
From The Field

“Poverty” and “ignorance,” are the com-
mon denominators used in local discourse 
to explain the high rates of maternal and in-
fant mortality and disease in the Upper East 
Region of Ghana. While scholars and health 
professionals commonly attribute the fail-
ure of the poor to promptly seek medical 
attention or “comply” with medical advice 
to pure ignorance and poverty, our experi-
ences as anthropologists working in the vil-
lages of Sirigu and Yua revealed a complex 
web of kinship imperatives and decision-
making protocols that underlie access to 
medical care. 

Yua and Sirigu are two rural and isolated 
Nankani villages in the Kassena-Nankana 
District of the Upper East Region of Ghana. 
Significant improvements in child and ma-
ternal health have been made in the past 
decade, with infant mortality decreasing 
to 84.6 deaths per 1,000 births and child 
mortality to 82.9 deaths per 1,000 (Binka 
et al. 2007). In addition, vaccination pro-
grams, maternal education, and posting 
community health nurses in rural areas 
have improved overall community health. 
However, within more remote areas of the 
District further progress is necessary. While 
many of the health challenges confronting 
children and families are related to parasitic 
diseases and environmental factors, health-
seeking and decision-making processes 
that are “governed by tradition and rather 
than knowledge of modern health care 
options” are cited as a challenge to further 
improving health outcomes in the region 
(Binka et al. 2007, 579). 

In our recent field research we found that 
the seemingly minimal attention to infant 
and child health problems were regularly 
attributed to the mother’s lack of health ed-
ucation and the family’s poverty. Rural and 
poor families often live the furthest from 
resources, markets, medical clinics, mak-
ing it less likely that mothers will access 
biomedical assistance. Governmental and 
non-governmental organizations describe 
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Empowering those Responsible

A Nankani mother attends a nutrition education program with her child at the community clinic in Yua, 
Ghana. While village clinics hold regular programs for mothers and children on nutrition, and maternal and 
infant care, mothers often must gain permission from the male head in their families in order to attend
such programs.
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the lack of education opportunities and 
the effects of poverty as limiting maternal 
awareness of what medical services chil-
dren need when ill. As a result, maternal 
education emphasizes the importance 
of pre- and antenatal care, combined 
with proper health, nutrition, and care-
seeking behaviors as the ideal solution to 
reducing infant and maternal mortality. 
However, our recent ethnographic field-
work demonstrated that this maternal-
focused approach is not a straightfor-
ward solution.  

We found it important to 
recognize that the assump-
tions embedded within bio-
medical treatment paradigms 
and education programs 
cause health professionals 
and educators to overlook 
important cultural and so-
cial dimensions that are es-
sential to improving health 
outcomes. For example, bio-
medical models focus upon 
the individual rather than the 
larger family system, an ap-
proach that differs from many 
West African social and fam-
ily-based healing traditions. 
During our recent as well as past field-
work experiences, we observed that this 
atomistic epistemology was prevalent 
within maternal education programs, 
health centers, and hospitals. It was clear 
that medical professionals and educators 
should not simply treat Nankani mothers 
and children solely as individuals.  

Rather, Nankani women and children 
are embedded within a larger patrilin-
eal/patrilocal kinship system wherein 
the adult men, particularly the head of 
the family, have authority over the entire 
house and are responsible for all family 
members. This authority and role of chil-
dren within the family system is reflected 
in comments by community members 
referring to children as not for the mother 
but “for the father” and, ultimately, for the 
“house” or father’s lineage.  

Before a mother can attend a medical 
clinic for her own needs or seek medi-

cal care for her children, she must first 
request permission from the father and 
family head. If the family head does not 
give permission, particularly within tradi-
tional families, women are discouraged 
from ignoring his decision; although 
within a small number of less traditional 
families mothers are expected to seek 
help for their children regardless. De-
spite the male decision-making authority 
within the home, family members place 
responsibility and blame for illness upon 
the mother and she is expected to prop-

erly care for the children, 
regardless of the resources 
available. During a meet-
ing with a Sirigu Women’s 
group a woman remarked, 
“The men think their only 
responsibility is getting 
women pregnant; they 
don’t think that they need 
to do anything else.” Con-
sequently, when a child is 
sick, though the male has 
the final say on whether 
she can seek treatment for 
the child, the mother is ul-
timately responsible for the 
child’s health and life.  

In light of the important role that men 
play in health decision-making within 
families, attempting to reverse the impact 
of “ignorance” by concentrating infant 
and maternal education programs solely 
on women as individuals is an incom-
plete solution, since it fails to recognize 
the larger family system. Regardless of 
how much women are the focus of edu-
cation campaigns, few women may have 
the autonomy to seek medical attention 
for themselves or their children, since 
the ultimate decision rests with the men. 
Thus, why are men not targeted more of-
ten for maternal education? While stud-
ies show that education does empower 
women, this case demonstrates that al-
though knowledge of maternal health 
issues increases it does little to empower 
women to make decisions and take con-
trol of their circumstances. Therefore the 
question is not necessarily how can wom-

en be empowered to seek medical treat-
ment, but who should be empowered so 
the women are able to access medical 
care for themselves and their children?  

The analytic separation of mothers 
from their larger kinship and social system 
is artificial. Community education models 
that address the entire family, particularly 
models that help men understand child 
and maternal health circumstances and 
treatments—with the ultimate goal of 
also empowering mothers to obtain pre-
ventative care and early treatment—are 
needed. Poverty is indeed a barrier to 
good health, but we need to think twice 
and more holistically before we dismiss 
poor health outcomes as being a result of 
“ignorance.”
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