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Abstract
Background: Access to skilled delivery services are crucial in reducing maternal mortality, however, the
prevalence of women with assisted deliveries in our health facilities remains low with reasonable
disparities between rural and urban Ghana. This study examined the utilization of skilled delivery by
pregnant women and its associated factors in the Wa Municipality of Ghana.

Methods: The study employed a community-based cross-sectional study. A simple random sampling was
used to recruit two rural and two urban sub-districts and subsequently four communities selected from
each of the respective sub-districts. Thirty-three eligible women of reproductive age (15- 49 years) who
had delivered within the last one-year prior to the commencement of the study were selected from each
community. A structured questionnaire was used to collate information on respondents socio-
demographic, geographic and cultural factors that affect the utilization of skilled delivery services. Data
was analyzed using Stata Statistical Software (version 12), frequencies and percentages were used to
summarize data and associations between variables investigated with multiple regression analyses at a
signi�cance of p<0.05.

Results: Out of the 527 women interviewed, 481 (91.6%) had a skilled delivery. Mothers were aged
between 15 and 45 years with mean (± SD) age of 26.4 ± 9.4 years. After statistical adjustment, rural
residence (AOR=2.7, 95% CI 0.8 – 8.9, p=0.036 compared with urban residence), never attended antenatal
care (AOR=101, 95% CI 10.2 – 1017, p<0.001), health facility delivery (AOR=0.1, 95% CI 0.1 – 0.6,
p<0.001), time taken to nearest health facility (≥31 minutes AOR=11.7, 95% CI 3.6 – 38.6, p<0.001), and
no Husband’s consent (AOR=4.6, 95% CI 1.8 – 11.6, p<0.001) were signi�cantly associated with uptake of
skilled delivery services.

Conclusion: The �ndings of this study demonstrate adequate utilization of skilled delivery services
among women in the Municipality. Efforts towards improvement of skilled delivery coverage should
focus on health education, especially among rural women together with the expansion of healthcare
services.

Introduction
Childbirth supervised by skilled birth attendants (SBAs: de�ned as persons pro�ciently trained to manage
normal pregnancies, childbirth and the immediate postnatal period[1]) contributes to the quality of
pregnancy and delivery outcomes. Delivery by SBAs has a positive impact by promoting early detection
of complication during antenatal and/or postnatal care delivery and consequently reduction of maternal
and neonatal morbidity and mortality [1]. In spite of several interventions targeted at improving maternal
health globally, more than 500,000 women lose their lives during pregnancy and/or childbirth and with
most of these mortalities concentrated in lower-and-middle income regions [2]. In particular, among the
estimated annual maternal deaths, developing countries alone accounts for an estimated 99% and with
more than two-thirds proportionate contribution from sub-Saharan Africa (SSA) [3]. 
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According to the World Health Organization (WHO) inadequate utilization of skilled delivery services in
SSA remains a major hindrance towards improving the health of reproductive women, especially during
delivery[2, 3]. Mothers lifetime risk of death from pregnancy related conditions in this region stands at 1
in 38 compared to 1 in 3,700 in the advanced countries[4]. Consequently, unsafe delivery practices
account for over 50% of maternal deaths in these developing countries[5, 6]. Skilled health professionals
are known to play a key role in the reduction of maternal mortality owing to their substantial contribution
in prevention and management of pregnancy related complications, yet, a considerable higher number of
women die due to delivery without skilled obstetric care[7].

Concurrently, institution other than home deliveries are considered save given the timely emergency
medical care women received from skilled health professionals in unexpected complications and
ultimately save their lives and that of their unborn babies. A systematic scoping review by Mekonnen et
al. showed that most women within the sub-Saharan regions patronize home-based parturition other than
conventional deliveries and this is ascribed to various individual, interpersonal, organizational and
system level factors[2].  A case in point is Ghana where most women preferential utilization of  home
delivery are dictated by their educational background, cultural predilection, cheaper services, satisfaction
of antenatal care services,  tender nature of traditional birth attendants (TBAs) compared to orthodox
health professionals as well as their closer proximity to TBAs other than health facilities[8-11]. 

Health system factors such as cost of services remains a signi�cant barrier that continuously hamper
most reproductive women from lower-and-middle income countries in seeking institution-based obstetric
care[12]. In order to promote safe motherhood, various policies including no-fee-for-service, pay-for
performance and voucher packages were implemented in most countries[13]. Exempli�ed in Ghana under
the auspices of the Ministry of Health the National Health Insurance Scheme (NHIS) program was piloted
in the northern parts of Ghana and fully operationalized across the entire country to provide maternal and
pregnancy relieve packages to mothers[14, 15]. However, the   funding constraint of the NHIS program
jeopardized most of the bene�cial packages mothers received and with ensuing suboptimal facility-
accessed child delivery[14]. Similarly, maternal geographic and sociodemographic characteristics also
in�uence attitudes towards seeking skilled attended child birth[9], however, the results are sparse[16].
Hence, a �rm understanding of these dynamics are essential towards planning and formulation of robust
maternal health policies.

The quarterly performance report of the Ghana Health Service revealed that of the seven maternal deaths
reported in the Upper west region (one of the administrative region in country) �ve of the incidence
occurred in the Wa Municipality the region’s capital. In the same vein the upper west region weekly
bulletin report showed a signi�cantly higher MMR speci�cally 105 deaths per 100, 000 live births. Aside
the alarming rate of this reports it also raises doubts on the strides made by the region towards attaining
the target 3.1 of the SDG 3. Therefore, the overarching goal of this study was to assess the utilization of
skilled delivery and its associated determinants among mothers in the Wa Municipality of the Upper West
Region of Ghana. The outcome of this study will not only bring to fore the enabling and disenabling
factors affecting skilled attended delivery by mothers but also help in formulating of strong policies to



Page 4/21

improve maternal health care more generally and consequently realizing the MMR target enshrined in
SDG 3.

Methods

Study design, population and setting 
A community-based cross-sectional study was conducted among a sample of mothers residing in 16
communities randomly selected from the Wa Municipality. The sample constituted women of
reproductive age group (15- 49 years) who had delivered within the past one-year prior to the study.
 Respondents sociodemographic, socioeconomic, geographic and cultural characteristics that in�uence
utilization of skilled delivery services were gathered with a pretested structured questionnaire. Among the
eleven (11) districts in the upper west region Wa municipal is the solely considered municipality, with a
total land area of about 1,078km², and shares boarders with Nadowli-Kaleo district to the north, Wa west
district on south and on the west as well as the Wa east district towards the east. Wa doubles as both the
municipal and the region’s capital. The municipal is well-planned and with a serene atmosphere and
adequate environmental sanitation [26]. The projected municipal population as of 2019 was estimated at
129,647 and with a growth rate of 1.7% per annum. The area is geographically partitioned into six sub-
districts namely Wa Urban, Bamahu, Busa, Charia, Kanbali and Charigu and with Dagaaba and Sissalas
as the predominant ethnic groups. The economic activities patronized by inhabitants within the area
comprises of farming, trading, artisanship and government services. Most are peasant farmers and with
a higher poverty rate and even worse among women given the patrilineal inheritance and male-dominated
family head responsibilities. A signi�cant majority are either Christians or Muslims and with a smaller
fraction as traditionalist. The area serves as a home for six (6) Health Centers, three (3) Hospitals and
Five (5) Clinics. The facilities together provide preventive therapies as well as specialized provisions
including skilled service delivery. Maternal health services are generally poor in this locality.  

Inclusion/exclusion criteria 
The inclusion criteria encompassed mothers of infants one-year or older and had lived in the municipality
for at least a year.  In addition, women who visited the study site and satis�ed the eligibility criteria was
included, however women who failed to give a consent and/or had their child younger than a year were
excluded.  

Sample size determination and sampling 
Considering the study area and to obtain a power not less than 50% a minimum sample size was
computed using the Cochran single proportion formula N = z2p (1-p)/e2; where n is the sample size; z2

(abscissa of the normal curve that cuts an area of  at the tail or standard normal deviation at 95% CI), p
(proportion of skilled service delivery per study area) the This gives: 
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N = 1.962 x 0.50(1- 0.50)/0.052 = 384. 16

With a design effect of 1.25 and a non-response rate of 10%, a minimum total sample of 432 was
obtained for the study. Further, the study employed a multistage cluster sampling afterwards to recruit
participants.  Speci�cally, based on a preexisting classi�cation the study area was segregated into rural
and urban, the former constituted all sectors outside the Wa central district and vice versa. Subsequently,
two urban and rural sub-districts clusters were respectively selected by simple random sampling. In the
second stage, four communities were randomly selected from each of the four clusters.  House numbers
of all eligible households within the clusters were obtained on a written piece of papers, shu�ed in an
opaque envelope and subsequently a household chosen at random.  Of the 33 randomly households a
single mother was recruited from each and instances where multiple mothers in a particular household
met the study inclusion criteria balloting was applied in selection.  

Quality Control
A standardized questionnaire was prepared in English and translated into the local dialect (Dagaare and
Sissali) for easy comprehension. The translated questionnaire was pretested in a the Kpesiri community
a local vicinity within the municipality and subsequently modi�ed to ensure logical �ow and
understanding before �nal administration in the �eld survey. Well-trained professional nurses were
recruited for data collection and with all necessary procedures performed under a stringent of the
supervision of the principal investigator 

Data collection and management
The data were collected from January 13, 2015 to May 31, 2015 using structured pre-tested
questionnaire. The questionnaire asked questions on women’s social and demographic characteristics
including age, education, marital status, occupation, ethnicity, religion, occupation and place of birth;
cultural and geographical barriers namely antenatal visits during last pregnancy, place of delivery, time
taken to the nearest health facility, requires husband consent on place of delivery, consequences for not
seeking husband’s consent and utilization of health facility delivery.    The questionnaire was
administered by trained interviewers (Professional Nurses) who frequent supervision during the data
collection.  The questionnaires were checked after the interviews

Data analysis
Data were entered into Statistical Package and Service Solution (SPSS) Software version 16 cleaned and
doubled checked for multiple entries.  Single entry dataset was transferred into STATA Software version
12 (Stata Corp, Texas, USA) for formal analysis. Univariate analysis was performed and presented as
frequencies and percentages. Proportionate distribution of skilled delivery services across demographic
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characteristics was tested with Pearson chi-square statistics at p <0.05. Binary and multiple logistic
regression analyses were used to investigate factors signi�cantly associated with the outcome variable
of skilled delivery. Odds ratios and corresponding con�dence intervals were presented. 

Results
Sociodemographic characteristic of birth mothers 

Though we set out to recruit a minimum of 384 birth mothers, the study sampled 528 subjects with mean
age of mean age of 26.4 ± 9.4 years.  Majority (41.0%) were within the age range of 25-29, had received
no formal education (45.5%) were married (91.3%) and resided in a rural area (60.8%). Most belonged to
the Dagaba ethnic group (87.9%) were Muslim (56.8%), and with a considerable majority engaged in
farming as their main occupation (28.2%). A greater proportion of mothers gave birth at a health facility
(91.5%) compared with a smaller minority that delivered at homes and/or received traditional birth
attendants’ services (8.5%) as shown in Table 1. 
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Table 1: Sociodemographic characteristics of birth mothers ( n = 528) 

Variable Frequency  Percent 

Age 

15-19 30 5.7

20-24 172 32.6

25-29 216 41

30-34 81 15.3

≥35 29 5.5

Level of education

None  240 45.5

Primary 87 16.5

Junior High School 113 21.4

Senior High School  59 11.2

Tertiary 29 5.5

Marital status

Single 30 5.7

Married 482 91.3

Divorced/widow 16 3

Residence 

Urban 207 39.2

Rural 321 60.8

Ethnicity 

Dagaaba 464 87.9

Sissala 55 10.4

Other 9 1.7

Religion 

Christian 221 41.9

Muslim 300 56.8

Traditional 6 1.1
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Other 1 0.2

Occupation 

Farming 149 28.2

Trading 123 23.3

Housewife Only 70 13.3

Seamstress 120 22.7

Public Servant 27 5.1

Other 39 7.4

Place of delivery‡

Home/TBAs 45 8.5

Health facility 483 91.5

‡TBAs, Traditional birth attendants

 Sociodemographic factors related to type of delivery 

Table 2 presents on the distribution of sociodemographic characteristics across the type of delivery.
There was a signi�cant variation among participant’s level of education, respondent’s residence, religion,
respondent’s occupation and husband’s occupation in relation to the type of delivery (p<0.05 for all) as
shown in Table 2.
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Table 2: Sociodemographic characteristics related to type of delivery  

Predictor variables Type of delivery (n = 528)

  Number of Skilled
delivery

Percent Number of Unskilled
delivery

Percent  p-
value

Age of mother 

15-19 26 86.7 4 13.3 0.252

20-24 156 90.7 16 9.3

25-29 200 92.6 16 7.4

30-34 76 93.8 5 6.2

≥35 23 79.3 6 20.7

Level of education

None  211 87.9 29 12.1 0.014

Primary 78 89.7 9 10.3

Junior high school 109 96.4 4 3.6

Senior high school 56 94.9 3 5.1

Tertiary  29 100.0 0 0.0

Marital status

Single 29 96.7 1 3.3 0.291

Married 439 91.1 43 8.9

Divorced/widow 16 100.0 0 0.0

Residence 

Urban 202 97.6 5 2.4 0.001

Rural 283 88.2 38 11.8

Ethnicity 

Dagaaba 423 91.2 41 8.8 0.584

Sissala 52 94.5 3 5.5

Other 9 100.0 0 0.0

Religion 

Christian  202 91.4 19 8.6 0.001

Muslim 277 92.3 23 7.7
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Traditional 2 33.3 4 66.7

Other 1 100.0 0 0.0

Occupation 

Farming 127 85.2 22 14.8 0.002

Trading 117 95.9 6 4.1

Housewife Only 60 85.7 10 14.3

Seamstress 113 94.2 7 5.8

Public Servant 26 96.3 1 3.7

Other 39 100.0 0 0.0

Husband’s
occupation

Farming 169 86.2 27 13.8 0.027

Trading 71 91.0 7 9.0

Artisan 138 95.2 7 4.8

Tailor 20 95.2 1 4.8

Public Servant 75 96.2 3 3.8

Other 10 100.0 0 0.0  

Sociocultural and geographic factors related to type of delivery 

Table 3 presents the socio-cultural and geographical factors associated with skilled delivery among
participants.  All factors: antenatal attendance, choice of place of delivery, time taken to reach nearest
health facility, seeking husband consent before deciding where to deliver and the consequences for not
seeking husband’s consent were signi�cantly associated with type of delivery (p<0.05). 
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Table 3: Sociocultural and geographic factors related to type of delivery  

Predictor variables  Frequency Type of delivery   

  Skilled
delivery

Percent Unskilled
delivery

Percent  p-
value

Antenatal visit during last pregnancy

Attended antenatal care 514 474 92.2 40 7.8 0.001

Never attended antenatal
care 

14 6 42.9 8 57.1

Where would you prefer to
deliver 

Home delivery 12 5 41.7 7 58.3 0.001

Health facility delivery 516 475 92.1 41 7.9

Time to nearest health
facility

≤ 10 minutes 180 167 92.8 13 7.2 0.001

  11 – 30 minutes 298 280 94.3 17 5.7

>30 minutes 50 33 66.0 17 34.0

Needing husband’s consent on place of delivery

Yes 421 396 94.1 25 5.9 0.001

No 100 80 80.0 20 20.0

Others 7 7 100.0 0 0.0

Consequence of not seeking consent from husband

My husband will punish
me

9 6 66.7 3 33.3 0.004

Gods will punish me 28 23 82.1 5 17.9

Elders will punish me 484 447 92.5 36 7.5

Others  7 7 100.0 0 0.0  

Factors associated with uptake of skilled delivery among participants 

The bivariate logistic regression analysis (Table 4) showed that Junior secondary school education
(COR=0.3, 95% CI 0.1 - 0.8, p=0.016 compared with no formal education), rural residence (COR=5.4, 95%
CI 2.1 - 13.9, p=0.001 compared with urban residence), traditional religion (COR=15.9, 95% CI 2.5 - 100,
p=0.003 compared with Christian religion), respondent’s occupation (compared with farming: trading
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COR=0.3, 95% CI 0.1 – 0.7, p=0.006; seamstress COR=0.4, 95% CI 0.1 – 0.9, p=0.023), Husband’s
occupation (compared with farming: Artisan COR=0.6, 95% CI 0.3 – 0.8, p=0.009; Public Servant COR=0.3,
95% CI 0.1 – 0.8, p=0.027), never attended antenatal care (COR=14.4, 95% CI 4.6 – 44.6, p<0.001), place
of delivery (Health facility COR=0.1, 95% CI 0.1 – 0.3, p<0.001 compared with Home/TBA), time taken to
nearest health facility (≥31minutes COR=5.4, 95% CI 2.3 – 12.6, p<0.001 compared with ≤10 minutes),
no Husband’s consent (COR=4.0, 95% CI 2.1 – 7.5, p<0.001),  and consequences of not seeking consent
from Husband (elders will punish me COR=0.2, 95% CI 0.1 – 0.7, p=0.012 compared with my husband will
punish me) were all signi�cantly associated with uptake of skilled delivery services. Further, in the
multiple logistic regression model, rural residence (AOR=2.7, 95% CI 0.8 – 8.9, p=0.036 compared with
urban residence), never attended antenatal care (AOR=101, 95% CI 10.2 – 1017, p<0.001), place of
delivery (Health facility AOR=0.1, 95% CI 0.1 – 0.6, p<0.001 compared with Home/TBA), time taken to
nearest health facility (≥31 minutes AOR=11.7, 95% CI 3.6 – 38.6, p<0.001 compared with ≤10 minutes),
and no husband’s consent (AOR=4.6, 95% CI 1.8 – 11.6, p<0.001) were all signi�cantly associated with
uptake of skilled delivery services. 



Page 13/21

Table 4: Bivariate and multiple logistic regression of factors associated with uptake of skilled delivery
services 

Predictor variables  Frequency COR AOR 95% CI p-value

Level of education

None  240 Ref Ref

Primary 87 0.8 0.8 0.2-2.3 0.119

Junior high school 113 0.3 0.3 0.1-1.3

Senior high school  59 0.3 0.4 0.1-2.5

Tertiary  29

Residence 

Urban 207 Ref Ref

Rural 321 5.4 2.7 0.8-8.9 0.036

Religion 

Christian 221 Ref Ref

Muslim 300 0.9 0.7 0.3-1.8 0.341

Traditional 6 15.9 0.3 0.1-100.3

Other  1

Occupation 

Farming 149 Ref Ref

Trading 123 0.3 0.2 0.1-0.7 0.07

Housewife Only 70 1 1.3 0.4-4.7

Seamstress 120 0.4 0.3 0.1-1.2

Public Servant 27 0.2 1.9 0.1-26.5

Other 39

Husband’s occupation

Farming 197 Ref Ref

Trading 78 0.6 1.1 0.3-3.8 0.774

Artisan 145 0.3 0.6 0.2-2.1

Tailor 21 0.3 0.5 0.1-8.6

Public Servant 78 0.3 1.5 0.3-9.0
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Other 10

Antenatal  visit during last pregnancy

Attended antenatal 514 Ref Ref

Never attended antenatal  14 14.4 101 10.2-1017 <0.001*

Time taken to nearest health facility

 ≤ 10 minutes 180 Ref Ref

11 – 30 minutes 298 0.8 1.1 0.5-2.9 <0.001*

>30 minutes 50 5.4 11.7 3.6-38.6

Needing husband’s consent on place of delivery

Yes

No 100 4 4.6 1.8-11.6 <0.001*

Other  7        

COR, Crude Odds Ratio; AOR, Adjusted Odds Ratio; CI, Con�dence Interval; Ref, Reference; Bivariate
logistic regression analysis –Wald test p <0.02 was enrolled in the multivariate model at a signi�cance of
p ≤ 0.05. 

Discussion
This study investigated the utilization of facility delivery services and associated factors among birth
mothers in the Wa Municipality in the Upper West region of Ghana.  The study observed that over 90% of
study respondents had taken up skilled delivery services. After statistical adjustment the factors
associated with uptake of skilled delivery services included rural residence, lack of antenatal care
attendance, takes more than 30 minutes to get to nearest health facility and not requiring the consent of
the husband before deciding the place of delivery.

The high proportions of skilled deliveries observed in this study are comparable to �ndings from previous
investigations in Ghana [10, 11, 17],  Ethiopia[18], Kenya[19, 20] and Tanzania[21] but contrast with
previous study by Ameyaw et al. that showed a lower prevalence of accessed skilled obstetric care
among women from Niger, Mali, and Sierra Leone and with ranges of 32.5% to 45.2%[22]. Generally,
skilled birth attendance in East Africa[22-24] and parts of the South-Asian regions [25-27] remains low as
compared to Ghana[9, 10].  

The high level of utilization of skilled deliveries in the Municipality could partly be attributed to the
increased number of Community based Health and Planning Services (CHPS) compounds and
Community Health O�cers (CHO) in the study area. The CHPS concept encourages health care services
to be brought to the doorsteps of the people by deploying health personnel to reside in the community
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and provide basic clinically, preventive obstetric care for local people. In particular, in the community,
nurses provide regular home visits to educate and engage community leaders to support health care
policies and own the health services which could have contributed to women’s uptake of skilled attendant
delivery. This policy increases access and availability of health services including antenatal and child
delivery services. Given that almost all the women both irrespective of geographic residence preferred to
deliver with a skilled attendant in health facilities could be attributed to positive in�uence from CHO-
nurses and midwives in the areas[28]. However, there is still the need for more sensitization since about
10% of the women reported that they delivered at home and were attended to by TBAs. A study conducted
in three districts in Upper East Region with a similar prevalence of 80% skilled delivery uptake explained
that the availability of CHPS services, equipment and logistics would stimulate staff with the requisite
training and skills to better perform, improve on the quality of services and thereby attracting more
women to use skilled services[29] This �nding suggests that women make good use of skilled delivery
services and place value on the role of health institutions in maternal care.

Women in rural area were more likely to deliver at home compared to their urban counterparts. This
�nding agrees with a similar study conducted in Kenya where it was reported that rural women were less
likely to seek skilled delivery care services compared to their urban counterparts even after controlling for
education and wealth[30]. The variations in the patterns of evidence could be attributed to the fact that
women in urban areas easily accessed facility-based services with minimal distance travelled, make
adequate decisions regarding place of birth, possessed in-depth knowledge on pregnancy and delivery
complications, and better accessed health information compared to their rural counterparts. 

Improved access to health care services through the provision of both private and public health facilities
in the towns and increase in number of skilled health professionals (such as midwives) in urban areas
could be one of the factors responsible for the high proportions of deliveries by skilled attendant reported
in this study. Similarly, the 2012 Ghana Demographic and Health  Survey identi�ed urban inhabitants to
show greater preference towards facility-based child delivery compared to the rural dwelling
counterparts[31]. Improvement in health infrastructure, health worker motivation and provision of better
conditions of service among health personnel in rural areas especially in those in existing CHPS
compounds could motivate other skilled health personnel to embrace transfers to such areas.
 Consequently, the ensuing effect could pose a direct positive bearing on quality health services including
maternal child delivery services and ultimately bridge the existing maternal health disparities within the
Municipality. 

Patronage of unskilled and/or home delivery services among mothers are closely linked with the distance
they would  travelled in accessing facility-based healthcare services[11, 21, 32, 33]. In this study distance
was associated with health facility delivery with increased odd of receiving obstetric care at home since
some women must have to travel more than 30 minutes by foot before they could access a nearest
health facility. Consistent with previous investigations in Ghana, distance has been reported as a major
setback that compromises on health accessing facility delivery[10, 11, 21, 32]. Though access to skilled
delivery services has been improved over the years with the introduction of the CHPS concepts to bring
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health care to the door steps of the community much is expected especially in many rural areas where
access to skilled delivery services is inadequate, poor road network and poor transportation system is a
major challenge. The current study established that women in the Wa municipality who resided in rural
areas are twice less likely to access skilled delivery services compared to urban compatriots 

The study also revealed antenatal care attendance as a signi�cant determinant of accessing skilled
delivery services. Our �nding corroborates with similar studies from Ethiopia[34-36] and  Nepal[37-
39] which showed an increased tendency towards institutional accessed delivery following antenatal
visits.   We observed partner’s support as a signi�cant determinant with positive in�uence on seeking
facility-based delivery and this corroborates with previous reports[40-42]. Furthermore, although women
autonomy in decision making have a positive in�uence on seeking institutional child delivery[43], yet in
some parts of northern Ghana where families are headed by males, the decision of place of delivery is the
exclusive duty of the husband[42]. Therefore, engagement of men in maternal health education is
essential and could improve women access to skilled delivery more generally. 

Limitations and strengths of the study 

Our study has some limitations worth mentioning. First, the cross-sectional nature of the study restricted
researchers in identifying causal associations. In addition, considering that the study utilized a
quantitative other than mixed methods any possible mother and health workers interactions could not be
elicited. Another drawback of the study was that the participants self- reported information on previous
pregnancies might be subject to recall bias. Again, another limitation was that the study sampled women
from Wa municipality and could not generalize its �ndings to the entire Upper West region of Ghana.
Health system factors as well as the roles of husbands and family relatives, which could possibly
in�uence utilization of Skilled Births Attendants services were beyond the scope of the study and
therefore could be a focus for future investigations. However, given the community-based approach to
this study our �ndings could re�ects the actual experience of mothers within the Wa municipality.

Conclusion
The �ndings from this study demonstrate adequate utilization of skilled delivery services among women
in the Wa municipality. Determinants of uptake of skilled delivery services were rural residence, lack of
antenatal care attendance, health facility delivery, time taken to reach nearest health facility and absence
of husband’s consent. Husbands, household heads and individuals with impoverished and low
educational backgrounds should be targeted in rural areas through behavioral change communication
and/or information, education and communication models to promote safe motherhood, together with
healthy reproductive life among women in the region. Mass media campaigns should be conducted to
highlight the cons of traditional child deliver practices and bene�ts of the utilization of skilled maternal
care services and. The study offers the needed information for policy and improvement of quality of child
delivery services across the region. 
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