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Abstract: Maternal morality has long been an Achilles heel for many developing nations due to lack of adequate health care 

and family planning services, near absence or minimal access to skilled labour and emergency care, pregnancy complications 

such as haemorrhage and sepsis. With the Millennium Development goals fast approaching, most developing nations are still 

in a race to meet set targets. In this study, the objective is to ascertain factors influencing access to skilled delivery in the 

Sunyani West District of the Brong Ahafo region of Ghana. We specifically sought to assess the relationship between antenatal 

clinic attendance and use of skilled delivery, identify socio- cultural barriers impeding pregnant women from accessing skilled 

delivery and know if “task- shifting” and use of alternative cadres to provide skilled delivery is feasible. As an explorative 

cross-sectional case study design, the study was conducted among pregnant women in the Sunyani West district. 

Questionnaires were the instruments for data collection. Analysis was done with the Statistical Package for Social Sciences 

(SPSS) version 20 for windows. There was a relationship between awareness of antenatal services and attendance of Antenatal 

services. Also, a relationship between attendance of antenatal before childbirth and the places that the women in the district 

usually deliver their children was established. In addition, there was a relationship between the respondents’ family having a 

tradition of giving birth at the hospital and the choice of the places that the women in the district usually deliver their children. 

The study recommended that in order to solve the challenges associated with skilled delivery a multifaceted approach need to 

be adopted. 
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1. Introduction 

In 1987, the International Safe Motherhood Conference 

was convened in Kenya. The goal was to reduce maternal 

mortality by 50% by the year 2000, and announce to the 

global community the plight of the pregnant woman. Initially, 

donors, United Nations (UN) agencies, and governments 

focused on 2 strategies to reduce maternal mortality: 

increasing antenatal care and training for traditional birth 

attendants. By the year 2000, the goal was far from been 

realized. The global community reaffirmed its commitment 

in 2000, and the United Nations issued 8 Millennium 

Development Goals (MDG); the fifth goal (MDG-5) 

stipulated a reduction of the maternal mortality rate by 75% 

by 2015 [1]. One of the United Nations’ Millennium 

Development Goals is to reduce the maternal mortality rate 

by 75% by 2015. The causes of maternal mortality include 

postpartum haemorrhage, eclampsia, obstructed labour, and 
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sepsis. However, as these MDGs are almost catching up with 

us, the dream seems far from been reached. In Sub-Sahara 

Africa, maternal mortality contributes to 57% of the 358, 000 

global maternal deaths while having only 17% of the global 

births [2]. In Ghana, the maternal mortality ratio (MMR) 

remains high at 350 maternal deaths per 100,000 live births 

and under-five mortality is estimated at 82 deaths per 1000 

live birth [3]. In order to curb the problem of maternal 

mortality, the WHO has decided to intensify the role of 

skilled delivery globally.  

Delivery or labor is the process by which the fetus and 

the placenta leave the uterus, this can occur in two ways 

either vaginally or cesarean section [4]. Skilled delivery is a 

situation in which women have access to skilled attendant, 

namely Midwives or doctors during child birth. A skilled 

attendant refers exclusively to health professionals with 

midwifery skills (for example, Doctors, midwives, nurses) 

who have been trained to proficiency in the skills necessary 

to manage normal pregnancies, deliveries and diagnose and 

refer medical and obstetric complications [5]. According to 

the WHO, the aim is to have a skilled attendant present at 

90% of all births by 2015 [6]. Globally, number of studies 

have shown a correlation between an increased proportion 

of births attended by skilled birth attendants and a reduced 

maternal mortality ratio skilled birth attendance-lessons 

learnt. In Ghana, surveys carried out showed that, 57% of 

women had an institutional delivery and only 59% 

delivered with a skilled attendant present [7, 8]; similar 

findings were in the 2011 Multiple Indicator Cluster Survey 

[8, 9]. In rural communities in Ghana, despite the 

introduction of the national health insurance which has 

made delivery free to all women, most women still deliver 

at home without skilled delivery. To combat this disparity, 

the Millennium Villages Project (MVP) designed a strategic 

model targeted at deprived communities to mitigate some of 

these inherent problems unique to rural areas [7]. The MVP 

sought to improve the living standards of rural communities 

through the coordinated and simultaneous delivery of 

proven package of interventions in health, agriculture, 

infrastructure and education which the Sunyani 

Municipality is a part, though a commercial town, most of 

its citizens are farmers. 

As the nation strives to meet these targets, this research 

aims to determine the relationship between Ante Natal Clinic 

attendance and use of skilled delivery, identify socio- cultural 

barriers impeding pregnant women from accessing skilled 

delivery and to know if “task- shifting” and use of alternative 

cadres to provide skilled delivery is feasible. 

2. Methods 

2.1. Setting 

Sunyani West District is in the Brong Ahafo Region of 

Ghana and shares boundaries with Wenchi Municipality to 

the north-east, Tain District to the north, Berekum and 

Dormaa East to the west, Sunyani Municipality to the south-

east and to the eastern boundaries of the District is Tano. This 

study was carried out in 2013. 

2.2. Study Type and Design 

Having adopted a case study design, the researchers 

adopted a descriptive study type for this cross section survey. 

This is based on its ability to use data from surveys and case 

studies and other qualitative methods for gathering relevant 

information with which conclusions and recommendations 

can be drawn for the study. Three important uses of 

descriptive studies include trend analysis, planning, and 

hypothesis generation. A frequent error in reports of 

descriptive studies is overstepping the data: studies without a 

comparison group allow no inferences to be drawn about 

associations, causal or otherwise.  

2.3. Study Variables 

The research used both dependent and independent 

variables that were noted from the objectives of the study. 

The independent variables being variables that are constant 

and do not change included the demographic and personal 

characteristics of the respondents like age, educational status 

and marital status. The avenues of skilled delivery were also 

noted. The dependent variables that are noted to change as a 

result of the nature of the independent variables included 

rates of skilled delivery, perceptions of skilled delivery, and 

adequacy of health professionals as well. 

2.4. Study Population 

The population that was considered for this study 

included pregnant women and people who have given birth 

the last year. Some major stakeholders in the community 

like the municipal health director and traditional birth 

attendants who conduct delivery were given special 

consideration for in-depth knowledge on the issue of skilled 

delivery in the district but access to these people was often 

difficult. 

Inclusion in the study is based on the presence of the 

respondents in the study area at the time of the study. Being 

pregnant or having given birth within the last year was a 

prerequisite for one to be a part of the study. The respondents 

should be at least 18 years and above and should not have an 

obvious mental challenge in other to respond to questions in 

the study. Women who have given birth more than a year ago 

and are not pregnant were left out of the study. Those who 

are just passing through the town and are not permanent 

residents were not considered either. 

2.5. Sample Size and Sampling Techniques 

The study used purposive sampling method to choose the 

traditional birth attendants and the municipal director in 

charge of reproductive health as samples for informant 

interviews. Purposive sampling was used to choose the target 

population (Pregnant women and those who have given birth 

within a year). Through a convenience sampling technique, 

the researchers chose a sample size of 400 respondents for 
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the study. In choosing the 400 respondents, the study used 

simple random sampling. The district was stratified into 

groups, made up of the various sub-communities in the 

municipality. From these communities respondents were 

selected with ‘yes’ and ‘no’ cards. Those who chose the ‘yes’ 

cards become part of the study.  

2.6. Data Collection Tools and Techniques 

The study utilised both primary and secondary data to find 

answers to the research questions. The data was both 

qualitative and quantitative in nature. The instrument for 

primary data collection was by way of questionnaires and 

interviews. The questionnaire was structured with both open 

and close ended questions. The questions in the 

questionnaires were grouped under the objectives of the 

study. For the secondary data collection, the study reviewed 

relevant literature from journals, peer reviews and published 

articles of all forms.  

2.7. Data Analysis 

SPSS software version 20.0 for windows was used for the 

analysis of data that was collected with the questionnaire. To 

enable the analysis to be done, the software was used to code 

the questionnaire. From the dataset, charts and tables were 

generated with their corresponding frequencies and 

percentages. Inferential statistical analysis was done with 

Pearson Chi-square test. 

2.8. Ethical Considerations 

The study in the first instance was approved by the 

faculty and supervised from the beginning till the end. 

Clearance was sought from all appropriate authorities 

before data collection. Data was collected with informed 

consent and confidentiality ensured. Verbal consent was 

sought from the respondents before data collection. All the 

secondary data that was used for the research was cited in 

order to prevent plagiarism.  

3. Results 

3.1. Personal Characteristics 

Table 1. Descriptive statistics of the demographic characteristics of 

respondents. 

 
N Mean Std. Deviation 

Statistic Statistic Std. Error Statistic 

Age 400 1.9000 .04450 .88993 

Period of Pregnancy 400 2.7500 .07058 1.41155 

Religion 400 1.2500 .02168 .43355 

Ethnicity 400 1.9000 .05461 1.09224 

Income 400 2.1500 .04270 .85400 

level of Education 400 2.7500 .05221 1.04414 

Marital Status 400 2.4500 .06023 1.20463 

Number of Children 400 2.0000 .03878 .77557 

Valid N (list wise) 400    

Table 1 gives the descriptive statistics that characterize the 

demographic and personal characteristics of the respondents. 

The table gives the mean and standard deviation distributions 

of the data collected. 

When respondents were asked of their age, 40% (160) are 

between 18-29 years, 35% (140) are between 30-39 years, 

20% (80) are between 40-49 years and 5% (20) are 50 years 

and above. In terms of religion, 75% (300) are Christians and 

25% (100) are Muslims, When respondents were asked they 

come from, 55% (220) said they are Akans, 25% (100) said 

they come from the northern region, 10% (40) are Ga and 

10% (40) are Ewes.  

Assessing the income level of respondents, 55% (220) earn 

between GH¢100 -GH¢500, 20% (80) earn less than 

GH¢100, 15% (60) earn between GH¢600- GH¢1000, and 

10% (40) earn more than GH¢1000. In relation to the level of 

education, 45% (180) attended secondary school, 25% (100) 

had tertiary education, 20% (80) had no formal education and 

10% (40) had basic education. In terms of marital status of 

respondents, 70% (280) are married, 15% (60) are co-

habiting, 10% (40) are single and 5% (20) are separated. 

When respondents were asked of the number of children they 

have, 55% (220) said 1-2, 25% (100) said none, 15% (60) 

said 3-4, 5% (20) said 5 and above. 

3.2. The Relationship Between Ante Natal Clinic Attendance and Use of Skilled Delivery 

Table 2. Relationship between Awareness of Antenatal Services and Attendance to Antenatal Services. 

 

Place of delivery Chi-Square Test 

Yes No Total  value df 
Asymp. Sig. 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Awareness of Antenatal Yes 380 0 380 Pearson Chi-Square 400.000a 1 .000 

.000 .000 

Services No 0 20 20 Continuity Correctionb 379.224 1 .000 

Total 380 20 400 

Likelihood Ratio 158.812 1 .000 

Fisher's Exact Test    

Linear-by-Linear Association 399.000 1  

N of Valid Cases 400 1 .000 

a. 1 cell (25.0%) have expected count less than 5. The minimum expected count is 1.00. 

b. Computed only for a 2x2 table 

In identifying whether there is a relationship between the awareness of antenatal services and attendance of ANC services. 

The chi-square value of 400.000awas noted with a p-value of.000. This indicates that there is a very strong relationship to 

contradict the null hypothesis that there is no relationship between the two independent variables. 
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Table 3. Relationship between Attendance of Antenatal Services and Place of Delivery. 

 

Place of delivery Chi Square 

No 

response 
Hospital TBA 

Unskilled 

Delivery 
Total  value df 

Asymp. Sig. 

(2-sided) 

Attendance of antenatal 

Yes 
100 220 60 0 380 

Pearson-Chi-Square 400.000a 
3 .000 

Likelihood Ratio 158.812 

service 

No 
0 0 0 20 20 

Linear-by-Linear-Association 140.000 3 .000 

No of Valid Cases 400   

Total 100 220 60 20 400     

a. 2 cells (25.0%) have expected count less than 5. The minimum expected count is 1.00.  

The study sought to identify whether there is a significant relationship between attendance of women in ANC services and 

the place they deliver their children. The Pearson Chi-Square value for the test was 400.000. The P-Value on the other was.000. 

This shows a very significant relation between the variable. 

Table 4. The Relationship between Poor Work Attitude in the Health Facility and Place of Delivery. 

 

Place of Delivery Chi-Square Tests 

No 

response 
Hospital TBA 

Unskilled 

Delivery 
Total  Value df 

Asymp. 

Sig(2-sided) 

Poor Work 

Yes 

Attitude in 

40 100 40 0 180 

Pearson-Chi-Square 28.773a 3 .000 

Likelihood Ratio 36.363 3 .000 

Health 

No 

Facilities 

60 120 20 20 220 

Linear-by-Linear Association .000 

1 1.000 
No of Valid Cases 400 

Total 100 220 60 20 400     

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 9.00. 

The Table 4 above illustrates a Pearson Chi-Square 

analysis testing the relationship between poor attitude of 

health workers in health facilities and the choice of place 

women in the district usually deliver their children. As noted 

earlier, while the first table indicates the cross tabulation of 

variables, the second table gives various chi-square tests. Of 

much significant to the study is the Pearson Chi-Square. The 

Pearson Chi-Square value for the analysis is 28.773
a
 with a 

p-value of.000. This indicates a significant relationship 

between the variables under study. 

The frequency and percentage distribution of the questions 

under the relationship between ANC attendance and the use 

of skilled delivery are as follows in figure 1 below: Assessing 

awareness of antennal service, 95% (380) said yes and 5% 

(20) said no. In relation to attendance of antenatal services, 

95% (380) said yes and 5% (20) said no. In terms of services 

delivered at antenatal, 50% (200) said yes to in relation 

nutritional services, 45% (180) said no, and 5% (20) gave no 

response. When respondents were asked of the central theme 

of health education, 70% (280) said exclusive breast feeding 

and complementary feeding, 25% (100) said need for skilled 

labor, and 5% gave no response. In terms of satisfaction with 

service delivery, 75% (300) were satisfied, 20% (80) were 

neutral and 5% (20) were dissatisfied.  

When women were asked whether they attended antenatal 

service before childbirth, 70% (280) said yes, 25% (100) gave 

no response and 5% (20) did not give any response. In terms of 

benefits associated with skilled delivery, 75% (300) answered 

yes that there is the need to receive skilled services because of 

possible complications that may arise during child birth to 

prevent maternal mortality and quality service, 25% (100) 

answered no since TBAs attended to them during their previous 

birth. In relation to whether there is a relationship between ANC 

and skilled delivery, 80% (320) said yes and 20% (80) said no. 

 

Figure 1. Relationship between Ante Natal Clinic attendance and use of 

skilled delivery. 
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3.3. Sociocultural Barriers Impeding Pregnant Women from Accessing Skilled Delivery 

Table 5. Relationship between family tradition of giving birth in hospital and place of delivery. 

 

Place of Delivery Chi-square Test 

No 

response 
Hospital TBA 

Unskilled 

Delivery 
Total  Value df 

Asymp. Sig. 

(2-sided) 

Family Mostly 

Tradition of Giving 

Birth sometimes at the 

Hospital Rarely 

60 160 20 0 240 Pearson Chi-Square 235.152a 6 .000 

0 60 40 0 100 Likelihood Ratio 249.553 6 .000 

40 0 0 0 40 
Linear-by-Linear Association .000 

1 1.000 
No of Valid Cases 400 

Total 100 220 60 400      

a. 1 cells (8.3%) have expected count less than 5. The minimum expected count is 2.00. 

In analyzing the sociocultural factors that affects the choice of delivery, some assumptions were tested. The Table 5 above 

illustrates a Pearson Chi-Square analysis testing the relationship between the respondents’ family having a tradition of giving 

birth at the hospital and the choice of place women in the district usually deliver their children. As noted earlier, while the first 

table indicates the cross tabulation of variables, the second table gives various chi-square tests. The Pearson Chi-Square value 

for the analysis is 235.152 with a p-value of.000. This indicates a significant relationship between the variables under study. 

Table 6. Relationship Between Affordability of Healthcare and Place of Delivery. 

Affordability 

Of health serv. 

Place of delivery 

Total 

Chi-Square Test 

No 

response 
Hospital TBA 

Unskilled 

Delivery 
 Value df Asymp. Sig. (2-sided) 

Yes 100 180 60 0 340 
Pearson Chi-Square 143.316a 3 .000 

Likelihood Ratio 129.546 3 .000 

No 0 40 0 20 60 

Linear-by Linear 

Association 
52.157 

1 .000 

No of Valid Cases 400 

Total 100 220 60 20 400     

a. 1 cells (12.5%) have expected count less than 5. The minimum expected count is 3.00. 

The Table 6 above illustrates a Pearson Chi-Square 

analysis testing the relationship between the ability of 

respondents to afford the health services delivered in the 

health facilities in the district and the choice of place women 

in the district usually deliver their children. As noted earlier, 

while the first table indicates the cross tabulation of 

variables, the second table gives various chi-square tests. The 

Pearson Chi-Square value for the analysis is 143.316 with a 

p-value of.000. This indicates a significant relationship 

between the variables under study. 

3.4. “Task- Shifting” and Use of Alternative Cadres to Provide Skilled Delivery Is Feasible 

Table 7. The Relationship between Adequacy of Health Staff and Place of Delivery. 

 

Place of delivery 

Total 

Chi-Square Test 

No response Hospital TBA Unskilled Delivery  Value df 
Asymp. Sig. 

(2-sided) 

Adequacy 

Yes 

Of Health 

0 20 0 0 20 

Pearson Chi-Square 17.225a 

3 .001 
Likelihood Ratio 24.772 

Staff in The 

District 

No 

100 200 60 20 380 
Linear-by-Linear 

Association 
.000 3 .000 

Total 100 220 60 20 400 N of Valid Cases 400 1 1.000 

a. 2 cells (25.0%) have expected count less than 5. The minimum expected count is 1.00. 

The Table 7 above illustrates a Pearson Chi-Square 

analysis testing the relationship between the adequacy of 

health staff in the district and the choice of place women in 

the district usually deliver their children. While the first table 

indicate the cross tabulation of variables, the second table 

gives various chi-square tests. The Pearson Chi-Square value 

for the analysis is 17.225 with a p-value of.001. This 

indicates a significant relationship between the variables 

under study. 

The figure 2 below is a histogram that indicates the 

responses recorded on whether the health facilities in the 

district have adequate staffing. From the figure the response 

had a mean value of 1.95 with a standard deviation of.218. 

The frequencies and percentages indicated that 95% (380) 

said no and 5% (20) said yes. Women were of the view that 

more health workforce was needed to augment the current 
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staff. Most especially they emphasized the need for more 

midwives and more Doctors since most of them had to travel 

long distance if they needed to see a gnaecologist.  

 

Figure 2. Adequacy of Health Staff in the District. 

 

Figure 3. Midwives should be trained to Perform Caesarean Section Apart 

From Medical Doctors. 

The figure 3 above is a histogram illustrating the response 

on whether midwives need to be trained in order to perform 

C-section in the absence of a medical doctor. The responses 

had a mean of 1.05 and a standard deviation of.218. The 

frequency and percentage distribution indicated that 95% 

(380) said yes and 5% (20) said no. Though the women were 

not knowledgeable in health issues, they also said if there is a 

possibility to train more midwives to preform Caesarian 

section on women who cannot deliver per vagina. Most of 

the young educated ladies were very instrumental in referring 

us to other African countries were the practice has been a 

success and wished midwives should be trained to perform 

C- section due to low health workforce. Some even suggested 

medical assistants as alternative since they almost perform 

similar functions as the medical Doctors in the community. 

With reference to distance between residence and health 

facility, these were the findings from respondents, 55% (220) 

said normal, 25% (100) said not far, 10% (40) very close, 5% 

(20) said very far and 5% (20) said far. In terms of easy 

access to transportation, 90% (360) said yes and 10% (40) 

said no. In terms of affordability of health facilities, 85% 

(340) said yes and 15% (60) said no. In terms of poor work 

attitude in health facilities, 55% (220) said no and 45% (180) 

said yes. In terms of presence of people who can assist with 

skilled delivery, 100% (400) said yes. With regards to other 

non- professional health workers assisting in skilled delivery, 

100% (400) said yes.  

4. Discussion 

4.1. Relationship Between Ante Natal Clinic Attendance 

(ANC) and Use of Skilled Delivery 

The first relationship to be tested was the relationship 

between the awareness of antenatal services and attendance 

of ANC services. The chi-square value of 400.000 was noted 

with a p-value of.000. This indicates that there is a strong 

relationship between awareness of ANC service and women 

attending ANC. This calls for some form of health education 

or awareness creation to meet the challenges that might be 

associated with low patronization of ANC services. The rate 

at which women utilized ANC services can be translated into 

some effectiveness of antenatal care in preventing maternal 

deaths similar to a cross sectional studies suggestions [10]. 

The research identified a strong relationship between women 

patronizing ANC services and the places that they deliver 

their children. The cross tabulation of results noted that in 

most of the cases, those who had attended ANC services 

delivered in health facilities and the vice versa. This 

statistical analysis had a Pearson Chi-Square value of 

800.000 with a P-Value of.000 which shows a significant 

relation between the two variables. This result calls for 

availability of more avenues for ANC services in the district. 

For places that lacked clinical service, the Community Health 

Initiative Projects (CHPS) compounds can be established to 

ensure that women have access to ANC services. This 

primarily falls in line with the executives’ pay-cut of central 

government to ensure that more of such compounds are built 

to serve the needs of women in such deprived communities in 

the country as a whole. Contrary to the notion that ANC can 

fail to improve maternal health care in some cases as noted 

by some social movements [11], in this case however, is an 

outlier with massive improvement. The services in the 

facilities however need not compromise on quality, since 

women can by-pass the nearest health facility largely because 

of quality of care delivered in another health facility [12]. 

The type of services that are delivered in the facilities do 

have some significance as to where women would seek 

clinical service with regards to delivering a baby. In the 

findings of the study, ANC services were mainly about 

breastfeeding, complimentary feeding and the need for 

skilled delivery. This to a very large extent influenced the 

choice of respondents in choosing place of delivery. In the 

analysis, the Pearson Chi-Square value was 621.091 with a p-

value of.000. This seems to suggest that in order to improve 

patronization of ANC services, the service providers need to 

consider the quality of ANC services delivered. Efforts 

should be put in place to address issues pertaining to skilled 

delivery and the benefits it presents to women. Attitude of 
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health workers exhibit in health facilities was noted to have 

some level of significance to the choice of place a woman 

decides to go for delivery. The Pearson Chi-Square value for 

the analysis was 28.773
a
 with a p-value of.000. A number of 

scholars have indicated the role health worker attitude plays 

in ensuring that clients patronize services. In most of the 

cases, if health workers treat clients in a positive manner the 

clients become comfortable when seeking health services and 

vice versa. A survey done in Malawi noted that, the 

participants perceived the care they received during antenatal 

was largely good which positively influenced their attitude 

towards skilled delivery [13]. Similar results were noted for 

this case. The study is in line with previous survey which 

show that the shift in place of delivery from home to health 

facilities is seen as an important strategy for improving 

neonatal outcomes [14]. However, it is not only availability 

of health facilities for deliveries that is important, but also the 

quality of care provided. From the results the satisfaction 

levels of the respondents with the health service delivery was 

noted to be very high. The study in Malawi also noted that, 

for people who were satisfied and utilized skilled delivery, 

the delivery process went well and they had healthy babies 

[13]. Participants rated care as being good when they were 

warmly received and not treated harshly at the clinic. 

Considering the significant relationships that have been 

identified in the study it may come as no surprise that most of 

the respondents have delivered in health facilities, followed 

by trained TBAs and unskilled attendant. This results seem to 

indicate that skilled labor has not only increased over the 

years in developed countries, but developing countries are 

also making some strides [15]. 

The respondents rightly identified the benefits associated 

with skilled delivery. The most common benefit was to avoid 

complications and secondly prevent maternal and child 

mortality. The findings of the study were confirmed by the 

respondents when most of them 80% (320) noted that there is 

a relationship between ANC and skilled delivery in the 

district. There is the need to enhance this as noted earlier 

since skilled birth attendant at delivery, timely emergency 

obstetric care, provision of immediate newborn care and 

postnatal care are essential in promoting neonatal health [16]. 

4.2. Socio - Cultural Barriers Impeding Pregnant Women 

from Accessing Skilled Delivery 

In analyzing the social and cultural factors that affects the 

choice of delivery, some assumptions were tested. The analysis 

testing the relationship between the respondents’ family having 

a tradition of giving birth at the hospital and the choice of the 

place women in the district usually deliver their children was 

significant. The family background and practices of women 

has been noted to have some level of influence on the maternal 

and child health choices of women. This study confirms these 

earlier assertions. In this study, the families of the respondents 

seem to have bought into the idea of skilled or hospital 

delivery. This invariably might have influenced the high rate at 

which the women resort to skilled delivery in the case of those 

who have given birth before. As many as 90% of the 

respondents also indicated that their families encourage them 

to attend ANC in their communities. The husbands of the 

women rather need encouragement to be a part of ANC 

practices associated with pregnancies. From the findings, most 

husbands in the district do not take part in the ANC visits to 

the clinics with their wives. Healthcare and affordability was 

also assessed. There was a significant relationship between the 

ability of respondents to afford the health services delivered in 

the health facilities in the district and the choice of the place 

women in the district usually deliver their children. This 

analysis had a Pearson Chi-Square value of 143.316 with a p-

value of.000. The challenges associated with cost of maternal 

and child healthcare was partly addressed with the introduction 

of free maternal and child healthcare policy under the National 

Health Insurance Scheme. With this policy, women and 

children stand a greater chance of enjoying the best of 

healthcare in order to ensure its primary purpose of curbing 

maternal and child mortality is attained. It might probably not 

to be out of place to indicate that this might have contributed to 

the responses by the respondents to the effect that the cost of 

healthcare is cheap so to speak. It might imply that they are 

registered users of the NHIS. Although the cost component can 

increase outcome, emphasis need to be placed also on the 

quality of care, not only on availability of services [17-19]. 

This is vital because lack of quality care at health facilities 

limits women’s access to quality care [20, 21]. 

Aside the cost, another factor that sometimes impedes 

access to healthcare is access. In this regard, the issue of 

transportation and distance between the residence of the 

respondents and the health facility in the district were 

assessed. In both cases, a significant relationship was noted 

to exist between them and the place that women chose for 

delivery. The distance that was noted between the health 

facility and the residence of the respondents was noted to be 

‘normal’. There was also the indication that there is some 

form of easy access in terms of transportation to and from the 

health facility. This is similar to other studies that indicate 

that when women have a choice, they will go to health 

facilities where they perceive better quality of care in terms 

of physician centered and midwife led psychosocial care 

exist [22], regardless of distance. This confirms the assertion 

of some scholars that that in some regard multiple factors 

contribute to skilled and unskilled delivery. This can be 

social, economic and cultural in character. Ability to find 

effective solutions to these challenges would to a very large 

extent ensure some level of success with addressing maternal 

and child health issues. This confirms findings that several 

socio-economic, cultural and religious factors play a 

significant role in the use of Skilled Birth Attendance for 

delivery as it was identified in the case of Naples [23].  

4.3. “Task - Shifting” and Use of Alternative Cadres to 

Provide Skilled Delivery is Feasible 

Generally it was identified that the health workers in the 

district were lacking. The role that health workers play in 

ensuring that there is skilled delivery cannot be 

underestimated [16]. With a shortage in staff, its associated 
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challenges might be realized in the district. A significant 

relationship was identified between the adequacy of health 

workers and the place of delivery. This goes to prove that 

when the health staff in the district is adequately distributed it 

can enhance the skilled delivery rates in the district. This to a 

large extent can also be influenced by the staff attitude that is 

exhibited by the health workers in the district. From the 

results it was noted that generally the health workers in the 

district exhibit some level of professionalism in the discharge 

of their duties. The role of TBAs in the maternal and child 

healthcare in the district is dully recognized by the 

respondents of the study although most of them seem 

comfortable delivering in health facilities. From the results of 

the study it was noted that the respondents have a positive 

attitude towards TBAs in the communities. This offers a 

strong case for the issue of “task-shifting”. In the wake of an 

apparent inadequate staffing of health workers, TBAs can 

take up the role with some training to ensure that much is 

achieved. This is similar to findings in cases where midwife-

directed prenatal and labor care results in equal or improved 

maternal and infant outcomes [24]. 

The respondents of the study did identify that there are 

competent people in the communities in which they live who 

can adequately handle or take up the role of health staff to 

deliver some of the needed services. This will entail some 

form of training. This ‘task shifting’ practices can adequately 

take care of the shortage or inadequate staffing that was 

identified in the study. Aside recognizing that there are 

competent people in the community to assist in healthcare 

delivery, all did agree that these competent non-professionals 

should be included in the healthcare system to assist in 

matters that pertain to skilled delivery. This confirms the 

point that in countries facing a critical shortage of physicians, 

task shifting may be used to train alternate health care 

workers or laypersons to perform tasks generally considered 

to be within the purview of the medical profession [25].  

5. Conclusion 

From the study, it is worth stating that, the staff strength of 

the district need to be increased. Being a deprived district, 

incentives can be an added advantage that will attract more 

health workers. This can be both monetary and infrastructure 

in nature. While the role of government in this regard is 

noted, the role that the community also play in ensuring that 

health workers are comfortable and ready to give off their 

best is also recommended. 

The free maternal and child healthcare in place by way of 

the NHIS need to be enhanced by the stakeholders of the 

NHIS. From the analysis, it contributes positively to the 

ability of women to afford services that are delivered in the 

health facilities in the district. 

More health education should be directed at families of 

women in the districts to ensure that they give their support 

to ANC services in the municipality. This can enhance the 

utilization of skilled delivery in the district. Husbands can be 

encouraged to see the need to be part of the antenatal visit of 

their wives, this can improve ANC attendance because they 

are heads of families and usually their words are taken 

seriously by their spouses. 

In solving the issues associated with inadequate 

staffing, the ‘task shifting’ strategy is recommended. 

Midwives and physician assistants should be equipped 

with surgical skills to manage obstetric complications and 

possibly caesarean section. They are often the majority at 

communities where there are no medical doctors. 

Community Health Nurses should be trained to manage all 

stages of labour since they often provide delivery services 

where midwives are lacking. TBAs in the various 

communities can be trained to provide basic ANC 

services. Others can be trained in basic obstetric 

emergency management and proper referral methods. This 

will help ensure increase in skilled delivery.  
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