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«eal. INtroduction

1.1 Millenniums Development Goals

In 2000 the world leaders gathered together and set up eight internatiieahMm Development

Goals (MDGs) to free men, women and children form the object and dehumanizing conditions of
extreme poverty. The goals included eradicating extreme poverty and hunger, improving education,
promoting gender equality, improving healtrdamombating disease, ensuring environmental
sustainability and building a global partnership for development (see Figure 1).

The declaration was adopted by 189 nations and signed by 147 heads of state. The realization
deadline for these goals is the y2ad5. (vww.un.org.

Figure 1. The eight Millenniums Development Goals
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Source: www.development.thinkaboutit.eu

1.2 MDG 5: Improve maternal health

The fifth Millennium Development Goal (MDG 5) aims to improve maternal health. This goal was
translated into two targets: to reduce the maternal mortality rate byqhaeters between 1990 and
2015, and to achieve universal access to reproductive health by 2015. TMDI@ths divided into

four categories; the amount of births attended by skilled health workers, contraceptive prevalence

rates, neglected need for family planning, adolescent birth rate, and antenatal care coverage.

Sexual and reproductive health is a priisite of all goals because it has a direct link to social,

economic and human devel opment. Reproducti ve

complete physical, mental and social wading, and not merely the absence of reproductive

diseaseomf i rmi t yo, according to the guidelines of

Network (POPIN). Reproductive health is a reflection of health during childhood, and crucial

during adolescence and adulthood, which sets the stage for health beyompddtiectese years for

both women and men, and can affect the health of the next generation. The health of the newborn is
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largely a function of the mother's health and nutrition, and of her access to health care. A lack in her
health not only influences hand the newborn, but also the family and community in which she
operates. A mother plays a key role in a vifictioning family and society. It is, therefore, crucial

for human development in general to empower women by paying attention to the toproeri's/o
reproductive health (POPPIN, 2010).

1.3 Maternal mortality in sub-Sahara Africa

According to the latest released UN Interagency maternal mortality estimates (2008), both the
global number of maternal deaths and the maternal mortality ratio (MNR)fa third since

1990. Although there was significant progress in all developing regions, the average annual
percentage decline in the global MMR was 2,3 %, instead of the MDG target of ble%.

estimated 1,7 % annual rate of decline in-Salbharan Afica, where levels of mortality are highest,

is slower than in any other region (see FigurdD2spite the progress, an estimated 358,000

maternal deaths occurred worldwide in 2008. This means that each day about one thousand women
die worldwide becausd complications related to pregnancy and childbi8bb Saharan Africa

suffers from the highest MMR at 640 maternal deaths per 100,000 live births, followed by South
Asia, with an MMR of 290 over the same amount of live births. In stark contrast, theiMMR

i ndustrialized countries is around 14. Il n add

greatly across countries (see Figure 3).



Figure 2. Maternal deaths per 100,000 live births, 1990 to 2008
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Source:WHO et al. (2010).

The leadingcauses of maternal mortality in developing regions are hemorrhage and hypertension,
which together account for half of all deaths (52 %) in expectant or new mothers (see Figure 4). The
maternal mortality deaths caused by abortion (10 %), andssapiiood poisoning (8 %) are also
dramatically high. Othedirect causes, such as obstructed labor, complications of anesthesia or
caesarean sections, and ectopic pregnancy, lead to 11 % of all deaths during pregnancy or

childbirth. Indirect causes, inciding malaria, HIV/AIDS and heart disease, result in 18 %.

To get a better overview in the major problem of maternal deaths, whieBati#dvan Africa is
dealing with nowadays, is to calculate the rates of a lifetime risk in maternal death. This is the
probability that a woman will die from complications of pregnancy and childbirth over her lifetime.

It takes into account both the maternal mortality ratio and the total fertility rate (probable number of
births per woman during her reproductive years). Imga-fertility rate, a woman faces the risk of
maternal death multiple times, and her lifetime risk of death will be higher than in-f@rdity

rate. The lifetimeaisk (the risk of developing a disease during ones lifetime or dying of the disease)
of maernal death in the developing world in 2008 as a whole wasl2dnwhile in industrialized
regions this figure was estimated to be 1 in 4300. Women iBabhran Africa face the highest
lifetime riski 1 in 317 followed by South Asid 1 in 110 (WHO eal., 2010).



Figure 3. Maternal mortality rate, 2008.

Source:WHO et al. (2010).

Figure 4. Causes of maternal death (192007).
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The complications leading to maternal death can occur without warning at any tinng duri
pregnancy and childbirth. For every woman who dies, approximately 20 more suffer injuries,
infection and disabilities. Most maternal deaths can be prevented if births are attended by skilled

health personneil doctors, nurses and midwivéswho are reglarly supervised, have proper
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equipment and supplies, and can refer women in a timely manner to emergency obstetric care
services when complications are diagnosed. Complications require prompt access to quality
obstetric services equipped to provide lifgeg drugs, antibiotics and transfusions, and to perform
caesarean sections and other surgical interventions. The proportion of womersahsuén Africa

who received skilled assistance during delivery rose from 41 % in 1990 to 46 % in 2008. In the
devebped countries, the percentage in 1990 and 2008 was both 99 % (WHO et alT@@p@&cify

the 46% in sutbahara Africa, | divided Africa in five regions (table 1).

Table 1. Estimates of the proportion of births attended by a skilled health worker (doatse,
midwife and other cadres) in Africa, 2006.

Africa % Women attended by skilled health worker
Eastern Africa 33.7
Western Africa 41.2
Central Africa 55.0
Northern Africa 70.5
Southern Africa 89.4

Source:WHO et al. 2008.

1.4 Maternal mortality in Ghana

In 2000, Ghana signed the United Nations' agreement of the MDGs, which led to adoption of the
eight targets to be achieved in 2015. Results from the Ghana Maternal Mortality survey in 2008
showed a slow decline of maternal deaths from 503.@@,000 live births in 2005 to 451 per

100,000 live births in 2008 (UNICEF Ghana report 2010). In Table 2, the decreased proportions of
maternal mortality per regions are reviewed. The only region where institutional MMR worsened
over the same periodilke Greater Accra Region (Map 1) where conditions worsene8i/§ per
100,000. A possible reason for this could be the rural to urban migration, which increase the slums
in the region and limit the access to hygienic facilities in those areas.

If currenttrends continue, maternal mortality will decrease to 340 per 100,000 by 2015. Unless
radical maternal health interventions will be undertaken, it will be unlikely for Ghana to meet the
MDG target of 185 per 100,000 by 2015.



Table 2.Institutional magrnal mortality ratio decrease per region in Ghana, between-2002.

Regions Decrease per 100,000
Central and Upper East 195.2

Nothern and Western 141

Volta and Eastern 120.1

Upper West and Ashanti 59.7

Greater Accra -87.6

Source UNECA, 2010.

The result from the Ghana Maternal Health Survey 2008 also identified hemorrhage as the largest
single cause of maternal deaths (24 %). Abortion, hypertension disorders, sepsis, miscarriage and

obstructed labor were also cited as causes of maternal death.

Deliveries that were assisted by a health professional recorded a slow progress, increasing from
40% in 1988 to 59% in 2008. Within Ghana, there are large regional differences. In the Northern
region, 25% of the children are likely to be delivered in dthazare facility, compared to 80% ot

the children in the Greater Accra region (UNICEF, 2010).

Professional assistance at birth for women in urban areas was found to be twice more likely to occur
than those in the rural areas (Ministry of Health, 2008¢. &Vailability data showed that over 40 %
of women in the whole of Ghana did not deliver in a headtte facility (UNICEF, 2010). The

reasons for this high figure were that some of them thought it was unnecessary to do so, while
others cited lack of moneinability to access like distance to a health facility, transportation
problems, not knowing where to go and the unavailability of someone to accompany them as the
main reasons. Others had problems with services at the health facilities including itomg wa

gueues, the lack of a female doctors, and inconvenient service hours.

1.5 Traditional midwife

In recent surveys, 41 % of the Ghanaian women bear a child without a health professional
(UNICEF 2010). This signifies home deliveries attended by atimadi midwife (TM), relatives or

in some cases alone. In most cases the traditional midwife leads the pregnant women through her

pregnancy period. This means providing-faed postnatal care and assisting during delivery time
8



and some are also treatingtarnal and child illnesses. The role of the TM expanded also into
family planning and other primary health care activities (Anderson & &taut986). The range of
variation in communities served by TMs universally and in Africa is summarized by the
desciptions of three situational types by Verderese and Turnbull (1975).
The first type of community served by TMstie isolated rural communiipcluding remote
villages located far from main roads. Such villages have minimal health services for matamity
and few alternatives exist for the birthing woman, except to seek help from female members and/or
a TM. There is almost no contact between the modern and traditional health sectors in this type of
rural community.

Secondlythe rural communityypewith access routes to nearby health units served by TMs.
The modern resources in this type of community allow contact between the modern health workers
and traditional midwives. Ideally, this contact includes coordination and cooperation between
modern andraditional sectors. Childbearing women have a choice between the two, or a
combination of the two sectors, as is commonly found throughout the world.

The third type of community served by TMs is the one located naamban centemwith a
dominant, cemtlly organized system. In this type of community health professionals are primarily
responsible for care. In some parts of the world the professionals specify TM activities and even
train and supervise them. Nevertheless, often opportunities for corgdostbecause of a superior
attitude among modern health workers who view TMs as ignorant, superstitious, dirty and
dangerous. I n addition, some people publicly
traditional sector but still seek tiidnal services in secret (Verderese and Turnbull 1975).
These three types of communities are very applicable in Southern Ghana and give an explanation of
the high amount of home deliveries (41 %). The research presented in this thesis took mostly place

in the first two types of communities.

Some of the characteristics of traditional midwives in Africa include that they almost always live in
the community in which they practice, and usually restrict their activity to the local area. Therefore,
they are eadily accessible to women in labor. They speak the local language and understand and
adhere to the local system of cultural health beliefs and practices. Most TMs are older women who
are past menopause. Men also serve sometimes as midwives, but thiy rr@oromen (Anderson

& Staugird, 1986). TMs have usually borne several children themselves. Education, certificates or
professional training are rare. In a Benin survey, 90 % of the TMs were illiterate (Djidonou, 1979),
while in Botswana 79 % of 175 imtéewed TMs never attended school (Anderson & Siedig

1986). The TM develops skills from direct experience within her family, from her mother or
9



grandmother who is the local TM herself. The TMs are usually important women in the community.
They are matw people with wisdom, economical and political power and thus exert considerable
influence on local health practices. Their experience and age increases their status and confer
respect (UNICEF 1984). This respect and trust is often lacking in the mod&na®the trained
midwives are usually young and have frequently not borne any children themselves. In the survey
of Nicholas (1976), 43 % the midwives in Ghana were male, of which 79% were herbalists. In
contrast, 11 % of the female TMs were consida®tierbalists. Traditional priestesses, who also
have an extensive knowledge of herbs were not taken into account. Traditional midwifery was a

parttime job which was combined with farming (Nicholas, 1976).

1.6 Diseaselassification and health services rural Ghana

Ghana has two types of medical systénimditional and scientifit that exist simultaneously

(Twumasi, 1975). This means that alternative and often competing medical services are available to
the people. People from traditional ruraltsgfs move between these medical services in an attempt

to cope with their health problems. The choice for a particular system depends on the kind of health
problem. This raises the question on what disease classifications Ghanaian have to determine which
medical health system to consult? According to a research in 1981 by Gabriel Fosu in Berekuso (a
rural village in Southern Ghana), disease was labelgdde(Ga) This can be explained in

English as sickness, illness and morbidity. All these are apatelyrdefined as human disorders,
nyarewa(Ga)i Di sease i s seen as a natural consequen
social environmento (Fosu: 19 8hecausffadliseasedasithe p e o
most essential facton idisease classification for determination of the medical service needed. There
are three main types of agencies that can cause a disease:

Firstly, there are those diseases which are caused by natural forces (like malaria, worms, diarrhea,
measles). Thesaan be cured in a medical clinic or by herbal medicine. Secondly, there are those
diseases which are caused by supernatural agents like witchcraft, sorcery and juju. Diseases who are
labeled by a supernatural cause are sterility, epilepsy, carbunclesylemd mental iliness. People
believe that these diseases cannot be cure by a medical doctor. Only a traditional healer can cure

t hem, because fithere is something elsed (spir
gonorrhea and dizzinessagnbe caused by either natural or supernatural forces and are believed to
have variable causes, depending on the particular social circumstances of the patient. llliterate and
older people seek the cause more often in the supernatural than the youtegoéepde who goes

through primary formal education (Fosu 1981: 474).
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In the research of Wilkonson and Callister (2010) in saetiitral Ghana, infertility was viewed as a
social tragedy. In the Ashanti region this was seen as a result of illegal aldoriiog adolescence

and infertile women are often considered to be witches. The health care options include
biomedicine, ethnanedicine and the use of spiritual cures byo&omfo(fetish priest) or herbalist.

One of the findings in the research were thast childbearing women do not rely entirely on

Western or traditional medicine, but they take an integrated approach. An Okomfo or herbalist may
be certified to treat both spiritual and physical illness. Due the great fear of death during delivery,
womenrely on both their religious devotions and healthcare at the clinic. Women use often herbs
together with synthetic medicine. Delivery time is seen as a vulnerable moment for women and
child, because of the danger rttleawongee whodoules ed by
work of the adversary in making families miserable by destroying those things they enjoy the most,
hence the increased belief in witchcraft duri
The fear of witchcraft escalatesthe time of the birth and contributes to health care decisions

people are inclined to make. Some say it is safer to give birth at the clinic because witches are
unable to reach you in this protected environment. Other women express that it is satebidhyi

at home because no one sees you traveling to the clinic and no one knows when you are facing this
dangerous period of time. According to Tiebere et al. (2007) curses are believed to cause
spontaneous abortions as well as many congenital diseabsdssabilities.

Witchcraft had not always to do with giving birth at home or in the hospital. A woman who gave

birth at home expressed that obtaining transportation to a clinic to give birth was financially or
logistically impossible and she often lackéd financial means to pay for healthcare expenses.

The treatments in the hospital, by Western influenced medical education, contrast to the traditional
treatments in the villages. This creates a gap between the two health care systems, due to cultural
beliefs and disease classifications. In the concluding remarks of Wilkonson and Callister, more
women used herbal medi cine than were admitted
pharmacologicaherbal interactions in order to ensure hgaltho ut comes o ( Wi | konso
2010: 218).

1.7 SexualTransmitted Diseases in Ghana
Whil e pregnancy and chil dbearing are an i mpor
reproductive health are the sexual transmitted Infections (STD'8).rAany African countries, and

so in Ghana, HIV/AIDS is a national health problem. Recent estimates shows that the number of
11



adults infected with HIV has increased to 250,829 in 2008 from 247,534 in 2007. The number of

new infected adults also increaseohfr21,310 in 2007 to 21,619 in 2008 out of which 12,198 and
12,544 were females respectively. A major concern is the high prevalence rate amongst pregnant
women (UNICEF Ghana, 2010). Therefore, HIV/AIDS is one of the topics of Millennium

Developing Goal 6Besides HIV/AIDS, the STD's gonorrhea, syphilis, chlamydia and

trichomosiasis are worldwide very common, estimated 333 million infected (WHO 1995). These

four STD's have not been taken into account in the MDG's but can cause acute illness, infertility
andlong term disability.

In 1994, the International Conference on Population and Development (ICPD) took place in Cairo.
One of their goals was how to enhance women's reproductive health. A number of developing
counties (including Ghana) have taken up thiécyg of management services as a national initiative.
These management services contents Sexual Transmitted Infections (STD's) and Family
Planning/Mother and Child Health (FP/MCH).

Mayhew (2000) investigated the effects after the introduced polici€¥ih i rural Ghana. Her

analysis showed that in fact integration of STI care at primary level rarely took place. It was also
recognized that education and communication initiatives would be most effective if they took place

in the communities themselvesrth er t han in clinics. For women,
stigmati zed, resulting in widespread reluctan
associated with promiscuity, which is considered an infringement of male sexual rights. The
commat s such as O6You get STD6és through women6 \
non-clinical options for treatment. Women rather go to a traditional midwife or a female herbalist

who she can trust, to avoid a social stigma or even rejection by hey.fBethuse of this stigma

and the embarrassment of having an STDés or A
supernatural causes of these diseases. It allows society to blame-aadupsrpower rather than

t he womano6s or othesfmding bydvayhewwasothrat condlam promotion for family
planning was not a routine component in the FP/MCH services. The traditional gender roles in the
Upper East of Ghana show that sexual and reproductive deaisikimg powers lie largely by men,

who severely restrict discussions about reproduction and family planning. This leads to limited
condom use, except as a contraceptive for unmarried women and prostitutes. Most men have an
active sexual network to assert to their cultural masculine staersyhen they are married. This
means that the risk of STD6s is potentially h
limited. Awoman is forced to find other ways for STD care and methods for family planning. This
leads to the fact that mosbmen find their own way in birth control and STD care by using herbal

medicine and consulting traditional healers and midwives.
12



1.8Drysex and STDOG6s

It is a traditional practice in Africa that w
Kasu e, 1995). The preparation is to ensure a ¢
discharge during sexual intercourse. Women may use douche water with soap or chemical, use
herbs, pharmaceutical agents or absorbents such as tissue papemsamneg nt . 0 To keerg
mano, African women have called this method,
based on traditional beliefs about spiritual and reproductive health. Vaginal secretions are
undesirable and viewed as unhygienic antydBy keeping the vagina dry women believe they are
taking active measures to promote good health (Runganga, 1992). Another reason for women to do
this is because men found it very o6satisfacto
intercourse, beause it often causes small wounds in the vagina. However, it seems more important
for women to keep their man interested in them to avoid that he will start to look around for other
women. The practice of dry sex(Rungangal1992;i ncr eas
Runganga and J. Kasule, 1995).

1.9 Menstruation

In general, there are cultural and or religious taboos concerning blood, menstruating girls and
women and menstrual hygiene in different cul't
report (2007) produced by Europe External Pol
is a structural gender inequality, which continues to exist through the widespread preservation of
(sextied) preconceptions, stereotypes and cultural patahettitudes, because of which the
position of women as independent actors is be
In the bible, there are explicit references to the impurity of women during their menstruation (Tjon

A Ten 2007). Among Muslims, menstruating wonaea prohibited from touching the Koran and

are also not allowed to enter the mosque, to fast, or to have sex (Tjon A Ten 2007). In many other
mainstream religions and local traditional beliefs, similar inscriptions and beliefs concerning
menstrual impuritycan be found. For instance, in Eastern Uganda, menstruating girls are and

women were not allowed to plant groundnuts during the planting season, because this would affect
the yield. In Sierra Leone, it is believed that sanitary napkins can be used teanadane sterile.

In Southern Africa, menstrual blood is dangerous to men and also to the fertility of cattle and of
crops (Kuper, 1982). In Ethiopia and among certain tribes in Nigeria menstruating women must

isolate themselves in menstruation huts, beeatis believed that menstrual blood pollutes the
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home. There are many more examples of beliefs and cultural rules that make the menstruation
period a negative aspect of a womanés | ife. A
seen as aansition from girlhood to womanhood and goes together with public rituals and

celebrations. Menstrual blood is then viewed as an emblem of fertility, maternity and a creative

power to give life (Agyekum, 2002).

In Ghana among the Akan, menstruation s® gderceived as 'messy, revolting and polluting’
(Agyekum, 2002). For women, however, their menstruation period can also been used as a
protection: when they do not want to have sex with a men, they say they have their menses. In the
Akan, men are not aleed to have sex with a woman when she has her menstruation. Agyekum
(2002) argues that there are two perceptipositive and negativeof menstruation. The negative

model is popularly used by matmminated, gender asymmetrical societies like the Akarehe
positive model extends among educated youth and 'modern’ urban working class. The bulk of the
population in Ghana has the negative perception of menstruation. This negative perception
handicaps a woman in her life, her status, and her daily ggacturing her menstruation period.
Therefore, it is very common among women in countries where menstruation is seen as a period of
impurity, to use herbs to accelerate their period, to reduce pain or to stop or postpone the menstrual
cycles for social, dtural and health reasons (Agyekum 2002; Kamatelegjasha 2007; Van

Andel et al., 2008).

1.10Infertility

Infertility in developing countries has been largely neglected under the influence of policies aimed
at reducing population growth (Geelhoed €2@02b).

Nevertheless, in the social science literature it is recognited that infertility is a devasting problem
for women, particularly in the higfertility context of subSaharan Africa. Most women in Africa
societies suffer from grief, social stignmstracism and often serious economic deprivation (Larsen
et. al 2010).

The 1994 United Nations International Conference of Population and Development placed
infertility on the international health agenda, by explicitly identifying prevention and treatfnent
infertility as reproductive rights (UNFPA, 1999) Since then, it has become increasingly clear that
infertility in sub-Sahara Africa constitutes a major public health problem, with prevalence of up to
30 %. Mainly this is attributed to secondary infigstiresulting from reproductive tracts infections,
including postabortion, or postpartum infections and STD's. Although, these data are not exact

because there is limited information concerning fertility in in Africa, from demographic and clinical
14



researh focussed on women. In Ghana, on a radom sample of 2179 in a rural district, the
prevalence of infertility was 11,8 % among women and 15,8 % among men. The knowledge of
causes of infertility was limited, only 46,5 % reported any cause. Most respondleditsofa

identify reproductive tract infections as causes of infertility (Geelhoed et al, 2002b). Infertility in
Ghana and other st#®ahara countries deserves more recognitions as a public health problem.
Prevention and treatment of infertility should bedrporated in reproductive health programs
(Geelhoed et al 2002b, Larsen 2010).

1.11 Herbal contraceptives and abortifacients

Herbal contraceptives and abortifacients are plants used to prevent contraception or to carry out
birth control. Abortifcatientsprovoke the expulsioftom the uterus fothe already fertilized egg or

the fetus in its early or later stage of life (Bablola 2009). Anderson and Staugéard (1986) consider a
third used herbal a ‘contraceptive'. The third category which are occasionéllgembwith

contraceptives are medicinal plants which have an effect as emmenagogues. These remedies, which
bring on a menstrual bleeding can in some cases be classified as abortifacients, because the herbs
provoke uterine contractions that induce mensiwnafhe medicinal plant as a contraceptive may

be effective in various ways. They may chemically change the pH of the vagina and act as a
spermicide when inserted in the vagina before sexual intercourse. A vaginal douche with these herbs
before or aftertte intercourse has the same effect. Other plants may contain active principles that
inhibit or neutralize the gonadotrophic pituirary hormones. These hormones stimulate the ovaries
and control reproductive activity. Other plants are in fact abortifacamtgprovoke, as said before,

uterine contractions (Anderson and Staugard 1986).

In Nigeria the use of herbal contraceptives and abortifacients has increased in the recent times
(Bablola: 2009). Some women prefer this alternative of birth control abosgmtieetic

contraceptives and other abortion pills. Because it constitutes little or no side effects, it is relatively
cheap, easily accessible and effective. The medicaments are usually preferred after sexual
intercourse and before pregnancy. Thereforstraeers are young women between age 18 and 40.
The research of Bablola (2009) in Nigeria showed that all the users agreed that this method of
childbirth control should be encouraged by the government, instead of using the synthetic type

which, accordingd the women, had serious side effects.
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1.12 Abortion

It is estimated that 1,5 million unsafe abortions are conducted in West Africa each year,
corresponding to 10 % of pregnancies ending in an abortion. These abortions are eiie cedf

or performel by traditional healers or abortionists or are clandestine abortions performed by
Westerntrained medical staff. A cadatality rate of 709 deaths per 100,000 unsafe abortions has
been estimated for Africa, accounting for 13 % of maternal deaths inAest Deaths are most

often related to hemorrhage, infection, or poisoning (Sedgh 2007).

In Ghana, unsafe abortion is an important public health problem. The levels of unsafe abortions are
high, with community data suggesting that there are at leagtdr@ions for every 100 pregnancies

and that two third of the abortions are conducted outside the medical system (Ahiadeke 2001). In
Ghana, abortion is a criminal offence regulated by Act 29 (1960). There are a few exceptional
circumstances whereby a preginwoman can induce a legal abortion only by a registered medical
clinic. Abortion complications form the largest single cause of maternal mortality in Ghana
(Geelhoed 2002a). The most frequently cited reasons for abortions are: financial hardship,
interruption of education, and being unmarried. The most reported methods to induce abortion in
Central Ghana were using herbs or drugs (Hill 2007). The drugs used to abort include the hormonal
preparations: Menstrogen and Gynaecosid, dsgeed medicine, an exdose of chloroquine or

pain killers, and the use of broken bottles as an enema (Hill 2007).

According to Bleek (1978), who did a survey among the Akan in Southern Ghana, the two most
common reasons to induce an abortion is to continue education asphtieg of births. The

methods differ from drugs from a drugstore to herbs. Herbs which have been mentioned by the
respondents were: Roots from the Pawpaw tree (Carica Papaya), OgydamgaageTwi

(probably the Alchornea Cordifolia) and pineapple migtuBleek also mentionsth@tAb or t i on i
the most condemned met hod of birth control, b
Especially young girls in middle school and slightly older had an immense knowledge of abortion

herbs compared to theespalized herbalists.

Most women induce abortion secretly because they want to avoid public shame, because itis a
sensitive subject and a taboo in the cultural and religious aspects of society. It is, therefore, often
difficult to obtain information onhte use of herbal abortifacient (Bleek 19&Bderson and

Staugard 1986Anderson and Staugard (1986) noticed when traditional midwives mention plants

for the emmenagogues (which bring on menstruation), some may be abortifacients as well.
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1.13 Theuse ofan Enema

The use of an enema is a very common practice in Africa. It is used to introduce a herbal liquid
mixture into the rectum and colon via the anus. The enema is associated with hygienic and medical
purpose, because the herbal liquid can easilylgggiraed via the lower intestine into the

bloodstream. African children and babies often receive traditional enemas to relieve indigestion and
to serve as a tonic (de Smet 1992). It is believed that a regular bowel movement is essential to
preventmanychilr en6s ai l ments and to i mprove the app
part of the health routine in the African family form infancy to old age (Gottlieb, 2004). An enema

is given for a wide spectrum of health problems such as, indigestionipebiost, impotence,

sterility, gonorrhea, dysmenorrhea, headache or psychosis (Dunn 1991, Horst 1964, Segal 1979,
Sofowora 1982).

According to medical literature and clinical data, the usage of enemas in Africa has great benefits as
well as serious healttisks. De Smet (1992) categorized the potential health risks as follows: 1)

Direct toxicity. The presence of a poisonous substance in the enema can result in severe toxicity. 2)
Mechanical injury Traditional African enemas are often administered withattief calabashes,

wood funnels, or animal horns. Btroduction of microbesThe use of enemas may lead to serious
infection, when they are contaminated with pathogenic bacteria, protozoa, or helminthes. 4)
Inappropriate usageHerbalist in Yorubsspealkng areas of Nigeria employ the rectal route to treat

di arrhea and dysentery, and the Tshokwe admin

i ncontinenceo.

1.14TheUs e of Medi ci nal Pl ants for Womenos

Ghana

In the ruralareas people are more dependent on the natural environment than in the urban areas.
The environment is used to fulfil their basic needs by agriculture, hunting, fishing and to collect
medicinal plants for health problems. People in the rural area liserdio nature, and they,

therefore, have a greater knowledge of the flora and fauna surrounding them. Frequently, one or two
persons in a village or rural district are specialized in medicinal plants and treatments. For example,
the traditional midwife knars herbs for women and children to threat health problems and to assist
with a pregnancy. The traditional healer collects plants for general and witaletaédd diseases.

Their knowledge is passed on for generations: from (grand) mother to daugiegifamd) father

to son. This oral tradition of knowledge is unfortunately not often written down and ends when a

17



person dies. The increasing popularity of synthetic, Western oriented medicines in Ghana will
probably reduce the usage of the traditionalhmds and medicinal plants. Because of the threat of
eventually disappearing or loss of this knowledge, it is important to record the traditional

knowledge of plants and methods (Bussman et al., 2006; Muthu et al. 2006). Another reason why it
is important ® do research about the use of medicinal plants and practices is for their contribution
to womends health. Since 1994, Ghana started
prevention of different kinds anbkan&l&ctu@sindex ncl u
education (Mayhew 2000) . l nternati onal organi
similar programs running. For an effective result, the education has to adjust the focus to the group
you aim to educate. Therefore, it isgortant for an organization to take the traditional, cultural,

religious beliefs and practices of the local people (the focus group) into account.

So far, not much academic research has been done on the local knowledge of medicinal plants and
practicesbr womendés health in West Africa. The f ol
of beliefs, practices and knowledge of medicinal plants used or prescribed by traditional midwives,
priestesses, female herbal market sellers and ordinary rural wéheelmcal names of the herbs

and the specific preparations that came along with the treatments have been recorded, translated and

documented.

The central question of this research is as follows:
AWhich are the medicinal wd ameasl tuhs eidn fSa u twoenrer

The three sub-questions are:

e What are the top eight reproductive health matters for women?
This will be tested by the most frequene c i p e s fhealth mattemsesporédents summed up
in the interviews.

e Whatarethetop 0 medi ci nal pl ants for womenbds rep
This will be examined by the most frequented plants mentioned in the interviews by the
respondents.

e What are thev 0 me culbusalbeliefs and practices of health in Southern Ghana?
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Hypothesis:
According to the United Nations, aternal deatliFigure 4)and HIV/AIDS are the most important

womendés health topics in Ghana. The assumptio

prevent these two topics.

This research can, hopefully, be of interesf or womendés health organi z:

information to gain a greater introspective of the local knowledge and beliefs of women.
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2. Methods

The data presented in this paper were collected in Southern Ghana ovewaekn@eriod from the
29" of June to the 30Dof August 2010. The special focus on this area has to do with an
ethnobotanical comparative research project between Suriname and West Africa. Dr. Tinde van
Andel wants to compare the medicinal and ritual plant use between th€afibbean and West
Africa. Through the West coast of Africa, and especially in Southern Ghana, slaves have been
traded to the New World in the 7o half way the 19 century. To have a representative picture of
this area we chose to collect data framariety of ethnical groups in Southern Ghana. This also

meant a variety in local languages and medicinal plant uses.

Researckieam

The researcteam existed of one researcher and three students. Tinde van Andel an ethnobotanical
researcher, two anthrojogy students: Britt Myren and myself from Leiden University and a
Ghanaian agriculture student from Wageningen University: Michael Kermabh. Britt and Michael
focusedon magical plant use and | on the reproductive health of women in Southern Ghana. Tinde

van Andel supervised us before and during the-nieek fieldwork period.

Preparation

In April 2010 | started the preparation for the fieldwork by reading medical and ethnobotanical
articles of different kind of reproductive health issues. Subjectsdadiumenstruation (Tjon A Ten

2007), pregnancy/giving birth (Wilkinson 2010), family planning/aetiception (Voetagbe 2010),
abortion (Bleek 1978, Plummer 2008, Renne 1996, Voetagbe 2010), feincalmcision (Nichols

2000), vaginal cleaning (Van Andela. 2007, 2008, Runganga 1992, Hilber 2007) STD's

(Runganga 1995, Mayhew 2000), the use of enema's (De Smet 1992) and general articles related to
reproductive health and medical plant use (UNFPA reports, Kamatdungsgsha 2007, Utyavyar

1984). After reding these articles, | set up a preliminary excel database of herbs mentioned in the
articles to compare later with my own data collected during fieldwork.

Britt and | were not familiar with the world of the botany. To be prepared for the botanical
part d the fieldtrip we did a twaveek international course on economic botany lectured by Prof.
Dr. D.J. Mabberley in June. This was of important value during the bushwalks to distinguish the
families and more difficult the species from each other.

In June Idesigned a senstructured questionnaire (see Appendix). The structure of this
interview was as follows: | started with the background information and general questions. When

the respondent felt more at ease with me, | moved on to the specific subjettsateabove
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which had to do with women's

reproductive health, starting with

Upper E
Upper
West

easy and ending with sensitive
topics. One of the sensitive topics

was abortion. In Ghana this is a

'l "y

criminal offence by law (Morhee Places / number of interviews:
- .. - 1. Accral2
2006) and it is strongly conflicting Brong-fhato 2. Kumasi/1
. . .. 3. Cape Coast/-
with the dominant religions 4. Old Ankasa/2
. 5. Alabokazo /3
(Christianity and Islam). The 6. Kamagbuli/ 1
. 7. Wassa Domama /1
approach othese topics wasade 8. Babianeha / 1
. . . 9. Akoasil3
from an impersonal point of view to 10 Ho /-

. -

the respondent. For example: "Do

some women use herbs to cause an Figure 1. Map of Ghana showing
. " " locations where intenviews were held.
abortion?" instead of "Have you

ever used herbs to cause an abortion?"

Fieldwork
When we arrived in Accra, | started to look for respondents in different places. The respondents
variety from herb sellers on the city market to local midwives in the villages. In figure 1. the places
we have visited are presented. In the Voléayign | planned to do interviews, but | wasn't able to
collect any data because of severe sickness.
The selection criteria for the respondents were: women who had given birth at least once and who
had knowledge about the use of herbs for women's healthy bfahem were also local midwives,
herbalists and sometimes priestess who also functioned as a midwife.
In some of the villagewe had a key informant who gained access to the female herbalists. But in
most cases | found my respondents by enterinfjageimarket together with (or part of) the team
and politelyexplained whave were and what the goal of our visit was. Then we asked whether
there was any local midwife or herbalist around who liked to be interviewed. In most cases |
quickly found one omore respondents knowledgeable about plants for reproductive health.

All the interviews were recorded on the vereeorder and written out afterwards. During
most of the interviews we had to work with a translator to translate the English questians in th
local language to the respondent. The translators, all men, variety from a village teacher, taxi driver,
family members and Michael. After the interview, on the same day or on the following days, we

went with the woman for a bushwalk to collect specisnefnthe local plant names she had
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mentioned in the interview. Witthis specimenve were able to find out the scientific name for
these local names in Ghana Herbarium Legon. Identifications were later checked at the Wageningen
branch of the National Herbam of the Netherlands by T. van Andel. During the bushwalk we also
asked the woman to show us other plants she used which were not mentioned in the interview, but
were also related to women's health.

Besides the senstructured interviews, we also calted quantitative data. Through out the
nine weeks we did three market surveys in: Accra (timber market and Nima market) and Kumasi
(Kejetia market). On these markets products and herbs for medical and magical practice were
brought from nearby villages, Kbern Ghana or from other We&frica countries (Benin, Togo,
Nigeria etc.). First, we counted the medical, magical and spices stalls that could be found on the
market. To get an impression of the most important medicinal plants used in Ghana, we chose
several medical stalls and counted, or weighted the different species of medicinal herbs, and how
many there were of each specimen (varying from: fresh plants, roots, barks, stems and seeds).
Finally, we asked the herbal seller (almost always women) how stengold in a week and what
the popular herbs were and for what use.

In total | was able to interview 14 women in 8 different villages, located in 5 different
regions. For all the interviews, translations and other cooperative actions from the people we
worked with, Tinde paid them a suitable amount of money in exchange fokilogrledge and
assistance, varying from 10 cedi (u 5) for an

interview on one day. This amount was generally well accepted by my informants.

Role as an anthropologist

What is the extra value of anthropologist in an ethnobotanical research like this? Ethnobotany is
the study of how people of a particular culture and region make of use of indigenousApiants.
anthropologist aims to gain the cultural beliefs behind the use of plants and methodsriogtain,
participation and interaction with the local people.

Concerning the subject women's reproductive health, | have tried to examine the cultural beliefs in
relation to the practical use and methods of medicinal plants. For example, | colleqtes oéc

herbs for vaginal cleaning, on the same time | tried to find out the reason for women to do the
vaginal cleaning. Due the open interviews | explored the social or cultural reasons behind every
practice concerning women's health. The next steppgkt® these answers in a social (gender
included), cultural, demographical orientation of perspectives in health and sexuality.

| discovered through the use of plants women's perspectives and beliefs in reproductive health and

sexuality issues. This is gfeat value and adds an extra dimension to the ethnobotanic research.
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Background information of the respondents

| made three cross tabulation of the six most important background variables of the respondents.
The background variables are: occupation, agecation, number of children, tribe and region. The
Tables 3 and 4 and the Histogram 1, illustrate these variables in counts and percentages.

Table 2 shows that 78,6 % of the respondents did not attend any school education, and 78,6 % have
six to 11 chidren alive.

The 14 respondents were all raded women, between 480 (57,1 %) and 600 (42,9 %) years

old. The occupation diverse from farmer/midwives (50 %), farmer/herbalists (21,4 %), market

sellers (21,4 %) and priestesses (14,3 %), see Table 3.

Respondents from the different tribes and regions:

Nzema:Fourrespondents iklVestern Region.

Akyem: Threerespondents in Eastern Region.

- Ga: Two respondents in GreatAccra.

Table 3.Cross table variables: What kind of occupatiand

Ashanti: Onerespondent in Ashanti Region.

Fante: Four respondents in Western Region. Tespondents in Central Region.

attended a school education
Occupation * Education in Crosstabulation
Education
no edu ves edu Total
Occupation  Farm/midwive ~ Count 6 1 7
% of Total 42.9% 7.1% 50.0%
marketseller Count 1 2 3
% of Total 7.1% 14.3% 21.4%
priestess Count 2 0 2
% of Total 14.3% .0% 14.3%
Farm/herb Count 2 0 2
% of Total 14.3% .0% 14.3%
Total Count 11 3 14

% of Total

78.6%

21.4%

100.0%

Cramers V: 0,595 Phi: 0,595
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Table 4.Crosstable variables: Age in years & number of Children alive.

Age * Children # Crosstabulation

Children #
1-5child | 6-11child Total

Age 60-90yr  Count 1 5 6
% of Total 7.1% 35.7% 42.9%

40-60yr  Count 2 6 8

% of Total 14.3% 42.9% 57.1%

Total Count 3 11 14
% of Total 21.4% 78.6% 100.0%

Cramers V: 0,101 Phi0,101

Histogram 1. lllustrates the background variables: Tribe and Region (Western, Greater Accra,
Central, Eastern, Agimti).

Bar Chart
4— Region
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COcr
Bl EeRrR
OAarR
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0 T T T T T
Nzema Fante Akyem Ga Ashanti
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Cramers V: 0,913 Phi: 1,826
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3. Results- Medicinal plants for reproductive health

In total, 14 women have been interview@dir sampletarget wadl5 respondents total, but of
sickness we did not reach this numlbéook part in arethnobotaical researchthereforethe focus

in this researchies on plants and plants recip® collect this sort of dajéakes a lot of extra time.
According to our time schedule of nine weeks, our target was on 15 respamtttatstried to

collect as muchsapossible plants and recip&sfferentthanby anthropologyresearch ishe

guantity of respondents is of more importiortdescent results. As well that the interviewdies

not speakfor thenselves but what other womemho came to them for advice aretipes For

e Xx a mp | eherbsildmomen use fanfertility?0 ( see questi onnWwhenr e i n
reading the coming results this is of important to take into account.

One interview was interrupted in an early state, because another village modjeloted to the
interview, which results in missing data for some of the questions.

Finally, | would like alsoto make a note on my percentages which | used in the following results. |
am aware on the fact percentages can only be used in researchiféselt> 30 . | used

percentage only to compare the results within this particular research and not to make any

generalizations.

3.1 Important medicinal matters and plants

We collected 138 recipes and 320 medicinal plants during our interviews.

| would like to start with the following two suQuestions to outline in general the most important
reproductive health matters and plants within this rese@vblat are the top eighteproductive
health matters for women for which plants were used by my infdsdaihat are the top 10

medi ci nal plants for womenés health mentioned

Table 5. The top eight reproductive health matters mentioned in 14 interviews and 146

recipes.

Nr. Medical condition Plant count | % Most popular plant

1. Pregqrancy & delivery | 144 45 % Ageratum conyzoides

2. Menstruation 67 21 % Ageratum conyzoides

3. Infertility 42 13 % Ricinodendron heudelotii

4, Sexually Transmitted | 31 10 % Monodora myristica
Diseases
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5. Vaginal cleaning 22 7% Alchornea cordifolia
6. Anti-conception 7 2% None

7. Abortion 7 2% None

8. Female circumcision |0 0% -

Very few plants were used for abortion and -aotceptionNone of the plants were used for

female circumcision. Soeninformants answered thabitly happensn the Nathern part of Ghana.

Table 6. Top 10 plansused in 138 reqgbes in 14 interviews.

Nr. Plant species Family name Times mentioned | Percentage
1. Ageratum conyzoides Asteraceae 13 4 %
2. Ricinodendron heudelotii Euphorbiaceae | 10 3%
3. Alchornea cordiblia Euphorbiaceae 9 3%
4, Jatropha curcas Euphorbiaceae 9 3%
5. Sida acuta Malvaceae 9 3%
6. Monodora myristica Annonaceae 8 3%
7. Khaya senegalensis Meliaceae 8 3%
8. Blighia sapida Sapindaceae 8 3%
9. Zanthoxylum zanthoxyloides | Rutacea 7 2%
10. Strophantus pp. Apocynaceae 7 2%
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Figure 5. TOP 10 PLANTLIST




3.2 The different methods to applyan herbal medicine
In each interview between eight to 14 recipes have been mentioned. In total | collected 138 recipes
for different kind of reproductive health matters. Many recipes contained more than one species

(mixtures). This resulted in 320 quotations aimilspecies in these recipes.

For every plant mentioned, | asked for the preparation method. Four different methods were
mentioned: to drink the medicine (oral), to use an enema (anal), to insert the medicine into the
vagina, and to take a herbal bathalOnedicines were mostly used (51 %, 71 out of 138 recipes),
foll owed by enemaébés (38 %, 53 out of 138 reci
herbal baths (4 %, 6 out of 138 recipes).

In four (3 %) recipes, the medicinal plants werdetito palm nut soup (from African oil palm) and
another four (3 %) recipes the plants should be soaked in alcohol. This recipes are part of the oral

count recipes.

3.3 The use of an Enema

The use of an enema is a very common practice in Africa, amdGleana. It is used to introduce a
herbal liquid mixture into the rectum and colon via the anus. In Gh#@ased for medical

purpose, so the herbal liquid can easily get absorbed via the lower intestine into the bloodstream.
The Ghanaian name for aneana calledentua(Twi). In my results showed that there is a

difference in popularity for applying an enema among the regions of Southern Ghana. In the Eastern
Region, Greater Accra and Ashanti Region | collected only seven (10 % of the total) enpes reci
to 66 (90 %) oral treatments. There is a significant difference compared to the Central Region and
Western Region where 46 (74 %) of the treatments were applied by using an enema, and only 16
(26 %) were administered orally.

The market sellers in Aca mentioned that using an enema is old fashioned, and what they did in
the old days. Perhaps, thgsa reason why theegions differfrom each otheso much. That is a

modern trend to take a medicine orally like the Western synthetic pills.

Therearewo ki nds of enemads: the O6modernd one, ma
enema, made of a calabdsigenaria sicerarigFigure 6). Both have a short spout, which only
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reach into the lower intestinal. On the markets we found differentaizeese two, it depends on a

person age and body length which size to be applied.

Figure6. Th e 06 mo d e rFigwe 7eThheemad.t r adi ti onal 6 cal abashes

e A v ey
7 > e

n

Source: Source: Sabine van Onselen, Timber market Accra.

Google pictures: Istockphoto/enema.

According to all the respondents, the use of an enema is a very common practice in Ghana. The

reasons that people stated why theg an enema varied (see Table 7

Table 7. Question and answers concerning the use of an enema.

Questins Answers Count* %

1. Do you use an enema? Yes 14 100 %

2. Isita commune use in Ghanal Yes 14 100 %

3. Why do people use an enema’ Stomach problems 5 26 %
Tradition 5 26 %
Herbs too bitter to drink 3 16 %
Some herbs are poisonous to drin 2 11%
Diarrhea 1 5%
Piles 1 5%
When the fetus is not moving 1 5%
To bring out the diseases 1 5%

*For questions 1 and 2, N=14 (respondents). For question 3, N=19 (total count of answers).

AStomach probl emo and atpdptular andwels theimeavieweesgave. we r
Ot her interesting answers wer e: ASometi mes I

belly. Or when the child is not active, than you ubeatua( e nema) you make it m

29



(Midwife, Old Ankasa, 70year) . And: AMany women | i ke sweet
taste of the herbs so to take the medicine they prdéfentaat han dr i nking it. o (
seller, Accra, 53 years)

The enema is also used for quite a lot of recipes used dugggancy: 53 (40 %) out of 135 plants

were to be applied by an enema during pregnancy and delivery time.

3.4 Herbs during pregnancy and delivery time

The maternal mortality rate (MMR) in Ghana in the latest survey of maternal health in 2008 was
451 matenal deaths per 100,000. This MMR does not meet the MDG, which is 185 per 100,000
women (UNICEF 2010). The largest single cause of maternal death (24 %%gmashages.

Abortion, hypertension disorders, sepsis, miscarriage and obstructed labor wereedlas causes

of maternal death.

In 2008 survey, 41 % of the Ghanaian worgame birthwithout a health professional (UNICEF

2010). This signifies a lot of home deliveries attended by a traditional midwife, relatives or in some
cases alone.

The following esults show that women use a lot of herbal medieimeh likely correspond tthe
national level outcomes of maternal death causes.

All interviewees (14 out of 14, 100 %) used herbs during the pregnancy and after the delivery. A
great amount of medicinglants (144) were used for different kind of aspects during the pregnancy
period and after delivery. | did not ask whether our respondent delivered at home or at the hospital,
but these residishow the body of knowledge the respamsehad concerning thgeriodof
pregnancyBecause of this amount of recipes, medicinal plants play a crucial role for women during

this state of life.

Herbs during pregnancy

13 out of 14 (93 %) respondents knew hedostrengtherwomen and fetus

Nine out of 14 (63 %) regmdents knew herbs for aasy delivery

Three out of 14 (21 %) respondents knew herbadamovement in the belly

Three out of 14 (21 %) respondents knew herbgefagrduring pregnancy.

Two out of 14 (14 %) respondents knew hexfainst vomiting dring pregnancy

A recipe example to strengthen women during pregnancy:

During early state of pregnancy (zero to three months):
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e (Mendua Newbouldia laeVi$ bark
(Okomenyin Swartzia madagascarienyis bark
Description Chop the bark, boil and drink tee a day, morning and evening time. Or, instead of

drinking you can also apply the enema twice a week.

From three to nine months pregnant start to use:
¢ Phyllanthus muellerianu@okobaha)i leaves
e Myrr (white powder from clay, in Fante: Shorow, probakedylin)
e Pepper and ginger
Description:grind and pound the ingredients and add water. Apply the mix with the enema twice a

week.Respondentll Place: Central region, Old AnkadaanguageFante.

Herbs after delivery
e 12 out of 14 (86 %) respondents knewlizeto stosevere bleedinhemorrhage).
e Nine out of 14 (63 %) respondents knew herbsfildbed feve(puerperal fever).
e Six out of 14 (43 %) respondents knew hdtbslean the uterus
e Three out of 14 (21 %) respondents knew h&slremove th@lacenta
e Three out of 14 (21 %) respondents knewclaiting the umbilical cord

e One outof 14 ( 7 %) respondents knew héobaduce breastfeeding

A recipe example to clean to stop severe bleeding:

e Musasp. (banana or plantain tréeiniddle pariof the bark

Description:Make a hole in the stem of the banana tree. Cut the tree at the stem so that the sap will
come out. Take the middle (rotten) inside of the stem together with the sap and pound it. Then the
woman insert this in her vagina, the esybleeding will stop after inserting this.

Respondent, Place: Central Region; Wassa Domaianguage Fante.

3.5 Herbs for the menstruation
The menstruation period is in most African culturesidural and/or religious sensitive topic or
even a tabo@Tjon A Ten 2007, Agyekum 2002). This makes the menstruation period a negative

aspect of a women life. Therefore, most women regulate this period through plants.
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To the question: Do you use medicinal plants for the menstruation? All the respondenitsofl4 o

14) answered with Ayeso. Al most all t he women
menstruation. Reasons to induce a menstruatio
comeo and fAithe blood will evemeyfamhidngtdédemassou

the plants mentioned in the recipes are known for their strong effect of contraction in the womb and
therefore seen adortifacients The sentence fHneverything comes
old menstrual blood as fan early state of a settled egg in the ovary.

Recipes against a painful menstruation were known by eight out of 13 (62 %) respondents. Most of
the recipes to induce a menstruation were taken as well against menstrual pain. Therefore the two
probably havehe same effect on the body, which is a contraction in the womb so the menstruation
comes directly out.

In some cultures when a woman is in her period, she is not allowed to work on the farm, to cook, to
go to church / musk etc (Tjon A Ten 2001). Thisdieaps her in her daily life and to continue

some women use herbs to stop the menstruation. In the research results eight out of 13 respondents
(62 %) knew recipes to stop the menstruation. The results showed that women knew a lot of recipes
to control themenstruation, therefore the menstruation is an important topic among women in
Southern Ghana. It could even be considered as a way of birth control by inducing a menstruation
through herbs.

A recipe example to induce a menstruation:

Ageratum conyzoidg#bolokolo) - leaves

Vitexsp. (Abizanja) leaves

Phyllanthus amaruéFifiamale)- bark

Jatropha curcagTepoluka)- leaves
Description:Put all the herbs together: pound, grind and add pepper and water to the mix. Apply it
with the enema (bentua).

Respodent: 11 Place: Western Region, AlabokazbanguageNzema.

3.6 Herbs to treat infertility

It is for social and economical reasons wanted to have a large number of children in Africa (La

Rochebrochard 2008). Therefore, fertility plays a majorroleihaA can womends | i f ¢

woman is infertile, this is for her, her family and husband family a disaster and social not accepted .
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To the question or the interviewee knew herbs to treat infertility, 12 respondents out of 13 (92 %)
gave recipes to treatfertility. The explanations given for infertility were mostly a uterus or
stomach problem. Alt has to do with the uteru
and AThis herbs wild.l heal the wounstosnach,wisichd e o
bl ocks the pregnancy. o0 The recipes to become
number of medicinal plants, when compared to the other health matters. Sometimes the recipes
counted even eight different plants. Therefore, | aripat fertility plays an important role for

Sout hern Ghanaian women because of the great

fertility. Male fertility is addressed with numerous plants used as aphrodisiacs.

A recipe example to treat infertility:

Strophanthus hispidugOmentjaa) root
Alchornea cordifoliaglOwama)- bark
Terminalia ivorensigEmlie) - bark
Tilacora leonensigDijee) - root
Description:Cut it in small pieces, boil and drink it every day.

Respondent4, Place: Greater Accra; Timber Mk&et, LanguageGa.

3.7 Herbs to treat STDOs

HIV/AIDS is worldwide an important health topic and so it is part of MDG 6 to combat the number

of infected persons. Other STDO6s | i ke gonorrh
aswel. Thes have a negative effect on a womanos r e
and long term disability, and can also facilitate the spread of the HIV virus. The results showed that
STDs are indeed an important health issue amongst women ime8o@&hana. As 13 out of 13

(100 %) respondents knew herbs to treat STDs.

I asked every respondent to name sever al STD®6
syphilis and whited e x c e s si v e 6 vSecpndly,d dasked thesndomanre g Beyba

treatment for a certain STD. In all the interviews not a single time HIV/AIDS treatment was
mentioned. It could be that the interviewees did not see as HIV/AIDS an STD at all, or never got
diagnosed for it. Another explanation could be that the disegge not be of big importance in the

daily life of women in Southern Ghana. The retrieved STDs recipes were mostly for all kind of
STD6s .
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Count of herbs to treat different STDOS:

13 herbs for gonorrhea

11 herbs for all STDOG6s

six herbs for white

one heb for syphilis
One of the clarification for the term AWhiteo
wound. These herbs will heal the wound and is against the pain. Women feel especially pain during

wa | k iMdwife/farmer, Old Ankasa, 45 years.

One of the priestesses of Alabokazo who was also the local STD specialist, described several STDs
recipes, one of them was for a STD caused by bad spirits:

i As a n ma Dagraadiam r@mosissimiiie whole plant, dry and burn it, add Chesan

(Markhamia lut@) bark. Make small cuts with a knife around the waist and put the burned ashes in
the small cuts. It will kill the STDs, this treatment is to make the bad spirits go away who caused

t h e d iPsestess, Alabokazo, 70 years.

A recipe example to treapbnorrhea:

Zanthoxylum zanthoxyloidé®kantoem)
Rauvolfia vomitorig Kakapinpin)

Secamone afzeliKwientina)

Description:Grind, mix and add palm wine to it, and drink it.

Respondent2, Place: Eastern Region; Akoadianguage:Twi.

3.8 Herbs for vagnal cleaning

|l t6s a traditional practice in Africa that wo
ensure a contracted, warm vagina without o&éexc
(Runganga & J. Kasule, 1995). My resudt®wed that vaginal cleaning is also used after a sexual
intercourse and menstruation period to prevent vaginal infections which occurs easily in tropical

weather. At the same time it is used to treat a STD.

In total, 13 out of 14 (64 %) women used hedysvaginal cleaning. Their reasons varied:
AnAfter the menstruation, so everything comes
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1

To use it against the bad smell . o

3t

You use these herbs to get the white out, wh

You use this to mak dary,yhs berbs lelgs tochose & aftarlthe , t i ght

ot

ntercourse. 0

AYou use it before the sexual intercour se, me
AOnly to cure STD6s, | ike white. o
Often the answers were a combination between these six. Four out of 14 (31 %) womemase vag

cleaning herbs every day. The other four women use it one to twice a week.

A recipe example for vaginal cleaning:

Ojama Alchornea cordifolia - leaves

Ocimum gratissimurNumnum)- leaves

Description Grind the leaves, put the mix in cotton anseirt them in the vagina in morning time.
Leave this for couple of hours. Than all the ‘whites' comeRasponden#, Place: Greater

Accra; Timber Marketl.anguage Ga

3.9 Herbs for anti-conception and family planning

Anti-conception is a hard thing establish with herbs. To regulate the hormonal household, you

need an exact amount of substance for the right hormone action. As a result, raBicagiion

herbs are used after the sexual intercourse and therefore have nothing to do with préwenéon.
interviews the topic anttonception was not well understood. Some interviewees related it to an
abortion, and reacted negatively to the question. The women that knew herbs used them frequently
after the intercourse. Four out of 13 (31 %) women h®elds for antconception for family

planning. Two of them used herbs every day. Another woman used it the next morning after the

sexual i ntercour se. Ni ne women didnot l i ke th
Three women answered withN o I dondét | i ke that. You can g«
answered with: i No, [ know the herbs but I do

A recipe example for antionception:

Blighia sapida(Atjew) - root
Bombax buonopozen@®@kuoo)- bark
Dichrostachys glomeratéKekele Besjie) root

Add grey pieces of clay called: Kamweej (Potassium chloride).
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Description:Grind, boil and drink this every day, excluding during the menstruation period.
Respondent, Place:Greater Accra; Timber MarkdtanguageGa

3.10 Herbs to induce an abortion

Abortion is illegal in Ghana (unless for serious medical reasons) and in cultural and religious
viewed as a taboo (Bleek 1978). Women rather not go to a hospital to induce an abortion and do it
in a secret &y for example by going to a herbalist or induce an abortion by herbs themselves.
Unsafe abortion is one of the maternal death causes in Ghana, and therefore an important topic for

womenods reproductive health. B eodoamulatetheayfiestionh i s
as follows: ADo you know women who use herbs
ifYeso, I asked to name sever al pl ants to indu

knowledge of abortion herbs and probalég used it herself.

Five out of 13 (38 %) women answered to th
- Three women answered with #@ANo, |l dm a Chri s
seller replied with: AMahydwommenl|l ckmet hat m
know any herbs. I dondt want to be involve

A recipe example to induce an abortion:

Gossypium barbadengAsawa / Cotton tred) leaves
Periploca nigrescenfOnsewejaaj leaves
Water, pepper andrgon

Description Grind the leaves together, mix it with water, pepper and lemon. Put it in a enema
(bentua) and use it two times to get an abortion.
Respondent7, Place:Central Region; Wassa DomaranguageFante.

3.11 Female circumcision

13 out of B (100 %) answered that female circumcision is not been practiced here in the South.
Few mentioned dAit is stildl happening in North
Aformally used 30 years agoo. Nodtptreatnt s wer e
complications regarding circumcision. On the otherdhaccording to a respondent, every single

boy get male circumcision regardless the religion.
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3.12 Herbs versus synthetic pills from the pharmacy

The increasing popularity of synthetic Westeriented medicines in Africa will probably reduce
the usage of the traditional methods and medicinal plants (Bussman et al.] 20@pagree, but
accordingo the elder women the main reason to not use synthetic pills is becauséightbests
of the pharmacy medication and transportation to the hospital.

Twelve respondeni®@6 % out of 100 % preferred medicinal plants above the synthetic pills or
hospital. When they got ill, first they did is to treat the illness with herbs if there is n@gsdbgan
they would consult a hospital. The other two (14 %) respondents preferred it the other way around..
Othersreasons to use herbs instead of pill were because it is their trad@rbs,dre chemicdiee
and healthy for the body, easy accessibl® effective. Most of the interviewees were above 60
years oldOf course ltese resultare based on 14 women mostly from villages @maot show the
opinion of the youth and middieged groups.

3.13 Local knowledge of medicinal plants

The local knowledg of medicinal plants is usually passed on from (grand) mother to daughter,

from (grand) father to son for generations long (Bussman et al., 2006). Of the 12 respondents who
answered to this question, 11 retrieved their knowledge from their (grand)nzotti@me

respondent got her knowledge form her husband. Three of the 11 respondents gained other sources
as well. Two women got educated by the spirit

group in Accra.

3.14 Multiple Correspondence Analysis(MCA) i SPSS 17

General

The additional value to use a Multiple Correspondence Analyses (MCA) of the social orientated
collected data is to help to evaluate the similarities between two or more nominal variables. MCA
graphically display the relationship eten the differentariablesand theobjects The different
variables are the answers to the questions such as age, region, occupation, education, number of
children and use of herbs, abortion, menstruation etc. the objects are the respondents. The plots
illustrate the social area of variables (questions) and objects (respondents) toikagkaitcome

of the interviews, which can not be captured in the above 'simplified’ statistics and percentages.
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| decided to illustrate two MCA's. The first analyamtains variables with a wide spectrum of

categories of variables and objects. | left out the variables where the answers were to identical (with
only Ayeso of fAnoodo answers), because the outc
therefore not usefulor the analysisind have an invalid effect on the output.

In the second (MCA-2pregnancy & delivery) | wanted to site inspect in the matters of pregnancy

& delivery in relation to some of the other variables. Because women's health is of great important
during the pregnancy and after delivery time. With MCA 2 | only used the discrimination measure

because that already gave a good summary of the relation between the variables.

See Codebook (appendix 1) for the specification of the variables.

3.15 MCA 1- general

Discrimination measure

To start with the discrimirteon measure plotted in FiguBawhere two dimensions can be found.
Dimension 1 Tribe, region education and use and ecological knowledge of herbs.
Dimension 2 Age, abortion, occupation.

Spedfication of the variables:

Tribe: Ga, Fante, Ashanti, Nzema, Akyem.

Region: Ashanti Region, Central Region, Eastern Region, Greater Accra, Western Region.
Education: Yes or No.

Age: 40660 years or 6®0 years.

Abortion: Yes or No.

Occupation: Priestess,idwife, herbalist, market seller.

In Dimension lthe variables 'tribe'région’ and 'occupation’ do have correlatioth the usage and
knowledge of herbs. This means that the ecological knowledge and usage of herbgetiffers

region, tribe and occupat. For example the regions on the coast have another way of using herbs
and knowledge than the inland regions. Occupation differs as well in ecological herb knowledge.
The market sellers have different usage and knowledge than for example the traditioviaés in

the villages.

In Dimension Zhere is a strong discrimination between the variables 'age' and 'abortion herbs' this
implicates that the elder women have an embarrassment to talk about abortion, and there young

women won't consult elder femalerbalists for this matter. This support my experiences in the
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interviews were | felt a dislike to abortion especially from the elder woman. The younger women

answered without embarrassment the question abortion.

The vari

abl

€es

t rtionthavé g very long lné comparedatontice re§toThic u p a

implicates that these three variables determine in a dominant way the whole structure of the plot. To

find out what else is of importance is to take away these three variables and make a new

discriminaton measurement (Figu&9). In this new plot the variables: age and vaginal cleaning

discriminate with each other. Number of children and abortion herbs make a strong correlation.

Her bs agai nst

oOwhi ted, her bs tighlidesofthikplotame r b s

of importance. This variable influences and discriminate the answers of tbadesfs.

| based my outcomes on the first discrimination measures including tribe, region and occupation

because these are important variableske tato account for a anthropology research.

Figure 8. Discrimination measures of the variables
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AJoi nt 10pisto descobe theraldtiaship beywedh o i n t

two or more nominal variables in a two dimensional spametaining the variable categories as

well as the objects in those categories. The objects are the respondents catettirg ishe
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answers to the questions (data). The objects within the same category are plotted close to each other,
whichmeanthere s a simil arity between the obj-8&cts. I
childo are plotted close to each other, which
school education areé at ed to the answer s hiieb eatnwseweenr sl fitnoo
edwcatiodo anldchiidero are therefore also related to e
are the outstanding variables fAmarket sellero
spread far apart along both dimensionssHuggests that these variables discriminates well in both
dimensions and diverse in answers from the rest of the group

Figure 10. MCA,; Joint Plot of Category points
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1.5

Gy /A ) Abortion herbs
marketseller Lbge
(] Bath herkbs
- ez abort I Children &
10 v plgstess Drink herbs
40-60yr O ) Education in years
Asharti 5 - S E o 4
¥Es U4 _copilg bath v Mzema nema herbs
0.5 o5 AR yes prev Gonorrhea herbs
- ; no cwvag Insert herbs
': insert N no syph o Farmherk ) Occupation
o no whi YES onor  no gonor o Prevent preg
[ En 0-4 yes syphyes whi™ WR o "En 5.5 _ Region
s Choprev  B-11chidp g 5 O Syphilis herbs
E Dr 6-11 O 4 ) _ Tribe
= yes cvagbath N "FM Y noedu  CR Civaginal cleaning
0.5 no abort White herbs
- 9 Fante
Farmimidwive
o
-1.077
EO0-90yr
Akyemn ER
-1.45 T T T T T T T
-2.0 -1.5 -1.0 -05 0o 05 1.0

Dimension 1

“Wariable Principal Normalization.

To gain a greater insight into the data is to examining the object scores plots labededh

variable (Figurel-16). In Figure 1 the respondent numbers can be distinguished in three groups.
Group 1: respondents 6, 7, 8, 9, 10, 11, 12, 13, 14.

Group 2: respondents 1, 2 and 3.

Group 3: respondents 4 and 5.
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To site inspect these three gpsu labeled the object points by the variables:

Tribe

Region
Education
Occupation
# of Children
Age

- Herbs for the STD 'White'
- Abortion herbs

# of Drink receipts

# of Enema reapts

Herbs to prevent a pregnancy

Figure 11. Object points labeled by respondent; distinguishing the three groups.
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Dimension 1

“ariable Principal Mormalization.

Figure 2 and B object points labeled by 'Region’ and 'Tribe' illustrate two background variable

that are clustering together in the three groups. Only the C/R (Central Region) have some distance

from each other.
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Figure 12. Object points labeled by Tribes: Akyem, Ashanti, Fante, Ga, Nzema.
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Figure 13. Object points labeleldy Region: A/R (Ashanti Region), C/R (Central Region), E/R
(Eastern Region), G/A (Greater Accra), W/R (Western Region)
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Plots ¥ and B illustrate the two different methods for applying a herbal medicioeuse an

enema’ and ' to drink’. When | comedhe tribes with the use of an enema, it can be concluded that
the tribes Nzema and Fante use the enema a lot m8ree(f®ipts) than the tribes Ga, Ashanti,
Akyem (04 receipts). The tribes, Ga, Ashanti and Akyem use an enema, but prefer to drink the

medicine (611 enema).

Figure 14. Object points labeled by the use of an enema.
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Figure 15. Object points labeled by drinking the herbal medicine.

Object Points Labeled by Drink herbs
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Thetwo market sellers (in Figures), group 3, differs in most aspects from group 1 and slightly

from group 2. This means most of the given answers alternate with the respondents. These
differences can found in: followed a school educatn fiyes o, t r2)léssethai®ao ( Fi
children (Figure TI), not mentioned 'White' as a STD, do use herbs fginahcleaning, aply herbs

by drinking (Figurel5). Respondent 14 is also a market seller from the Ashanti Region. | reckoned

respondent 14 among group 1, but is quite outstanding and in between group 1 and 3.

Figure 16. Object points labeled by occupat: market seller, priestess, farmer/midwife,

farmer/herbalist.
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Figure 17. Object points labeled by numberdfildren.
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An interesting aspect is the abortion (Figu8 dnd the number of children (Figuré)1The

Nzema respondents have answeiatbat all with, that they know herbs to induce an abortion. But

the number of children among the Nzema, with a mean of 10 children, is the highest of all the
respondents. The three respondents of the Aky
he bso have o6onlydéd a mean of 5 children.

Figure 18 shows the age of the respondents. As concluded in the discrimination measures, knowing
abortion herbs in the age of-80 could not be found. In the age category 66805 respondents

out of the 8 knew alybion herbs.
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Figure 18. Object points labeled by abortion herbs

Object Points Labeled by Abortion herbs
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Figure 19. Object points labeled by age; 460 years, 60 90 years.
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Figure20.Di scr i mi nati on
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Figure 21. Variables labeled by respondents
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Figure2pl ot s the respondents without the wvariabl
the respondents forms a more a group (accept of number 8 whereby the interview has been
interrupted). This means thiiese three variable influence the respondents, even though

respondent number 4 and 5 (the market sellers from Accra), still standing out of the maisgroup.

theydiffer as wellin the answers to the question andrstheir herbal knowledge.

3.16 MCA?2 - pregnancy & delivery

As for the general Discrimation measure plot 2 (FigureQ | | eft out the var
and &6occupat i odondinat mfuencésr the dis€rimihatiom structure.

Two dimensions could be found:

Dimensionl: After pregnancy and age.

Dimension 2During pregnancy and drink / enema herbs.

The variable o6after pregnancy puerperal fever
have a correlation with each other. Which implicates, elder women fre®0 §8ars knew herbs for
puerperal fever and cleaning the uterus. That they knew herbs means this common matter for them.
Puerperal fever comes into being when there is an infection in the uterus by an unhygienic delivery.
Perhaps in the older days woméere were more home deliveries whereby this knowledge was of
great importance. The younger women kriewerherbs forthis mattey probably because they do

the delivery in a hospital and have prenatal care in pregnancy by traditional herbs.

Figure 22. Discrimination measures pregnancy & delivery
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4. Discussion

In the Millennium Developing Goals 5 and 6, reducing Maternal Mortality and combating

HIV/AIDS are the two most important focuses concerning women's reproductive hisitte, my

research hypothesappearsast Most medi ci nal plants are used
and HIV/AI DS in Southern Ghana. o Wi th tshis hy
coincided with the local matters of importance of Ghanaian women. My findindteckthat part

of these heath matters combined with each other, but some important local concerns are not dealt
with in the MDG's.

My core-question was:

AWhich are the medicinal pl ants used for wome

The subquesgions:
What are the top eight reproductive health matters for women?
What are the top 10 medicinal plants for wome

Wh at are the womendés cul tur al beliefs and hea

Maternal mortality and STD's in Ghana

Startingwith the hypothesis concernimgaternalmortality and STDs matters in Ghana.

The MDG 5i improve maternal healtfocuses on sexual and reproductive heai#tters to reduce
maternal mortality, which is extremely high in sBhhara Africa. Half of the maternal deaths are
caused byremorrhage and hypertension. The outcome of my results concerning pregnancy and
delivery recipes, hemorrhage counted far the mexspes. This means that local midwives and
herbalists work actively on the same health matter as MDG 5 does. Hypertension | did not take into
account in my questionnaire. A topic that seems to be of no importance for MDG 5, but is of great
importance foiGhanaian women is the matter of infertility. Infertility is actually strong related
reproductive health, because it is mainly caused by secondary causes such éS&iIied et al,
2002b) The interviewees knew a lot of recipes for infertility, seeras that bareness is often

treated with herbs. It is of great importance for African women to be fertile, to be economically as
well to be socially accepted. The causeds wom
problem in the uterus, or multipleduced abortions. Not any specific or ST&ated causes were
mentioned by the informants. Therefore the awareness of the most common causes of infertility
(reproductive tract infections) is limited. The causes of infertility must be dealt with indleseat

education programs. The fear of infertility regularly frustrates efforts to promote contraceptives in
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Africa (Geelhoed et al, 20020)argue here that infertility should get more acknowledgment as a
public health problem, and reproductive healthgoams should appreciate local health needs in

incorporate prevention and treatment of infertility into their activities.

SexualTransmittedDiseases

The next topic of the hypothesis concerns to combat HIV/AIDS in Ghana. The research results
showed that @0 % of the respondents knew herbal recipes for STD's. The STD's mentioned were
gonorrhea, 'white' and syphilis. Not a single time HIV/AIDS was spontaneously mentioned as an
STD during my interviews.

Half of respondents saw 'white' (excessive vaginahdisge) as one of the three STD's. The other
half saw 'white' as something Auncl eand which
OWhited is mostly described as Atoo much whi't
identified as the vaginagleast infectionCandida albicansor the symptom of a gonorroea

infection, but it could also be that any minor vaginal discharge is seen as something unhealthy that
must be removed. The conception 'white' is therefore still indefinable, and this majidrieat

importance for STBeducation. Another striking matter about the STD's, was that people believed
that they could be caused by a supernatural power or a 'bad spirit'. Thep&diBlist of one of the
villages mentioned that if the STD can not beeduby herbs in a physical way, the cause must be
found in spiritual origin. Britt Myren, who was part of our research team, focused mainly on the
magic plants in Southern Ghana. She collected more detailed information concerning STD's that
had a spirituabrigin (Myren, 2011).

Vaginal cleaning

In relation to the literature concerning 'Dry sex’, the outcome of clarification for vaginal cleaning is
ali ke with my results. Runganga & J. Kasul e (
viewed as ghygienic. Women facilitate fertilization by cleaning the vagina or controlling the flow

of vaginal secretions. o

In my results, 64% of the respondents knew recipes for vaginal cleaning. Explanations to use

vagi nal cleaning wer@dYouwtwsageitt thef avihe tteh ® ud &
it tight and dry. o Vaginal <c¢leaning was al so
period. The practice is seen as beneficial to

On the other hand, it can cause an imbalance in the secretions of the inner vagina (van Andel 2007),
which likely increases the change of STD's during sexual intercduessammend also in further
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