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ABSTRACT 

Introduction: Though maternal health has been an important global public health concern, 

maternal mortality is still globally, especially in low-and middle-income countries like 

Ghana. Using Anderson and Newsman's framework, this study sought to examine the 

factors associated with maternal health service utilization among young women aged 15-

24 in Ghana. 

Methodology :The study analysed data on 920 young women aged 15-24. Data analysis 

was done using Stata version 14.2. Chi-square test and binary logistic regression models 

were used to measure association between maternal health service usage and some 

independent variables at significance level of p-value <0.05. 

Results: Prevalence of antenatal care, health facility delivery and postnatal care were 

83.3%, 72.7% and 69.0% respectively. Women in the Northern, Volta, Eastern and 

Western regions; as well as rural areas, women in the poor and middle wealth category 

had lower odds of antenatal attendance. Women aged 20-24, those with secondary/higher 

level of education, Christian and Moslem women, women with parity one and women who 

have subscribed to NHIS and young women who indicated that distance to health facility 

is not a big problem had higher odds of ANC attendance. With health facility delivery, 

women in the Northern region, Volta Region, Eastern region, and western region, women 

in rural areas, women in the poor and middle, wealth category had lower odds of health 

facility delivery. Women aged 20-24, those with secondary/higher level of education also 

had higher odds of health facility delivery compared to those with no education. Christian 

and Moslem women, women with parity one and women who have subscribed to NHIS 

had higher odds of health facility delivery. Finally, young women who indicated that 
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distance to health facility is not a big problem had higher odds of health facility delivery. 

' . 
In terms of PNC uptake young women in the Broi:ig Ahafo region, Eastern region, Central 

Region and Western region had lower odds of PNC uptake and young women with parity 

one, had lower odds of PNC attendance compared to those with parity three or more. In 

terms of education, those with secondary/higher level of education also had higher odds of 

PNC attendance compared to those with no education. Finally, young women who are 

exposed to radio had higher odds of PNC attendance compared to those who are not 

exposed to radio. 

Conclusion :There is relatively high utilization of ANC, skilled delivery and PNC among 

young women in Ghana. Both individual factors such as age, educational level, religion, 

parity, wealth status, NHIS subscription, exposure to family planning messages, pregnancy 

intentions and contextual factors such as region of residence and distance to health facility 

are associated with maternal health service utilization. Therefore, Ghana Health service-
' 

Non-Governmental organisations and all stakeholders seeking to improve the health of 

young women and women in general should consider educating women on the need to take 

up maternal health services. This will go a long way to reduce maternal mortality and also 

improve child health to achieve the Sustainable Development Goals on maternal and child 

health. 
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1.1 Background to the Study 

CHAPTER ONE 

1.0 INTRODUCTION 

Though maternal health has been an important global public health concern, maternal mortality 

remains too high, especially in low- and middle-income countries like Ghana. Maternal death is 

higher among younger women compared to older ones (WHO, 2019). It has been revealed that 

most maternal deaths can be avoided with the use of appropriate maternal healthcare services 

(Regan, 2018; WHO, 2012). The health of women, especially mothers, is very crucial because it 

affects the health of every member of the household, particularly children and the aged (Dominic 

et al., 2019). Because of this, the global development agenda have always emphasized women' s 

health through initiatives that have greater potentials to improve women's health. Such initiatives 

include the International Motherhood Initiative (SMI), launched in 1987, in Kenya; the 

International Conference on Population and Development (ICPD), 1994, in Cairo, Egypt; the 

Fourth World Conference on Women in 1995, in Beijing, China; United Nations Millennium 

Development Goals 2000, and Sustainable Development Goals (SD Gs) (Badiuzzaman et al., 2018; 

Dominic et al., 2019; WHO, 2019). 

The current Sustainable Development Goals (SDGS), for instance, emphasize, among other things, 

a significant reduction of maternal mortality ratio to 70 deaths per 100,000 live births by 2030. 

More generally, the SDGs also emphasize women's universal access to sexual and reproductive 

health care services and the integration of reproductive health care into national strategies and 

programmes by 2030 (Badiuzzaman et al., 2018; WHO, 2019). These initiatives have led to some 

improvements in women's health. For instance, maternal mortality ratio worldwide dropped by 
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almost 50% between 1990 to 2010 (WHO 2014). Similarly, as part of the Millennium 

Development Goals, maternal mortality ratio worldwide dropped by 45% by the end of 2015 

(Bhowmik, 2019). 

Despite these improvements, a considerable number of women continue to die worldwide, 

especially in low- and middle-income countries. Each day, over 800 women die of preventable 

pregnancy and childbirth-related causes (WHO, 2014). Globally, around 303,000 women died of 

pregnancy and childbirth-related causes in 2016, of which 25% were adolescents (Regan, 2018). 

Besides, maternal mortality was the second leading cause of death among childbearing women all 

over the world in 2016, with 95% of such deaths occurring in low- and middle-income countries, 

of which Ghana is not an exception (WHO, 2019). 

Over the years, Ghana has made a significant reduction in its maternal mortality ratio, from 740 

per 100,000 live births in the 1990s (WHO, 2015) to 310 deaths per 100,000 live births (Ghana 

Statistical Service [GSS], Ghana Health Service [GHS], & ICF, 2018). However, young women 

comprised the majority (Ghana Statistical Service [GSS], Ghana Health Service [GHS], & ICF, 

2018). The deaths are usually caused by medical conditions such as hemorrhage, abortion, 

hypertension, ectopic gestation, uterine rupture, genital tract sepsis, anemia, sickle cell disease, 

pulmonary embolism, and disseminated intravascular coagulation (Der et al., 2013). 

While majority of these medical conditions can be addressed to avoid maternal deaths in Ghana, 

there seems to be a generally low use of maternal healthcare services in Ghana (Adu et al., 2018; 

Dalin jong et al., 2018; Tuncalp et al., 2014 ). Evidently, some studies have reported low use of 

antenatal care, skilled birth attendance, and postnatal care in Ghana (Baatiema et al., 2019; Boah 

et al., 2018; Ganle et al., 2019; Gudu & Addo, 2017; Nachinab et al., 2019), especially among 
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young women. For example, studies by Batiema et al. (2019) and Ganle et al. (2019) reported low 

use of Skilled delivery [SD] services among younger women (15-24 years) than older ones. This 

suggests that there is more to be done to improve the health of mothers in Ghana. Thus, for Ghana 

to achieve SDG 3, which aims at reducing maternal mortality ratio to as low as 70 per 1000,000 

live births. Thus, examining and understanding the factors associated with maternal healthcare 

utilization is imperative, especially among young women since they are those who contribute to a 

greater extent of the maternal deaths. The key maternal health services include antenatal care, 

defined as the care women receive during pregnancy till birth. Skilled delivery, defined as a women 

being attended by a trained health professional such as a midwife, nurse or a doctor during delivery 

and postnatal care, a woman being attended to by a trained professional after delivery (GSS et al., 

2015). Identification of those factors will aid health interventions aimed at improving maternal 

healthcare in Ghana, especially among young women. 

1.2 Problem Statement 

The improvement in health outcomes among women remains a major priority worldwide. For 

example, maternal mortality remains a challenging public health issue in Ghana. As a result, the 

Government of Ghana has, over the past two decades, implemented policies to improve the health 

of mothers. For instance, in 2002, the government introduced a waiver of delivery fees in public 

health centres (Anafi et al., 2018). This policy was later incorporated into the National Health 

Insurance Scheme (NHIS) upon its introduction in 2005. Among other things, the NHIS allows 

mothers who register under the scheme to have free access to maternal health services. This scheme 

has seen some improvement in maternal health care delivery across the nation. However, studies 

have revealed inadequate maternal healthcare services, low uptake of these services, and 

inadequate access to antenatal visits, facility-based delivery, and postnatal care (Tuncalp et al., 
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2014), due to some financial and logistic constraints (Anafi et al., 2018). This situation has resulted 

in poor maternal health outcomes. Evidence shows that young women 15-24 years are 

disproportionately vulnerable and suffer maternal mortality compared to older women (GSS, 

2014). Despite this, previous research on maternal healthcare utilization has focused mainly on 

fecund women in general (Adu et al., 2018). Such studies too focused on some specific 

geographical areas (Dalinjong et al., 2018; Dapaah & Nachinaab, 2019). A few other too have 

focused on specific types of maternal healthcare services such as antenatal care (Boah et al., 2018; 

Nachinab et al., 2019) and skilled birth delivery (Dickson & Amu, 2017; Gudu & Addo, 2017). 

Cognizant of this empirical gap in the literature, this present study, will focus on the factors 

associated with the use of maternal healthcare services, specifically antenatal care, skilled delivery, 

and post-natal care among young women aged 15-24 years since they are those who contribute a 

greater proportion of maternal deaths in Ghana (GSS et al., 2018). 

1.3 Justifications of the Study 

The research will show the factors that influence young women's use of maternal healthcare. Policy 

measures aiming at improving maternal health outcomes, such as reducing maternal mortality 

among young women, will benefit from a better understanding of such determinants. If maternal 

healthcare among young women is to be improved, the study's findings will identify the category 

of young women who should be targeted for such treatments. 

The current study also adds to the body of knowledge on maternal healthcare, particularly among 

Ghanaian women. Previous research on this topic has primarily focused on the general public and 

people of specific geographic areas. As a result, less is known about the predictors of maternal 

healthcare usage among young women, despite evidence indicating that this group of women uses 
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less maternal healthcare. As a result, the current study adds to the body of knowledge by focusing 

on a subset of women who are more susceptible to maternal death. 

Ghana, like the majority oflow- and middle-income countries, aspires to achieve the SDGs. 

One of these aims is to guarantee a significant reduction in maternal mortality (SDG 3 .1) and 

universal access to healthcare for women (SDG 3.7) (Badiuzzaman et al., 2018; WHO, 2019). 

As a result, it is critical that we focus study on women's health, as this research will help us 

achieve the SDGs. 

1.4 Objectives of the Study 

1.4.1 General objective 

The general objective of this study is to examine the factors associated with maternal health service 

utilization among young women aged 15-24 in Ghana. 

1.4.2 Specific objectives 

The specific objectives of the study are as follows: 

l. To estimate the prevalence of ANC, skilled delivery and post postnatal care service 

utilization among young women in Ghana 

2- To determine the factors associated with antenatal healthcare services utilization among 

young women in Ghana. 

3- To assess the factors associated with skilled delivery services uptake among young women 

in Ghana. 

4- To assess the factors associated with postnatal care services uptake among young women in 

Ghana. 
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1.5 Research Questions 

l. What is the prevalence of ANC, skilled delivery and post postnatal care service utilization 

among young women in Ghana? 

2• What are the factors associated with the utilization of antenatal healthcare among young 

women in Ghana? 

3• What are the factors associated with skilled delivery among young women in Ghana? 

4• What are the factors associated with the utilization of postnatal care among young women in 

Ghana? 

1.6 Conceptual Framework 

Given the complex nature of healthcare utilization, it is better to situate the study within a 

theoretical framework. To this end, the present study is guided by Anderson's (1995) behavioral 

model of access to medical care. Originally developed in the 1960s, the model aims, among other 

things, to explain why families use health services; to define and measure equitable access to health 

care; and to assist in developing policies to promote equitable access to healthcare (Anderson, 

1995). 

The original version of the model focused on the family as a unit of analysis. This was because the 

medical care an individual received depends on the socio-demographic characteristics of that 

individual's family (Anderson, 1995). The model proposed that healthcare utilization depends on 

three categories of factors: predisposing factors, enabling factors, and need factors (Adewuyi et 

al., 2019). Among the predisposing factors biological factors such as age and gender, social 

structure (measured by education, occupation, and ethnicity), and health beliefs and attitudes. In 

terms of enabling factors, Anderson (1995) identified income, health insurance, a regular source 

of care, and availability of health personnel and facility. The need factors concern whether care is 

required/desired, both perceived and actual needs (Adewuyi et al., 2019). 
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The initial model has undergone some modifications. As a result, current versions of the model 

focus on the individual rather than the family, and the determining factors now include external 

environmental factors (Adewuyi et al., 2019). The present study also modifies the model to suit 

the purpose of the study. Thus, I selected independent variables for the present study following an 

extensive literature review with consideration for the available information in the 2014 GDHS. 

Figure 1 presents the conceptual framework used for the study. 

Strength and weaknesses of the model 

The model has been criticized for not taking cultural dimensions and social interactions into 

account (Law et al., 2005), although Andersen claims that this social structure is contained in the 

predisposing qualities component. Another point of contention was the overemphasis on need, 

which was done at the expense of health values and social structure. But, as Andersen (2008) points 

out, need is a social construct. This is why perceived and evaluated needs are separated. Another 

flaw in the approach is its focus on health-care utilization or the adoption of health outcomes as a 

binary component that might be present or absent. Other models of assistance-seeking take into 

account the type of aid source, such as informal sources. More recent research has expanded on 

help-seeking behaviors by using online and other non-face-to-face sources. Despite these flaws the 

model has been extensively used in the public health literature in various parts of the world to 

explain the factors associated with maternal healthcare utilization (Tolera, Gebre-Egziabher, & 

Kloos, (2020; Dankwah, Zeng, Feng, Kirychuk & Farag 2019; Neupane, Rijal, Ge, & Basnet, 

2020), In addition, the model considers the factors that influence use of healthcare at different 

levels, thus, both at the individual as well as at the micro level (Seidu, 2018). 
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1.6.1 External environmental factors: This include three factors: region, place of residence, 

and ecological zone. The first factor, region, is categorized using the then ten administrative 

regions of the country: Central, Western, Eastern, Greater Accra, Volta, Ashanti, Brong Ahafo, 

Northern, Upper West, and Upper East Regions. Residence is categorized into rural-urban 

divide, and ecological zone ( coastal, middle, and northern). 

1.6.2 Predisposing factors: Predisposing factors considered in the present study include age 

Cl 5-19, 20-25), educational level (no education, primary education, secondary/higher 

education), religion (No religion, Christianity, Islam, Traditionalist, other), ethnicity, parity, 

and media exposure (radio, television and newspaper). 

1.6.3 Enabling factors: The enabling factors considered in the present study are health 

Insurance subscription, employment status, wealth status, distance to health facility, permission 

to visit health facility, and companionship to health facility. 

1.6.4 Need factors: These include desire for pregnancy (then, at the time of pregnancy, and 

later), knowledge of pregnancy complications (yes and no), and reproductive knowledge (yes 

and no). 

1. 7 Organisation of the Study 

The study is organized in five chapters. Chapter One offers a general introduction to the study 

by presenting the background to the research, statement of the problem, justification of the 

study, conceptual framework, objectives of the study, and research questions. Chapter Two is 

reviews pertinent literature related to the present study. Chapter Three discusses the 

methodological procedures used in conducting the research and Chapter Four presents the 

results. In Chapter 5, the results are discussed with respect to each research objective. Chapter 

Six concludes the study and offers some recommendations. 



CHAPTER TWO 

2.0 LITERATURE REVIEW 

2.1 Introduction 

This chapter reviews pertinent literature related to the current study. Issues considered include 

free maternal healthcare policy of Ghana and the National Health Insurance Scheme (NHIS), 

prevalence of and factors associated with ANC, PNC, and skilled delivery utilization among 

women. The purpose of the review is to provide a context for the exploration of the data. 

2.2 Maternal Healthcare in Ghana 

Maternal healthcare includes antenatal care (ANC), skilled delivery (SD), and postnatal care 

(PNC) (Nuamah et al., 2019). Based on the recommendation by the World Health 

Organization, women are expected to attend a minimum of four antenatal visits, with the first 

visit made in the first trimester of pregnancy. Similarly, obstetricians generally recommend 

monthly antenatal visits up to the seventh month of pregnancy, bi-weekly visits up to the eighth 

month, and weekly visits thereafter (Lamarca et al., 2013; Owoo & Lambon-Quayefio, 2013). 

In Ghana, until the early 1980s, health care was generally free (Abubakari et al., 2015). 

However, between 1983 to 1998, user-fees were introduced as part of economic reforms under 

the Structural Adjustment Programs (SAPs) supervised by the International Monetary Fund 

and World Bank (Anafi et al., 2018; Heidhues & Obare, 2011). The main aim of the SAPs was 

to stabilize the economy. The SAPs, thus, resulted in a reduction in government's expenditure 

on healthcare, which led to an introduction of healthcare user-fee into the Ghana health system 

(Koduah et al., 2015). There was some waiver of fees on antenatal and postnatal services, the 

cost of delivery care was increased, which made it inaccessible to women from poor 

socioeconomic backgrounds (Koduah et al., 2015). This resulted in a significant reduction in 

the use of maternal health services ( Anafi et al., 2018). 



In view of the challenges presented by the introduction of user-fees, in 1997, the government 

introduced a waiver on delivery fees. The aim was to reduce the financial burden of maternal 

care on pregnant women in order to mitigate the health consequences of the SAPs evident in 

the reduction in the use of maternal health services (Ministry of Health, 1996). However, there 

was significant underfunding of the free delivery care policy due to the negative impact of the 

SAPs, creating major financial obstacles impeding its implementation (Okiwelu et al., 2007). 

In addition, the maternal user fee exemption covered only four antenatal visits; additional 

antenatal visits, delivery services, and post- natal care had to be paid for. Consequently, 

although antenatal visits were as high as 86%, supervised delivery in health facilities was as 

low as 44% nationally, suggesting that almost half of the women who went for antenatal care 

did not use supervised delivery in health facilities (Anafi et al., 2018). Also, maternal mortality 

rate in this period was estimated to be 214 per 100,000 live births, a relatively high rate 

compared to other countries with comparable adjusted family income (Ministry of Health, 

1996). 

In 2001, the government embarked on a comprehensive poverty reduction strategy aimed at 

achieving the objectives of the Millennium Development Goals. As part of the poverty 

reduction strategy, there were efforts to reduce maternal mortality (Anafi et al., 2018). In view 

of this, the free maternal health policy was initiated in September 2003 in four ( 4) regions of 

Ghana (Central, Upper East, Upper West, Northern). The program was later extended to the 

remaining six (6) regions (Anafi et al., 2018; Dalinjong & Laar, 2012). However, the program 

faced a major setback, in the form of inadequate funding. Due to this, it was incorporated into 

the National Health Insurance Scheme (NHIS) in 2005. The government of Ghana adopted the 

National Health Insurance Scheme (NHIS) in 2003 and fully implemented it in 2005. This 

means that women were required to register with the NHIS in order to obtain access to the free 

maternal health care. The NHIS covers antenatal care, including free services, medicine, and 



two ultrasounds, covering four to six clinic visits; (b) delivery services, which include services 

and medicines on normal and assisted deliveries, episiotomies, and caesarean section; ( c) post­

natal care, which covers free services and medicines for two postnatal visits; and ( d) neonatal 

care comprising 3 months of services of the newborn under the mother's subscription. Since 

its implementation, the NHIS maternal healthcare fee exemption policy has positively affected 

the utilization of antenatal check-ups and supervised deliveries (Anafi et al., 2018). 

2-3 Timing of ANC and Associated Factors 

A study by Walde et al. (2018) revealed a significant association between age and initiation of 

ANC services. The study specifically noted that in northern Ethiopia, women aged 25 and 

above were more likely to go for ANC services late, compared with those in other age brackets. 

Manyeh et al.' s (2020) study which was conducted confirms the study of Walde et al. (2018). 

According to Manyeh et al. (2020), mothers aged 25-29 and 30+ years were more than twice 

likely to initiate ANC attendance in the first trimester, compared to those aged< 20 years. 

Maternal educational status has also been associated with initiation of ANC among women 

Ewunetie et al. (2018) reported late initiation of ANC among women who had not attained 

formal education in Debre Markos town, northwest Ethiopia. Similarly, in Axum town in 

Ethiopia, Gebresilassie et al. (2019) revealed that mothers with at least secondary level of 

education were twice as likely to use ANC timely, relative to mothers of at most primary 

education. Paudel et al. (2017), in their study in Nepal, also revealed higher likelihood of early 

ANC initiation among women with higher education, compared with women without formal 

education. Similar findings have been reported by Walde et al. (2018) and Manyeh et al. 

(2020). 

Another predisposing factor associated with timing of ANC utilization is mass media exposure. 

Studies generally associate early initiation of ANC visits with mass media exposure. Get and 



Yallew (2017), for instance, revealed that, in Ethiopia, women with mass media (radio, TV, 

and newspaper) exposure initiated their ANC visits within the recommended period, relative 

to those who did not have mass media exposure. 

Thus far, the review has focused on environmental and predisposing factors associated with 

the timing of ANC utilization. In this regard, research has shown a significant association 

between maternal employment status and timing of ANC utilization. Wolde et al. (2019) 

revealed that self-employed women were likely to initiate ANC visits late. In another study, 

Ebonwu et al. (2018) revealed that employed women in rural South Africa were less likely to 

initiate their ANC visits early. In explaining this, Ebonwu et al. (2018) noted the busy schedule 

associated with employment may have accounted for the late initiation of ANC visits among 

the women studied. 

Another enabling factor associated with timing of ANC initiation is wealth status. A study by 

Paudel et al. (2017) noted higher likelihood of early initiation of ANC visits among women 

from wealthier households, compared with poorer women. In terms of ethnicity, Gross et al. 

(20 l 2) reported that mothers in the Sukuma ethnic group, compared to ethnic groups such as 

the Pogoro, Mhehe, Mgindo and others, were more likely to initiate ANC visits late. 

Distance has also been associated with timing of ANC visits. Alemu and Aragaw (2018), who 

focused their study on Northwest Ethiopia, revealed that women who lived close to health 

facilities were more likely to initiate their ANC visits early, compared with those who stay far 

away from health facilities. 

Desire for pregnancy is a need-for-care factor associated with timing of ANC utilization. In 

Kenya, Ochako and Gichuhi (2016) reported that women with unwanted pregnancies were 

more likely to initiate ANC visits late, compared with those with wanted pregnancies. 
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2.4 ANC Utilization and Associated Factors 

Concerning environmental factors, rural-urban residency has been identified as a determinant 

of ANC utilization . Generally, studies reveal higher likelihood of ANC utilization among urban 

residents, as compared with women living in rural areas. For instance, in Nigeria, Babalola 

(20l4) found that rural women were less likely to utilize ANC services, compared with their 

counterparts in urban areas. Similarly, in Uganda, Bbaale (2011) noted that living in rural areas 

significantly reduces women's likelihood of utilizing ANC services. Ousman et al. (2019) also 

reported lower likelihood of ANC utilization among women in rural areas in Ethiopia, relative 

to their counterparts living in urban areas. Arthur (2012) also reported considerable differences 

among women living in rural areas and those living in urban areas in terms of ANC utilization. 

This association has been explained in the context of the health infrastructure deficit that 

characterizes most rural areas, as compared with urban areas (Arthur, 2012; Bbaale, 2011). 

Region of residence has also been identified as an environmental factor that determines the 

utilization of ANC services. In Nigeria, Babalola (2014) reported lower odds of ANC 

utilization among women in north west, south east, south-south, and south-west regions, 

compared with their counterparts in the north-central region. Ousman et al. (2019) similarly 

reported significant differences in ANC utilization of women across the administrative regions 

of Ethiopia. In Ghana, Arthur (2012) reported that regional disparities in women's use of ANC 

services, with the highest likelihood recorded in Greater Accra region and the lowest in 

Northern Region. Arthur (2012) attributed this disparity to the inaccessibility and unavailability 

of ANC services in some regions of Ghana. Other studies have also reported use of ANC 

services in specific regions such as Benishangul Gumuz Region of Ethiopia (Tiruaynet & 

Muchie, 2019), Tigray Region of Ethiopia (Tsegay et al., 2013), and northern Ghana (Nachinab 

et al., 2019). 
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Aside from these environmental factors, certain predisposing factors have also been identified 

as predictors of ANC utilization. First among such predisposing factors is maternal age. In 

Babalona' s (2018) study in Nigeria, she found that women aged 25 and above were more likely 

to use ANC services than their counterparts aged below 25 years of age. Arthur (2012) also 

reported higher odds of ANC services utilization among older women, relative to younger ones. 

This finding is supported by Akowuah et al.' s (2018) finding that increases in maternal age 

mcreases the likelihood of ANC utilization in peri-urban areas in Ghana. In Ethiopia, Ousman 

et al. (2019) similarly reported lower likelihood of ANC services utilization among women 

below 20 years of age. While all these studies suggest a higher use ANC services among older 

women, a study in the Mru community of Bangladesh reported a contrasting finding (Islam & 

Odland, 2011). In Islam and Odland's (2011) study, they found that women aged 25-35 years 

Were less likely to utilize ANC services than those under 25 years. 

Some studies have also drawn some association between utilization of ANC services and 

maternal level of education. Generally, previous studies have reported direct association 

Qetween increasing levels of formal education attainment and utilization of ANC utilization 

among women. In Nigeria, Nwosu et al. (2012) and Babalola (2014) reported higher likelihood 

of ANC utilization among educated women, compared with uneducated ones. Similarly, 

studies in Ethiopia have associated higher use of ANC utilization with higher educational 

attainment (Ousman et al., 2019; Tiruaynet & Muchie, 2019; Tsegay et al., 2012). In Ghana, 

Arthur (2012) reported that women with secondary or higher levels of education were more 

likely to adequately utilize ANC services, compared to those with lower levels of education or 

no formal education. This higher likelihood of utilization of ANC services has also been 

reported in more advanced countries such as Belgium and Netherland (Broeck et al., 2016). 
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Another predisposing factor associated with uptake of ANC services is religion. In Nigeria 

other Christians displayed higher likelihoods of ANC utilization, followed by Catholics, 

Muslim women, and others which include traditionalists (Babalola, 2014). A study by Ousman 

et al. (2019) also revealed an association between women's religion and their uptake of ANC 

services. These findings seem to reveal that organized religion increases one's likelihood of 

ANC uptake. The differences in ANC uptake across various religious groups could also reflect 

differences in religious beliefs and practices with regard to ANC utilization. 

Studies in both developing and developed countries have found as association between ANC 

utilization and ethnicity of women. As regards developing countries, Abor et al. (2011) found 

that Ga- Adangme women were less likely to use ANC as compared to the Asante women in 

1993 and 2003. Similarly, a study in Ethiopia revealed that Amhara women were more likely 

to utilize ANC services, compared with Oromo women (Tiruaynet & Muchie, 2019). 

Conceming the developing world, Rowe and Garcia's (2003) research in UK revealed that 

Women of Asian origin were less likely to use ANC than white British women. This disparities 

in ANC utilization across ethnic groups may reflect the different cultures, values, beliefs, and 

norms that characterize different ethnic groups (Tiruaynet & Muchie, 2019). 

Parity has also been revealed as a predisposing factor for the utilization of ANC services. 

Regassa (2011), for instance, revealed has shown an inverse relationship between parity and 

utilization of ANC services in Ethiopia. Another study reported similar findings in Kenya 

(Ochako et al., 2011 ). In the context of Ghana, the findings of Adu et al. (2018) concurred that 

Women with higher parity were less likely to utilize ANC services. A study by Tsegay et al. 

(2013), however, reported no association between parity and utilization of ANC services in 

Ti gray region of Ethiopia. 
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Some studies have also examined the association between women's mass media exposure and 

uptake of ANC services. Bbaale's (2011) study in Uganda revealed that women having access 

to mass media at least once a week and those having access daily were more likely to use 

antenatal care content compared to counterparts who have no access at all. A study in Ethiopia 

similarly reported higher likelihood of ANC utilization among women with media exposure 

(Ousman et al., 2019). Similar findings have been reported even in non-African countries, such 

as Bangladesh (Islam & Odland, 2011). In general, these findings on the association between 

media exposure and ANC utilization seem to suggest that the more women get access to mass 

media, the more likely they are to utilize ANC services. Perhaps, mass media serves as a 

channel through which health information reaches women, including information on the need 

for the uptake of ANC services. Thus, access to such information encourages may positively 

influence women's uptake of ANC services. 

Some studies have also explored the relationship between some enabling factors and utilization 

of ANC among women. In rural parts of northern Ghana, Nachinab et al. (2019) reported health 

Insurance subscription as an enabling factor for the utilization of ANC services. Nachinab et 

al.' s (2019) finding confirms the finding of Arthur (2012), who reported that, in Ghana, women 

With health insurance were more likely to utilize ANC services than those without health 

Insurance. Okedo-Alex (2019) reported that, in sub-Saharan Africa, women's health insurance 

subscription was positively associated with their uptake of ANC services. In Belgium and 

Netherland, Broeck et al. (2016) reported higher likelihood of ANC utilization among women 

With health insurance, compared with their counterparts without health insurance. In all, these 

studies have revealed the significant role played by health insurance in increasing the uptake 

of ANC in both the developing (Arhur, 2012; Nachinab et al., 2019; Okedo-Alex, 2019) and 

developed parts of the world (Broeck et al., 2016). 
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The relationship between women's employment status and utilization of ANC service has also 

been examined. Studies of this kind usually associate higher use of ANC among employed 

women. For instance, Babalola (2014) revealed higher likelihood of ANC utilization among 

employed women in Nigeria, relative to unemployed ones. Also, in Ethiopia, Gusman et al. 

(2019) reported higher likelihood of ANC uptake among women who were employed, 

compared with unemployed ones. A similar finding was reported in Netherland and Belgium 

(Broeck et al., 2016). A study in Ghana by Akowuah et al. (2018) similarly revealed a 

significant association between women's occupational status and use of ANC services. In the 

context of Ghana, where ANC is free is free, this disparity between employed and unemployed 

mothers in their use of ANC seems to suggest that unemployed mothers may be restricted by 

some additional indirect costs, such as transport fare to health facilities. Employed women, on 

the other hand, may be financially empowered to cater for such financial hurdles, hence their 

higher likelihood of utilizing ANC services. 

In terms of socio-economic status, in sub-Saharan Africa, a systematic review s has revealed 

higher likelihood of ANC utilization among wealthier women, relative to those from poorer 

backgrounds (Gkedo-Alex et al., 2019). Studies in specific sub-Saharan African countries such 

as Nigeria (Babalola, 2014; Nwosu et al., 2012), Ghana (Arthur, 2012), Ethiopia (Gusman et 

al., 2019; Tiruaeynet & Muchie, 2019), and Uganda (Bbaale, 2011) have similarly reported 

that Women's likelihood to use ANC services increased with their wealth status. This 

ass • • 
ociation shows that wealthier people have financial autonomy that helps them to pay the 

financial charges that come with ANC utilization, including the cost of transportation to health 

centers. Poorer women, on the other hand, may be constrained by financial hardship, and that 

can militate against their uptake of health services, such as ANC. 
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Another enabling/disabling factor is distance to health facility. With regard to this, a study in 

Nigeria reported that women who did not consider distance as a hindrance to healthcare access 

Were more likely to use antenatal care than women who considered distance as an obstruction 

to healthcare accessibility (Babalola, 2014). Akowuah et al. (2018) also reported a similar 

association between distance to health facility and utilization of ANC services among Ghanaian 

women. In Bangladesh, Islam and Odland (2011) reported that women who lived closer to 

health facilities were more likely to utilize ANC services, as compared with those who resided 

far from health facilities. Overall, these studies reveal that proximity to health facility 

influences women's use of ANC services. 

Permission to attend ANC has also been found as an enabling factor associated with ANC 

utilization among women. In southwestern Ethiopia, Tewodros et al. (2009) revealed that 

women whose husbands approved their attendance of ANC visits were more likely to utilize 

ANC services, compared with women whose husbands disapproved. Similarly, utilization of 

ANC services was almost nice times more likely for women who reported that their husbands 

approved, compared with those who husbands did not approve ANC services in Holeta town, 

central Ethiopia (Birmeta et al., 2013). In a patriarchal society like Ghana, husbands approval 

or permission is likely to affect the use of ANC services among young women. However, 

previous studies in Ghana did not investigate that. This foregrounds the need for the present 

study. Having reviewed studies on the environmental, predisposing, and enabling factors of 

ANC utilization, I now review studies on need factors. As part of need factors, women whose 

pregnancies were planned and desired were significantly more likely to use ANC services at 

least four times compared with those with unplanned/undesired pregnancies (Tekelab et al., 

2019). 
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2.5 Skilled delivery and Associated Factors 

Studies the world over have revealed several factors associated with skilled delivery utilization. 

In the present section, I review those studies, focusing on the factors related to the present 

study. One important factor associated with skilled delivery utilization among women is age. 

Generally, previous studies reveal that women of different age brackets use skilled delivery to 

a different degree. A study by Dickson and Amu (2017), for instance, observed age as a 

predictor of skilled delivery utilization among women in northern Ghana. Specifically, the 

authors observed the lowest use of skilled delivery services among women aged 15-25 and the 

highest prevalence among women in the 25-29 age bracket. Similarly, a study by Dapaah and 

Nachinaab (2019) revealed age as a predictor of skilled delivery services among women in the 

Talensi District of the Upper East Region of Ghana. 

Similarly, a study by Olakunde et al. (2019) revealed that age was a significant predictor of 

skilled delivery utilization among married adolescent girls in Nigeria. Specifically, Olakunde 

and his colleagues noted that adolescents aged 18 and below were as twice as likely to use 

skilled delivery services, compared to their counterparts who are above age 18. Aside Dickson 

and Amu (2017) and Olakunde et al. (2019), other scholars have also noted the association 

between maternal age and skilled delivery utilization. For instance, Mezmur et al. (2017), who 

studied the individual, household, and contextual factors associated with skilled delivery 

utilization in Ethiopia, observed that a higher likelihood of skilled delivery utilization among 

older mothers, compared to younger mothers. 

Aside from age, level of education has also been revealed as a predictor of skilled delivery 

Utilization among women. Gudu and Addo (2017), in their study of the predictors of skilled 

delivery utilization among women in northern Ghana, identified a strong association between 

Women's educational attainment and use of skilled delivery services. In a similar vein, a study 
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in the northern parts of Ghana by Dickson and Amu (2017) also found that skilled delivery 

utilization among women is associated with women's educational attainment. Dickson and 

Amu specifically observed that women with no education had the highest probability of 

utilizing skilled delivery services, compared to those with highest educational attainment. This 

finding could be interpreted within the context that the majority of women who participated in 

the study were with no formal education. 

Studies in other sub-Saharan African countries equally found a strong association between 

maternal education and skilled delivery utilization. In the context of Nigeria, Solanke and 

Rahman (2018), for instance, noted that women with higher education were almost six times 

more likely to use skilled delivery services, relative to their uneducated counterparts. Similar 

to the findings of Solanke and Rahman (2018), Nyongesa et al. (2018), who focused their study 

in Kenya, found that women with at least primary level of education were 6.6 times more likely 

to use skilled delivery than those with no formal education. 

Studies in Ethiopia also reveal a significant association between level of education and skilled 

delivery utilization. For instance, a study in Ethiopia also observed that women with at least 

secondary level of education were four times more likely to use skilled delivery services than 

th0se with no formal education (Ayele et al., 2019). Another study by Fekadu et al. (2019) also 

mEth· • iopia found that women who had least secondary education were almost three times more 

likely to use skilled delivery services, compared to women with no formal education. 

Religion has also been revealed as a determinant of skilled delivery utilization among women. 

In Ghana, previous studies have revealed a higher likelihood of skilled delivery utilization 

among Christian women. For example, Dickson and Amu's (2017) study in northern Ghana 

revealed that Christians were more likely to use skilled delivery services, compared to 

adherents of other religions. Similarly, in their study on the predictors of skilled delivery 
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utilization among women in the Garu-Tempane District of Ghana, Ganle et al. (2019) revealed 

that women who were practitioners of Islam and traditional African religions recorded lower 

odds of skilled delivery utilization , compared with Christian women. A study in Nigeria also 

revealed a higher likelihood of skilled delivery utilization among Christian women, as 

compared to members of other faiths (Solanke & Rahman, 2018). 

Another predisposing factor significantly associated with skilled delivery utilization among 

Women is mass media exposure. Mezmur et al. (2017), for instance, observed that high media 

access was a factor that significantly influenced women's use of skilled delivery services in 

Ethiopia. Solanke and Rahman (2018) similarly revealed that increases in mass media exposure 

significantly predictors women's use of skilled delivery services in rural Nigeria. Findings 

from these studies on the relationship between media exposure and skilled delivery utilization 

suggests that the mass media can be effectively used to promote health programs, especially 

th0se focusing on skilled delivery. 

Some studies have also revealed an association between parity and skilled delivery utilization. 

Dickson and Amu's (2017) study in northern Ghana revealed that women with one birth were 

more likely to use skilled delivery compared to those with more than one birth. In Nigeria, 

Solanke and Rahman (2018), and O lakunde et al. (2019) revealed a significant association 

between parity and skilled delivery utilization. Solanke and Rahman (2018) specifically 

observed that grand multiparous women were 48.2 percent less likely to use skilled delivery, 

compared to primiparous women. Mezmur et al.'s (2018) study in Ethiopia also revealed that 

Women discontinue the use of skilled delivery services, as they join higher parity. 

In terms of environmental factors, some studies have revealed an association between region 

of residence and skilled delivery utilization. Dickson and Amu (201 7), for instance, revealed 

that skilled delivery utilization was higher in Upper East Region and lower in Northern and 
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Upper West Regions. Similarly, Solanke and Rahman (2018) revealed that, in Nigeria, women 

in southern Nigeria were more likely to utilize skilled delivery services, as compared with 

their counterparts from northern Nigeria. Olakunde et al. (2019) also observed differences in 

skilled delivery utilization across the geopolitical regions in Nigeria and attributed the finding 

to disparities in maternal care interventions across the regions. In Guinea Bissau, Yaya et al. 

(20l9) revealed that women from the Sector Aut6nomo de Bissau region were more likely to 

utilize skilled delivery services, compared to women who resided in other regions . 

Rural-urban differences in residence have also been noted among environment al factors that 

predict utilization of skilled delivery services. Dickson and Amu (2017), for instance, observed 

that, compared with women who live in urban areas, those living in rural areas were less likely 

to use skilled delivery services. Nigatu and Gelaye (2019) similarly revealed that urban 

residency increases women's likelihood of using skilled delivery services in Ethiopia. This 

association between rural-urban residency and utilization of skilled delivery services has been 

hinted also in studies in Nigeria (Olakunde et al., 2019; Solanke & Rahman, 2018). The low 

use of skilled delivery services in rural areas, as reported by these studies, could be attributed 

to the health infrastructure deficit that characterized many rural areas in Africa. 

Thus far, the review has focused on predisposing and environmental factors. Meanwhile, some 

studies have also reported associations between skilled delivery utilization and enabling factors 

such as health insurance subscription, employment status, wealth status, and distance to health 

facility. With health insurance subscription, Gudu and Addo (2017) revealed a significant 

association between health insurance subscription and utilization of skilled delivery in 

northern Ghana. Similarly, Ganle et al. (2019) also revealed health insurance subscription as a 

significant predictor of utilization of skilled delivery services. These observations suggest that 

health insurance subscription removes the financial barrier that impede women's use of skilled 
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delivery services, resulting in an increase in skilled delivery utilization among women with 

health insurance. Aside from health insurance subscription, employment status also predicts 

the use of skilled delivery services among women. A study by Solanke and Rahman (2018) 

revealed that, in rural Nigeria, the use of skilled delivery services increases with the proportion 

of Women working outside the agricultural sector. Ayele et al. (2019) similarly observed a 

significant association between occupation status and skilled delivery utilization among 

women in southeast Ethiopia. 

Furthermore, wealth status is also significantly associated with skilled delivery utilization. 

this is so because women from richest wealth quantile are more likely to pay for skilled 

delivery service, even if it costly, compared with women from poorest wealth quantile. In line 

With this, Dickson and Amu (2017) revealed that women in the richer wealth quantile were 

more likely to use skilled delivery services than those in the poorest wealth quantile. In 

Nigeria, Solanke and Rahman (2018), and Olakunde et al. (2019) observed that improvement 

in wealth positively influences utilization of skilled delivery services. Nyongesa et al. (2018) 

also found that women who had enough money set aside for delivery were more likely to use 

skilled delivery services in Kenya. 

In Guinea Bissau, Yaya et al. (2018) found that richer women were more likely to deliver at a 

health facility, compared to their poorer counterparts. Mezmur et al. (2017) similarly observed 

that household wealth was significantly associated with utilization of skilled delivery services. 

Specifically, women from wealthier households were more likely to use skilled delivery 

services than those from poorer households. In a similar vein, Fekadu et al. (2019) observed 

higher likelihood of skilled delivery utilization among women from the highest wealth 

quantile, compared to those from the lowest wealth quantile. 
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Distance to health facility has also been identified as a determinant of skilled delivery 

utilization among women. Dickson and Amu (2017) reported that those who saw distance to 

health facility as a barrier recorded lower likelihood of skilled delivery utilization in northern 

Ghana. Similarly, Ganle et al. (2019) found distance to health facility as a predictor of the 

uptake of skilled delivery services among women in the Garu-Tempane district of Ghana. In 

Nigeria, Solanke and Rahman (2018) observed higher likelihood of skilled delivery utilization 

among women who were closer to health facilities. Ayele et al. (2019) also found proximity to 

health facility as a significant factor that influences the uptake of skilled delivery services in 

Ethiopia. Permission to use SBD is also significantly associated with use of skilled delivery 

services. A study by Ganie et al. (2019) showed that women who reported that they needed 

their husband's permission before they could use skilled delivery services were less likely to 

use the services, compared with those who did not need their husband's approval before they 

use the services. 

2•6 PNC and Associated Factors 

In the previous section, I reviewed literature on the determinants of skilled delivery. The focus 

of this section is to review literature on the prevalence and determinants of PNC services among 

Women. The focus is to provide context for the exploration of the fourth objective of the study. 

In terms of environmental factors, region of residence was found to be associated with PNC 

services utilization in Kenya (Akunga et al., 2014). In Nigeria, Somefun and Ibisomi (2016) 

revealed that the odds of utilizing PNC were higher among residents of the South West, 

compared with residents of other regions. Sisay et al. (2019) also reported region ofresidence 

as a significant determinant of the utilization of PNC services in Ethiopia. Specifically, Sisay 

et al. (2019) identified three regions with low rates of PNC services utilization: southwestern 

Ethiopia, southeast Ethiopia, and eastern Ethiopia. A study in Ghana has also reported that 

residents of Central Region are highly likely to use PNC services, compared with women from 

25 



Greater Accra, Volta, Eastern, Brong Ahafo, Upper East, and Upper West Regions (Abor et 

al., 2011). 

Rural-urban differences have also been reported to be significantly associated with uptake of 

PNC services. Akunga et al. (2014), for instance, identified a significant association between 

urban residency and utilization of PNC services in Kenya. In a similar vein Agho et al. (2016) 

reported that women in rural areas were less likely to utilize PNC services in Nigeria. A study 

in Ethiopia also revealed higher likelihoods of PNC uptake among urban residents (Berhe et 

al., 2019). Studies in Uganda (Ndugga et al., 2020), Zambia (Bwalya et al., 2017), and Nepal 

(.Khanal et al., 2014) have similarly reported higher odds of PNC utilization among urban 

residents. 

Previous studies on utilization of PNC services among women have identified several 

predisposing factors significantly associated with PNC utilization. One of those factors is 

maternal age. Islam and Odland (2011) observed that, in Bangladesh, women aged 25-35 were 

less likely to utilize PNC services, compared to those aged 36 and above. Similarly, a study in 

Kenya by Akunga et al. (2014) also found that women aged 30-39 were more likely to use PNC 

services than younger women. In Ghana, Abor et al. (2011) reported a significant association 

between maternal age and utilization of PNC services. The findings of Abor et al. (2011) were 

supported by findings in the Builsa and West Mamprusi districts in rural Ghana, where Sakeah 

et al. (2018) observed that older women were associated with at least 3 PNC visits. 

Aside Bangladesh, Kenya, and Ghana, the association between maternal age and PNC 

utilization has been reported in other low- and middle-income countries. In Nigeria , Somefun 

aud Ibisome (2016) observed higher likelihood of non-use of PNC services among women 

aged l5-25 years, relative to older women. This finding is supported by the findings of Sisay 

et al (2019), who reported that, in Ethiopia, women aged 35-49 were more likely to utilize PNC 
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services than younger women. While the studies reviewed thus far suggest lower use of PNC 

services among younger women, a study by Rwabufigiri et al. (2016) contrarily revealed old 

age as a barrier to the utilization of PNC services among women in Rwanda. 

Another predisposing factor that predicts the utilization of PNC services is maternal level of 

education. Generally, studies reveal that utilization of PNC services increases with attainment 

of higher levels of education. Islam and Odland (2011), for instance, revealed a significant 

association between maternal education and utilization of PNC services in the Mru community 

in Bangladesh. Akundga et al. (2014) also found that lack of formal education was associated 

With low use of PNC services. Their finding is supported findings of a study by Agho et al. 

(20 l 6), who revealed that, in Nigeria, mothers with low level of formal education were less 

likely to utilize PNC services. Somefun and Ibisome (2016) corroborates the findings of Agho 

et al. (2016) that 61 % of women who did not use PNC services had no formal education. 

In Ethiopia, Sisay et al. (2016) reported that women with no education were less likely to utilize 

PNC services. In a similar vein, Wudineh et al. (2018) revealed that women with at least 

secondary education were highly likely to utilize PNC services in Ethiopia. This finding is 

SUpported by Aki bu et al. (2018) and Berhe et al. (2019), who reported that, in Ethiopia, women 

Who had higher education were more likely to utilize PNC services, compared with those with 

secondary and lower education. Similarly, in Nyanmar, Mon et al. (2018) reported higher 

likelihood of PNC services utilization among women who had attained secondary of higher 

levels of education, relative to their counterparts of lower levels of formal education. Studies 

in Napal (Khanal et al., 2014 ), Zambia (Bwalya et al., 2017), and Uganda (N dugga et al., 2020) 

reported similar findings. 

Literature on the association between religion and PNC utilization has been largely 

inconclu • Wh' . . s1ve. 1le some studies (e.g., Akunga et al., 2014; Berhe et al., 2019) did not find 
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religion as a predictor of the use of PNC services, other researchers revealed a significant 

association between maternal religion and utilization of PNC services. In their study in rural 

Tanzania, Kante et al. (2015) found a significant association between maternal religion and 

utilization of PNC services. Similarly, in Nigeria Solanke et al. (2015) found that Muslim 

women have higher likelihood of utilizing PNC services. This finding of Solanke et al. (2015) 

was partly supported by Somefun and Ibisome (2016), who similarly found that, in Nigeria, 

Christian and Muslim women were more likely to utilize PNC services, compared with women 

Who practiced other religions. In Uganda, Ndugga et al. (2020) found a significant association 

between women's religion and utilization of PNC services. Abor et al. 's (2011) study in Ghana 

also revealed religion as a predictor of the utilization of PNC services. 

Like religion, studies on the relationship between ethnicity and utilization of PNC services 

have produced conflicting results. On the one hand are those who found no association between 

religion and the use of PNC services. A case in point is the study by Berhe et al. (2019), who 

found no association between ethnicity and utilization of PNC services in northern Ethiopia. 

On the converse, Abor et al. (2011 ), in their study of the predictors of maternal healthcare 

Utilization among women in Ghana, revealed that ethnicity was a determinant of PNC 

utilization. Similarly, Kante et al. (2015) found ethnicity as a significant predictor of utilization 

of PNC services in rural districts of Tanzania. 

Some studies have also reported on the links between parity and use of PNC services among 

Women. A study by Akunga et al. (2014) in Kenya reported a significant association between 

Parity and PNC utilization. This finding is supported by the finding of Wudineh et al. (2018), 

Who reported a significant association between parity and use of PNC services among women 

in northwest Ethiopia. Similarly, Akibu et al. (2018) found that primiparity was a determinant 

for attendance of full postnatal care service among women in Northern Shoa, Ethiopia. A study 
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in Nigeria also reported a significant association between parity and utilization of PNC services 

(Dahiru & Oche, 2015). On the converse, Sakeah et al. (2018) reported that parity was not 

associated with utilization of PNC services among women in the Builsa and West Mamprusi 

districts of Ghana. Also, Appiah et al (2021) did not find statistically significant association 

between parity and use of PNC when they analysed data from the 2014 GDHS among women 

aged 15-49. 

Another predisposing factor that have featured in previous studies of this kind is mass media 

exposure. In Bangladesh, Islam and Odland (2011) reported that more than half of women who 

had mass media exposure received PNC, compared to 3.9% of those without mass media 

exposure. Agho et al. (2016) also noted that non-use of PNC services in Nigeria was associated 

With Women with limited or no access to mass media. In a similar vein, Berhe et al. (2019) 

found that exposure to mass media (radio, television, and newspaper) was positively associated 

With the utilization of PNC services in Northern Ethiopia. In Uganda, Ndugga et al. (2020) 

reported that access to media messages was significantly associated with PNC utilization. 

Bwalya et al. (2017) similarly noted that mothers' exposure to mass media significantly 

predicted their use of PNC services. 

The association between utilization of PNC services and enabling factors such as health 

10stifance subscription, maternal occupation, etc. has also been explore. With health insurance 

coverage, in Nigeria, Dahiru and Oche (2013) reported that health insurance subscription 

lllcreases the likelihood of the utilization of PNC services among women. Browne et al. (2016) 

revealed that utilization of PNC services among women with health insurance in Ghana 

lllcreased by 61 %. R wabufigiri et al. (2016) similarly revealed that health insurance 

SUbscription is likely to increase the utilization of PNC services in Rwanda. Together, all these 
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studies have shown a positive association between health insurance subscription and utilization 

of PNC services. 

Some studies have also revealed some association between maternal employment and 

utilization of PNC services. Berhe et al. (2019), for instance, revealed that employment in 

mothers was significantly associated with utilization of PNC services among women in 

Ethiopia. Similarly, Ngugga et al. (2020) identified mothers' employment status as a 

determinant of the utilization of PNC services in Uganda. Overall, these studies reveal that 

being employed increases women's likelihood of using PNC services. This suggests that 

employment gives women some form of financial autonomy that helps them overcome 

financial barriers that are likely to obstruct utilization of PNC services. 

Further, some studies have revealed that wealth status of women is likely to predict their use 

of PNC services. In Ethiopia, studies by Sisay et al. (2019) and Adane et al. (2020) revealed 

that Women in the middle wealth quintile were three times more likely to utilize PNC services, 

compared with their counterparts in the poorest wealth quintile. Akunga et al.' s (2014) study 

in Kenya similarly revealed low use of PNC services among women from poor households. In 
a .. 

similar study by Agho et al. (2016), it was revealed that mothers from the lowest wealth 

quintile Were less likely to utilize PNC services in Nigeria. The findings of Agho et al. (2016) 

Were further confirmed by Somefun and Ibisome (2016) who also reported lower likelihoods 

of PNC services utilization among women from poor backgrounds . Studies in other low- and 

llliddl • . 
e-mcome countries such as Uganda (Ndugga et al., 2020), Zambia (Bwalya et al., 2017), 

Nepal (Khanal et al., 2014), and Rwanda (Rwabufigiri et al., 2016) revealed similar findings. 

On the converse, some previous studies did not find any significance association between 

Women's Wealth and their uptake of PNC services (Kante et al., 2015; Mohan et al., 2015). 
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Another enabling factor that have been explored by previous studies is distance to health 

facility. In this regard, Islam and Odland (2011) reported that distance to health facility was a 

major barrier that prevented women from utilizing PNC services in Bangladesh. Phiri et al. 

(20l4) also revealed an association between distance to health facility and utilization of PNC 

services in rural Malawi. A study in Ghana has similarly revealed that distance to health facility 

is a significant predictor of utilization of PNC services (Sakeah et al., 2018). A similar 

association has been revealed in Nigeria (Somefun & Ibisome, 2016) and Uganda (Ndugga et 

al., 2020). Other previous studies in Tanzania (Kante et al., 2015; Mohan et al., 2015) and 

Rwanda (Rwabufigiri et al., 2016), however, did not find a significant association between 

distance to health facility and utilization of PNC services. 

2•7 Chapter Summary 

The present chapter has reviewed previous literature pertinent to the current study. Firstly, the 

chapter discussed maternal healthcare in Ghana, paying particular attention to the free maternal 

healthcare policy and the NHIS. Secondly, I reviewed literature on timing of ANC. I also 

reviewed previous studies conducted on determinants of antenatal care, skilled birth 

attendance, and postnatal care. In the next chapter, I discuss the methodology of the study 

employed. 
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CHAPTER THREE 

3.0 METHODOLOGY 

3.1 Introduction 

This chapter of the thesis presents the methods employed to conduct the study. Specifically, it 

includes the study design, sampling of the participants, sample size, the variables used and how 

the data will be analysed. 

3.2 Study design 

This study was a secondary data analysis using the 2014 Ghana Demographic and Health 

Survey (GDHS) dataset. 

3•3 Brief about the Ghana Demographic and Health Survey 

The 2014 GDHS is the sixth round of the Demographic and Health Survey (DHS) series in 

Ghana. The DHS is a nationally representative surveys conducted every five years. The first 

DHs Was conducted in 1988; and since then five others have been conducted in 1993, 1998, 

2003, 2008, and 2014. The DHS is conducted to measure trends of key health and demographic 

indicators such as maternal and child health, infant and child mortality, nutrition, and family 

Planning. Detailed description of the DHS methodology and procedures have been reported in 

the final report which is available online at https://dhsprogram.com/publications/publication­

fr3o7 _dhs-final reports. cfm?cssearch=125917 _I. 

3•4 Summary of the 2014 GDHS survey procedures 

1he 2014 GDHS was a nationally representative cross-sectional survey coving the 
s . 
ociodemographic and health status of Ghanaians. The survey gathered information on fertility, 

family Planning, infant and child mortality, maternal and child health, and nutrition. The GDHS 

focused on child and maternal health and is designed to provide adequate data to monitor the 

Population and health situation in Ghana. The survey adopted a two-stage sampling design. 
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The first stage was characterized by the selection of clusters across urban and rural locations 

from the entire nation. These made up enumeration areas for the study. The second stage 

involved the selection of households from the predefined clusters. The 2014 GDHS involved a 

multi-stage sampling procedure. At the initial stage, independent systematic sampling of the 

Enumeration Areas (EA) in then ten (10) regions of the country was done. The EA were derived 

from the updated sampling frame for the 2010 Population and Housing Census of Ghana. The 

second stage involved independent sampling of the households in each EA. The 2014 GDHS 

interviewed 4,388 men aged 15 to 59 years and 9,396 women aged 15 to 49 years selected from 

and 11,835 households (GSS et al., 2015). Overall, 12,810 houses were surveyed; comprising 

6,480 urban, and 6,330 rural areas. During the survey, three sets of questionnaires (Household, 

Men, and Women questionnaires) were administered. Overall, the response rate was almost 

universal (96%). The information collected included background characteristics (such as age, 

gender, place of residence and education) as well as information on maternal healthcare 

utilization such as antenatal care, skilled birth delivery and postnatal care. Specifically, the 

Women's' file (IR) was used for the study. 

3•5 Data source and access 

The 2014 GDHS raw datasets was obtained from the DHS Programs. After registering at the 

DBs Website, a concept note was drafted indicating the title of my project, objectives and 

Proposed analyses to be used. This was then submitted requesting for access to download the 

data. The approval was granted on the 20th of April 2020 and the Stata version of the dataset 

Was dowuloaded and extracted for analysis using Stata version 14.2. 

3,6 Stud Y sample and data extraction procedures 

The sample size for the 2014 GDHS comprised 9,396 women aged 15-49 years and 4,388 men 

aged 15-59 years making a total of13,784 participants. However, for the purposes of this study, 
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only the women data was used. Data extraction was carried out based on the study population 

comprising young women aged 15-24 years. Thus, data on 920 young women aged 15-24 years 

Who have given birth five years prior to the survey and had complete information on all the 

variables of interest were extracted from the women data. All analyses in this study were based 

on this sample of 920 participants. 

3• 7 Inclusion and exclusion criteria 

All young women aged 15-24 years, who had delivered 5 years prior to the survey were eligible 

for the study. Of this those with incomplete information on the variables of interest were 

excluded. 

3•8 Study Variables and their measurement 

The variables below were used for the study. Some of the variables were used as presented in 

the original datasets, whereas others were derived or created to facilitate study analysis and 

ea • sy interpretation of results. 

3•8•1 Outcome variables 

The study considered three outcome variables. These variables were termed as maternal 

healthcare services utilisation. These were (1) antenatal care utilisation (2) skilled delivery, and 

(3) Postnatal care utilisation. These variables were measured as follows. 

1. Skilled delivery was derived from a question that asked women where they delivered 

their most recent child. The responses were dichotomized in the following way: (0) 

health facility (for deliveries occurring at government hospital, government health 

center/clinic, government health post /CHPS and private hospital, clinic) and (1) home 

(for deliveries occurring at respondents' or relatives' homes, or in other non­

professional facilities). 
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2. With ANC, women were asked about the number of antenatal visits they made during 

their recent pregnancy. Utilisation of ANC visits was coded as 0-3= No and 4 and 

above= Yes. Although the number of ANC visits depends on the risk status of the 

expectant mother, WHO recommends at least four visits for the entire period of 

pregnancy. A visit during the first trimester is recommended for the purposes of 

screening and identifying infections. 

3- In the DHS Women's Questionnaire, all women who had a birth in the 5 years 

preceding the survey were asked about the checks on their health 2 months after 

delivery while at the health facility or at home. Women were also asked about the 

timing of their first postnatal checkup after delivery and the provider of the health 

check. With regard to the provider, this analysis focused on skilled health providers 

(doctors, nurses, midwives, and medical assistants/clinical officers) because skilled 

care immediately after delivery is a key strategy in reducing the risk of maternal 

morbidity and mortality (WHO, 2013; GSS et al., 2015). Therefore, "postnatal care 

attendance," defined as having received a postnatal checkup from a skilled health 

provider 2 months after childbirth. It was coded into a binary variable representing 

having attended postnatal care within after delivery: Women who had a postnatal 

checkup by a skilled provider after delivery were coded 1. Women who did not attend 

postnatal care within 2 months at all after delivery were coded 0. 

3•8•2 Independent variables 

The· 
Independent variables for the study were grouped on the premise of the conceptual 

framework that was adapted to guide this work (see Figure 1). Health services utilisation is a 

complex phenomenon, hence the need for a proven theoretical framework for a better 

assessment and clearer understanding of the health service in question in the context of its 

assoc· 
iated factors. Andersen and Newmans's healthcare utilization model (Anderson & 
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Newman, 1973) readily comes handy in this respect given its relevance and practicality in 

demonstrating associations between risk factors and maternal healthcare services utilization in 

the present instance. A number of studies studies (Tolera, Gebre-Egziabher, & Kloos, (2020; 

Dankwah, Zeng, Feng, Kirychuk & Farag 2019; Neupane, Rijal, Ge, & Basnet, 2020) have 

used this model in assessing maternal healthcare services utilisation including antenatal 

attendance and health facility delivery. The selection of the independent variables for the study 

Will be informed by two principal reasons. Thus, the conclusions drawn on these studies from 

the extensive literature review that was done as well as the availability of the variables in the 

dataset since this study is a secondary data analysis of an existing data. The variables will be 

classified into four categories using Andersen's model (Figure 1) as follows: 

1. External environmental factors: These consist of the 'region ofresidence' (categorised 

using the existing regions and 'rural-urban residence' (categorised into rural and urban 

residences). 

2- Predisposing factors: These include maternal and husband's education level (none, 

primary and secondary/higher), maternal age (15-19 years and 20-24 years), and 

maternal occupation (unemployed (not working or engaged in domestic/housewives 

jobs), agriculture (self-employed 

(professional/tech/managerial, sales, services, 

and employee), 

clerical, skilled and 

employed 

unskilled 

manual).Other predisposing factors examined were maternal marital status (never 

married, currently married/living with a man, formerly married/lived with a man), parity 

(1, 2-3, 2'.:4), maternal religion (Christianity, Islam, traditional/other) and wealth index. 

Wealth index is an aggregate function of socioeconomic status derived through the 

Principal component analysis of respondents' households' assets (recategorised as poor 

(lower 40%), middle (middle 40%) and rich (upper 20%)).Factors related to media 

exposure-frequency of reading newspaper/magazine, frequency of listening to radio and 

36 




































































































	Image00001
	Image00002
	Image00003
	Image00004
	Image00005
	Image00006
	Image00007
	Image00008
	Image00009
	Image00010
	Image00011
	Image00012
	Image00013
	Image00014
	Image00015
	Image00016
	Image00017
	Image00018
	Image00019
	Image00020
	Image00021
	Image00022
	Image00023
	Image00024
	Image00025
	Image00026
	Image00027
	Image00028
	Image00029
	Image00030
	Image00031
	Image00032
	Image00033
	Image00034
	Image00035
	Image00036
	Image00037
	Image00038
	Image00039
	Image00040
	Image00041
	Image00042
	Image00043
	Image00044
	Image00045
	Image00046
	Image00047
	Image00048
	Image00049
	Image00050
	Image00051
	Image00052
	Image00053
	Image00054
	Image00055
	Image00056
	Image00057
	Image00058
	Image00059
	Image00060
	Image00061
	Image00062
	Image00063
	Image00064
	Image00065
	Image00066
	Image00067
	Image00068
	Image00069
	Image00070
	Image00071
	Image00072
	Image00073
	Image00074
	Image00075
	Image00076
	Image00077
	Image00078
	Image00079
	Image00080
	Image00081
	Image00082
	Image00083
	Image00084
	Image00085
	Image00086
	Image00087
	Image00088
	Image00089
	Image00090
	Image00091
	Image00092
	Image00093
	Image00094
	Image00095
	Image00096
	Image00097

