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ABSTRACT 

Introduction: Utilisation of skilled birth attendants in health facilities is crucial for improving maternal and 

child health. In low-income countries, a significant proportion of women give birth in non-health facilities 
compared to high-income countries. Studies in Ghana have revealed that approximately a quarter of women 
deliver at home. Data available in the district health information management system revealed that Asutifi 

North District recorded 38.5%, 41.5%, and 39.7% for skilled delivery in 2020, 2021 and 2022, respectively, 
which are below the national target of 65%. Various factors, including proximity to healthcare facilities, 
transportation costs, availability of transportation to healthcare facilities, educational attainment, previous 

childbirth experiences in healthcare settings, antenatal care attendance, and individual preferences, influence 
home delivery. The Asutifi North District faces challenges in meeting the national target for skilled 
deliveries, which may be attributable to these perceived determinants. To guide focused health interventions 

to address the problem of home delivery, we estimated its prevalence and associated factors among women 
attending Child Welfare Clinics (CWC) in the Asutifi North District, Ghana. Methods: We conducted a 
cross-sectional study among 406 mothers attending CWC in the Asutifi North District. A multistage 

sampling method was used to select respondents for this study. Initially, the district was stratified into sub-
districts, and mothers were randomly selected from the Child Welfare Clinic (CWC) registers and followed 
up to respond to a semi-structured questionnaire to assess factors associated with home delivery. Home 
delivery was the outcome variable and exposure variables were sociodemographic characteristics, obstetric 

characteristics and health facility-related factors. We performed a chi-square test and logistic regression to 
assess the factors associated with home delivery. Results: A home delivery prevalence of 21.4% was 
estimated in Asutifi North District. Home delivery had a positive association with marital status (AOR = 

2.27, 95% CI= 0.96- 5.36, p= 0.061) and a partner with basic school education level (AOR=5.44; 95% CI= 
1.19- 24.97, p= 0.029). Home delivery also showed a relationship with travel time to health facilities 

(AOR= 9.10; 95% CI= 3.69- 22.44, p= <0.001), and never attending ANC (AOR= 3.91; 95% CI= 1.19- 
12.89, p= 0.025). Conclusion: Our study revealed that approximately a quarter of mothers delivered at 
home. Shorter travel time to a health facility, partner’s low educational status, ANC non-attendance have 

significant relationships with home delivery. The Ghana Health Service should collaborate with the district 
assemblies and health development partners to build health facilities close to the community members, 
empower communities through educational opportunities, intensify home visits to encourage ANC 

attendance, and increase effective counselling in maternal health services. 
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Introduction 

 

In low-income countries, a significant proportion of 

women estimated at 68.7% do not have access to 

skilled delivery compared to 1.3% recorded in high-

income countries [1]. In 2020, only 56.7% of 

deliveries in Ghana were conducted by skilled 

healthcare professionals; this was a concern as it did 

not meet the national indicator targets for skilled 

delivery [2]. In 2020, Asutifi North District recorded 

a skilled delivery of 38.5% [2]. Home delivery is birth 

practice where pregnant women give birth in their 

homes or in non-healthcare facility without the 

assistance of skilled personnel (midwife, a doctor, or 

a trained nurse) endangering the lives of mothers and 

babies [3]. Home deliveries have multiple risks such 

as haemorrhage, foetal distress, prolonged labour, 

obstructed labour, and infections which can all lead 

to maternal and neonatal mortality, still-births, and 

other post-delivery complications such as obstetric 

fistula [3–7]. Furthermore, home delivery is 

associated with an increased risk of third-stage 

delivery difficulties, such as retained placenta and 

postpartum haemorrhage [9]. Ghana has a high 

maternal mortality ratio of 319 per 100,000 live 

births [8], which is largely attributable to unsafe 

abortions, excessive bleeding, infections, delivery 

complications, pre-eclampsia and eclampsia 

[9].These unfortunate repercussions occur because 

of the underutilization of professional care including 

skilled birth attendants in Ghana 

[10,11].[12]Childbirths at health facilities have been 

regarded as one of the effective strategies to prevent 

maternal mortality and morbidity and enhance 

infant health [13]. Maternal mortality is avoidable 

with good antenatal care services, adequate rest and 

optimal nutrition during pregnancy, and mothers 

counselled to deliver at health institutions [14]. 

The choice of place of delivery among expectant 

mothers has been reported to be influenced by 

maternal age, marital status, parity, level of 

autonomy, employment status, contraceptive use, 

previous delivery place, antenatal care utilization, 

history of obstetric complications, quality of care, 

and husband’s education level [15–17]. Maternal 

education level is the most frequently identified 

factor that influences reproductive healthcare service 

usage [18]. The expense of care seeking for 

transportation, prescriptions, and opportunity costs 

of trip time are frequently found to be barriers to 

service utilization among mothers in rural areas [17]. 

The Asutifi North District Health Administration in 

an attempt to address the challenge and risks of 

home deliveries facilitated the training of over 80% 

of Community Health Nurses (CHNs) and 

Community Health Officers (CHOs) who 

understood the rural communities very well as 

midwives from the year 2017 to 2019. These 

midwives were posted to various CHPS compounds 

like Krakyekrom CHPS, Nsuta CHPS, and Atwedie 

CHPS. This has significantly reduced the number of 

home deliveries in these communities[2]. However, 

the problem of home delivery is still significant in 

Asutifi North District as it has not met its target for 

skilled delivery. The problem of home delivery may 

be attributable to poor road network, unavailable 

transport to health facilities at the time of delivery, 

and other inequality dimensions such as place of 

residence. 

 

Understanding the determinants of home delivery is 

crucial for the Ghana Health Service to work 

together with health planning and implementing 

partners. The Ghana Health Service through 

collaboration with implementing partners, will help 

develop evidence-based interventions and formulate 

strategies and policies aimed at improving maternal 

healthcare. This study therefore estimated the 

prevalence of home delivery and associated factors 

among mothers attending the Child Welfare Clinic 

(CWC) in the Asutifi North District, Ghana. 

 

Methods 

 

Study Design 

We conducted a cross-sectional study among 

mothers attending CWC in the Asutifi North District 

of the Ahafo Region of Ghana. Quantitative data 

were collected for this study from 3rd to 24th July, 

2020. 

 

 Study setting 

The Asutifi North District is one of the six (6) 

administrative districts in the Ahafo Region of 

Ghana. The district is divided into four sub-districts 

with a projected population of 76,678 in the year 

2020. The population of Women in Fertility Age 

(WiFA) was 18,403 with an estimated 2,688 number 

of pregnancies for the year 2020. The district has 16 

health facilities: two hospitals, two health centres, 

six clinics, one maternity home, and five CHPS 

compounds that provide delivery services. The 

district has one government hospital known as the 

Asutifi North District Hospital, located in the 

Kenyasi Sub-District, which offers a wide range of 

services and skilled healthcare workers, including 
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trained birth attendants. Asutifi North District has 

one functional ambulance for patient referrals. The 

ambulance service is easily accessible in Kenyasi and 

Gyedu Sub-Districts, but Goamu-Koforidua and 

Gambia Sub-districts are rural communities that are 

hard to reach because of the poor nature of their road 

network, which makes it difficult for easy access. 

The district has twenty-five demarcated CHPS zones 

where Child Welfare Clinic (CWC) services are 

provided, all post-partum women and newborns are 

followed up and registered in the Nutrition and 

Child Health Registers (NCHR). Each CHPS zone 

has a register and a designated point where CWC 

services are delivered. All mothers who delivered 

both in health facilities and at homes converge at the 

CWC points to register their children and continue 

to receive immunization services, growth 

monitoring and promotion service, family planning 

services and others until the fifth year of each child’s 

life. 

 

Study population and eligibility criteria 

We studied mothers who delivered in Asutifi North 

District from August 2019 to 24th July 2020. 

 

Eligibility: Mothers who met these inclusion criteria 

were eligible for the study: mothers who had lived in 

the Asutifi North District within one (1) year at the 

time of the interview. Mothers using CWC services 

two (2) months postpartum. 

 

Exclusion: We excluded mothers who were 

extremely sick and unable to respond to these 

questions. Mothers who declined to respond to the 

questionnaire were excluded. 

 

Sample size estimation 

The sample size for the study was calculated using 

Slovin’s formula 

 
where n is the estimated sample size, N is the 

population, and e is the margin of error. According 

to data from the Asutifi North District Health 

Directorate annual report, the prevalence (p) of 

skilled delivery was 31.9% in 2019. With a margin of 

error (e) of 5% (0.05), allowing for a 5% non-

response rate, the study’s final sample size was 365. 

An additional 10% was estimated to cater for errors 

that might have emerged, considering the multistage 

sampling approach in this study. 

 

 

 

Sampling process 

A multistage sampling method was used to select 

mothers, and the district was stratified by 

subdistricts: Kenyasi, Gyedu, Goamu-Koforidua, 

and Gambia. In each subdistrict, one health facility 

was randomly selected, and the total sample size was 

allocated proportionately to the population size of 

the subdistrict from which the four randomly 

selected health facilities were chosen from the 

district. The names of mothers in the CWC registers 

were listed and selected using simple random 

sampling techniques. A total of 174 respondents 

were drawn from the health facility in Kenyasi, 84 

from Gambia, 87 from Gyedu and 61  from 

Goamu;  the number of respondents was 

proportionate to the population size of each 

subdistrict. 

 

Data Collection tools, procedures and quality 

control 

A semi-structured questionnaire was used to elicit 

responses from mothers through face-to-face 

interviews whilst observing the COVID-19 

protocols. The researchers designed the 

questionnaire based on existing literature reviewed 

by senior researchers, pretested it, and reworded it 

before actual use. This ensured that the tool 

accurately measured the study variables to answer 

the research question. The research assistants were 

adequately trained to effectively use questionnaires 

to elicit correct information from the mothers. They 

were asked to document the consent process to 

assure the autonomy of respondents. The data 

collection tool was developed in English and 

administered in languages spoken and understood 

by the respondents. The questionnaire had three 

components: sociodemographic characteristics, 

obstetric characteristics, and health facility-related 

factors. The data collected included age, educational 

level of women and partners, religion, marital status, 

place of residence, parity, place of previous delivery, 

number of antenatal (ANC) visits, staff attitude, 

availability of health facilities, availability of staff, 

distance to the facility, and place of delivery for their 
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most recent live births. Two investigators, including 

the principal investigator, addressed data quality 

issues and checked for consistency, validity, and 

accuracy. 

 

Data management and analysis 

Filled-in questionnaires were checked for 

completeness, coded, entered directly into Microsoft 

Excel 2019, and exported into STATA 18.5 software 

for analysis. The collected data were stored in a 

password-protected computer on the principal 

investigator’s computer which was only accessible to 

the investigators of this study. Categorical variables 

were summarized as frequencies and percentages at 

a 95% confidence level. We further explored the 

variables through cross-tabulation and   Chi-square 

analysis was used to test relationship between home 

delivery and the independent variables in the study. 

Given that a mother delivered at home or did not 

deliver at home (health facility), was a binary 

outcome variable, we further conducted a binary 

logistic regression between home delivery and the 

predictor variables individually and reported crude 

odds ratios with their 95% confidence intervals. 

Independent variables in this study were selected 

based on review of literature and plausibility of their 

relationship with home delivery at the design stage. 

At the analysis stage, variables that had relationship 

with home delivery at the bivariable stage were 

included in the final model and to avoid overfitting, 

variable that made no difference in the final model 

were excluded [19,20]. The relationship between the 

independent variables and the outcome variable was 

ascertained by running a multivariable logistic 

regression analysis between home delivery and the 

independent variables, adjusted estimates were then 

reported. The independent variables with p-values 

less than 0.05 at 95% confidence levels were 

considered to have sufficient evidence against the 

null hypothesis that there is no relationship between 

home delivery and the independent variables[19]. 

 

Ethical Consideration 

Ethical clearance for the study was obtained from the 

Ghana Health Service Ethics Review Committee 

(GHS-ERC 045/06/20). Permission was sought 

from the Asutifi North District Health Directorate 

before data collection. Written informed consent 

was obtained from the respondents before they were 

enrolled in the study. The data were collected 

without personal identifiers, and the data were 

stored on a password-protected computer. 

 

 

Results 

 

Sociodemographic characteristics of respondents, 

Asutifi North District, 2020 

A total of 406 respondents attending the Child 

Welfare Clinic participated in the study. The mean 

age of the respondents was 29.9 ± 6.3, and 8.1% 

(33/406) were below 21 years of age. Among the 

respondents, 61.8% (251/406) were married, and 

58.4% (237/406) had either basic or no formal 

education (Table 1). 

 

Prevalence of Home Deliver 

We found the general prevalence of home delivery to 

be 21.4% (87/406) among respondents, and 7.4% 

and 24.9% among urban and rural women, 

respectively (Figure 1). 

 

Obstetric Characteristics of Respondents and 

Home Delivery, Asutifi North District, 2020 

The average number of children mothers had was 

2.70, and a standard deviation of 1.33, and 48.8% 

(198/406) of mothers had three or more children. 

We found that 44.0% (33/75) of mothers without 

formal education delivered at home, and 56.0% 

(42/75) of mothers without formal education 

delivered at health facilities. Among mothers in rural 

areas, 24.9% (81/325) delivered at home and 75.1% 

(244/325) delivered at healthcare facilities. We also 

found that 41.6% (37/89) of the mothers whose 

partners had no formal education delivered at home 

and 58.4% (76/89) delivered at healthcare facilities. 

Among the mothers who were self-employed, 23.8% 

(41/172) delivered at home, 76.2% (131/172) 

delivered at healthcare facilities. An estimated 61.1% 

(58/95) of mothers who previously delivered at 

home again delivered in the house and 38.9% 

(37/95) currently delivered in healthcare 

facilities.  Among mothers who did not have health 

facilities in their communities, 32.7% (55/168) 

delivered at home and 67.3% (113/168) delivered in 

healthcare facilities. The average ANC attendance 

among mothers was 5.57±2.82 and 45.1% (74/164) 

of mothers who had to travel more than one hour to 

reach the health facility delivered at home, and 

54.9% (90/164) delivered in healthcare facilities 

(Table 2). 

 

Factors associated with home delivery among 

mothers attending CWC 
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Bivariate and multivariate logistic regression 

analyses were conducted to measure the level of 

association between the explanatory and dependent 

variables (Table 3). We observed that single women 

had 2.27 times the odds of delivering at home 

compared to married women at the adjusted level 

(AOR = 2.27; 95% CI 0.96 – 5.36, p = 0.061). 

Women whose partners had basic education level at 

the adjusted level had 5.44 times the odds of 

delivering at home compared to mothers whose 

partners had tertiary education (AOR = 5.44; 95% 

CI = 1.19 – 24.97, p = 0.029). Similarly, compared 

to those mothers whose partners had tertiary 

education, those whose partners had no formal 

education had 4.84 higher odds of delivering at 

home (AOR=4.84, 95%CI = 1.06-22.19, p=0.042). 

Mothers who previously delivered at home had 2.40 

times the odds of delivering at home compared to 

mothers who previously delivered in a health facility 

(AOR= 2.40; 95% CI= 1.07- 5.38, p = 0.033). 

Mothers who had never attended ANC had 3.91 

times the odds of delivering at home compared to 

mothers who had attended ANC eight times or more 

(AOR = 3.91; 95% CI= 1.19- 12.89, p= 

0.025).  Mothers who had to travel for 1 hour or 

more with an available means to a health facility had 

9.10 times the odds of delivering at home compared 

to mothers who had to travel less than one hour to a 

health facility (AOR= 9.10; CI= 3.69- 22.44, p< 

0.001). Mothers aged 20 years or younger have 84% 

lower odds of delivering from home compared to 

mothers aged 21-34 years (AOR=0.16, 95% 

CI=0.03-0.74, p=0.019). 

 

Discussion 

 

Our study investigated the prevalence of home 

delivery and associated factors among mothers 

attending Child Welfare Clinics (CWC). We found 

that almost a quarter of mothers delivered at home. 

Our finding is consistent with a study by Yetwale 

and others in 2020 where the prevalence level of 

home delivery was less than 37% in Southwest 

Ethiopia[21]. Meanwhile, a more recent study by 

Maximore and colleagues in 2022 reported above 

90% of previous home deliveries. The disparity in the 

prevalence rates reported in our study may stem 

from differences in the characteristics of the study 

population. High (89.7%) ANC attendance among 

our study participants may have accounted for the 

low home delivery of less than 30.0% compared to 

the 90.6% home delivery [1]. Ghana has made 

significant strides towards reducing home deliveries 

and improving institutional deliveries conducted by 

a skilled birth attendant[22]; specific actions were 

taken by the Ministry of Health (MOH) and Ghana 

Health Service (GHS). These actions included: 

training of midwives and collaboration with the 

Metropolitan, Municipal and District Assemblies 

(MMDAs) to construct CHPS compounds where 

primary healthcare services are delivered to facilitate 

the achievement of Universal Health Coverage. 

Naturing a health system that provides responsive 

health services and working with multi-stakeholders 

to address the determinants of home delivery will 

help Ghana to reduce maternal mortality and 

morbidity rapidly. 

 

We found that single mothers had increased odds of 

delivering at home compared to married mothers 

though not statistically significant. Our finding 

validates a study by Lanza-León & Cantarero-Prieto 

in 2024 which reported the health hurdles of single 

parents [23]. This emphasises the need to redefine 

our health education programmes to promote 

partner and family support for pregnant women to 

promote health facility deliveries in Ghana [24]. 

Respondents below twenty-one years old were a 

statistically significant negative predicator of home 

delivery.  A study in Ghana reported age was not a 

determinant of home delivery [25]. Utilization of 

facility-based delivery by women is attributable to: 

the role of husbands and autonomy in decision-

making, personal desire for healthcare facility 

delivery, health insurance schemes, perceived low 

quality of care by traditional birth attendants (TBAs) 

or at home, perceived quality of care at health 

facilities. Other facilitators include: perceived risk or 

complications during birth, desire for modernity and 

better outcomes, social connections with healthcare 

providers, availability of transport to health facilities 

[26,27]. Younger women’s uptake of facility delivery 

is a positive health seeking behaviour that promotes 

deliveries by skilled birth attendants and a requisite 

to reduce maternal mortality [28], as a public health 

challenge. The Ghana Health Service should 

intensify its health promotion activitiesto promote 

and sustain health facility delivery by young 

expectant mothers, as well as provide more 

responsive and inclusive services that will encourage 

young expectant mothers to deliver at health 

facilities. Future studies which examine facilitators 

of health facility delivery by young people can be 

useful. 
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Partner education level is also an important factor 

that can influence home delivery. A similar finding 

has been reported that mothers whose husbands had 

no formal education were less likely to have their 

wives deliver in health facility settings [17]. This 

could be due to educated husbands appreciating the 

importance of institutional delivery and indulging in 

using maternal health services.  Several systematic 

reviews on determinants of health facility delivery 

have shown that the husband’s education 

consistently increases health facility use [29–32]. 

Therefore, it is important for health services to 

consider partner involvement during antenatal care 

services and community health outreach programs 

to ensure that partners buy health services, especially 

when giving birth in a health facility. 

Mothers who previously delivered at home had 

increased odds of home delivery. This reiterates the 

existing literature, which indicates that health-

seeking behaviours have complex relationships [33]. 

Without planned efforts to reach mothers and 

expectant mothers who deliver at home, they will 

repeatedly put their lives at risk by delivering at 

home. Since these mothers are in the communities, 

healthcare workers should take advantage of the 

contact they make with these women during home 

visits and community outreach programmes to reach 

them and their spouses to promote uptake of skilled 

delivery. 

 

Mothers who never attended ANC during their 

pregnancy were more likely to deliver at home 

compared to mothers who visited ANC to receive 

health services. Attending ANC 1-5 times was 

associated with higher odds of home delivery while 

attending ANC 6-7 times was protective against 

home delivery though not statistically significant. A 

recent study in 2021 validates our findings and 

reported that lower attendance to ANC care was 

linked to a higher chance of home delivery through 

an analysis of the DHS dataset for Ghana [34]. 

Expectant mothers should therefore be encouraged 

through health promotion activities to attend ANC 

services at least 8 times or more for it to improve 

health facility-based delivery and reduce home 

deliveries. Mothers who visited ANC may have been 

educated on the importance of institutional delivery, 

which improved facility delivery. ANC provides 

essential health checks, education, and support 

during pregnancy, fostering a connection between 

women and healthcare providers. This relationship 

often encourages women to deliver in a healthcare 

facility, as asserted by an earlier study in northern 

Uganda [35]. Ghana’s free maternal and child health 

service policy, which improves access to care and 

financial risk protection should be continually 

improved to address bottlenecks of National Health 

Insurance (NHIS) reimbursement challenges, 

structural, systemic issues, and others reported 

by  [36]. An improved policy and continued 

promotion of ANC attendance in all health service 

delivery outlets will promote and reinforce health 

facility delivery and to propel Ghana to achieve 

SDG 5 

 

In this study, travel time to health facilities was 

significantly associated with home delivery.  In our 

study, mothers who travelled more than one hour to 

a health facility using the most available means had 

9.1 times increased odds of delivering at home than 

those who travelled for less than one hour. This 

finding is consistent with other studies which found 

travel time and distance or proximity to healthcare 

facilities as factors that influence both accessibility to 

healthcare and health outcomes [37–39]. Longer 

distances to healthcare facilities increase travel time 

and put a huge burden on mothers, coupled with 

poor road networks and transportation systems, 

which make them risk their lives to deliver at home. 

When a woman lives close to a health facility, it 

reduces barriers to accessing maternal care during 

labour. Shorter travel times and distances decrease 

the risk of delays in reaching the facility, thereby 

ensuring timely and safer deliveries in healthcare 

facilities. Shorter travel times below 1 hourfacilitates 

better utilization of health services as it minimizes 

transportation challenges and encourages women to 

seek skilled care during childbirth, ultimately 

contributing to improved maternal and neonatal 

outcomes. Findings from a more recent study 

confirm the findings in our study that distance is a 

significant inequality to the achievement of optimal 

maternal healthcare in Nepal [40]. 

 

However, our findings should be interpreted with 

caution since they cannot infer causality since this 

was a cross-sectional study. We recommend future 

mixed-method longitudinal studies.  Also responses 

from mothers can be subjective and prone to 

information bias such as response bias. Given this, 

we interviewed mothers who were using CWC 

services two (2) months postpartum and they were 

encouraged to give honest responses. To 
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complement their responses and reduce potential 

biases, well-trained research assistants reviewed the 

CWC register and Maternal and Child Health 

Booklets to confirm home delivery. Our study tool in 

some instances was translated from English to the 

local language by the research assistants which 

might have introduced some form of bias. However 

all the research assistants were indigens from 

different communities with tertiary education who 

also understood the local languages very well which 

minimized the anticipated bias. 

 

Conclusion 

 

We observed a home delivery prevalence of over 

21% in the Asutifi North District. Proximity to a 

health facility, partner’s educational status, maternal 

age, ANC attendance, and previous place of delivery 

were factors that influenced home delivery. The 

Ghana Health Service should work with the District 

and Municipal Assemblies to build health facilities 

close to the community members to improve 

proximity, ANC attendance, and reduce home 

delivery. The municipal and district assemblies 

should empower women and increase educational 

opportunities for both males and females to increase 

good health-seeking behaviour such as utilization of 

skilled birth attendants. 

 

What is already known about the topic 

• In low-income countries, a significant 

proportion of mothers deliver in non-health 

facilities (68.7%) compared to high-income 

countries (1.3%) 

• It is already known that about a quarter of 

women still deliver at home in Ghana 

 

What this study adds 

• More mothers preferred to deliver in health 

facilities in the Asutifi North District of 

Ghana. 

• Home delivery had a strong relationship 

with longer travel time to a health facility 

and previous home deliveries 

• ANC attendance from 0 – 5 times increased 

the chances of home delivery 

• Partner education level influenced home 

delivery. 
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Table 1: Socio-demographic Characteristics of Respondents (N=406) 

Variable Frequency Percent (%) 

Maternal age (years) 

≤20 Years 33 8.13 

21-34 Years 261 64.28 

≥35 Years 112 27.59 

Mean±SD 29.93±6.32 

Marital status 

Married 251 61.82 

Single 113 27.83 

Divorced 42 10.34 

Maternal education 

Basic 162 39.90 

No Formal Education 75 18.47 

Secondary 96 23.65 

Tertiary 73 17.98 

Religion 

Traditional and Others 60 14.78 

Christianity 230 56.65 

Islamic 116 28.57 

Place of residence 

Urban 81 19.95 

Rural 325 80.05 

Employment status 

Salaried Employed 57 14.04 

Self Employed 172 42.36 

Unemployed 177 43.60 

Partner education 

Basic 112 27.59 

No Formal Education 89 21.92 

Secondary 117 28.82 

Tertiary 88 21.67 

No. of children mother has 

≤1 Child 61 15.02 

2 Children 147 36.21 

≥3 Children 198 48.77 

Mean±SD 2.70±1.33 
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Table 2: Relationship of Demographic and Geographic Factors with Mother’s Place of Delivery (N=406) 

Variable Total Facility n (%) Home n (%) Chi square (p value) 

Marital Status 

Married 251 209 (83.27) 42 (16.73) 11.420 (0.003) 

Single 113 84 (74.34) 29 (25.66)  

Divorced 42 26 (61.90) 16 (38.10)  

Religion 

Traditionalist And Others 60 38 (63.33) 22 (36.67) 9.758 (0.008) 

Christianity 230 186 (80.87) 44 (19.13)  

Islamic 116 95 (81.90) 21 (18.10)  

Maternal Age 

≤20 Years 33 30 (90.91) 3 (9.09) 3.293 (0.193) 

21–34 Years 261 203 (77.78) 58 (22.22)  

≥35 Years 112 86 (76.79) 26 (23.21)  

Mean±SD 29.93±6.32 

Maternal education 

Basic 162 119 (73.46) 43 (26.54) 47.636 (<0.001) 

No Formal Education 75 42 (56.00) 33 (44.00)  

Secondary 96 89 (92.71) 7 (7.29)  

Tertiary 73 69 (94.52) 4 (5.48)  

Place of Residence 

Urban 81 75 (92.59) 6 (7.41) 11.815 (0.001) 

Rural 325 244 (75.08) 81 (24.92)  

Employment Status 

Salaried Employed 57 53 (92.98) 4 (7.02) 8.180 (0.017) 

Self Employed 172 131 (76.16) 41 (23.84)  

Unemployed 177 135 (76.27) 42 (23.73)  

Partner education 

Basic 112 76 (67.86) 36 (32.14) 56.110 (<0.001) 

No Formal Education 89 52 (58.43) 37 (41.57)  

Secondary 117 106 (90.60) 11 (9.40)  

Tertiary 88 85 (96.59) 3 (3.41)  

Previous Delivery Place 

Facility  282 (90.68) 29 (9.32) 115.651 (<0.001) 

Home Delivery  37 (38.95) 58 (61.05)  

Health Facility in Community 

Yes  206 (86.55) 32 (13.45) 21.772 (<0.001) 

No  113 (67.26) 55 (32.74)  

ANC Attendance 

≥8 Times  112 (89.60) 13 (10.40) 85.197 (<0.001) 

Never Attended  14 (33.33) 28 (66.67)  



14 |Page number not for citation purposes 

1–5 Times  78 (67.24) 38 (32.76)  

6–7 Times  115 (93.50) 8 (6.50)  

Mean±SD 5.57±2.82 

Time To Health Facility 

<1 Hour  229 (94.63) 13 (5.37) 91.738 (<0.001) 

≥1 Hour  90 (54.88) 74 (45.12)  
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Table 3: Factors associated with Home Delivery in Asutifi North District, Ghana (N=406) 

Variable Crude Odds Ratio p-value Adjusted OR (95% CI) p-value 

Marital Status  

Married Reference  Reference  

Single 1.72 (1.00, 2.94) 0.048 2.27 (0.96, 5.36) 0.061 

Divorced 3.06 (1.51, 6.20) 0.002 1.71 (0.59, 4.92) 0.320 

Maternal Age  

21–34 Years Reference  Reference  

≤20 Years 0.35 (0.10, 1.19) 0.092 0.16 (0.03, 0.74) 0.019 

Above 35 Years 1.06 (0.62, 1.79) 0.833 1.19 (0.53, 2.67) 0.665 

Mean±SD 29.93±6.32 

Place of Residence  

Urban Reference  Reference  

Rural 4.15 (1.74, 9.89) 0.001 1.76 (0.57, 5.43) 0.328 

Employment Status  

Salaried Employed Reference  Reference  

Self Employed 4.15 (1.42, 12.15) 0.01 0.74 (0.14, 3.88) 0.717 

Unemployed 4.12 (1.41, 12.06) 0.01 0.44 (0.08, 2.36) 0.338 

Partner Education  

Tertiary Reference  Reference  

Basic 13.42 (3.97, 45.36) <0.001 5.44 (1.19, 24.97) 0.029 

No Formal Education 20.16 (5.92, 68.71) <0.001 4.84 (1.06, 22.19) 0.042 

Secondary 2.94 (0.79, 10.88) 0.106 1.35 (0.31, 5.87) 0.691 

Children Mother Has  

≥3 Children Reference  Reference  

≤1 Child 1.14 (0.57, 2.27) 0.708 2.28 (0.63, 8.26) 0.211 

2 Children 1.07 (0.63, 1.79) 0.811 0.85 (0.39, 1.87) 0.688 

Mean±SD 2.70±1.33 

Previous Delivery Place  

Facility Reference  Reference  

Home Delivery 15.24 (8.69, 26.75) <0.001 2.40 (1.07, 5.38) 0.033 

Health Facility in Community  

Yes Reference  Reference  

No 3.13 (1.91, 5.13) <0.001 0.89 (0.41, 1.93) 0.773 

ANC Attendance  

≥8 Times Reference  Reference  

Never Attended 17.23 (7.28, 40.76) <0.001 3.91 (1.19, 12.89) 0.025 

1–5 Times 4.20 (2.10, 8.39) <0.001 2.23 (0.89, 5.60) 0.088 

6–7 Times 0.60 (0.24, 1.50) 0.275 0.36 (0.12, 1.07) 0.065 

Mean±SD 5.57±2.82 
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Time To Health Facility  

<1 Hour Reference  Reference  

≥1 Hour 14.48 (7.65, 27.41) <0.001 9.10 (3.69, 22.44) <0.001 
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Figure 1: Prevalence of home delivery in Asutifi North District, Ghana  
 

 

 

 


