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Abstract

on SRH service.

Objective: This study aims to explore the knowledge and sources of accessing sexual and reproductive health ser-
vices and care information among visually impaired women in Ghana. Qualitative data involving in-depth interviews
and focus group discussions were conducted among 21 visually impaired women selected through purposive and
snowballing sampling techniques. Thematic Analysis was used to analyse the data.

Results: The study showed that visually impaired women were active seekers of SRH information (knowledgeable
about SRH information and understand the relevance of accessing such information) and passive recipient of SRH
information (through formal and informal sources). However, some contextual factors (lack of family and caregivers
support services) created barriers for visually impaired women when accessing SRH information. Government advo-
cacy and awareness campaigns on SRH services should consider both formal and informal sources. Family caregivers
and SRH health centres should provide adequate support services for visually impaired women regarding information
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Introduction

Health information seeking behavior generally outlines
the activities that involve the search and use of infor-
mation on diseases and health related activities [1].
Health information highlights the provision of informa-
tion about health services and providers, thus making
patients aware of the health services available [2]. Indeed,
understanding consumer information seeking behav-
ior can provide health information experts with valu-
able information to improve the health and well-being
of a population [1]. Several theoretical models have been
conceptualized to facilitate the understanding of health
information seeking behaviour in different population [1,
3, 4]. Examples of the theoretical models are the stress,

*Correspondence: badu3eric@gmail.com

! Department of Health Promotion and Disability Studies, School of Public
Health, Kwame Nkrumah University of Science and Technology, Kumasi,
Ghana

Full list of author information is available at the end of the article

B BMC

appraisal and coping, trans theoretical model (TTM)
of health behavior change, model of health information
seeking behaviours, the health information acquisition
model, and monitoring and blunting hypothesis [1, 3, 4].
The current paper adapts the Longo’s et al. expanded
model of health information seeking behaviours which
explains the nature, source and use of health information
related to chronic disease [1, 3]. The theory is adapted
to explain the knowledge and sources of accessing sex-
ual and reproductive health information among visually
impaired women. Specifically, the theory has four dimen-
sions namely; personal factors (eg demographic, socio-
economic, health history, culture, language, attitudes
and interpersonal communication motives), contextual
factors (eg. healthcare structure, delivery of healthcare,
information environment, information seeking for self,
family members, interpersonal social supports and net-
works), active information seeking and passive receipt of
information [1, 3]. Active information seeking describes
the extent of consumers’ awareness, access and use of
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health information to make health decision. In addi-
tion, passive receipt of information explains the extent at
which consumers receives information from traditional
formal sources to inform health decision. The increase in
active information-seeking and passive receipt of health
information could have a significant effect on the SRH
outcome of visually impaired women (eg. satisfaction,
quality of life, improved psychological and social well-
being, better SRH status).

Globally, past evidence suggests that women with dis-
ability lag behind as far as accessing SRH service infor-
mation is concerned. Particularly, women with disability
in Low and Middle Income Countries (LMICs) face sub-
stantial barriers in accessing information on SRH ser-
vices [5—10]. These barriers are mostly related to the
socio-cultural beliefs, financial difficulties [11, 12], physi-
cal and environmental issues [5, 7] as well as ineffective
health systems [12, 13].

In Ghana, several efforts have been embarked on to
address the needs of persons with disability of which vis-
ually impaired women are a part of. The government in
2006 passed the ACT 715, which is Persons with Disabil-
ity Act to improve the living conditions of people with
disability. Also, it ratified the UNCRPD in 2012 to ensure
the inclusion of people with disabilities. These efforts
by the government present a new era of improving the
social, economic and political well-being of people with
disabilities. That notwithstanding, women with disability
in Ghana continue to face substantial barriers in access-
ing social services including health [14-17], education
[18, 19] and economic activities [20-23]. More specifi-
cally, women with disability do not only face barriers in
accessing SRH services and care but also difficulty in get-
ting health information.

Recently, several empirical studies have been under-
taken on the accessibility of health services for people
with disability. These studies focus largely on the barri-
ers to accessing health services for people with physical
disabilities [14, 16, 17]. However, little empirical evidence
is known about SRH services and care information. The
few empirical studies on SRH services and care informa-
tion is limited to those with hearing impairment [24—
27] and issues regarding maternal health [7]. No study
has explored the SRH information needs for visually
impaired women. This study aims to explore the knowl-
edge and sources of SRH services and care information
among visually impaired women in Ghana.

Main text

Methodology

The study was conducted in the Ashanti (Kumasi Metrop-
olis, Bekwai Municipality, and the Amansie West Dis-
trict) and Brong Ahafo Regions (Wenchi Municipality) of
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Ghana. These two regions were purposively selected due
to their geographical location (middle belt), which have
mixed features of the southern and northern Ghana [15].
This qualitative study was conducted between Septem-
ber 2016 and May 2017 [15]. The qualitative approach
involved in-depth interviews and Focus Group Discus-
sion [15]. This method helped to explore the subjective
experiences of visually impaired women [15]. The study
used purposive sampling and snowballing techniques
to select 21 visually impaired women [15]. The research
team attended two separate meetings of the Ghana Blind
Union (GBU) and Ghana Federation of Disability Organi-
zations (GFD) to recruit participants [15]. During these
meetings, all visually impaired women aged 16 years and
above were recruited. In the Amansie West District spe-
cifically, a snowballing approach was used to zone the
communities in order to locate visually impaired women
[15, 28, 29].

Data collection procedure

A total of 21 visually impaired women (16 years and
above) were recruited. Out of this total, seven were from
the Bekwai Municipality, six from the Kumasi Metropo-
lis, two from the Amansie West District and six from
Wenchi Municipality. Nine IDIs (9 participants) were
conducted with visually impaired women and two FGDs
(six participants each) [15]. The data were collected until
a saturation point was reached [30]. A structured inter-
view guide was used to collect the in-depth interviews
and FGDs. The interview guide was developed based on
variables from previous theories and literature reviews
[5-10]. The interviews were conducted by two research
assistants, where one facilitated the interviews and the
other monitored and took notes of information that
could not be recorded [15]. The research team briefed
participants about the research procedures, objectives
and consent [15]. Permission was sought for interviews
to be recorded. The interview guide was developed in
English, however, the interviews were held in the local
dialect (Twi) [15]. Each interview took approximately 45
— 60 min.

Data analysis

The study used thematic analysis to analyse the data. The
thematic analysis involved a six-staged process which
included familiarizing, generating initial codes, search-
ing for a theme, reviewing themes, defining and naming
themes and producing the report [29, 31-33]. All seg-
ments of the audio-recorded interviews were transcribed
verbatim into a word document. The research team read
through the transcribed data several times to generate
initial codes and themes (see Table).
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Results

Background information

The background information of participants is presented
in Table 1. The median and mean ages of the participants
were 50 and 42 years respectively [15].

Themes
The themes identified in the study is presented in Table 2.

Theme 1: Knowledge on SRH services and care Partici-
pants described SRH services and care as sexual inter-
course between a male and a female, prevention against
Sexually Transmitted Diseases (STDs) and family plan-
ning. Most participants understood that SRH services and
care are used by both males and females. The females use
SRH services and care to prevent unplanned pregnancy
whilst males use it to prevent themselves against Sexually
Transmitted Diseases. Other participants stated that SRH
services and care are used only by females because there
are no contraceptive methods for men except condom
(see Table 2). A participant described it as follows:

“it’s the sexual relationship between males and
females and the way you will protect yourselves to
prevent you from being infected with diseases [Sexu-
ally Transmitted Diseases]” (FGD1, Participant 5).

Table 1 Background information of participants

Variable Frequency Percentage
Age®
16-39 9 42.86
> 40 years 12 57.14
Marital status
Single 9 45.00
Married 5 25.00
Separated 2 10.00
Widow 4 20.00
Education
No education 6 28.57
JHS 4 19.05
SHS 8 38.10
Tertiary 3 14.29
Occupation
Unemployed 8 38.10
Trading 3 14.29
Teaching 4 19.05
Student 6 2857
Role in community
Community members 12 57.14
Students 6 28.57
Executives of GFD/GBU 3 14.28

? Mean=42.23 (SD=17.15), Median =50
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Most participants have heard about the various forms
of SRH services and care which include family planning
methods and STDs (HIV prevention). Some partici-
pants explained that a condom is used to prevent preg-
nancy and STDs. However, none of the participants had
ever used a condom or any family planning methods
before (see Table 2).

Theme 2: Relevance of accessing SRH services
and care Most participants noted that SRH services
and care are important to prevent sexually transmit-
ted diseases, improve personal hygiene among teen-
agers, and prevent unplanned pregnancy. Couples are
expected to conduct a blood test to ensure there are no
diseases in their blood prior to marriage. The medical
examination helps to prevent any future complications
on the couples and their children (see Table 2). A par-
ticipant echoed on this as follows:

“What they say is that if you want to marry, it is
better that you and your partner visit the hospital
for blood test... when the two [man and woman]
conduct the blood test and there is no disease then
you can proceed to marry” (FGD1, Participant 2).

Theme 3: Source of accessing information on SRH ser-
vices and care Most participants received SRH service
and care information from formal sources such as radio
stations, hospitals, information centres, schools, NGOs,
churches and disability association (Ghana Blind Union)
(Table 2). Other participants received information
on SRH services and care information from informal
sources, which include relatives (mothers, siblings and
cousins) and friends. A participant narrated as follows:

“It is my mother who educated me that I should be
very careful with our sexual relationship so that
we would not be infected with any disease” (FGD1,
Participant 2).

Theme 4: Content of SRH information and educa-
tion Most participants received education on SRH
service and care, particularly, on how to prevent STDs
(eg. HIV). The education provided focused on avoidance
of sharing blades and injections with others, the use
of condoms in sexual intercourse and unsafe abortion
(Table 2). A participant’s narration is captured below:

“I went to the hospital and one nurse told us that
we should take good care of our children... we
shouldn’t allow the children to use blade from the
ground and also we shouldn’t seek over-the-coun-
ter injections... when you take an over-the-coun-
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ter injection, you can be infected with the AIDs...
so we should educate our children on such issues
(FGD1, Participant 2).

Theme 5: Barriers to accessing information on SRH ser-
vices and care Most participants faced barriers in
accessing SRH service and care information. The barri-
ers are the lack of family caregivers and support services
to accommodate participants during SRH services care
meetings and durbars. In some instances, family mem-
bers are unwilling to accompany participants to SRH
service and care centres (Table 2). A participant echoed
on this as follows:

“it may happen that you have been invited by
a health worker in a durbar to talk in a commu-
nity but you the blind person will not be having a
caregiver to take you to that gathering to listen to
what is going on” (FGD1, Participant 5).

Discussion

The study was conducted to explore the knowledge and
sources of information about SRH services and care
among visually impaired women in Ghana. The study
identified five themes (see Table 2). The themes are dis-
cussed and guided by the Longo’s et al. expanded model
of health information seeking behaviours, with compo-
nents of contextual factors, active information seeking
and passive receipt of information.

Active information seeking

The knowledge of SRH services information is signifi-
cant to influence the health-seeking behaviour of visu-
ally impaired women [1]. Active information seeking
involves the awareness of and access to SRH informa-
tion among visually impaired women [1, 3]. Generally,
the findings from this study confirmed that visually
impaired women were knowledgeable about SRH ser-
vices information. The knowledge on SRH services
information were limited to sexuality, family planning
and STDs. The knowledge of visually impaired women
on SRH services information can help to prevent STDs,
unplanned pregnancies (family planning) and enhance
adolescent sexual behaviour. The finding is consist-
ent with an earlier study in LMICs [34], where people
with disability recognized the benefits of accessing SRH
information. The visually impaired women have some
misconceptions regarding the group of individuals that
need the services as well as the type of services required
[8, 34, 35]. The findings imply that visually impaired
women may have knowledge about SRH information
but does not translate the knowledge into service use
and health decision making. The findings recommend
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that the current advocacy and awareness of SRH issues
should attempt to provide comprehensive information.

Passive receipt of information

The sources of information about SRH service and care
is relevant to inform visually impaired women about the
existing services. The current findings suggest that visu-
ally impaired women access information on SRH services
and care from both formal and informal sources. The
formal sources are radio stations, hospitals, information
centres, schools, NGOs, churches and disability associa-
tion. Others received information on SRH services and
care from informal sources, such as relatives and friends.
This finding confirms earlier studies in other settings,
including Tanzania [36], Senegal [34], Cambodia [37] and
Uganda [5]. In most of these settings, visually impaired
women access information on SRH services and care
from both formal and informal but information from for-
mal sources were more reliable and preferred [34, 36, 37].
Although the visually impaired women access SRH infor-
mation from formal and informal sources, it is uncertain
whether or not they use information from these sources
to make personal health care decision. The findings rec-
ommend that future study should attempt to use an
interventional study to explore the effectiveness of using
formal and informal SRH information sources to improve
personal health decision and well-being for visually
impaired women. Further, the findings recommend that
policies and strategies that aim at advocating and creat-
ing awareness about SRH services for visually impaired
women should target both formal and informal sources.

Contextual factors

The contextual factors, i.e. the strengths and weaknesses
of the health system, community resources and fam-
ily support services have the ability to improve access to
SRH information for vulnerable population [1, 3]. How-
ever, the findings suggest that some contextual factors
(family and caregiver support services) created barrier
for visually impaired women when accessing SRH infor-
mation. In particular, the visually impaired women lacked
family and caregiver support to accompany them to ser-
vice centres. Compared to high-income countries, the
health systems in many LMICs including Ghana, have
limited accessibility to information as well as inclusive
SRH services and care for women with disability [7]. In
most instances, the family caregivers appear as the only
sources that can mitigate the barriers when accessing
information on SRH services care. However, the lack of
family caregivers support confirms that visually impaired
women are likely to be frustrated at SRH services and
care centres particularly due to the specific needs and
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nature of their disabilities. More importantly, visually
impaired women require accessible information in braille
format to facilitate their understanding of SRH services
and care. The findings corroborate previous studies in
many LMICs, including Uganda [9], Tanzania [36], Sene-
gal [34] and Cambodia [37]. In these settings, people with
disabilities, including those with visual impairment faced
several challenges when accessing information on SRH
services and care. These challenges include lack of confi-
dentiality, anonymity, financial barrier, distance and pro-
vider attitudes [9]. The finding recommends that health
policies in LMICs, including Ghana, should adequately
address barriers faced by visually impaired women when
accessing SRH services and care. Specifically, family car-
egivers and SRH health centres should provide adequate
support services for visually impaired women regarding
information on SRH service.

Limitations

The study has limitations regarding the participants,
scope and data collection instruments. The study was
limited to only visually impaired women, without the
perspectives of families and caregivers, health workers
and health systems planners. The experiences of visually
impaired women could possibly influence their responses
to the interviews and affect the validity of the strength of
the conclusion. Similarly, the study purposively selected
21 visually impaired women across two regions of Ghana.
The interview guide was a self-developed instrument
based on previous literature and theories. That notwith-
standing, the study employed several scientific scrutinise
such as developing of interview guide with previous lit-
erature, pre-testing of tools, informed consent as well as
methodological and interpretive rigour of analysing qual-
itative data (credibility, transferability, dependability and
confirmability) [28, 29, 31].
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