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DEFINITION OF TERMS

Maternal death

The death of a woman while pregnant or within 4¢sdaf termination of pregnancy,
irrespective of the duration and site of the pregyafrom any cause related to or
aggravated by the pregnancy or its managementdidtom accidental or incidental

causes.

Maternal mortality ratio
Number of maternal deaths during given time peped100 000 live births during same

time period.

Maternal mortality rate
Number of maternal deaths in given time period]8¥ 000 women of reproductive age,

or woman-years of risk exposure, in same time perio

Lifetime risk of maternal death
Probability of maternal death during a woman'’s ogjpictive life, usually expressed in

terms of odds.

Skilled health worker

An accredited health professional - such as a megwloctor or nurse - who has been
educated and trained to proficiency in the skideded to manage normal uncomplicated)
pregnancies, childbirth and the immediate postnp&lod, and in the identificatipn
management and referral of complications in wonmehreewborns”

(World Health Organization, 2004).

Skilled attendant

A professional care giver who possesses the kngeledd a defined set of cognitive and
practical skills that enable the individual to piae/ safe and effective health care during
childbirth to women and their infants in the horhealth centre, and hospital settings.
Skilled attendants include midwives, doctors, andses with midwifery and life-saving
skills.



Skilled attendance

The process by which a pregnant woman is provididd adequate care during labour,
birth, and the postpartum and immediate newbormoger In order for this process to
take place, the attendant must have the necesk#isy and must be supported by an
enabling environment at the domiciliary, primaryedtth centre), or first referral

(hospital) levels which includes adequate suppbegsipment, and infrastructure, as well

as an efficient and effective system of communacatind referral/transport.

Traditional birth attendants (TBA)
The term TBA refers to traditional, independent {oé health system), non-formally
trained and community-based providers of care dupregnancy, childbirth and the

postnatal period (World Health Organization, 2004).
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ABBREVIATIONS /ACRONYMS

ANC Antenatal Care

DHMT District Health Management Team

DHS Demographic Health Survey

GDHS Ghana Demographic and Health Survey
GES GhanaEducationService

GHS Ghana Health Service

GSS Ghana Statistical Service

JSS Junior Secondary School

KVIP Kumasi Ventilated Improved Pit Latrine
MCH Maternal and Child Health

MDGs Millennium Development Goals

NHIS NationalHealth Insurance Scheme

NMIMR Noguchi Memorial Institute of Medical Research
RH Reproductive Health

SMi Safe Motherhood Initiative

SSS Senior Secondary School

TBA Traditional Birth Attendant

UN United Nations

UNAIDS Joint United Nations Program on HIV/AIDS
UNICEF United Nations International Children’s Fund
UNFPA United Nations Population Fund

WHO World Health Organization
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ABSTRACT

The fifth Millennium Development Goal (MDG-5) is timmprove maternal health by
targeting a reduction in maternal mortality ratlms 75% between 1990 and 2015, and
increasing the proportion of all births assisted dijlled attendants to at least 90%
globally by 2015. Progress towards these targeitmsdo have slowed down and even
stagnated in many parts of Sub-Saharan Africa wimengy women continue to deliver at
home without skilled assistance. The Ghana Dembggdealth Survey (GDHS) 1988-
2003 reports for instance show that for over twoades, the percentage gain in skilled
assistance was just six points, rising from 41%988 to 47 % in 2003.

The Offinso District which lies in the Ashanti regi of Ghana has observed rising trends
in its maternal mortality ratio (MMR) figures ovélne past three years with a steady
decline in the proportion of ANC attendants whoiwal in health facilities and thus
receive skilled assistance. Marternal MortalityiRduas risen from 140/100 000 in 2004
to 210/100 000 in 2006 and skilled attendance leatireed from 92% to 81% over the
same period.

To determine the factors influencing the utilizatiof skilled delivery services in the
Offinso district of Ghana and identify the barriéngat pregnant women encounter in their
bid to access delivery.

A descriptive cross sectional study was done betwgeptember and October 2008 by
administering a structured questionnaire to 400 aminetween the ages of 15-49 years
who had delivered within 12months prior to the sytvSocio-demographic, household

level, community, pregnancy care and delivery eslafactors were collected and

analysed.

A majority, (97%) of respondents attended ANC asteonce, and another 80% of them
attended four times or more. Only 63% had skillsdistance at delivery with the rest
delivering at home. Barriers cited include trangmtoon (27%); money (23%); short
labour (22%) and socio-cultural (11%). Urban resae (contrast rural) odds ratio
(OR)=4.32 (2.82-6.63); women with more than basiomial education, (contrast less)
OR=3.55 (2.33-5.40); women living in proximity tdhaalth facility, (contrast living afar)
OR=3.60 (1.90-6.72); with relatively higher inconfeompared to lesser) OR=7.10 (3.7-
13.7) and respondents who paid four or more AN@svduring pregnancy (in contrast to
those who paid fewer) OR=8.52 (4.8-15.1) all showeatistical association with the
utilization of skilled assistance during labour.

ANC coverage is high but delivery care coverage $iagnated at 61% since 2003
GDHS. There are still significant rural urban dispas, and women with lower
education, lower monthly earnings and living faonfr health facilities face challenges
accessing skilled care and hence deliver at homansportation, money and socio
cultural barriers need to be overcome to improvively care coverage in district.

XV



CHAPTER ONE
1.0 INTRODUCTION

1.1 Background Information

Over 529,000 women are estimated to die annuallgidwade from complications of
pregnancy and childbirth.

An additional estimate of over 300 million womentie developing world are believed
to be currently suffering from short-term or loreggrh iliness brought about by pregnancy
and childbirth. (UNFPA, WHO, 2004)

Most of these maternal deaths occur in poor coemin Africa and Asia with less than
1% of these maternal deaths occurring in high-ireaountries.

Maternal mortality is highest by far in sub-Saharnca, where the lifetime risk of
maternal death is 1 in 16, compared with 1 in 280@h countries. .

Three quarters of all maternal deaths are knowretdue to direct obstetric causes such
as hemorrhage, abortion, sepsis, and ruptured sutand hypertensive diseases of
pregnancy.

Ironically the medical solutions for most of thedentifiable causes of deaths and other
disabilities attributable to childbirth are welldwun and preventable!

“Timely and effective professional care during gmancy, labour and post-delivery
makes the difference between life and death foh bobthers and their newborns.”
(WHO, 2005)

This unacceptably high burden of death and didghii women of reproductive age,
informed the international community’s inclusiontb& Improvement of Maternal Health
as one of the eight Millennium Development GoalD@E5).

Goal five, (MDG-5) which aims at improving maternaalth, has specific targets of

reducing by three quarters the maternal mortaditiprbetween the years 1990 and 2015,



and to have more than 85% of deliveries assisteskiied attendants globally by 2010
and 90% by 2015.

Ghana’s adult lifetime risk of maternal death islat5 with a maternal mortality ratio
(MMR) estimated around 560 per 100,000 live bir(NgHO, 2007)

This is very far from the MDG-5 target of 141 p@01000 births by 2015.

The Ghana Demographic Health Survey (GDHS) 2008rteghows that a little more
than 50% of women do not utilize health faciliteg prefer home delivery services.

The survey showed that just 47 % of deliveries vessasted by skilled personnel.
Traditional birth attendants (TBAs) on the othendhassisted with 31%, and relatives or

friends attended to 19% of all deliveri@&DHS 2003.).

1.2 Problem Statement

The proportion of births with skilled personnel attendance is a proxy indicator for
tracking progress in achieving MDG-5.

Although the evidence is quite circumstantial nmaémortality is generally lower in
countries where mothers giving birth, have skilpedfessional care in attendance.
(Graham et al., 2001)

However, just about half of the world’s mothers id®l each year with a skilled
attendant, leaving more than 60 million women givibirth mostly at home and without
skilled care. Between 11% and 17% of maternal debtippen during childbirth itself
and between 50% and 71% in the immediate postpagpariad.

About 45% of postpartum maternal deaths are baliégveccur during the first 24 hours,
and more than two thirds during the first week. (@/F2005; UNFPA, 2004)

For optimum safety therefore, every woman, withexteption, needs professional

skilled care when giving birth, in a suitable sejtclose to her place of abode.



Such care is best provided for by a registered mhédar a health worker with midwifery
skills, in first-level facilities.

This is known to prevent, forestall and solve mahyhe life-threatening difficulties that
could arise during delivery, and thus reduce matarrortality to low levels

However, personal communications and unpublishéal fdlam years 2004-2006 obtained
from the Offinso District Health Directorate showat previous modest gains made by the

district in set targets aimed at meeting MDG-5 wazelining.

Table 1: Maternal health indices of Offinso Distrid¢

INDICATOR YEAR 2004 YEAR 2005 YEAR 2006

ANC 105% of set

REGISTRANTS target 94% of set 93% of set

target target

ASSISTED

DELIVERY 92% of set 84% of set 81% of set
target target target

MATERNAL

MORTALITY 140:100,000 200:100,000 210:100,000

RATIO

1.3 Rationale of Study

Maternal mortality is generally lower in countriebere mothers giving birth have skilled
professional care in attendan(@/HO, 2005)
The history of successes and failures in reduciagemal mortality has shown that this is

not a specious statistical association.



Sweden, in the late nineteenth century traineddaployed many midwives in order to
promote skilled attendance at birth. This meas@sulted in a precipitous drop in
maternal mortality. (ABOUZAHR, 2000)

The Ghana government has since year 2005 put e @apolicy that makes maternal
services free of charge in all health institutiofise policy was first piloted in four of the
most disadvantaged regions in 2003 and then extematgonwide in 2005.

Besides this the introduction of a National Hedltisurance Scheme, (NHIS) in all
districts was expected to reduce the financial éasdon all pregnant women and thus
increase access to delivery services.

The anticipated synergistic effects of these twdices were to eliminate financial
barriers that could hinder uptake of maternal sewiby women-especially the socio-
economically disadvantaged, allow an increase ittledkattendance at delivery and thus
reduce maternal and perinatal mortality.

The Ghana Demographic and Health Survey 2003 repodelivery service utilisation
showed that there is a greater than fourfold défiee in uptake of delivery care with a

health professional between the poorest and richestiles.(GDHS, 2003)

Interestingly the existence of a health facilitgsgcularly in relation to reproductive and
sexual health is not a guarantee that the commurilitytilize it.

Other determinants of care seeking behavior by woooene into play.

A mother’s education, socio-cultural, economic amdigious background all play
important roles.

User fees, interactions with service providersngpertation difficulties, and poor road
networks are other well known barriers that coutdcaint for the underutilization of

skilled delivery services in a community. (SMI 2QUNFPA 2005.)



The Offinso experience shows that despite the maation of probable financial barriers
during delivery care, by the abolition of user d® and introduction of insurance
schemes in the district, utilization of skilled iely services is still low.

This trend, if it continues would be a serious dragk in the district’'s determination to
meet set targets in pursuit of MDG-5.

In the specific case of the Offinso South Distridtat are the factors contributing to the
utilization of maternal delivery services?

A search of the available and published literatteneeals that no such study has been
done in the district and thus justifies why thigdst should be done to explore the reasons
why most women still prefer not to deliver with @ personnel in attendance.

This will help the district health directorate pland target specific interventions policies
and programs at identified groups of mothers whedn® be persuaded to resort to the

use of maternal delivery services in the distncoider to reduce maternal mortality.



Figure 1: Conceptual Framework
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Figure 2:Schematic Diagram of Author’'s Conceptual Famework.
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1.4

Research Questions

In order to achieve the objectives given below tbiéwing research questions were

formulated

1.5

1.6

What proportion of women in the district utilizedtenatal services during their most
recent delivery?

What proportion of women in the district made usskilled attendants during their
most recent delivery?

What are the general characteristics of women wdtiveded at places with skilled
delivery services?

What are the barriers to the utilization of skilkbelivery services?

General Objectives
To determine the factors influencing the utilizatiof skilled delivery services in

the Offinso district

Specific Objectives

To determine antenatal care coverage in the distric

To find out what proportion of mothers who attendematenatal care during
pregnancy utilized skilled delivery service durihgir last delivery

To determine the proportion of births attended yoskilled personnel in the
district

To describe the socio-demographic characterisfiegoonen who utilized skilled
assistance during their most recent birth.

To identify the barriers to the utilization of dkill delivery services in the district



1.7 Profile of Study Area

1.7.1 Introduction

Offinso District is one of the 21 districts in tAshanti Region.

Area estimated at 1254.06sq k#b.2% total land mass of Ashanti Region. ( GDHS,
2003)

Capital is New Offinso.

The 2000 Population and Housing Census showedthikabDistrict has a head count of
138,190 persons with a male: female sex ratio 1.

Children under 15 years accounts for about (46.68%), the economically active group
of 15-64 years, (47%) .

The Ghana Demographic Health Survey (GDHS) repo063 shows that the average
household size in the district is 5.5. Heads @& households are mainly male. In

households where females are heads, it is eithglesor single parent household.

1.7.2 The People, Religion and Culture

The district is said to be homogeneous in termstlofic composition. The Asante ethnic
group forms about 80% of the total district popilat The remaining 20% are migrant
groups from other ethnic tribes in the NorthernpeipWest and Upper East regions of
Ghana.

Akan culture dominates in the district although thigrant settlers from the north also
practice  their culture alongside the Akan tradéion and  culture.
According to the 2000 Population and Housing Censyrt, there are three main
religious groupings in the District.

Christians constitute (68%), Islam (15.9%) and Trawlal African Religion (8.5%).



6.8% of the population do not subscribe to any led Bbove mentioned religious

denomination.

1.7.3 Geography

The 2000 Population and Housing census show thig0fhas a rural-urban split of
57.8:42.2 %.

The national criteria for rural: urban classificatiof localities is population based. A
population size of 5000 or more is classified dsmarand less than 5000 as rural.

Five of the 126 settlements are therefore urbash tlag rest rural.

The urban localities are New Offinso (36190) Akorrad14018) Abofour (11,177)

Nkenkaasu (10,014) and Afrancho (7,727).

1.7.4 Infrastructure

The district is served by the main Kumasi-Techirtraimk road and a network of feeder
roads. The Kumasi-Techiman road is the only tareat in the district. Most of the
feeder roads are hardly motorable especially duhegainy seasons when they develop
gullies and become muddy although the road networkthe southern portions of the

district are better than the northern portions.

1.7.5 Economic activities

About 64% of the labor force is engaged in agrigeltdepicting it as the major economic
activity. This is followed by commerce 16%, seevii2% and industry 8%.

A total land area of about 24,000 hectares is pdeufood crops production each year.
An estimated 23,500 hectares of farmland lie faleagh year. Large tracts of fertile land

thus remain uncultivated each year. Major cropsvaied in the district include cassava,
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maize, plantain, vegetables, oil palm, cocoa, casdrel rice. Cocoa is exported outside
the country through the Ghana Cocoa Board.

Small-Scale manufacturing industries like timberogassing mills, carpentry,
dressmaking, local beer brewing, corn milling, exssprocessing and others play major

role in the economic life of the district

1.7.6 Health and Health Services

There are 13 health care facilities in the distfldtey comprise government and mission
hospitals, health centres and rural clinics. Nkeskaand St. Patrick’'s Hospital are the
two hospitals in the district. Other health caretoes are Akomadan Health Centre,
Abofour Health Centre, AME Zion Health Care, Dorddemorial Clinic, Quality Care
Clinic, Offinso District Assembly Maternity Centrédnyinasuso SDA Clinic, Bonsua
MCH/FP Centre, Nyamebekyere Clinic and Kyebi Clinic

According to records of the District Health Directte, 2005, the doctor-patient ratio is 1:
16,391 and the nurse-patient ratio is 1: 1,707hwily 60 percent of the population
having access to health care facilities.

The District has instituted the District Mutual Htealnsurance Scheme in line with the
National Health Insurance Policy of the Governmdihis is aimed at improving access
to affordable quality health care, and ensuring itgqun health care delivery.
In June 2006, for instance, the District Healthuhasice registered and collected
¢601,247,904 as informed premiums with 10,901 ptibenefitting from the Scheme.
Out of these 10,437 representing 92% were out{atiand 464 representing 8% were

in- patients.
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CHAPTER TWO
2.0 LITERATURE REVIEW

How to attain set targets in the United Nationghfifillennium development goal of
improving maternal healtland ensuring universal access to reproductive ihegl2015,
remains perhaps the greatest developmental challendghe developing world. Maternal
mortality is highest in sub-Saharan Africa, where lifetime risk of maternal death is 1
in 16, compared with 1 in 2800 in rich countrieNfEPA, 2004).

There is an estimated 529,000 women who die annwaltildwide from complications of
pregnancy and childbirth besides over 300 millioorenwomen in the developing world
who are believed to be suffering from short or lbagn illness brought about by
pregnancy and childbirth, (UNFPA, 2004). This iscceptable by any standards.

One of the most critical and important determinasftsnaternal mortality is how well
national health systems function and ensure thatyewoman can be delivered by a
skilled birth attendant (a nurse or doctor with wif@ry skills), backed up by ready
access to emergency obstetric care when unpretictamplications arise.

Besides the maternal mortality ratio, a secondtheadre indicator selected to monitor
the “process” of reducing maternal mortality is fr@portion of births attended to by
skilled health personnel. The choice of this inthcawas based on historical and
observational evidence on the relationship betweaving a skilled health worker at
delivery and the reduction of maternal mortalitygzam et al., 2001).

The proportion of deliveries attended to by skilleehlth personnel, is therefore a key
indicator for the MDG-5 target of reducing matermadrtality.

It was agreed at the special session of the UNttns General Assembly in 1999, held

for the five-year follow-up to the International @erence on Population and
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Development (ICPD), that globally, 80%, 85% and 90%ocall deliveries should be
assisted by skilled health personnel by 2005, 2012015, respectively, (WHO, 2007).
Although worldwide estimates show that 63.1% of ddliveries are done by skilled
personnel, there is a wide disparity between dg@esl@nd developing countries.

Whilst virtually all deliveries in the developed wa (99.4%) were assisted by skilled
personnel only 59.1% of deliveries in the develgpiorld were supervised by skilled
personnel.

In Africa this figure dropped to 46.5%, and evewgloeed further in the Western African
region where only 39.6% had skilled delivery seggigjuite far from targets set for 2010,
(WHO, 2007.)

Although Ghana’s average was estimated by the ZIMS to be about 47% this is still
well below set targets if MDG-5 can be attained2b¢5.

AbouZahr C.et al 2001, report in their review that although thedewmce is quite
circumstantial, because of the absence of uneqalvegidemiological evidence from
scientific studies, the historical data howeveegady show that countries successful in
reducing maternal mortality have emphasized the bk professional midwife or doctor
working in an enabling environment- a health ingin-for successful maternal outcome

during labour.

2.1 Antenatal Care Coverage

Antenatal (ANC) coverage is the proportion of wonvgm made at least four antenatal
visits during pregnancy provided by skilled heaftrsonnel for reasons relating to
pregnancy among all women who gave birth to adiviéd in a given time period, (WHO,

2005).
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Current worldwide estimates by the WHO and UNICE®03), show ANC utilization to
be around 70%. This approximates to the ANC cowergained for the Ghana DHS of

year 2003 although there was a 61:84 percent rurdaén disparity, (DHS 2003).

Analysis of the 1988-2003 Ghana DHS by ORC MACRQ0=2 as depicted in figure
below, shows modest gains in antenatal care coeeaftgr a period of little change
between 1988 and 1993. These gains were realized@iwoth urban and rural women.
However, rural women were less likely to receivéeaatal care than urban women. For
example, in 2003, the proportion of rural births fehich the mother received no care

during pregnancy was 11 percent, compared withrdepe for urban births.

Figure 3: Percentage of women who received ANC bysidence: Urban —Rural. Ghana DHS; 1988- 2003
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Antenatal care simply means “care before birthiit monetheless involves a complex

package of interventions administered to pregnamh&n at organized health services.
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The purpose is to prevent or identify and treatdations that may threaten the health of
mother and or foetus and newborn, and to help aamoapproach pregnancy and birth as

positive experiences.

The WHO recommended approach to ANC emphasizegudhlity of care rather than the
quantity and thus recommends for normal pregnanegtfour ANC visits. During these
visits the emphasis is placed on focused antepataland limits the component packages
of care rendered to counselling, examinations asts that serve immediate purposes and

have proven health benefits. (VILLAR J. et al. 2p01

Focused ANC thus aims at helping women maintaiarenal pregnancy through

v' ldentification of pre-existing health conditions
v Early detection of complications arising during ttoeirse of the pregnancy
v Health promotion and disease prevention

v Birth preparedness and complication readiness pignn

These interventions in and on their own are noteetqal to have significant impact on
maternal mortality but rather impact significantyn improving maternal health and

accrue beneficially to the health and survivalha infant.

However the question begging for answers is whetid€ has any remarkable impact

on maternal mortality?

The research findings to support or otherwise #m¢natal screenings and interventions

are effective in reducing maternal mortality arardg and the conclusions contradictory.

For instance, COLLIN S.et al (2007); in their review, show bias in the selectof
controlled trials and systematic reviews that favauclear correlation of antenatal

interventions and reduction in maternal mortalimd thus concludes that maternal
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mortality could be reduced in Sub-Saharan Africaabynuch as 8% by a combination of

micronutrient supplementation and presumptive tneat of infection during pregnancy!

VANNESTE A. et al, (2000) however, followed a cohort of ANC attentdatil delivery

in order to assess the effectiveness of prenataksing exercises in predicting severe
labor or delivery complications in Bangladesh. Thewnclude that antenatal screening by
trained midwives fail to adequately distinguishvie¢n women who will need special
care during labor from those who will not need saale. However the study showed that
women who had an antenatal visit were four timesentigely to deliver with a midwife

than women who had no antenatal visit.

Similar conclusions are made by BLOOM &. al, (1999) in urban Uttar Pradesh in
India, ANWAR I. et al (2008) in Bangladesh- that frequent ANC influeratmice of

skilled care during delivery.

Similarly, AKAZILI J. et al, (2004)found in Northern Ghana that inaccessibility to ANC
increases the odds of delivering without skilledspenel in attendance by 27 times and

that increased ANC visits decreases the chancelwidng at home.

ABOU-ZAHR, C. and WARDLAW, T. 2003, in reviewing tafrom the DHS of 45

developing countries found that, there appearseta lxonsistent link between use of
antenatal care and delivery by skilled personneimah reporting four or more antenatal
visits are far more likely to have given birth withofessional assistance than women

reporting fewer visits.

The 2003 Ghana DHS report showed for instance5®&b of women with four or more

antenatal visits delivered with skilled assistaimca health facility in contrast to just 10%
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of women who did not receive antenatal care dahgeat a health facility with skilled

personnel in attendance.

This strong positive association between anterated obtained during pregnancy and
the use of skilled assistance during delivery, fig¢tp explain why antenatal care could

indirectly be associated with a reduction in maaémortality.

Antenatal care therefore, has the potential toesassa strategy for increasing the use of
skilled delivery services at health facilities nggnant women at delivery — a time during
which most maternal deaths occur — and therefadiectly reducing maternal mortality

in developing countries like Ghana.

2.2  Delivery Care

Place of delivery and Skilled Assistance received

The World Health Organization recognises and suppowariety of birth environments,

in the context of an organised health system ailig@dlattendance, and has this to say;

“In developed countries and in many urban areadeiweloping countries, skilled care is
usually provided in a health facility. Howeverrthi can take place in a range of
appropriate places, from home to tertiary refecetre, depending on availability and
need, and WHO does not recommend any particuléinget Home delivery may be
appropriate for a normal delivery, provided tha¢ gherson attending the delivery is
suitably trained and equipped and that referrah toigher level of care is an option”

(UNFPA, 2004).

The International Conference on Population and gwveent (ICPD) held in Cairo in
1994 [United Nations, 1995], set international depment targets for the indicator

“proportion of deliveries with skilled attendantsThis was echoed later in a Special
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Session of the United Nations General Assemblyulg 1999, (FULLERTON Jet al.,

2003).

By 2005, it was expected that where the maternatatity rate is very high, at least 40%
of all births should be assisted by skilled attensgiaby 2010 this figure should be at least
50% and by 2015 at least 60%. Globally the targetsvere, 80% of all births should be

assisted by skilled attendants by 2005, 86%, by28idd 90%, by 2015.

The implicit goal of this recommendation is to emesthat normal deliveries are handled
appropriately, with minimal interference, and ald@mt complicated cases (whether

predicted or not) are also managed effectively.

However 2008 updates provided by the WHO showilwaitld-wide 65.7% of births were

attended to by a skilled health worker howbeit vigitge inter-regional variations.

For instance, although nearly all births were atéshto by skilled health personnel in
developed country settings (99.5%), this proportieduces to 61.9% in less developed

countries and to only 35.3% in the least develameatries.(WHO, 2008).
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Table2: Global, regional and some sub-regional estiates of the proportion of births attended to by a killed

health worker (WHO, 2008)

Region/Sub-Region % Skilled health Coverage of estimates (%
worker (doctors, of live births for which
nurses, midwives, data on presence of SBA
and other cadres  was obtained)

World total 65.7 99.2
More developed regions 99.5 935
Less developed regions

61.9 99.8
Least developed countries

35.5 100
Northern America 99.5 100
Europe 99.5 88.4
Asia 65.4 99.8
Africa 46.5 99.9
Eastern Africa 33.7 99.9
Middle Africa 55 0 100
Northern Africa

70.5 99.8
Southern Africa

89.4 100
Western Africa

41.2 100
Latin America and the 88.5 99.9

Caribbean
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In less developed regions, Africa and Asia werettie regions worse off achieving just
46.5% and 65.4% respectively of professionally saedi births. The lowest levels of
skilled attendance at birth were found in EastefncA (33.7%), followed by Western

Africa (41.2%), in sharp contrast to North Amerared Europe (99.5%).

KOBLINSKY M. et al (2006), looked at the data from 40 nationally esentative

household surveys in developing nations and obsethvat the rather slow and almost
stagnant growth, in usage of skilled assistanagelivery has been due to the vast rural
populations who still have little or no accesskilesd delivery services and rely by far on

relatives and traditional birth attendants to deliat home.

The 2003 DHS in Ghana found out that 46% of delkegewere attended to by skilled
personnel but three years later the WHO 2006 etsrshowed just a marginal increase

to 49.7%. (WHO, 2008)

Furthermore, although the survey showed that 78f Urlman deliveries took place in a
health facility with skilled attendants, only 249% tbeir rural counterparts delivered in
health facilities where they probably had assisancskilled personnel (GDHS, 2003) in

perfect agreement with Koblinsky’s observations.

A further look at the trends of skilled assistamtelelivery shows that over the period
since the surveys begun in 1988 there has beemiaaiirise in skilled assistance from
41% in 1988 to 47% in 2003 implying that far monart half of women in Ghana still

deliver at home and without skilled assistance.FSgere 4 below.
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Health Health
Background facility facility Home Other Missing
Characteristics Public Private
Age at birth
<20 35.7 10.9 52.8 0.3 0.4
20-34 36.7 9.5 52.9 0.4 0.5
35-49 35.1 8.0 55.4 0.3 1.2
Parity
0 45.7 12.6 41.2 0.3 0.2
1-2 35.7 11.1 51.8 0.4 0.9
3-4 33.2 7.5 58.2 0.1 1.1
5+ 30.1 4.8 64.4 0.6 0.1
Residence
Urban 61.0 17.6 20.4 0.4 0.6
Rural 24.0 5.3 69.7 0.3 0.6
Mother’s
Education
No Education  22.9 4.9 71.0 0.5 0.7
Prima ry 35.4 7.5 56.4 0.2 0.5
Middle/JSS 50.1 13.3 35.5 0.3 0.8
Secondary+ 60.2 28.8 11.0 0.0 0.0
ANC Visits
None 8.1 2.3 89.0 0.5 0.0
1-3 16.4 4.3 78.9 0.4 0.0
4+ 46.5 12.7 40.5 0.3 0.0
Wealth
Quintile 17.0 2.4 79.6 0.3 0.7
Lowest 24.1 6.0 69.0 0.6 0.4
Second 32.8 7.9 58.5 0.2 0.7
Middle 57.3 15.5 26.4 0.6 0.2
Fourth 68.0 214 9.2 0.0 1.4
Highest
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Figure 4: Trends in GDHS 1988-2003 of women who reived skilled assistance at delivery
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2.3 Determinants of Skilled Assistance Utilization

Socio-demographic characteristics

The Ghana DHS (2003) report, BELL J., SIANdt.al (2003), BAWA S.et al (2004),
MAYHEW M. et al (2008), have all demonstrated that urban-rurside:mce, economic
status (wealth index), parity, maternal educatiom age are important and relevant
socio-demographic characteristics associated \withuse of skilled delivery services in

several communities.

Mother’s Age

Looking at the trends of all four Ghana DHS anthatrelationship between mother’s age
and place of delivery show slightly lower use favmen above the age of 35, although
further statistical analyses show that this is orakable. CHOWDHURY Ret al (2007)

similarly analyses the Bangladesh DHS data of 1B®¥ and found that younger
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mothers were significantly less likely to utilidalked assistance during delivery although

several other studies show contrary conclusions.

ONAH H. et al (2006) found that a woman’s age was relevant enafsskilled delivery

services in Enugu, Nigeria.

BELL J. et al (2003) looking at the DHS data of Bolivia, Malawangladesh and the
Philippines noticed similar trends just as STANT@N et al (2007) does with their

review of DHS data in developing countries, that@man’s age at delivery matters in
their choice of delivery suite; with older women @&ars or more tending to use skilled

services lesser than younger women- especiallyethebow 19 years.

Figure 5: Trends of percentage of deliveries with sked assistance by mother's age for Ghana DHS; 188003.
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Parity

Primiparous women have been found in a numberudfie$ to be more consistent in the
patronage of skilled delivery services than womehigher parity groups. BELL &t al

(2003); GSS., NMIMR., and ORC MACRO (2004).

Trends from the Ghana DHS of 1988-2003 (figure S3jow quite a consistent pattern;
with findings in other surveys and studies doneMiiLS S. et al (2008), in Northern
Ghana, ONAH Het al (2006) in Enugu, Nigeria and Bell &t al’s (2003) analysis of

trends in Bolivia, Indonesia, Malawi, Bangladesh #me Philippines.

Figure 6: Trends in Percentage skilled assistance delivery by parity in Ghana. DHS 1988-2003
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Rural —urban residence

A look at all the past four surveys done in Ghaanf1988-2003 show consistently that
a child born in an urban area is two and a halésmmore likely to have been delivered at

a health facility than a rural-born child. See figd below.

BELL J. et al (2004) observed similar trends for Bolivia, Malawidonesia, Bangladesh

and the Philippines in their analysis of data frix@ir Demographic health surveys.

RONSMANS C.et al (2003), ONAH H. et al (2006) and IKEAKO Et al(2006) in their
works done in the West-African sub-region, all alsed this pattern of wide rural-urban

disparities in utilization of skilled assistanceidg delivery.

Urban women therefore, due to the existing inegsitin many communities due to
maternal education, physical or geographical actessrvices, generally, tend to access

skilled assistance during labour more than thewslreounterparts.

Figure 7: Trends in percentage skilled assistance delivery by residence: Ghana DHS 1988-2003

90

80

70

60

50

40

30

20

10

0

1988 1993 1998 2003

® Urban mRural

25



Maternal Education

A woman'’s level of education has been found to tbeng determinants of institutional

deliveries and therefore skilled attendance usageany studies.

For example the Ghana 2003 DHS report, shows thae8cent of births to women with
at least secondary education occurred in a healthity and with skilled assistance

compared with 29 percent of births to women withredacation. (Figure 5)

Bell J., (2003) and colleagues make the same osisenvin their analysis of the DHS

data of the Philippines, Bolivia, Bangladesh, Maland Indonesia.

TANN C., et al (2007), in Entebbe, Uganda, VAN DBROEK et al (2006) in Malawi,
IKEAKO L., et al (2006) in Enugu, Nigeria, CHAKRABRYY N., et al (2006), and
COLLIN S. et al (2007) in reviewing data from fdDHS in Bangladesh all observed that
maternal education has a strong correlation witlizimy skilled assistance during

childbirth.
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Figure 8: Percentage of deliveries with skilled onon-skilled assistants by mother's education; Ghan®HS 2003
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Wealth Quintile

The interpretation of trends in delivery care byaitle quintiles need careful analysis
because most of the data collected that aggregesg®ndents into quintiles has to do
with relative wealth and not absolute wealth. Tihiplies that the poorest quintile in one
particular survey could well be the richest quantih another survey and so caution is

required in extrapolating the results to the gdn@opulation, (Bell J. et al., 2003).

However a look at the Ghana DHS of 2003 (figursl&w that ninety percent of women

in the highest wealth quintile had an institutiodalivery compared with twenty percent

of women in the lowest wealth quintile. Severaldsts substantiate this observation that
a woman’s socio-economic status by and large datesywhether she will seek skilled

assistance during delivery or not with women in tighest quintile using skilled

assistance more than those in the lowest wealtttibpui
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For example studies by ANWAR | et al (2008), andABHRABORTY et al (2003) both

in Bangladesh; TANN C., et al (2007) in Entebbeakhda and SHARMA S., et al (2007)
in Nepal, all demonstrate a strong positive assiocidetween a mothers socio-economic
status and her utilization of skilled assistancengdudelivery.

Figure 9: Percentage of deliveries with skilled asstants by economic status (wealth quintile) of thenother

Ghana DHS of 2003
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Barriers to skilled assistance

KPoor service quality. \

Poor staff attitude, skills, performance
knowledge gaps,
—  Low technical standards and poor supervision
—  Low salaries and motivation, ineffective
management

Socio-Cultural factors
—  Delays in recognition of danger
signs
—  Decision-making and access to car¢g
—  Culturally inappropriate care

—  Discriminatory and abusive serviceq - Lack Of.mfe”al coor_dmatlon
—  Perception that care costs will be —  Unpredictable supplies, lack of drugs,

: Ifunctioning equipment
high ma
—  Lack of autonomy for women k j

Costs for utilization of services

—  User fees and additional
payments delaying timely care

—  High cost of care

Barriers to
skilled care
uptake

/

Distance and Time taken to access
facility

- Poor road network

—  Lack of transportation

Physical availability of
health services

Although coverage of skilled attendance at deliieag gone up in most sub-regions of
the world since the 1990s, the West African sulioregn particular has seen little or no

growth - remaining stagnant around 41%. (WHO. 2008)

Ghana for instance has experienced a marginal witgn two decades of just six

percentage points-41% in 1988 to 47% in 2003 (OREGCKO, 2005).

These coverage gaps is by no means peculiar toeGilane but prevalent in much of
resource-constrained communities in rural Africa #&sia where decades of economic
stagnation has left most of these countries withmadic infrastructure like good roads,

pipe-borne water ,transport and health facilities.

Combined with a chronic shortage of skilled pergrand weak health systems many
women in these settings continue to deliver withskitled attendants supervising in

order to provide life saving support when complimas arise.
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Several studies have been done to confirm the tr@se barriers play in the existing
inequities in rates of uptake of professional cdweng labour between developed and
developing countries, the rich and poor and amaingl and urban dwellers in resource-
poor countries.

As illustrated in the conceptual framework abovgnisicant barriers that exist and have
been identified can be grouped under socio-cultiaretiors within the communities, the
physical availability of health facilities, the thsce and time needed in order to access
these facilities, the costs for utilizing theseilfaes and the quality of the services being
offered which if poor and unsatisfactory lead tadenutilization by the communities

involved.

Sociccultural factors

Cultural norms, either social or religious in onigand other acceptability factors can
affect utilization of delivery services by women lebor even when these are within
reach.

For instance many women in many communities ino&ftack decision making capacity
and the final decision as to where to deliver restshe household head especially if cost
will be incurred. (SELJESKOG L. et al., 2006). Hasdds, mothers in law, or other

relatives must make the final decision.

BAZZANO A. et al (2008) working in rural Ghana fadithat home delivery raises a
woman's status in her community, while seekingleskilattendance lowers it. Seeking
assistance in childbirth wastes other people's tme that secrecy in labor was to be
cherished- a luxury unavailable in a health fagilit

KYOMUHENDO G., (2003), found in western Uganda thaaditionally, pregnancy is

considered as a test of endurance and materndh deétoccurs although sad was a
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normal event; the use of primary health units ahd teferral hospital was to be
patronized only when complications occurred and tneed as a last resort.

MILLS S. and BERTRAND J. (2005) also working in tiern rural Ghana found that
although all the women groups interviewed were HKedgeable about the life-
threatening signs and symptoms of complicationzrefnancy and labor, decisions about
place of delivery were generally made only after dnset of labor.

NGOMA C., and MBUKWA R. (2008) in Zambia; VAN denGAARD J. et al
(2008) in Zambia; GAGE A., (2007) in rural Mali| ahade similar findings that socio-
cultural factors play significant roles in determigpthe use of health facilities and skilled

assistants by women in labor.

Transportation, Distance and Time taken to accesa€ility

Transportation difficulties during the onset of dap either due to its availability,
affordability, or the challenge of trekking on vgpgor roads in order to reach a health
facility may prevent pregnant women from utilizitige local health service during labor.
In many rural settings, the primary mode of tramgimn for women in labour is walking
and as such care-seeking may be limited by theedligiability of the situation, fear of
delivering en route, and the physical hardshipsaselling in such a state.

The cost of transportation may also be a deteteeseeking care at a health facility if it
takes too much of the household’s income.

Transport costs according to BORGHI J. et al (20€8)e been estimated at almost half
of total expenditure for a normal delivery and 2&%a complicated delivery in studies

in Tanzania and Nepal.
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Total (travel and waiting) time costs were likewesgimated at 9-14% of total household
expenditure for a delivery in Nepal, and 65-93%Tenzania and as such act as a
deterrent in seeking skilled assistance duringuabo

STEKELENBURG J., (2004) working in rural Zambia fal that although 96% of
respondents preferred delivering in a health fggilbnly 54% actually did, because of
long distances and the lack of transport.

VAN den BOOGAARD J. et al (2008) made similar fings in Lukulu, Zambia where
TBAs are preferred to skilled assistants simplyaose of the distance one had to travel

during labor to access one.

Poor service quality

Poor staff attitude, inadequate skills, performanc®wledge gaps, low technical
standards and poor supervision; low salaries andlmoeffective management, lack of
referral coordination, unpredictable logistics diggpand malfunctioning equipment are
all documented reasons why the quality of matesealices tend to be poor in resource-
constrained settings.

KOBLINSKY et al. (2006), in reviewing the literation barriers to care with skilled
assistance, report that negative interactions aalth personnel is one of the reasons
that influence care seeking behaviour by womealoti.

Some studies in Bolivia had showed some women aigino have felt abused and
demeaned by being ‘put on display’ on the materaitfe as doctors came in turns to
examine them.

The same series reports of women preferring toveleait home because health personnel
use offensive and demeaning language, ridicule wobezause of their poor clothing,

parity, smell, hygiene, or cries of pain.
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A study by MWANIKI P. et al (2002) in Mbeere Disttiin Kenya had focus group
participants citing shortage of drugs and esseastipplies, lack of commitment by staff,
poor quality of food and lack of cleanliness in tiealth facilities as constituting reasons
for preference of home delivery.

KYOMUHENDO G. (2003) in Uganda found from respontdethat, a lack of skilled
staff at the primary health care level, verbal a&hueglect and poor treatment in hospital
and poorly understood reasons for procedures, lpdadth workers' views that women
were ignorant, explained the unwillingness of worteedeliver in health facilities.
D'AMBRUQOSO L., et al (2005) working in the Greafgzcra region of Ghana, cited poor
staff attitudes as one of the reasons for non-aabéiy and low-utilisation of delivery
care services by women in the district just as NGO@L, and MBUKWA R. (2008)
found in studies done in Zambia; with the womerGimana saying that they expected a
humane, professional and courteous treatment frealtth professionals as well as a
reasonable standard of physical environment elsg ¢bnsciously change their place of
delivery and make same recommendations to othettseyf experience degrading and
unacceptable behaviour from health professionals.

Similarly 22% of Bolivian women surveyed in a study OTIS K., and BRETT J.,
(2008) mention that poor quality of care availahtenealth care centres are reasons for
non utilisation by respondents.

Poor service quality therefore is a significantrigairto non- utilisation of delivery care in

health facilities.

Costs for utilization of services
Health facility user fee is one of the proximatdedainants of utilization of skilled
delivery services. Payments irrespective of the lathaemanded generally deter many

women from patronising maternity services and khigs poor rural folks a great deal as
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this can considerably erode their household incomed plunge them into debts,
(MCINTYRE D., et al (2005) and VAN DAMME W., et £2004)).

In resource-poor countries, the high cost of uses ffor deliveries limits access to skilled
attendance, and contributes to maternal and ndanatéality and the impoverishment of
vulnerable households, (WITTER S., et al (2007).

For instance, Ghana, in the year 2002, used egtswdtits yearly gross domestic product
(GDP), pegged at $380, as a proxy for individuaiome per head. A normal delivery
was valued at 5-6% of GDP whilst a complicatedweli like a caesarean section, cost
as much as 16-35% of GDP! (BORGHI J., et al. 2006).

Even where formal charges are nonexistent studmesvsthat women incur other
unofficial expenses, including cost of care foranpanying family members who help
them out.

BORGHI J., et al. (2006), reports on studies thawsthat women in labour sometimes
have to purchase detergents like bleach for statiin of instruments, bed sheets, gauze
gloves, and sanitary pads on admission for deligeryices.

KRUK M., et al (2008) working in Tanzania, foundath73.3% of women with facility
delivery reportedly made out-of-pocket paymentsdigivery related costs.

Nearly half (48.3%) of respondents reported cuttlog/n on spending, borrowing money
or selling household assets just to pay for dejieith the poor reporting this most
frequently.

In Bangladesh, MAHABUB U., et al (2006) notes cast the most commonly cited
reason for not seeking care for delivery complaradi Their study revealed that 84% of
women in the lowest wealth group compared to 13%vomen in the highest wealth

group did not seek treatment for delivery complaat due to cost.
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In order to improve these financial inequities amake accessing delivery care easier for
the most vulnerable, various financing schemesrtikeéual insurance schemes and health
equity funds-which attempts to improve access tthecare services for the poorest by
paying the provider on their behalf- operates imswesource-constrained countries
(NOIRHOMME M. et al 2007).

Even though faced with many challenges, the eviglencthe ground suggests that the
policy of exemptions and fee waivers for the pawt pregnant women improve access to
outpatient services. JAMES C. and colleagues (200&ganda, and WITTER S. et al
(2007) in Ghana, that though there were problentis sisbursement and sustainability of
the fund, more women were utilizing health faciigifor free maternal health services.
User fees therefore hurt and acts as a disincefdivéhe poor introducing inequities in
healthcare utilization by disadvantaged women @aalhgdn pregnancy, labour and the

post partum period.
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CHAPTER THREE
METHODOLOGY

3.1 Study Methods and Design

A descriptive cross-sectional survey was done. @Yadéime research methods were
employed in the study which involved interviewsatoandom sample of women (age 15—
49) who gave birth within one year prior to thev&yrusing a structured questionnaire.
The questionnaire was pre-tested in a similar gapr in a neighbouring district to test
for clarity, validity and reliability of the quesins after which the tool was revised

accordingly and finalized for use.

3.2 Data Collection Techniques and Tools

A simple structured, pre-tested, open and closdéceuestionnaire was administered by
trained research assistants. These field workdiscted the necessary data from eligible
respondents and on return from the field each daisted a data entry clerk to enter the
gathered information into a computerized prograatistical Program for Social

Sciences (SPSS) version 16 statistical softwarkgugec

3.3  Study Population

Study population was women of child bearing aget@5/ars who had delivered either

in hospital or at home within a period of twelvemntits (one year) prior to the survey.

3.4  Sampling Techniques

A multi-stage cluster random sampling method wapleyed in order to select the study
subjects. First all the communities in the distmatre stratified by their current sub-

district categorization.
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Based on population figures of the district obtdifiem the Ghana Statistical Service
proportional estimates were assigned to each sibetliat a ratio of 50:30:20 percent
respectively; with the largest sub-district, Offn€entral taking 50% and Bunsua sub-

district 20%.

Simple systematic random selection was then useslext each seventh listed rural or
urban community. Each of the selected communitias then representative of a cluster.
Within each cluster the fifth house on the righbdhaide as one entered the community
was chosen as the starting point and then all fiqp@lrespondents within each house
were interviewed until 10 respondents were obtaifeeceach cluster and then the next

cluster was entered.

This plan was followed until the required sampleef over 368 was obtained. In all 415
respondents were interviewed but 15 others weecteyl leaving 400 respondents for

data entry, cleansing and further analysis.
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Table 4: The Sample:

BUNSUA (10 Respondents/OFFINSO CENTRAL | ABOFOUR (10
Cluster), (20 Respondents peRespondents per Cluster)
Cluster)
GAMBIA, WAWASE DOME, ADUKRO, | AFRANSUA,
DESUA, KOTOKOLI | NTIMKROM,
MANSERA,
LINE, NAMONG, | ADUKOFIKROM,
LOBIGAO,KUTRIKROM,
NYAMEBEKYERE, DOBIHWE, CAMP 31,
ADAEKROM, AMA
oLD TOWN, | PENYKROM, ABOFOUR
NSIAKROM, AGYENPRA
ANYINASUSO, OLD TOWN, ABOFOUR
SAMPROSO, NEW TOWN, ABOFOUR
KOKOBENG, ZONGO, DUMESUA OLD

TOWN, DUMESUA NEW
TOWN, DUMESUA

SAWMILL.

3.5 Sample Size

Proportion of women who delivered at home (p) i@ &shanti Region from the GDHS

2003 was =40%.

At 95% confidence interval, power of 80%, and aacy(d) of 5% then the sample size

would be N= z*z* p(1-p)/d*d

7=1.96 p=40% ¢=60% d=.05
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A total of 368 participants were determined to Hecuate for the study.

3.6 Pre-Testing

The questionnaire was pre-tested among similargineal women of child bearing age in
the Atwima district, which has similar charactadstin terms of geo-political, ethnic and

socio-cultural norms.

3.7 Data Handling

Regular weekly meeting was held between the praicipvestigator and research

assistants.

Data was entered onto an SPSS for windows verséndatabase after each weekly

meeting between the Principal Investigator andareseassistants.

The database was then edited and cleansed andibg@tted to statistical analysis by
both SPSS statistical package and further anabysiStata Statistical software package

SE9, at the end of the exercise.

3.8 Ethical Considerations

Ethical approval was obtained from the Local Rede&thics Committee at the School
of Medical Sciences, University of Science and hetbgy, Kumasi, Ghana through the
Department of Community Health.

The Regional Director of Health Services, the Dest€hief Executive, and the District
Director of Health Services of the Offinso Distrisho was involved in preliminary
discussions about the study was all consulted atbeutonduct of the study and gave
their verbal consent for the study to proceed endistrict.

Written informed consent was obtained from all jggrants.
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3.9

Limitations of Study
Sampling bias may have been inadvertently introduckie to purposely

restricting respondents to birth within 1 year ofvey

Views and opinions of respondents may not necdgdagi representative of the
entire population
Time and financial constraints did not help in aovg entire community and this

potentially limits the representatives of the sasrgre.

3.10 Assumptions

To achieve the objectives of the study, the follggvdassumptions were made:

Opinions expressed by the respondents would blg fapresentative of the views
of the general population and that these findinge be extrapolated to the
general population

That the respondents understood the questions.

That the field workers were careful in the admuaison of the questionnaire and
that the answers provided by respondents werelteoéd prior to entry.

Those respondents were truthful and did not giveadly desirable answers.

That data entry for analysis was correctly done.
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CHAPTER FOUR

RESULTS AND ANALYSIS

This chapeér provides a summary of the results of the sun@yducted over an eig
week period in the months of August and October8269 means of frequency tabl

graphs and appropriate inferential statistical mégpies

4.0  SocioDemographic Characteristics of Responden
As shown in figure 10 below, of the 400 responderite were willing to be interviewe:

225 (56%) [95% CI 51.2-61.2%)] were urban dwellers whilst 175 (44 %) [95%

38.8%48.8%] were rural

Figure 10: Residence oRespondent

Residence of respondents

H Urban Rural

Majority of the respondents, 210 (53%) were in 26-34 years age category, 65 (16

were teenagers whilst 125 (31%) were in th-49 years age group.

41



Table 4: Age of respondents by marital statt

Single Married/co-habit Divorced/separates
15-19 years 30 (42.3% 35 (10.7%) 0 (0%) 65 (16.2%)
20-34 years 38 (53.5% 171 (52.3%) 1(50%) 210 (52.5%)
35-49 years 3 (4.2% 121 (37%) 1 (50%) 125 (31.2%)
Total 71(100% 327 (100%) 2 (100%) 400

x2 value 56.4 df (4) p< 0.0(

These age groupings were insignificant by theice@laf residence but appeared hig
significant in terms of their marital status wi292 (89%) of those respondents above

years of age (p%:001) either married or -habiting.

Figure 11: marital status of respondents

Marital status of respondents

mSingle ®Married mCo-habiting m Seperated/divorced

Figure 12 and table 5 show the educational attamsna our respondent
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Three hundred and seventeen (79%) of our respositiant at least a primary educati
31, (7.8% of these with senior secondary or tertiary edocagnd 191 (48%) wel
educated to junior secondary le'

More rural respondents 59(71%) had no educationpeoed to our urban dwelle
24(29%) and more urban dwellers 21(77%) had sesemondary educion or more
compared to rural residents 7(23%j)2[values 48; df (4) ;p<0.0C

Figure 12: Educational Levelof Respondents

Educational level of respondents

E None M Primary mJHS ®SHS+

Table 5: Crosstabulation of Residence and Educatiah Level
None Primary JHS SHS Tertiary Totals
Urban 24 (29% 46 (48%) 131 (69%) 21 (78%) 3 (75% 225
Rural 59 (71% 49 (52%) 60 (31%) 6 (22%) 1(25% 175
Totals 83 (21% 95 (24%) 191 (48%) 27 (7%) 4 (1%) 400

¥2 =45, df (4), p<0.00
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Parity

From table 5 below we find out that 150(37.5%)expondents had two to three children,

137 (34 %) had given birth to only one child and(#8%) had six or more children.

However there was significant association obsefeednother's educational level and
parity. For instance for birth orders of 1-3, 97% roothers with senior secondary
education fall in this category, 74% of JHS mothé&&% primary and 60% of mothers

with no schooling fell in this bracket. (p=0.001)

Table 6: Parity of respondents with respect to edution

Parity (total no of births)/frequency
1 2-3 4-5 6+ Total
None 18 32 15 18 83
Primary 27 38 20 10 95
JHS 73 69 34 15 191
SHS+ 19 11 1 0 31
°©
>
c:ts Total 137 150 70 43 400
S
§ (34.2%) (37.5%) (17.5%) (10.8%)
v
y2 value=34.7 df(12) p=0.001
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4.1 Household Characteristics and Wealth

Figure 13: main source of drinking water by urban-rural residence

Bar Chart

main source of drinking
1209 water in househald

.piped water inside
M piped water yard
Opiped water public
M horeholefwel
streamiriver

100

80

Count

40+

207

urban rural

rural or urban

In terms of household characteristics, wealth asdets, 177(44%) of our total
respondents used pipe borne water either insideutside the house, 183(46 %) used
boreholes or wells and the rest 40(10%) used stessmtheir main source of drinking
water with statistically significant (p<0.001), elb anticipated, urban-rural disparities.
For instance 143(64%) of urban respondents hadsadoepipe borne water compared to

34(19%) of rural respondents.

Similarly out of the 10 (2.5%) respondents withsfiutoilets in their homes, 8(80%) were
urban residents and in like manner 80% of the 24€&rauof the Kumasi Ventilated
Improved Pit Latrines (KVIP) came from urban housddh. Conversely, 77% of the 119
traditional pit latrines users found in the surwesre resident in the rural aregd value

128.7 df (4) p<0.001]
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Figure 14: type of toilet facility used by respondets by residence

Bar Chart
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Table 7: Crosstabulation of Residence and Source Blel
Main source of fuel used for cooking
Gas Kerosene Charcoal Wood Other Total
Urban 4(100) 2(66.7) 110(79.1) 109(43.1)0 225
Rural 0(0) 1(33.3) 29(20.9) 144(56.9) 1 175
Total 4 3 139 253 1 400

%2 =52 df (4) p<0.001

Residence

The majority of our respondents 392(98%) used eittercoal or wood as the main

source of fuel for cooking with just under 2% uskgither liquefied petroleum gas (LPG)

or kerosene.

46



Significantly though, 144(82%) of rural household®d firewood as their main source of
fuel for cooking, 68% of kerosene users, 100% oG Lisers and 110(79%) of charcoal

users were all urban residents.(Table 7))

Table 8: Crosstabulation of Residence and NHIS Stas.

Are you registered with the NHIS? Total

Yes No
Urban 135(66.5%) 90(45.7%) 225
Rural 68(33.5%) 107(54.3%) 175
Total  203(51%) 197(49%) 400

x2 value 17.6; df(1) p<0.001

Residence

As a guide of how much of household wealth was geshbeing used in healthcare we
inquired from respondents how many of them werésteged with the National Health
Insurance Scheme (NHIS). Significantly we foundt tfiable 8), majority,135 (67%) of
registered members were urban residents whilesetsely those unregistered had the

majority coming from the rural communities. (p<Q1p0

On inquiry, close to three-quarters 296 (74%) spomndents earned less than GH¢100 a
month as their average income. Another 78(20%) wetbe income bracket GH¢100-
299, about 5% others earned above GH¢300 and thainang 1% declined to reveal
their income. Predictably, significant urban rudigparities were observed. Of the 97

respondents earning more than GH¢ 100, 76(78%)enh twere urban residents.
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Out of the 175 rural respondents, 152(87%) of tisand they earned less than GH¢ 100

in contrast to 64% urban respondents (N=225) fanridat income bracket.

[42 value 33. df (4) p<0.001]

Figure 15: Average monthly household earnings by dran-rural residence

Bar Chart
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Antenatal Care Coverage

Majority of respondents 386 (97 %) [95% CIl 94.2%198] attended ANC services at
least once before their most recent delivery. Cluthe386 respondents who attended

ANC, 307(79.5%) [95% CI 75.2%-83.4%] attended foores or more, as recommended

by the WHO.
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Table 9: Crosstabulation of Residence and ANC Attastance

No

Urban 221(98%) 225

4(2%)

Rural  165(94%) 10(6%) 175

Total  386(96.5%) 14(35%) 400

x2 value 4.6 df (1) p=0.034

Ninety —eight percent of urban residents and 94%ul respondents attended ANC at

least once before delivery.

Of those who failed to attend ANC before delivadgz(4), 10 (71%) were rural residents
and the rest 29% urban residents. A hundred aretynfour respondents, (86%) of urban
respondents were able to make the minimal fourttsvisi contrast to 112(64%) rural

counterparts.

On timing of first ANC visit, majority, 277 (72 %hade their first ANC visit during their
second trimester, 86 (22%) started in their firshéster, and 21 (5.4%) paid their first

visit during the third trimester of their pregnancy
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Table 10: Crosstabulation of Residence and Frequep®f ANC visits.

How many ANC visits did you make? Totals
None One Two Three Four or more
Urban 4 7 6 14 194 225
Rural 10 5 10 38 112 175
3
o
% Total 14(3.5%) 12(3%) 16(4%) 52(13%) 306(76%) 400
[O)
x

x2 value 31.2 df (4) p<0.001

Figure 16: No of ANC visits made before delivery byirban: rural residence

Bar Chart
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Figure 17: Timing of first ANC visits by urban: rur al residence.
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4.2  Delivery Care

Majority, 245 (61%) of respondents in this surv@$% Cl 56.3%-66.1%] delivered at a
health facility with the rest, 155 (39%) [95% CI.9313.7%)] delivering at home mostly
without skilled attendance. Urban: rural dispasitgrevail; 76% of urban deliveries took
place in a health facility in contrast to 42% ofaludeliveries. In like manner majority

(65%) of those who delivered at home were residetite rural area.

Table 11: Crosstabulation of Residence and Place bBElivery

Home/TBA Hospital/Health facility

Urban 54 (24%)  171(76%)
Rural 101(58%)  74(42%) 175
Total 155(39%)  245(61%) 400

42 value 47.2 df(1) p<0.001
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Of those who delivered at a health facility (n=248) (7.8%) were assisted by a doctor,
119 (48.6%) were attended to by a midwife, and (M@3%) were assisted by a nurse at
the health facility. Only a fraction of a percergalf0.4%) claimed to have been attended

to by some other health personnel either thankitled assistants identified above.

Out of the 19 doctor-assisted deliveries, 17(90%p)enurban residents and 2(10%) were
rural residents. Nearly 90% of deliveries in théamr areas were done by nurses or
midwives in contrast to over 97% of rural deliverithat were done by these same

categories of skilled personngP[value 14.7 df (3) p=0.002

Figure 18: Personnel identified as assisting respdent at delivery by place of residence.

Bar Chart
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Of those who delivered at home (N=155), 30 (19.4%( they delivered all alone with
no one in attendance, 70 (45.2%) had a TBA in d#eoe, 45 (29%) had relatives or

neighbours assisting and only 10 (6.5%) had skalesistance from a nurse or midwife.

Of the TBA-assisted deliveries, (n=70); 45(64%) weced among rural residents and
similarly 74% of those who had relatives or neigisoin attendance (n=45) were rural
respondents (p>0.05). Overall 17.5% of all deliegnvere attended to by TBAs thirteen

percentage points lower than the national average.
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Figure 19a: Person(s) present to assist respondefgliver at home.
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Figure 19b: Person(s) present to assist delivery &bme by rural: urban residence
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4.3  Determinants and Barriers to Care

An analysis of the determinants of delivery caralf€ 7) shows an association between
residence (urban-rural) and place of delivery wiispondents in urban areas of the
district 171(76%) utilizing institutional delivergare more than their rural counterparts,
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74 (42%)y2=47 df (1) (p <0.001). Mother's age and parity dat show any significant

association with institutional delivery care (p>®).®ut mother’s educational level, time
taken to normally access the nearest delivery uged here as proxy to distance to
nearest facility), number of ANC visits made priordelivery and the average income of
household per month (also used here as proxy tedinmld wealth) all showed significant

association with choice of delivery place.

Table 12: Determinants of place of delivery

Variable Place of delivery
Home Hospital Totals x2 value p-value
/(df)
Residence
Rural 101(65.1) 74(30.2) 225 47.14 (1) <0.001
Urban 54(34.8)  171(69.8) 175
Totals 155 245 400
Mother’s Age
15-19 34(21.9)  31(12.6) 65 6.08(2)  0.05
20-34 77(49.6) 133(54.3) 210
35-49 44(28.4) 81(33.1) 125
Totals 155 245 400
Parity
1-3 births 103(66.5) 184(75.1) 287 3.5(1) 0.06
4+ births 52(33.5) 61(24.9) 113
Total 155 245 400

Mother’s Education

None or up 98(63.2) 80(32.6) 178 35.93(1) <0.001
to Primary

Post primary 57(36.8)  165(67.3) 222

Totals 155 245 400
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Time taken to access nearest health facility in murtes

Less than 30 107(69.0) 218(88.9) 325 24.8(1)  <0.001
mins

More than 48(31.0) 27(11.1) 75

30 mins

Total 155 245 400

No of ANC visits

1-3 60(41.9)  19(7.8) 79 64.46 (1) <0.001
4+ 83(58.1) 224(92.2) 307
Total 143 243 386

Average Income of Household

Less than 144(92.9) 159(64.9) 303 40.5 (1) <0.001
$100 per

month

More than 11(7.1) 86(35.1) 97

$100 per

month

Total 155 245 400

4.4 Barriers to Skilled Assistance

Figure 20, and table 13, below, depict the barrigestified as inhibiting women in the
study from gaining access to institutional deliveare during their most recent birth at

the time of the survey.

A hundred and fifty-five respondents in the sur(8@%) delivered at home mostly
without skilled assistance. Out of these, 42 (2¢%@d transportation difficulties as their
major problem encountered; majority, 40 (95%) ofskn respondents with transport

challenges were rural residents and the remairfiagusban dwellers.
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Furthermore, 36 (23%) mothers claimed to have madl@ms with money (believed they
could not afford facility charges; 22(61%) of thesere rural residents and 39% urban

residents.

Thirty-four mothers (22%) had short labor and cotik@érefore not access a health
institution in time; 23 (15%) respondents simplgferred a home delivery, and 14(61%)

of them were rural residents.

Seventeen (11%) of mothers interviewed cited varialigious or cultural reasons for

delivering at home

[Observed urban: rural disparities were statidtjcailgnificant:y2 value=30.2 df (7) p <

0.001]

Only 3(1.9%) of respondents cited poor attituddedlth staff at the local health facility

as their reason for avoiding the place during theast recent delivery.

Table 13: Proportion estimation of barriers encounéred in accessing skilled delivery services

What are your reasons for giving birth at home?

Frequency Proportion Binomial exact

(%) [95% conf. interval]
My own preference 15 9.7 5.5-15.5
Family preference 8 5.2 2.3-99
Short labour 34 22.0 15.7-29.3
Problem with transport 42 27.0 20.3-34.8
Money problem 36 23.2 16.8-30.7
Poor attitude of health staff 3 1.9 0.4-5.5
Traditional/cultural reason 17 11.0 6.5-17
Total 155 100
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Figure 20a: Barriers to skilled assistance at delivery

What are your reasons for giving birth at home?
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Figure 20b: Barriers to accessing skilled assistaeger urban: rural residence.

Bar Chart

40— ars there any paricular
reasons why you
decided to deliver at
home?
my own choice/prefersnce
collective family decision
30— couldn't make it to health
Facility
had transport problem
couldn't affard facility charges
lidn’ ike heath facility
— i
=
=
& 207
10—
o— |

urban rural

rural or urban

57



CHAPTER 5

DISCUSSION OF RESULTS

This chapter discusses the important findings emegrgom the survey.

5.1  Socio- Demographic Characteristics

Residence

This survey shows that 56% of our respondents wesiglent in urban areas and 46% in
rural areas and could perhaps be attributed toirtweasing urbanization of Ghana’s
population as evidenced by looking at the trendallopopulation censuses since 1960-
2000. The proportion of urban dwellers has almastbted since 1960, increasing from
23% in 1960 to 44% in year 2000.(ORC Macro., 200@xy important perhaps in

providing easy access to basic and emergency dbstetlth care for pregnant mothers.

Age

Our results also show that over two in three of mapondents, (69%) were below 34
years of age unlike that obtained for the Ghana Dé{frt of year 2003 where 55% of
respondents surveyed were below 30 years of age.

Eighty one percent of our respondents were eittariad or co-habiting, and 18% others
single and never married; in contrast to the 200@&r@ DHS where 62% of women
surveyed where married or co-habiting, and 28.4%eweund to be single or never
married.

This is remarkable because it implies that perlmapsee and more women are marrying
and also giving birth at an earlier age.

There appears to be fewer single mothers in oweguthan the National figure and so
more of our men are perhaps taking greater respititysin sharing the financial and

psychological burdens with their consorts than jonesly found.
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Education

A look at the educational level of our respondeaetgeals improvements over national
averages in non educated, primary and junior seggntbvels seen in the last DHS
report.

For instance 21% of our respondents had no forchataion at all —a seven percentage
point decrease compared to the 28% national ave?8§é had up to primary level- three
percentage points above the national figure and f8%br secondary education, eight
percentage points above the national average. drhe smprovement could not be said of
secondary education where the near 8% figure obdes/four percentage points lower
than the national average of 12% observed in tl0& ZIHS.

This implies that although more and more womengaténg some education, secondary
and postsecondary education is quite low. Howdweoverall improvements observed in
educational levels is a very useful observationviomen’s reproductive health matters,
where education literally empowers women to assdutliecontrol not only of their
reproductive health rights, but also enable thewelgreater access to better paid jobs
and improve their socio-economic well being.

Also of particular interest is the significant rurairban disparity in educational
achievement of mothers interviewed in the survey.

For instance, out of the 83 respondents without fanyal schooling, 59 (71%) were
rural residents and the rest urban dwellers.

In like manner, 24 (78%) of those with secondanyoadion or more were urban residents
and the remaining 7(22%) lived in the rural ar@as< 0.001)

IKEAKO et al, (2006), in Enugu, Nigeria and the Ghana DHS 28&3rt similar

findings.

59



In these studies significant association were dgdaund between mothers’ residence
and educational level —with rural mothers achievsupstantially lower educational

attainment than their urban counterparts.

Parity

Our results revealed that most (72%) of respondaintke time of the survey had given
birth to between one and three children comparé8% observed in the GDHS of 2003.
Similarly the observed trend of increasing educatiattainment and lower parity was
significant and consistent with research findinigattmore and more women are giving
birth to fewer and fewer children -particularly edted women.

The postulated explanation is that, better educatednen generally have higher
expectations for their children and they therefooemally plan having fewer children in

order to be able to make greater investments im¢ £ducation and well being (ORC

Macro, 2005).

5.2 Household Income and Wealth

The amenities and assets available in householdsgeaerally be used as proxy
indicators of the socio-economic status of the gdr@opulation.

We are unable to construct a wealth quintile is 8tudy and instead use these household
assets as proxy indicators of the possible wedlttunrespondents but then go on to use
the average income or earnings of the householthasdefinitive indicator of the
probable economic status of our respondents. fi&irprising to note that the majority of
respondents in this survey were earning less tHa@1G0 given that most of them were
subsistence farmers in a largely agrarian commufibere is virtually no large scale
manufacturing industry in the entire district amdesarnings from trade and commerce is

quite low. Most of the respondents would therefaee major challenges when it comes
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to out of pocket payments for services renderebealth institutions which fortunately
for pregnant mothers has been fee-exempt sincd 2Q05 by a government policy that

made pregnancy and delivery care free nationwidd &R S.,et al 2007).

5.3 Antenatal Care Coverage

Our study shows that antenatal care attendand#l iguste high among pregnant mothers
with the 97% [ 95% CI 94.2-98.1%] observed in ttisdy, five percentage points higher
than the national figure of 92% obtained during 2003 GDHS. It is similar to findings

by MILLS S.et al (2008) working in Northern Ghana.

Urban: Rural disparities were minimal though; 98p@4cent ratio in this study compared
to the 2003 GDHS ratio of 98:89 percent observed;mgication perhaps that rural

residents have improved more on ANC attendancettf@nurban counterparts.

The statistical significance even though appearedkw{p=0.034) for one or more ANC
attendance (yes or no), it show stronger statistissociation ( p<0.001) for the number
of visits made and urban or rural residence. Oué8@ercent urban: rural ratio is quite
similar to the 84:61 percent ratio reported in #33 GDHS, and observations made
from an analysis of DHS data obtained from 45 coesitin the developing world

(ABOU-ZAHR C., and WARDLAW T. 2003).

Rural mothers, perhaps more from multi factorishsens like education, household
wealth, parity, age and access, among many otbedsto be more inconsistent in ANC
attendance than their urban counterparts and hemalgle to make the 4 minimal visits

recommended.

A key objective of maternal health care programrhas been to ensure that women

present for antenatal care early in pregnancy derto allow enough time for essential
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diagnosis and treatment regimens such as treatofe3itls, malaria chemo-prophylaxis

and management of anaemia.

The results of our survey which showed that majof2% of respondents reported in the
second trimester for their first ANC visit, whil82% presented in their first trimester is
consistent with the findings of DHS data from 45veleping countries analysed by
ABOU-ZAHR C. and WARDLAW T., (2003) where just alio22% of women in sub-

Saharan Africa present early in the first trimester

Although women in sub-Saharan Africa make theistfiantenatal visit rather late in
pregnancy, they nonetheless tend to report more dha visit just as was found in this

survey.

Late ANC attendance however may preclude women fioenefiting fully from

preventive strategies deployed at ANC service dgjipoints. In some rural communities
iron and folic acid supplementation, treatment elnfinthic infections, and intermittent
preventive treatment with sulfadoxine-pyrimethamiee malaria could prove highly

beneficial for most women in pregnancy, who cowddshsceptible to anaemia.

Overall, the antenatal care coverage observedsrstitvey (97%) is appreciably high in
this survey despite the late timing of the firgitvand the urban: rural disparity in respect

of the minimal four visits necessary before delver

5.4  Delivery Care

An examination of trends in delivery care in Ghdram the past four demographic
health surveys (1988-2003) show a gradual increaee professionalization of delivery

care, rising from 41% in 1988 to 47% in 2003 (BEL&t al. 2003; ORC Macro. 2005).
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Our survey results of 61% [95% CI 56.3- 66.1%]titagonal delivery care, and with
skilled attendance- fourteen percentage points eltbg national average, and twenty
three percentage points above similar work doneMityl S S., et al (2008) in rural
Northern Ghana is encouraging, although still faloty the MDG target of 80% by 2005
and 86% by 2015 (WHO., 2008).

The 61% skilled care utilization observed in thisvgy is similar to the 60% GDHS 2003
results for the Ashanti region. It is enticing tonclude that nothing much has perhaps
changed five years down the lane by way of imprcesminm skilled assistance at delivery
in the district. Even the urban: rural disparityioaof 76:42 percent observed in this
study, though significant, is quite close to the2BPercent seen in the GDHS report.
Utilization of skilled assistance in the distripgrticularly among rural residents appears
to be better than the national average.

Nonetheless the urban: rural differential is sglevant and not an unusual finding in our
current study because as KOBLINSKY M., (2006) aalleagues report, this is the trend
in most of Sub-Saharan Africa where a substantlalige portions of her population still
live in rural settlements.

A look at the category of skilled personnel in attence in our study shows that doctors
assisted in fewer than 8% of deliveries that totdce in health facilities —just like the
national estimate and estimates in Indonesia, Balegh and Malawi, (BELL Jet al
2003).

That the vast majority of deliveries in health fhieis (92%) were attended to by
midwives and nurse-midwives is refreshing. Thesdlesk cadres are trained to
proficiency levels in managing normal deliveriesd aaking the appropriate decisions
when it comes to complicated deliveries and hemegrnant mothers are in safe hands

reporting to health facilities in the district dugilabor.
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Other determinants apart from residence that pregaificant in this study (table 12)
were mothers’ education, time taken to usually sece health facility, (used here as
proxy to distance), household earnings per monthramber of ANC visits made before
delivery.

Similar findings have been made in several studieshe impact of these variables on
skilled service utilization (CHOWDHURY Ret al 2007; SEPEHRI Aet al 2008 ;).
Although parity has been found to be associatesbme studies with place of delivery
(MILLS S. et d. 2008; CHOWDHURY R.,et al 2007; ONAH H.,et al 2006); and
indeed the 2003 GDHS found so, with lower birthessd (1-3) associated with health
facility delivery than higher birth orders (4+), roeurrent study found any such
association rather weak (p=0.06) in our study agean after controlling for other
confounding factors. Although not very clear ifpi®bable that our present observation
could be due to the fact that the current userefeemption policy in place makes it
possible for women of any parity to access thisicgolf they so wish hence the
obliteration of any association between parity aradernal use of skilled care.

Maternal education, well noted in multiple studtesbe a predictor of use of skilled
delivery care, (STEKELENBURG Jt al, 2004, Bell J., et al., 2003; IKEAKO Let al.,
2006) was found in our study area to be a sigmfi¢actor in the utilization of skilled
delivery services. Mothers with more than primadp&ation were strongly associated
with use of skilled assistance at delivery tharséhwith less (p<0.001). A look at urban:
rural residence heightens this association furtfunban: y2=4.4 df (1) p=0.037; Rural:
¥2=15.9 df (1) p<0.001] showing that a rural resmieand a primary education or lower

was strongly associated with home delivery andetloee non use of skilled assistance.

64



This is not a spurious association as it is wetwn that maternal education and urban:
rural residence is the strongest predictor of @eliwith health professionals (BELL é&t,
al., 2003; ANWAR let al., 2008).

Well educated mothers are more likely to be residenrban areas where they can have
preferential access to the many comforts of urlettiesnents like electricity, portable
water and good healthcare. They are equally mkedylto be more informed about the
dangers of a home delivery should complicationsrseind therefore more likely to opt
for a hospital delivery than their counterpartsleducated and living in rural settings.
The distance of a health facility from the abodeaaffoman in labor and hence the time
taken to access that health facility in minutese@ubere as proxy to distance to health
facility) has been found to be highly associatethwise of skilled assistance during
delivery. The closer a health facility to the reside of users the more likely it is that
they will be patronized during labor (SHAIKH B.,chiRIATCHER J., 2004; MPEMBENI
R.,et al2007).

Our current study confirms the observation madenirtiple studies about the health
seeking behavior of women in labor particularlyrumal communities-that the closer the
health facility to the community in which womendithe more likely it will be accessed
for their health care needs. Those who took leas 80 minutes to access the nearest
health facility were more likely to access skillessistance during labor than those living
further on than 30 minutes travelling time.

The fear of delivering on the way or encounterimggnown challenges, cited by mothers
in other studies for home delivery could well bensoof the reasons for the current
observation where respondents living more than Butes travelling time away from the

closest health facility used it less often tharsthliving closer than 30 minutes.
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5.5 Barriers

The proportion of non users of skilled assistamc¢his survey (39%), although higher
than a similar study done by BAZZANO At al, (2008) in Northern Ghana is quite
similar to that obtained for the Ashanti region waie Offinso district lies, during the
2003 GDHS. That five years down the lane, rateskifed delivery utilization has
perhaps stagnated in the district, even if nohandntire region is remarkable and a little
bit worrisome. Refreshingly though, only 2% of togho delivered at home cited poor
attitude of health staff at health facilities wittthe district as problematic.

However the major barriers identified-namely trarsgtion, money, short labour,
traditional and cultural practices as well as peasoor family choices- as impeding
access to skilled assistance, especially the obdarban: rural disparities, is similar to
those acknowledged in multiple studies done in lamsettings ( MILLS S., and
BERTRAND J., 2005; STEKELENBURG Xt al 2004).

Transportation difficulties, cited by more than aager of our respondents are not
unusual given that the road networks in the diswigich consists largely of unmotorable
feeder roads, are poor particularly during theyaeasons.

That more than one in five respondents cite morgey anajor deterrent to the non-
utilization of delivery care is not too surprisiggzen that majority of the population are
rural peasant farmers and the survey shows that than 75% of our respondents earn
less than GH¢100 a month. Surprising though iddbethat most of our respondents did
not perhaps know or were unwilling to take full adtage of the government’s delivery
exemptions policy in place since April 2005 (WITTER ADJEI S., 2007).

However as JAMES C., and colleagues (2006) havednathere fees are abolished,
there needs to be clear communication with a brstateholder buy-in and careful

monitoring to ensure that official fees are notiaepd by informal fees. Are stake holders
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in the district aware of this fee-exemption polfoy delivery care? And how well is this
communicated to pregnant women in the district whtvonize quite substantially, ANC
services?

Besides communication problems, evidence existsiral and impoverished households
being forced into deeper poverty when faced witlbstantial medical expenses,
particularly when combined with a loss of househimicome due to pregnancy or ill-
health (MCINTYRE D. et al, 2005). These impoverished households could filverept
for the easier and less costly option of settling & home delivery attended to by a
traditional birth attendant, relative or friends avkake next to nothing as formal or
informal charges.

The very low (2%) respondents who cite poor sttifugles in the local health facilities is
very commendable to health staff working in thetrais Coupled with the high
patronage of ANC services in the district (97%) aoeld say that perhaps interactions
between health services staff and clients althocgtiial and friendly has not been
utilized to the fullest in persuading pregnantmigeabout the absolute necessity of having
skilled care during labour.

Traditional and cultural reasons are cited by almmé in ten (11%) of respondents as
barriers that prevent them accessing delivery aarthe district. What these cultural
barriers are is difficult to ascertain at first dan a quantitative study of this nature and
will perhaps need further exploration in a quaMatstudy just like the 15% respondents
who cited personal preferences or family preferdncea home delivery because for all
we know these personal reasons may well be an eugpimefor something deep-seated,

emotive in nature, and probably embedded in traalitculture, or religious dogma.
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CHAPTER 6

CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion

The UN Millennium Development Goal 5, which seeksimprove maternal health,
stipulates two global targets. Firstly, that maakmmortality ratio should be reduced by
75% between 1990 and 2015 and secondly, the universerage of skilled care at birth
by 2015.

Although a user fee exemption policy is in place fpyegnancy and delivery care,
complemented by an operational National Healthrsce Scheme, (NHIS), yet still the
anticipated surge of women in labour who utilizés tiree skilled assistance and care
during labour is yet to materialize fully in thesttict. Contrarily maternal mortality
seems to have gone up and skilled assistance govre d

Our current study despite all its limitations hasved the purpose of highlighting critical
areas at the household level, the community level service delivery and policy
implementation levels that could be streamlinedruter to propel the quest for universal
skilled delivery in the district forward.

To begin with, our current study has showed th&traatal care coverage in the Offinso
district is quite high and appreciable. The 97% erage observed for at least one
antenatal visit before delivery is commendable then as shown by the study four
minimal visits is critical to the utilization of 8ked assistance during labour.

The 80% coverage observed for at least four visiis be improved. More frequent
contact with service providers during antenataitviss key, in influencing pregnant
women to seek skilled assistance during labour semice providers must take full

advantage of their interpersonal skills during timst initial contact to positively
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influence their clients to attend more frequenilhe lesser than 1% of, complaints
elicited from respondents about poor staff attitud¢he district shows the good image
health staff have within their communities. Thisndae capitalized upon during focal
antenatal care, a time known to reinforce cordiddetween health staff and their clients,
and the platform used to persuade more and maetslio seek skilled assistance during
labour.

Secondly, the skilled delivery coverage of 61% oiad in this study, although higher
than the national average of 47% is not differeonf that obtained in the Ashanti region
during the 2003 GDHS. One could argue thereforegskiled delivery coverage seems to
have stagnated over the past five years and tisetkei real danger of reversing any
previous gains in our march towards attaining targef MDG5. Much advocacy need to
be put in during antenatal visits to persuade egmeenothers to seek skilled care during
labour especially among rural residents and sceas® skilled delivery coverage in the
district.

Furthermore, important socio-demographic deterntgamghlighted by the results
obtained from this study shows that a woman’s esgid, educational level, household
wealth and monthly income, are important in théaatiion of skilled care in the district.

A woman with more than primary education, espegidlleducated to secondary level
and beyond, resident in the urban area and relatwealthy- at least earns more than
GH¢100 per month and is registered with the Natiétealth Insurance Scheme (NHIS)
will most likely seek skilled assistance duringdabin the district. A woman’s age and
parity at the time of delivery did not seem to p&yital role in influencing a woman'’s
choice of delivery place during labour.

Besides these the distance and therefore travel téken to access skilled care during

labour is important in the district and women whe Icloser than 30 minutes travel time
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to the nearest health facility will patronize thelring labour than those living further
off.

Nonetheless important barriers highlighted by @spondents in this study would need to
be overcome so as to facilitate access to the dediwery care put in place by the
government.

Challenges with transportation, either its avallgbiduring the critical period when
labour sets in, or easy passage via unmotorabldsyda the closest delivery suites
particularly for rural women in the district wileeds be surmounted.

The apparent lack of awareness by some women witl@ndistrict that a government
enacted exemption policy abolishing payment of dses for pregnancy and delivery
care since 2005 needs to be rectified by apprabyiaisseminating this information to
relevant stakeholders and women groups.

Finally, cultural, religious and traditional bamsealluded to as barriers needs further
exploration so that it's leaders and advocatesbeaengaged in fruitful dialogue that will

facilitate a more positive attitude towards seelskifjed assistance during labour.

6.2 Recommendations

In the light of these findings and conclusions wehato make these recommendations to
all the relevant stakeholders in maternal healtimkimg within the district, region and
country as whole.

To the Ghana Health Service (GHS) and District Hedh Management Team
(DHMT):

1. Itis recommended that focused antenatal care dhmupracticed and encouraged
at all health facilities providing antenatal care tais is known to encourage
frequent ANC visits which in turn improve the chasf skilled care utilization
during labour.
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2. Advocacy, communication and community mobilizatigfforts must be stepped
up so as to disseminate relevant government pslitiat affect the health of the
people especially in rural communities in the dsstr
Community durbars, fora at schools, churches ahdratligious groupings can

be targeted and the necessary information commtgcica

To the Ghana Education Service (GES) and the Disttt Assembly

3. Greater investments need to be made in educatittmmwthe district particularly
girl child and secondary education. This is impattaot only in empowering
women within the district to enable them competeotaably with their male
counterparts in better paid jobs and enhance #so®io-economic status but also
enable them have greater voice at the householdcamumunity levels on all
issues that affect their reproductive health.

4. The road networks within the district will needlde improved to facilitate easier
access to health faciliies and these calls fortraergovernment increasing

budgetary allocation of financial resources todfsrict.

To Traditional Authorities and Non-Governmental Organizations (NGOS)

5. There will be the need for NGOs working in the ddstto partner with the GHS
and dialogue with traditional authorities, commurgaders and other relevant
stakeholders about strategies that can help redegative cultural and religious
practices that militate against seeking skilledwel/ care during labour.

6. The above named bodies can liaise with relevarttgsain the transport industry

to help transport pregnant women to the hospied df charge during the critical
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period when labour sets in to minimize the problewth transportation

difficulties.

To Central Government and its Regional representaties
7. Greater and greater efforts need to be made irr ¢odaccelerate infrastructural
development in the district in order to woo investmto the district and make use
of the vast natural resources lying dormant in district. This if done would
create jobs and improve the socio-economic condtior residents in the entire
district -especially those living in the rural comnities so as to help bridge the

urban: rural disparity in wealth and social corahs.

Maternal health needs to be improved in the disimiorder to meet MDG5.

Although coverage of skilled assistance is highehis district, compared to the national
estimate our study has brought to the fore sontbepertinent challenges that could be
tackled immediately so as to improve coverage.

Given the relative inputs being made by the Ghaneegment and other stakeholders by
way of financial resources, policy directives angduts, bold and pragmatic efforts by all
stakeholders in the implementation of some if hiobfathe suggestions made could bring

some degree of progress.
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APPENDIX
STUDY QUESTIONNAIRE

Factors affecting the utilization of skilled deliyeservices in the Offinso District
Community Health Department, Kwame Nkrumah Uniugrsf Science and
Technology, Kumasi

STUDY QUESTIONNAIRE
Interview with Mothers who delivered 1yr ago

Respondents Id No .............. Location/EANO........cccvvvenennn.n.
How old is your last child?

Date of interview

General Characteristics

1.1 AGE

1.2 Parity [ ] (total No of ths)
1.3 Marital status:
O1: singled 2: marrie@@ 3: widalve [ 4: separated/divorced
05:  co-habiting
1.4 Educational Level
Ol: None O 2: Primaa 3: JS§@14: SSSO 5: Tertiary
1.5 OCCUPATION
O1: farmer O 2: traderd 3. praiesal™d 4:  skilled (specify) .............
0O5:  unskilled (specify)................ [1 6: othepECify)......cevvvveeeeeiiinnnnnn.
1.6 ETHNICITY )
Ol: Akan O 22 Ewe 3: HKau O 4: Other (specify.................
1.7 RELIGION
O1: Christian [] 2: Moslenid  3:Traditiongd] 4: Others
(Specify...............
1.8 What is the educational level of husband or spouse?
O 1: Nonex 2. Primagd 3: JSC14: SSSO 5.  Tertiary
1.9 What is his occupation?
O1: farmerd 2: traded 3: praiesalc 4:  skilled (specify) .............
05:  unskilled (specify)................. [1 6: oth@pecify)...............

2.1 What is the main source of drinking water in thigisehold?
O 1: piped water insiddd 2 piped water y{o8: piped water public
O 4: borehole/wellO0 5: Stream/River 06 : water tanker O 7: rainwater tank
08: sachetwater; 9: bottled water

2.2 What type of toilet do you use in this house?
0l: flush toilet OO 2: traditional pit totldd 3: ventilated improved pit latrine
[J4:  bucket/panD  5: No facility/budh  6ther (specify)........ccoooeviiii i,

2.3 What is the main fuel used for cooking in this refus
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O1: electricity O 2: gasa 3: kerosez4: charcoa 5: wood
06: other (specify).......cccocvviiiinns

2.4 Do you have any of the following®(ltiple responses accepjed
Ol: Acar O 2: Arefrigerator and/or freece3: radiod 4: televisions
0O5: stoved 6: telephone/cell phone

2.5 Are you currently a member of the National Heattburance Scheme(NHIS)

() yes O 2: no

2.6 Source of income of main provider for the housdfol
O1: Regular employment™= 2: Irregulaptoyment= 3: Home employment
(income generating activity performed at honta)4:  State pension
O5:  Contributions from others&@  6: Didmow
O7:  Other (SPeCify)....ovvviiiii i
2.7 How many people in all currently belong/live ingliousehold?

2.8 Can you kindly estimate the average monthly incamtbis household?
11 <¢100] 2: ¢100-¢297 3¢300-¢499[] 4: ¢500 or more

3.1 How do you usually get to your nearest maternitjna@r clinic?
0O1: walkd 2: taxiorbus? 3: oear OO 4: other
3.2 How long does it normally take you to get to thanmest clinic or maternity home?
Minutes
3.3 How much does it cost to get to the nearest clinic?
GHC [ ]
3.4 How do you usually get to the nearest Hospital?
O1: walk O 2: taxiorbuga  2wn carc3 4: other (specify)...............
3.5 How long does it normally take you to get to thanest hospital? (in minutes)

[ 1

3.6 How much does it cost to get to the nearest hd8pita

[ 1

4.1 Did you receive or attend ANC during the last paagey/birth?

O1: yesO 2: No Ifyesproceedto 4.3 and If Noto 4.2, then 5.1)
4.2 1If No can you briefly tell me why?

4.3 If yes can you tell us briefly why?

4.4 If yes where did you receive it from?
O 1. hospitald 2: health centar: 3maternity homc 4: TBA’s home
0O 5. Other (specify

4.5 How many months pregnant were you when ydueteived or attended center for
ANC?
Ol: <8mthgo 2: b/n3-6mtib  3>6mths o 4: don’t know

4.6 How many ANC visits did you make before delivery?
0Ol: oned 2: two3d 3: thrc24: fouror>

4.7 Were you seen by the one and the same person occakions of your ANC visit?
O1:. yestd 22 no2 3  don'tkno
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4.8 Were you satisfied with the reception or treatmenit received at the place you
attended your ANC?
01 Yes[d 20 No
4.9 Would you recommend ANC services at this placefpets other women?
O1: yes[d 2: no
Why or Why Not

5.1 Where did you deliver your last baby ?
[]1: Home [0 2: Hospit{] 3Private clinic[] 4. Health Center
15: Maternity Hom{C] 6  TBA
(if Home delivery pls jump to section7.1)
5.2 What type of delivery did you have at the healttility?
J1: vaginal O 2: vacuunld 3: B4 Other (specify)................
5.3 What was the outcome of the delivery at the hdalthity?
[11: Live Baby[l 2: Still Birth
5.4 Did you have any problems getting to the healthlifpg¢when in labor) for the birth
of your baby?
[11: yes [ 2: No
5.5 If yes please briefly describe the nature of thabf@ms (probe and tick all that
apply).
01 Family consent or approvl] 2 Moneydeskefor delivery] 3 Getting a
vehicle [0 4 Poorroad network
05 Other (specify)................
5.6 Can you tell us who took the decision you delivienealth facility and not at TBA
/home?(probe)
(11 My own preference/choicl] 2 cdllecdecision by me/spouse
[13 collective decision by family
(04 Other (specify)..............
5.7 At the health facility who attended to or assigteglour delivery process?
[J1: Doctord 2: Midwifell 3: MKe [] 4: Health care assistant
5: Other Staff (specify)...
5.8 Were any of your relatives aIIowed to be with yawidg the delivery process?
LJ1: yesdd 2 No
5.9 Which would you prefer given the choice .To hawvbave relatives present to
observe the delivery process
[11 Relatives preserf] 2 relativeseab [1 3 don’t know
5.10 Did you have to pay any money for the last deli?ery
[1: yesld 2 Ndl 3: don'tknow
5.11 If yes how much money did you spend in all for deéivery?(direct [=formal
charges]and indirect costs=informal )
1 direct costs=GHC 2: iedircosts =GHC
5.12 If No who paid for the cost of the delivery?
(01 NHIS O 2: otherprivate insurand13: Employer[1 4  Other
(specify)... -
5.13 How soon after the dellvery were you dischargedhftbe hospital?
01 Sameday (<,24hrs)[] 2 day afted(w2)
5.14 Were you advised to come back to the health fgaliter the delivery?
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Ol yesd 2: nog 3: caelnember

5.15 now tell me how you were treated at by the heatff during the delivery?(probe
and tick all that apply}

L] L]
1.1 respectful 2.1 rude L
1.2 Patient with me 2.2 rushed O
1.3 Prompt attention 2.3 long waiting time 1
1.4 provided privacy 2.4 no explanations offierd ]
1.5 made me comfortable 2.5 language diffieslti []
1.6 others (SPecify)............cc..ve.... 2.6 others 0
(specify).....cccoevvieininnnn.

5.16 How would you rate the overall service renderegadio during the delivery process?
O1: PoorJ 2: Averag] 3. Hiad
5.17 Would you recommend labor or delivery care at ligalth facility to other
women?
11: yes O 2 no
Briefly explain to me why or why not............coo e

6 FOR HOME DELIVERY ONLY
6.1 What was the outcome of your delivery at home?
[11: Live Baby[l 2: Still Birth
6.2 Are there any particular reasons why you decidegetiver at home?pfobe gently
and tick all that apply}
1: myown choice/preferenC} 2: adliee family decision] 3. couldn’t
make it to health facility (specify)... :
[14: Had transportation dlfflcultleI 5 outdntafford facility charges
06: didn’t like health facility [0 7: raditional or cultural reasons (specify)
......... [l
[18: religious reasons (specify)..................... : Other

(specify).................
6.3 Is /are there any persons who assisted you toetedivhome?

01: NolwasalonQ 2: TBAJ 3: dltl worker (nurse or HCW)
O 4: midwife [] 5: relative/friend/neighbor
6.4 Did you develop any problems or complications whgdivering at home?

I1: yesd 2 no
6.5 If yes specify and briefly tell us what you didwere done for you.
6.6 Tell me, is this the very first time that you amsidering at home?
J1: yesld 2 no
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6.7 If you got pregnant again and had to deliver, woudd prefer a home or health
facility?
J1: Home [OJ 2: Healthfacili] : 3 don’t know

6.8 Any particular reasons for this choice?

Thank you very much for the time spent with us.
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CONSENT FORM

Hello. My name is and | am a rebkeatadent with the KNUST
Department of Community Health. We are conductinguavey about the health of
women in this community. We would very much appaeeiyour participation in this
survey. | would like to ask you about your healtid @bout issues related to pregnancy
and childbirth. This information will be used topnove health services in this district. |
will also be asking you some questions about thadtindacility you usually attend. We
will not share your identity or your individual ysnses with the staff at that facility or
with anyone else. There are no risks involved iigaating in the study.

Only survey organizers and the Committee that @e=rshe ethical aspects of this study
may view the data. The responses you provide \eilképt strictly confidential and will
not be shown to other persons.

Participation in this study or refusal to partiggavill not affect your ability to access
health services or any other services. The interwisually takes between 30 and 40
minutes to complete.

Participation in this survey is voluntary and yanachoose not to answer any individual
question or all the questions. However, we hope yioa will participate fully in this
survey since your views are important. At this tinsethere anything you would like to
ask me about the survey?

For additional information about the survey andryparticipation in it, you can contact
Dr Joseph Baah Obeng.

By consenting, you indicate that you understanditiiermation | just read about the
study and that you are willing to participate.

Signature of respondent
Date:

Signature of interviewer:
Date:

May | begin the interview now?
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