her mother explained that she confïded in her 

mother when she was troubled about an issue: 

My mother, because I wouidn't like anybody outside to know what is 
happening to me, so I tell my 'old lady' [mother] It's only me and my 'old 
lady' who discuss our problems (kt 34: 12). 

One woman said that she had been very depressed when her daughter had died 

leaving behind two children, one of them just a few months old. She said she found cornfort, 

however, fiom Mends, neighbours and the spirits of her dead daughter: 

My granddaughter came to Iive with me when my daughter died. 1 even 
breast fed her for a long tirne, because she was still breast feeding when she 
died ... 1 kept on thinking and larnenting ... but people who came to visit 
talked to me and comforted me. Later on she [the dead daughter] sent me 
a message [through a dream] that '1 had made mounds, and had put yam 
inside them, the yam got rotten, but the seed for the planting is the one in 
my hand [that is the granddaughter that she was nursing], so I should take 
it and take good care of it.' After that, I just felt comforted (int. 62: 1). 

Another woman who said she had become fed up with her husband's womanizing 

behaviour and was considering leaving him explained how her landlady came in persistentiy 

to console her and advise her to be patient: 



Like my husband, at first when 1 knew him he liked women, this made me 
worry a lot. Before 1 had my first child, if it wasn't for the landlady of our 
house who talked to me, 1 nearly left him. Because he was bothering me 
with other women to the extent that 1 couldn't take it any more, even food, 
I couidn't even eat again. 1 became very thin, you'il think 1 was about to die, 
so 1 decided to leave. But this woman Fer landlady] talked to me, she kept 
on taiking to me, so 1 decided to stay (int. 39:4). 

Although many women found it difficult to divorce their husbands a few said they 

were able to leave their husbands when they could no longer tolerate them. Many of the 

women who were able to do this seemed to have support fiom relatives because they usually 

retumed to their family homes. This was the case of one of my respondents. She was an 

elderly woman who explained that she lefi her husband when she could no longer tolerate 

his irresponsibility: 

My marriage! The man didn't care about me at dl. He didn't even consider 
the fact that 1 was giving birth to his children, so he should look after me, 
or the children, their clothing, their food, their welfare. 1 was the one doing 
everythmg. So 1 decided to leave him, because 1 was suffering too much 
(int. 7 1 :2). 

The woman went on to describe her second marriage which she said was similar to the first. 

Her new husband also gave her little financial help to take care of the household. She 

explained that to make things worse, the man did not seem to appreciate her efforts. She thus 

became fed up with the man and left him: 

This marriage was the same, there was 'tukard in this one too. I had to make 
my own f m ,  1 had to look for food myself, 1 had to go to the market, buy 
fish and food for the house. 1 was looking after my husband and my 
children, and the man was not appreciating what 1 was doing. The least 
thing, he becomes offended, sometimes he'll give me money for the market, 



maybe 100 or 200 Cedis [about 30 Cents]. But when 1 take my foodstuffs 
to the market, 1 get about 3,000 [CAN $4.301 By the time I fuiish buying 
soap, kerosene and dl that, the money is already fdshed. 1 looked at the 
whole situation, 1 didn't like it, so 1 left and came back home (int. 71 :2). 

Following society's way of thinking many women considered divorce to be an 

indication of their own failures as obedient and submissive wives to their husbands. Women 

who managed to leave their marital homes to live by themselves continued to be regarded 

as wives to their former husbands by the men they had lefi and by other members of the 

society. The situation many women encountered would therefore seem to be one fkom which 

they could find no easy channel of escape and this made their lives al1 the more stressfûl. 

Social support especially in the form of emotional support from family, fiiends and 

neighbours becomes very important to women in these circumstances. 

The discussion in this chapter points to the fact that women did not give up in the 

face of their troubles but rather took action on their health problems. They tried to find 

different ways to offset or cope with the problems they encountered in their day-to-day lives. 

The women mentioned that they relied on different forms of western and traditional 

medications; they treated their own ailments and obtained their supply of medicines from 

pharmacy shops and medicine peddlers. Due to the indispensable nature of their 

responsibilities they relied heavily on painkillers to enable them to keep going. Women also 

used alcohol and religion to cope with the stresses and strains in their lives. Finally, family 

members, fnends and neighbours were important sources of support for the women 1 



interviewed. Some of the methods women adopted may be perceived as unhealthy or even 

dangerous to theù well-king but to them any coping strategy was betier than doing nothing 

at al1 about their problems. The fact that women were willing to go to great lengths to ensure 

that they remained strong in order to support their familes tells us about theù resilience and 

also about their resourcefulness, creativity and willingness to fight. Far from being the 

helpless victims, the women of Kpando stand up to the difficulties of theh day-to-day lives. 

In the next section, 1 focus on women's suggestions for improving the conditions of their 

lives. These are ways in which they adopted a broader perspective and considered the 

importance of policy changes in the fiiture. 

SUGGESTIONS FOR CHANGE 

The women made a number of suggestions about how to improve their heaith 

conditions. These ranged f?om access to health care, to education, to credit for trading 

activities. For the most part their suggestions were socioculhual in nature. W l e  they 

addressed their immediate problems through medication, alcohol and religion - that are 

individuaiistic - they did see the social roots of the problems they encountered. 1 begin with 

a quote which captures what women felt could be changed: 

They [govemment] shouid take care of our health. So that we will be 
healthy, so that the little money we get, we won't spend it on hospital fees. 
Also they must get us more incorne-generating activities, so that we will 
have something to do, because firiancial problems are the main problem, it 
is what causes us to think a lot. So if we get something that will be giving 



us some money for our ciaily bread, I think thiogs will be better ... 
Unemployment is a big problem here, so we need jobs (int. 70: 1 1-12). 

The women's suggestions for change in their health conditions focused more on 

prevention than cure. They believed that by changing the sociocultural conditions under 

which they lived, the quaiity of their lives would improve. Although some of their 

suggestions pointed to a direct change or improvement in the M t h  care system, most of the 

suggestions were social in nature. They stressed the need for jobs to enable them to generate 

their own incornes. They dso suggested that for those who were interested in establishing 

their own businesses, the governrnent could help by giving them loans. They fùrther 

suggested that their children be given educational oppomuiities so that their children's life 

chances would be better than their own. 

Better Medical Care 

Almost al1 the women complained about the high cost of medical care and thus 

suggested a reduction in hospital fees; the present cost of medical treatment was beyond their 

means. A single mother of three explained that because of the high fees, she was unable to 

send her children to the hospital whenever they were il1 and was thus forced to rely on the 

pharmacy shops for diagnoses and medication: 

The thing is that, we women these days, taking care of children and the 
numemus work we do. Me for example, 1 don't have any money, I'm aiways 
broke, so that if today, my child should fa11 ill, the only thing 1 can do is to 
go to the drugstore and combine some tablets for her. Because if 1 should 



send her to the hospital, they'll ask me to pay 3,000 [Cedis, about SCAN 
$4.301, but when 1 enter my room right now, 1 don't have that much. So 
they shodd help us, medicine and hospital fees should not be expensive, 
they should reduce these fees so that we can also go to the hospitai (int. 
13:9). 

Another woman who said she suffered fiom hypertension explained that high hospital fees 

had forced her to refuse admission to the hospital for supervised treatment. She could not 

a o r d  the cost of being admitted to the hospital and expressed concem about how she was 

going to take care of herself and who she could tum to for assistance if she were to be 

admitted: 

Like the last time 1 went to hospitai and they asked me for 10,000 [about 
CAN $14.30],1 thought about that too, before thinking about who will be 
taking care of me while 1 was in hospita17, so it's money (int. 66: 13). 

The women who were employed suggested that their employers should share the cost 

when they went to the hospital for medical checkups. Many of them explained that despite 

the fact that they worked under deplorable conditions, their employers were unwilling to pay 

their medicai bills. A woman who worked as a cook in a secondary school explained that the 

workers were not able to seek immediate medical attention and as a result were usually 

overcome by their illnesses because of lack of money. 

Sometimes you will be ill, but you can't a o r d  to go to the hospital, because 
the moment you coiiect your pay, you just distribute it to your debtors and 
then it gets finished. So you just continue to be sick. Maybe if you shodd 
get the chance to go to the hospital at once, the illness will not overcome 
you like that (int. 29:9). 



She thus suggested that employers (in her case, the govemment) should help workers seek 

immediate medical attention by paying their medical bills: 

The governrnent should try and see to our welfare, although we have not 
been to school, we are working, we are performing a function, they should 
see to our welfare, we need to survive before we can work ... Our health is 
very important. They Say the goveniment is supposed to take care of our 
health, but when we go to the hospital and bring the bill, it will be there, 
they won't refund us the money (kt. 29: 10). 

Education and Job Creation: Jobs = Health 

Many women, especially those who had some education, believed in the importance 

of education and emphasized the need for it. Women felt their education should be geared 

towards finding permanent and well paying jobs. A teacher said the only way women could 

find such employment was to attain the highest level of education. A 3 1-year-old store 

accounts clerk whose education had ended after high school expressed her longing to go back 

to school to pass her hi& school examination and then proceed to a nursing training college. 

She believed that with better education, women would be qualified for better jobs and thus 

earn more money and respect fiom their partners: 

1'11 Say they should help me fuiancially so that 1 can go back to school, 
because if we are educated, we will be able to get good jobs and can look 
after ourselves, and the men will also not play us, like balls, they won't 
disrespect us. So 1 think good education is important (int. 69:8). 

The importance of education was emphasized by another woman who was a trader. She 

explained that education enabled women to do better accounting and as a result become 



better businesswomen. To her the root of women's problems was poverty. In order to stop 

"thinking too much" and to be happy, women must find ways to earn suf3icient incomes by 

becoming better educated: 

If the government wants to reduce our 'tukara,' then the fist thing is to be 
educated. If we are Literate, then if it [government] gives us money, that is 
a loan, you can trade with it and do good accounting, and you won7 go 
bankrupt, and be successful ... Then we women will also be happy, then the 
thinking will also reduce, because it is the poverty that is causing the 
thinking and the unhappiness (int. 66: 13). 

Most women equated well paying jobs with health. They believed that having a job 

was the only means to good health. An unemployed woman established this link when she 

explained how her bodily pains were caused by her persistent worry about her unemployed 

status: 

My health, right now I'm unemployed, and the fact that I wony about it a 
lot, has tumed into bodily pains for me. So I'm not sick, but I'm sick. Until 
1 get a job, 1 won? feel heaithy. So al1 the t h e  my body is paining me (int. 
67: 8). 

This woman M e r  argued that king employed added to one's dignity as a human being. In 

an earlier conversation she had told to me how she was involved with a man who had 

promised to give her some money to trade. She said the man had still not fùlfilled his 

promise. She explained that she felt helpless because of her unemployed status. She argued 

that if she had a job she would not have to wony about having a partner any more because 

she would be so involved in it that her job would symbolically become her husband. She 



expressed her feelings about being unemployed with the following Ewe expression: "edor 

enye amegbetor" - to be human is to have a livelihood or job: 

Now, 1 worry about my job, if 1 get a job, 1 wonPt worry about anything eise, 
even marriage. 1 wouldn't care because "edor enye amegbetor" [to be h e m  
is to have a livelihood]. Your job becomes your husband, when you go and 
corne back, you h d  a place to sleep, you wake up, you are gone again. You 
wonlt even worry about men. As for me that is what 1 think (int. 67:6). 

Thus having a job was a source of dignity, power and independence for many women. 

Another woman made a similar point about the respect that employment brings to 

wornen. She explained that when women become hancially independent, they do not have 

to ask their husbands for money for such basic needs as undenvear. She argued that if al1 

women had jobs and earned money by themselves their husbands would have some respect 

for hem: 

Women should be helped to work. If a woman is working, it helps a lot. So 
it is necessary for al1 women to work, so that when you wake up and you 
won't say that because my husband has not given me money, 1 don? have 
any money at dl.  If the man doesn't give you money you can't even buy 
panties. Women have to work, and then the man will also respect you (int. 
6: 1 1). 

Other women reiterated the relationship between health and jobs by explaining that 

if women had jobs, they would stop thinking and wonying about their husband's 

irresponsible behaviours. A young mother of two who was unemployed expressed the view 

that if she had a job, she would focus only on the job: 

if you have a job, and the job pays, even if the man is crushing you with a 
stone too, you won? care. If somebody is doing everything to you too, you 



won't rnind, you will only concentrate on your work. The worry and the 
thinking will stop (int. 19:9). 

Another said jobs would bring unemployed women happiness and health. Their bodily pains, 

for instance, would stop: 

We should get some jobs. If we are workbg, then there will be happiness 
at home, then our bodies will be clear [healthy]. You see, as I was saying, 
unemployment gives bodily pains (int. 67: 10). 

To many women, therefore, becoming educated and finding steady jobs with good 

and reguiar incomes were critical life goals. Jobs were seen to produce dignity and respect. 

Employment would also provide women with a sense of some purpose in life and keep them 

very busy. Regular jobs would also enable women to meet other people and to enjoy a social 

life outside the home. Most importantly, the women indicated that permanent jobs would 

give them financiai independence, enable them to take better care of their households and 

help them stop thinking or worrying too much and thus improve their health. To many of the 

women therefore, good health was inextricably intertwined with employment. 

Loans for Business 

Most of the traders interviewed suggested that since lack of money was at the root 

of many of their problems, they should be given loans to assist with their trade. One woman 

emphasized the crucial need for money to trade: "Money is the key to everything in our 

society ..." (int. 1817). Another woman explained: "Because money is at the root of 



everythg,  money makes everything possible, you see, so government should help" (int. 

33:6). A trader commented: 

And everything depends on money. If you have money, you wouldn't have 
to think too much. For exampie if 1 had some money to sell something else, 
would 1 be running around plantain famis coliecting leaves to do this work 
by al1 means? So money, money is the problem (int. 50:lO). 

Another trader explained how important money was to women's health by saying that her 

poverty was the reason she always had to bear the ordeal of carrying heavy loads even when 

she was expenencing bodily pains: 

Sometimes things that you're not supposed to do, you're forced to do them. 
You wake up and ask yomeif, what am 1 going to do today? What are we 
going to eat today? So because of need, poverty, you'll be expenencing a 
lot of pain, but you have to keep on working. Al1 these are the pains we 
expenence. But if you have money, you'll be happy. If you're a trader, and 
you have money, whatever you want, you can get, whatever you want to 
eat, youlll eat. But look at me, I'rn experiencing a lot of pain Bght now, my 
whole body is aching, but ifsomebody cornes to me nght now and asks me 
to carry a heavy load fiom here to the market for her for money, it's not safe 
for me to do it, but because of poverty, 1'11 do it. These are the pains we 
expenence (int . 4  1 : 7). 

Many women said they had dreams of owning their own smail businesses but this 

was not possible because of their lack of money. Women suggested that the govemment 

should help them with loans to enable them to achieve uiis dream. They explained that 

owning theu own businesses would reduce their fuiancial burdens reduce their "thinking ~ O O  

much" and ultimately make them healthy: YI will tell Rawlings [the president of Ghana] to 

give me money to trade, then 1 will stop making too much 'tukara' and my health will also 



be okay" (int. 57:7). A typist suggested an improvement in women's incomes. She said this 

would enable women to Save some money to use as capital to engage in other income- 

generathg activities: "They should improve upon our salary, so that some of us can do some 

trading in addition to what we are doing. AS for now, it's not easy at dl" (int. 8:7). She 

M e r  explained that higher incomes would ultimately result in the improvement of women's 

general health status: 

If the money is okay, then our food will becorne better, and then you won't 
be thinking too much, and then you won't fa11 il1 to the extent of going to 
the hospital (int. 8 9 ) .  

Another woman suggested that in owning their own businesses women would be in a better 

position to take care of their children: "They can give us loans, they should help us to make 

money and take care of our children, so that their fiiture will be better than ours" (int. 56:9). 

A trader narrated the following episode to show how vulnerable those who do not 

have capital for trade are: 

Last market day, 1 bought 7,000 Cedis [CAN $1 O] worth of dough, and 1 
sold d l  the cassava dough 7,000 Cedis! But I didn't get even 200 Cedis 
[about 30 cents]. 1 didn't get any money, 1 even owed the seller 400 Cedis 
[60 cents], and the woman whom 1 owed was not a tolerant person, so she 
seized the bowl in which I sel1 the cassava dough ... the enamel bowl that 
1 was carrying, the only one I have for fetching water, she seized it! ... 
Everybody begged her on my behalf, but the she refused ... she refused ooh! 
(int. 41:2). 

The women said they were often at the mercy of the "big" businesspeople who lent them 

rnoney at very high interest rates: 



Last tirne, 1 went to Torkor to buy fish 6,000 [CAN $91, on credit, the 
person told me that she will charge me 200 Cedis [about 30 cents] on every 
1,000 Cedis [about CAN $21. Every market &y, whether you were able to 
get fish or not, you have to pay, until you finish paying your debt. One 
market &y, one of my sisters was sick, so 1 couldn't go to the market. Just 
one market &y, before then I had sent her [the lender] 2,500 [about CAN 
$41. She came to meet me the next Sunday. She asked me if that is how we 
Ewes are, she M t e d  me very well. So it's not easy at dl.  Sometimes 1 go 
to Torkor, 1 don't get any fish, so if you go for that kind of money, how 
would you pay back? So these are some of the 'tukara'- and by al1 means, 
1 want to put food on the table for my children (int. 454). 

Women also complained that they had no access to the little govemment money that 

came into the community to diflerent organizatiow which was intended to be given out in 

the forxn of loans especially to women. Some of them explained that much of this money 

ended up in the hands of the more powerful women such as the Market Queen Mothers and 

big businesswomen: 

They deceive us al1 the tirne. They tell us to get organized, we do that but 
we don't get anything. Nothing ... I remembered they told us the market 
women that they were coming to give us loans, we ail gathered at Town 
Council, danced "borborbor" [traditional dnimming and'dancing] for a long 
t h e  until we got tired. Up tili ~ O W ,  nothing. Sometimes even when some 
money cornes, they don't even consider some of us. Those who are older, 
the queen mothers and those kinds of people, they alone will share the 
money. T'ose of us d e r i n g  will continue to suffer, and those who are rich 
continue to be rich (int. 245). 

Capital was a major problem for most traders. Apart fiom a few rich market women, women 

codd not buy goods in large quantities for retail. They were forced to sell small quantities 

of goods which left them with Little or sometimes no profit. In some cases, they had no 

capital and were forced to sell on a commission bais for the Market Queen Mothers who 



often paid them very little money. It was thus not surprishg that most women suggested that 

the govenunent assist them by granting them loans. 

In sum, women thought that a number of changes could be made to improve their 

lives. Women suggested that they needed an accessible health care system. They also felt that 

in order for them to get better paying jobs they needed to be better educated. They thus 

suggested that women be provided with more opportunities for education while at the same 

tirne the government create more jobs for women. Most of the traders said they needed loans 

to trade or establish their own businesses. The suggestions for change made by the women 

M e r  point to the fact that women believe that their health problems are socially produced. 

CONCLUSION 

In this chapter 1 have analyzed the various ways in which women in this study said 

they coped with their health problems. The chapter has shown that in order to be able to 

sustain their families, women mort to various forms of medication, relying on both modem 

and traditionai medicines. Most of them self medicated, turning to local pharmacists and 

vendors for their supply of dmgs. Participating in religious activities and using alcohol were 

other ways women coped with the stresses and strains in their lives. Some women also 

depended on friends and relatives for financial and emotional support. In c o n s i d e ~ g  how 

their situations could be changed, women suggested improvements in the health care system, 



education and employment. They also felt that they could be better businesswomen if they 

had access to credit from the govemment. 

One main observation made here is that while women believed the sources of their 

problerns varied, they felt that the material and social conditions within which they Lived 

were at the root of their difficuities. They mostly relied on individudistic and short term 

methods of coping and these strategies enabled them to continue with their day-to-day 

activities without much disruption of the household routine. In making suggestions for 

change, however, they pointed to the social roots of the problems that they encountered in 

their lives and suggested more fiindamental enduring solutions to them. 



NOTES 

1. "Inciocid" or "Indocine" is the common name for this medicine among Ghanaians. 
Pharrnaceutically however, it is known as "Indornephacine." It is an anti-inflammatory 
agent especially for the joints which acts as a painkiller. 

2. Roasted dry corn (sometimes mixed with roasted peanuts) is regarded as food commonly 
eaten by the poor in Ghanaian society. 

3. "Lorry Parks" are places where public transports are taken. These transports are usually 
owned by private citizens. 

4. As it is the normal practice for prostitutes in Ghana to cany on their activities in and 
around hotels, hotels have generally ken  identified with prostitution. People who reside 
in hotels often risk being suspected of engaging in prostitution. Any wornan who rents a 
hotel room is suspected of providing sexual services to male clients whilst men are 
normdly suspected of soliciting the sexvices of prostitutes. This explains the controversy 
sunoundhg the womenls field trip. 

5.  In many Ghanaian societies drinking alcohol is considered to be a "man thing." It is 
regarded as unwomanly for women to drink alcohol. Generally women who drllik 
aicohol, but especially those who drink to excess, are regarded as rather reckless, 
undisciplined and morally lax and are often severely rebuked. This explains the 
reluctance of many women to talk openly about their drinking habits. 

6. In Ghanaian societies there is a strong belief in life after death. It is also believed that the 
"living dead" communicate with their living relatives and finends through dreams. 

7. Many hospitals do not provide water and food to their patients. Water for bathing and 
drinking, food, fresh clothes and anythmg else that a sick person may need while in the 
hospital would have to be provided by relatives, eends and neighbours. 



C W T E R  9: CONCLUSION 

This study has focused on Ghanaian women's health problems and concerns. It has 

show how the health status of the women I intewiewed is shaped by their day-to-day Iives. 

The research has demonstrated ways in which women's roles expose them to conditions that 

are iliness producing. The study also examines how women in Ghana are trying to deal with 

the challenges they face. The data attest to women's resourcefi.hess, creativity, inventiveness 

and determination to survive despite the obstacles they encounter. The accounts of the 

women in this study provide us with insights which challenge some of the commonly held 

assumptions about women in developing countries. 

But the study goes beyond substantive questions about the daily hassles and health 

statu of Ghanaian women. Underlying the main themes are important theoretical, 

methodological, and policy implications. In this concluding chapter 1 try to assemble the 

searns of my arguments on these broader questions conceming the health of women in Ghana 

and in developing countrîes generally. In other words 1 try to tie together the threads of the 

arguments 1 have made. 

This thesis demonstrates the value of placing the mices of women at the centre of our 

analyses. As we see fiom the foregoing chapters, when women are given the opportunity to 



tell their own stories, reveal their health problems and ident* the causes of their il1 health, 

a picture emerges that is somewhat different from the one experts, researchers and policy 

makers paint. When women's voices are central we are provided with a basis for comparisons 

between the existing data and the reality from women's point of view. In this study we see 

that , contrary to the emphasis in the literature, reproductive health problems are not the only 

or the main health problems of women in developing countries. Women in this shidy 

experienced psychosocial heaith problems and physical health problems such as headache, 

bodily pains, tiredness, fever and weakness. Reproductive health problems such as 

miscmiage, irregular periods and menopause, were the least fiequently reported ailments. 

Biologicai reproductive heaith problems such as pregnancy and childbirth were not 

even at the fore of women's worries about their health. n i e  wornen in this study said they 

were more concemed about AIDS and venereal diseases. While the health problems they 

expenenced were low level in nature, their womes about their health focused more on life 

threatening conditions. In addition to AIDS and sexually transmitted diseases, they were 

concemed about hypertension, cancer and heart diseases. This p i c m  of women's 

experienced health problems and women's health concerns is absent in much of the literature 

on women's health status in the developing world. This again brings into focus the 

importance of women's own deflinitions, perspectives and priorities. 

Mental health has received relatively little attention in discussions of women's health 

in developing countries. We know very little about the prevalence of mental illness among 



women in developing countries or the factors which contribute to their poor mental health. 

The accounts of women in this study reveal considerable low level mental health problems. 

Most of the women spoke about "thioking too much or "worrying too much." This was, in 

tum, linked with headaches and sleeplessness. They aiso described certain unusual 

behaviours such as "talking into the air", or "throwing hands into the air", wallcing without 

knowing where one was going, or "tying one yam." They attributed many of these 

behaviours to the stresses and strains caused by their financial problems, their heavy work 

loads, the rnisbehaviour of children, the confiicts they had with their husbands and other life 

situations nom which they could not easily disengage. For some women these problems had 

developed a chronic character. 

Scholars often focus on psychiatrie disorders such as schizophrenia and gloss over 

more subtIe demonstrations of the psychosocial health problems of women. Women are thus 

left to sufTer quietly or even to accept these problems as part and parcel of their lives. One 

contribution of this study is that it sheds some light on the less obvious ways in which 

women's poor mental health manifests itself. For the women 1 h t e ~ e w e d ,  preoccupation 

with "thinking too much," as well as unwual behavioural traits were signs of their impaired 

mental well-being. This suggests that in our research on the mental health of women we need 

to define the problem in broader terms to include low level psychosocial health problems. 

It also indicates that we need to look beyond hospital records and biological explmations of 

mental illness in documenting the state of women's mental well-being. 



This study also surfaces some of the diniculties one encounters presenting women's 

own views in a language other than the indigenous one. We encounter problems in 

adequately representing the indigenous tems women use to describe the realities of their 

day-to-day Iives. As we do not aiways have English equivaients of indigenous concepts, we 

often face difficulties in representing the exact views of women. As Lugonese and Spelman 

(1986:22) have pointed out, the use of language is important in methodology and the use of 

borrowed language could distort images or inhibit the ability to communicate real 

experiences. Thus, even though we may Say that the voices of ordinary women need to be 

heard in our analyses, we have yet to determine how to do this so that our non-native readers 

not only hear but also understand these women on their own terms. The many endnotes and 

square brackets explaining indigenous ternis and local expressions in this study demonstrate 

some of the problems encountered in doing this. 

A number of themes have emerged fiom this study which raise issues of theoretical 

importance. At the fore is the question of how adequately existing conceptuai models reflect 

the totality of women's lives and their health. Conventional approaches have often explained 

women's health and illness fkom a biomedical or culturai-behavioural perspective. This has 

resulted in biological and individudistic explmations of women's ailments. Health problems 

have been understood in tems of the interna1 workings of women's bodies or their behaviour 

or cultural practices. The result has been a partial picture of the factors which determine 

women's health. Although these perspectives have helped in identifiing and treating many 



illnesses in women, they are narrow insofar as they do not take into account the wider 

environment within which women live. 

The findings of this dissertation have not only raised questions about the adequacy 

of these prevailing theoretical perspectives, they also point to the advantages of placing 

women's health in a broader context, highlighting how the conditions under which women 

live and what they do every &y determines their-well being. Women's health problems are 

more complex and broader than is generally thought. The women inteniewed in this study 

explained their health status in ternis of how they live their lives. They understood their 

health problems within the broader social contexts of theù daily work activities, the 

structures that determine their lives, their relationships with partners and other women and 

the conditions in their households. B iomedical and cultural-behavioural explantions of il1 

health have tended to emphasize the individual and in the developed world this has led to a 

very strong emphasis on individual responsibility for health - an emphasis which can readily 

"blame the victim." It is interesting that the women in this study did not blame themselves 

or see themselves as the source of their il1 health. In contrast to the situation in many 

developed countries, Ghanaian culture does not appear to encourage this sense of individual 

responsibility or self blame. They did not consider it to be their fault that they were ill. 

Rather, they said that the social conditions under which they lived and the activities they had 

to engage in every day to sustain themselves and their farnilies made them ill. 



The views of women expressed within this stdy do not show much evidence of their 

being medicalized. The women did not construct their health and illness in biologicd or 

medical terms and they did not borrow fiom the language of biomedicine. Although they 

relied on both western and traditional medication or a mixture of these in coping with their 

ailments, women regarded medication only as a means to an immediate end and they did not 

rely on physicians. Medication helped them to manage and to meet their day-to-day 

obligations. They said the causes of their health problems were broder and social in nature. 

Again, this presents a contrast to the situation in western societies where medicalization is 

said to have engulfed women's explanations of their health (Miles, 1991 148; Oakley, 1984; 

Penfold and Walker, 1983). Indeed, the issue of whether or not women are medicalized may 

represent a westernized point of view. 

Related to the issue of the lack of medicalization is a common assurnption, especially 

held by African scholars, that supematural explanations predominate in people's explanations 

of illness in f i c a n  societies. Witchcraft, sorcery, the evil eye and other supernatural agents 

have been identified (Fayorsey-Mantey, 1988; Nukunya and Twumasi, 1978) as the comrnon 

explanations women in developing countries use to understand the causes of illnesses. The 

explanations offered by wornen in this study throw this perspective on supernatural causation 

into question. Women's explanations of the causes of their health problems tended to 

emphasize the social and material conditions of their lives. The present study thus questions 



the extent to which previous research adequately reflects woments own perspectives on the 

causes of their il1 health. 

The thesis raises other issues of theoretical and substantive value conceming the 

social production of illness. Women pointed to the fact that the essence of being a woman 

was in itself illness producing. Gender shapes women's lives and health statu, and to 

understand this, it is important to examine woments roles in biological and social 

reproduction and production. Women's heaith is affected by their biological reproductive 

roles. The fertility rate of women in Ghana is high and exposes them to numerous health 

problems related to reproduction. Moreover, fkquent births increase the heavy domestic and 

productive activities that women must undertake and this exposes them to even more health 

nsks; larger families create more work for women. 

In this study, women's roles in social reproduction, which involves the care and 

maintenance of the household (Momsen, 199 1 :28) was identified as an important 

determinant of health. Women's activities in this respect include household activities such 

as fuelwood and water collection, cleaning and washing clothes. Women are dso responsible 

for processing, preparing and cooking food for the household. Women care for the sick and 

the elderly. In many instances, they play important f'wictions in the education of young 

children. These gender roles and the expectations associated with maintaining a household, 

which the women 1 interviewed described as "tukara," are tiring and t h e  consuming and 

predispose women to illness. 



In addition to their social reproduction activities, women's productive activities were 

dso viewed as important factors in their ill health. One gathers fiom this study a clear sense 

of Ghanaian women's high level of productivity. Work is very central to these women's lives, 

as they have to work to ensure the maintenance of their families. Ahos t  al1 the women said 

they engaged in some form of incorne-generating activity either to supplement the household 

income or to take sole responsibility for their families. Many of them engaged in multiple 

work activities to be able to "make ends meet." They often farmed, traded and worked in 

offices at the same time. Their work involved long penods in the sun or rain, walking for 

long distances, and monotonous or repetitive activities. This work has ofien remained 

invisible in discussions of women's health. The vesatility of the women in this study shows 

that women deserve greater recognition and a more positive appraisal of their work roles in 

and outside their homes. 

This study also confirms the argument that the line between production and 

reproduction is sometimes blurred in the developing world (Brydon and Chant, 1989: 1 1). In 

many cases both kinds of activities take place in the same environment and at the same tirne. 

Although women's activities may take place in the domestic sphere, many of these activities 

are productive because they generate income or enable savings. Many of the women 1 

interviewed, for instance, looked for their own fuel or reared animais in order to Save money 

that would otherwise be spent on such items. Some of them f m e d  and sold part of their 

f m  produce for cash. Women who sold food fed their families on part of the food they 



cooked for sale. These examples show that we cannot easily distinguish between the 

productive aud reproductive work of women in developing countries. These conventional 

distinctions can be quite inadequate in specific situations and we need to be cautious in our 

application of them. 

Institutional sources of social support for the women inte~ewed for this study were 

limited. Ghanaian women lack many resources such as credit, daycare facilities and 

organked support networks. To be able to perform their roles as wives, mothers, caregivers 

and workers, women rely on coping methods such as modem and traditional medicine, 

alcohol and religion. Support from relatives and fnends was also an important means of 

coping with problems. Women relied on relatives and fiends for childcare and childrearing. 

They also turned to them for financial assistance and emotional support. But the pressures 

of urbanization and changes in the economic conditions of people's lives are making it 

dificult for them to offer support to one another. Women's approaches to coping may not 

necessarily be healthy, but they enable them to function on a day-to-day basis. 

As this dissertation has shown, although social relationships are important to women, 

they are fiequently characterized by tension and conflict. Even though women derived 

support fiom family and fiiends and fiom other members of their community, they faced a 

number of problems. Women's relationships with their partners, CO-wives, mothers-in-law, 

children and other relatives oflen caused them stress. Women felt they did not always derive 

the companionship and emotional support they needed nom their relationship with partners. 



In situations where women lived with CO-wives and in-laws and where they were not on good 

tenns with one another the home environment could be ail the more stressful. Domestic 

situations could be made much woee by problem children. Idedly, the home represents a 

safe environment and a place which offers support to those who Iive there. But for women 

in Ghana the idea that homes are places of safety and support is something of an illusion, 

because even in their homes conditions exist which expose women to illness. 

The women i n t e ~ e w e d  for this research have started to question the gendered 

division of labour in Ghana. In a more broadly considered sense, their views indicate an 

emerging indigenous critique of existing social structures. Women increasingly expect men 

to do more to help them. They believe that men have to cross that gender barrier in the 

division of work because they themselves have already crossed it - for instance, by 

contributing fmancially to the maintenance of their households. While they expressed this 

opinion, at the same time they expressed a sense of being under pressure fiom the social 

expectation that they perform "women's" roles and much of their energy is still consumed 

in managing to "get by" fiom day to day. 

One striking feature of the interviews 1 conducted was the ambivalent feelings 

women expressed about their partners or about relationships with men generally. On the one 

hand, women said the behaviour of their partners contributeci to conditions that made them 

ill. Yet on the other hand, they expressed the sense that men were indispensable in their lives. 

They said they needed partners to demonstrate their worth as "women" according to the 



expectations of their communities, to father their children and to provide Company and 

emotional support. Such ambivalent feelings tell us a great deal about the tensions under 

which women live their lives in Ghana. Whiie women in Ghana often feel severely pressured 

to marry, many of them are daunted by the realities of married life. Many women's mmied 

Lives were characterized by insecurities since the possibility of being divorced or abandoned 

was hi&. There was also a lot of stress and tension between partners and sometimes with in- 

laws. In addition, married life involved heavy household and childcare responsibilities. From 

whichever angle one looks at their problems, women are never "fiee" in Ghana, a sentiment 

eequently expressed by the women 1 interviewed. 

This dissertation has also brought to the forefiont the precariousness of Ghanaian 

women's lives. Their lives have been shown to be unpredictable in many ways. There is no 

security in their relationships with men. The nature of their productive activities makes them 

vulnerable to many factors. For example, famiers are at the mercy of the seasons, while 

traders lack credit and are exposed to price fluctuations. In addition to the unreliability of 

their income sources most women also earned insufficient money to make a decent living. 

Social prograrns and policies such as SAP have also done little to reduce the precariousness 

of women's lives; in fact, SAP may well have jeopardized many women's incomes. The 

unpredictability of their relationships with men, their jobs, the prevailing economic 

conditions and social policies have al1 contributed to women's poor health status. 



Another aspect of women's lives has emerged in this analysis - their strength and 

resourcefblness. Although there are many barriers to their productive work, women are able 

to adopt a variety of methods to achieve their aims. Societal pressures, gender roles, difficult 

econornic situations and governrnent policies such as SAP have al1 worsened women's 

already poor social conditions, but women have not simply accepted their misfortune. The 

range of their skills and activities ensures that at each point in time they are able to find a 

means to sustain their households. To ensure the survival of their families many women 

sacrifice their own well-being. There were instances in the study where women described 

travelling for days to remote places to engage in trade under very difficult conditions, 

depriving themselves of food and other cornforts to trade or buy goods for sale. One woman, 

for instance, was willing to relocate to a larger town (leaving her husband behind in the 

village) to search for a more lucrative way of making money as a trader because the couple 

could no longer survive on the proceeds from their f m .  Many of the conditions under which 

women lived and worked were detrimentai to their heaith but these conditions did not defeat 

them. Indeed, the images emerging fiom this study do not present Ghanaian women as 

powerless, dependent and weak people, a picture commonly presented of women in 

developing countries by both western scholars and scholars fioxn the developing world. The 

women in this study are strong and determined women who found various ways of coping 

despite the barriers to thek survivai in Ghanaian society. They are heads of households and 



even in situations where they live with their partners, many of them are solely responsible 

for the household, making important decisions and managing household activities. 

This shidy has hinted at a number of themes and questions which could help direct 

fiiture research on the health of women in the developing world. It questions the adequacy 

of traditionai methods of conducting research in the developing world and it has also pointed 

to the need for a broader conceptualization of women's health. The research questions the 

adequacy of sources of data on women's health in developing countries and it has 

demonstrated that hospital-based records or mortality records are inadequate in tems of 

understanding women's heaith. Although these sources are very important, lay perspectives 

are also important and should no longer be ignored. Future research in the developing world 

must allow women's own views and priorities to emerge. The result will be a broader and 

more comprehensive approach to women's health. The women who experience these 

ailments are the best sources of information about how they experience health problems and 

how health problems are Iinked with the nature of women's lives. My study has shown that 

women are willing to tak about themselves when given the oppomuiity and the appropriate 

environment. Lay perspectives can thus be rich sources of information. 

This research has also surfaced some unexplored areas in women's health. Women's 

health problerns go well beyond reproductive health. We have seen that mental health is an 

important health issue for women, yet we know very little about the psychosocial health of 

women in developing countries. This is an area that needs M e r  investigation. We need to 



know the prevalence of mental health problems among women in different social and cultural 

settings. It is also important to better understand how women in developing countries 

perceive and constnict their health. These research directions could lead to a much deeper 

understanding of women's heaith and illness in developing countries. 

My study M e r  prompts important questions conceming policy formulation and 

implementation: Who makes policies? Who implements them, and who benefits fiom hem? 

Do the perceived concerns of policy makers reflect the pnorities of those supposed to benefit 

fiom the policies? If the docurnented health problems of women are biological reproductive 

health issues and women themselves regard their mental health to be important to them, then 

there is a disjunction between what is really needed and what is provided. This dissertation 

points to the importance of including sources of information other than professionals, those 

working for non-govemmental organizations and leaders of women's organizations in 

formulating policies. There must be more cooperation between a variety of sources in the 

formulation and implementation of policies. Policies may be ineffective if the voice of 

ordinary women is ignored. 

The cooperative approach to policy formulation and implementation may be difficult 

however since for the most part state policies in developing countries are shaped by 

international agencies. A case in point is the Structurai Adjustment Program where it has 

become vimially mandatory for developing countries to implement SAP, even where the 

effects of the programs may be detrimental to the welfare of the most vulnerable in these 



societies. This dissertation has provided evidence that to be effective, policies which are 

geared towards the improvement of women's health need to incorporate women's own 

indigenous models and suggestions for change. It is my view that if policies are to respond 

to the needs of those for whom they are implemented then they must propose remedies that 

draw on and develop the resources and strengths of the people. In the context of women's 

health policy, this means that women's input is criticai to the development and 

hplementation of policies that affect them. A question arises here, however. Since women 

spend so much time working, caring for their husbands and children and deaiing with 

problems in their households, how much time do they have left to engage in political 

activities to influence policy? We cannot presume an easy answer to this question. There are, 

nevertheless, positive signs. Women are asking questions and criticizing the assumptions of 

existing structures, and as this study has shown, they are willing to talk about their problems. 

1 am also impressed by their ability to articulate their problems in clear ternis. At best we can 

Say that raising the issues, giving power to women's voices and pointing to the untapped 

potential for women's perspectives to influence policy are kst steps. This is what 1 hope this 

study has achieved. 
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INTERVIEW GUIDE 
Interview Nuniber: 

Good moming/Afiemoon/evening. How are the children and everybody else? Thank you very 
much for giving me the opportunity to meet with you I hope not to take too much of your tirne. 1 
am Joyce Avoûi. 1 am fiom Sovie. 1 attended secondary school here in Kpando and went on to 
the university ('Legon skul korkor'). 1 am currently doing more studies about women's health, 
overseas (at 'Abrotsi'). The reason 1 have come back to visit Kpando is that 1 am now trying to 
learn more about women's womes ('efudede', 'dzitsitsi', 'kuhi', 'nuhaha' etc.) in general, their 
womes about their health and what they think causes health problems. We may be conversing for 
a while and we will cover a wide range of issues conceming things that worry us as women. Al1 
the things that we are going to ta& about today are very important to me since it will help me 
know and understand the situation of women in Ghana and help me in my studies. 1 regard yow 
answers as confidentid and because of that 1 will not write down your name. If you prefer not to 
answer some of the questions I am about to ask please feel fiee to tell me. Would you mind if 1 
taped our conversation? I will teach you how the tape recorder works. 

1. Who lives with you in your household? 
[husbandpartner (ie. marital status), children and their ages, other relatives, eg. 
mothedfather, aunt/uncles, in-laws etc.] 
Where are they? How fiequently do you hear from/see them? 

2. Do you have a job? 
probe for type of job, the naturelcontent of the job, number of hours eg. per day or week 
on the job, how long she has been doing that job, and her views c o n c e h g  the job, does 
she like it?] 
When was the last time you had a job? (if no occupation) 
Do you have any other means of subsistence? (eg. subsistence farming etc.) 

3. What about those who live with you, do they have jobs? 
probe for job of husband/partner, children, whether they go to school or work, and other 
membcrs of the household.] 

4. How do you go about your day? 
[Probe for the work activities undertaken during the day, conditions in the 

ie. social facilities in the house eg. water, electncity etc.] 



With your responsibilities and work activities, can you tell me what it is like being a 
wornan? 
[Probe for views on women's lives, and perceptions of women who fmd themselves in 
different situations, eg. older and single women, barren/infertile, divorced or widowed 
women etc. May also include narration of their life histories etc.] 

What do you worry about of late? 
[If health problems are mentioned, follow the flow of the conversation and probe for 
M e r  information on womes about health.] 

What health problems do you worry about? 
For each of the health problems mentioned: 
Why does that worry you? 
Do you know of any one who has had any of these health problems? 

What health problems have you actuaily experienced? 
When was the last time you felt you were not feeling fine? What was wrong? 
How do you expenence it? How long have you been like this? What impact has it had on 
your life? What do you think causes/caused it? Why do you think that? How do you cope 
with it? Anythmg else? Any other health problems? 

Do you think you are a healthy person? Why is that? 
What about women in Kpando, what health problems do they worry about? 
Why do you Say that? Of the health problems you have mentioned, which ones do women 
taik about most? Do you know of any women who have suffered fiom any of these? 

What about mental health problems? 
How do you understand mental health (taagbordor)? What kinds of problems do you 
think of as mental health problems? Are these also problems that women experience? 

Have you experienced any of these mental health problems? 
What are/were they? How do/did you feel? Have you discussed it with any one? How 
do/did you cope with it? Who do/did you consult? Are you happy with the treatment? 

In your view, how do you think we can improve the lives and health of women? 
1s there anyihing else you would like me to know about the health of women? 

For me to remember the range of women I interviewed, would you please tell me: 

14. When were you bornhow old are you? 

1 5.  What is your religious denornination? 



16. Have you ever been to school? 
What is your qualification? 

17. What are your sources of income? 
Can you estimate your household income? 
1 don? need the exact figure, can you tell me the range. 

THANK YOU VERY MUCH 



IMAGE EVALUATION 
TEST TARGET (QA-3) 

APPLIED i lWGE , lnc 
a 1653 East Main Street - 

,=A Rochester, NY 14609 USA -- == Phone: 71 6/482-0300 -- -- - - Fax: 71 61288-5989 

0 1993. Applied Image. lm.. All Rights Resewed 




