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Abstract 

Background  Access to healthcare is vital to women’s health outcomes, as emphasised in the Sustainable Develop-
ment Goals. This study aimed to assess the factors associated with barriers to healthcare utilisation among women 
aged 15-49 years in Ghana.

Methods  Data from the 2022 Ghana Demographic and Health Survey was used for the study. The study included 
15,014 women. Regional variations in the proportion of respondents with healthcare access were visualised 
using a spatial map. A multivariable binary logistic regression analysis was conducted. The results were presented 
as adjusted odds ratios (aORs) with 95% confidence intervals (CIs).

Results  In Ghana, 53.6% [51.7, 55.5] of women reported barriers to healthcare utilisation. Women aged 25–29 
years [aOR = 1.245; 95% CI: 1.01, 1.53] and 45–49 years [aOR = 1.377; 95% CI: 1.04, 1.82] had higher odds of facing bar-
riers in healthcare services utilisation than those aged 15–19 years. The odds for experiencing barriers to healthcare 
utilisation were higher among women with two [aOR = 1.290; 95% CI: 1.06, 1.56], three [aOR = 1.478; 95% CI: 1.20, 1.82], 
and four or more children [aOR = 1.306; 95% CI: 1.05, 1.63], women of Ewe [aOR = 1.325; 95% CI: 1.07, 1.63], or Mole 
Dagbani ethnicity [aOR = 1.512; 95% CI: 1.22, 1.87] compared to those with no children and Akan women respec-
tively. Lower odds were observed among women with higher education [aOR = 0.642; 95% CI: 0.49, 0.84], married 
[aOR = 0.555; 95% CI: 0.47, 0.66] or cohabiting women [aOR = 0.646; 95% CI: 0.55, 0.76], Muslims [aOR = 0.770; 95% 
CI: 0.64, 0.92], who watched Television [aOR = 0.776; 95% CI: 0.68, 0.88], and internet users [aOR = 0.765; 95% CI: 0.67, 
0.87]. Those in the poorer [aOR = 0.666; 95% CI: 0.54, 0.82], middle [aOR = 0.453; 95% CI: 0.36, 0.58], richer [aOR = 0.368; 
95% CI: 0.28, 0.48] and richest [aOR = 0.247; 95% CI: 0.18, 0.34] wealth quintile were less likely to experience barriers 
to healthcare services utilisation compared to the poorest. Regionally, women in Volta [aOR = 0.478; 95% CI: 0.33, 0.68], 
Bono [aOR = 0.488; 95% CI: 0.32, 0.76], and Upper East [aOR = 0.382; 95% CI: 0.21, 0.71] regions had lower odds of expe-
riencing barriers to healthcare utilisation than those living in the Western region.

Conclusion  A higher proportion of women in Ghana experience barriers to healthcare utilisation. Older age, higher 
parity, higher educational attainment or level, access to media, religion, ethnicity, wealth index, marital status, 
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and geographical region were factors identified to be associated with barriers to healthcare utilisation in Ghana. It 
is recommended that policymakers prioritise interventions aimed at addressing regional disparities in healthcare 
infrastructure, improving geographic accessibility to healthcare services, and tackling socioeconomic, cultural, 
and social determinants of health. Efforts should focus on strengthening community-based healthcare initiatives, 
strengthening health insurance coverage, and promoting health education and literacy programs. These interven-
tions can enhance health outcomes and promote health equity nationwide.
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Introduction
Access to healthcare is a fundamental human right and 
a critical determinant of health outcomes, particularly 
for vulnerable populations such as women in low- and 
middle-income countries (LMICs). Access to healthcare 
encompasses interlinked components such as availabil-
ity, accessibility, acceptability, and quality of healthcare 
[1]. Enhancing women’s health contributes to a healthier 
society and enables women to participate actively in their 
communities and economies [2]. In Africa, for instance, 
where females constituted 50.14% of the region’s popula-
tion in 2021 [3], the health status of women continues to 
serve as a cornerstone for social and economic advance-
ment across the region [4].

The Sustainable Development Goal 3 (SDG 3), which 
aims to ensure healthy lives and promote wellbeing for 
all ages, is intrinsically linked to the advancement of 
women’s health [2]. This is evidenced by the inclusion 
of targets focusing on reducing global maternal mortal-
ity (SDG 3.1), ensuring universal access to sexual and 
reproductive healthcare services (SDG 3.7), and achiev-
ing universal health coverage (UHC) (SDG 3.8), which 
are critical to improving health outcomes for women 
[2]. SDG 5 also focuses on achieving gender equality 
and empowering all women and girls, including target 
5.6, which aims to ensure universal access to sexual and 
reproductive health and rights [2].

Despite global efforts to improve healthcare access, 
many women in LMICs and sub-Saharan Africa (SSA) 
continue to face significant barriers when seeking essen-
tial healthcare services, leading to adverse health out-
comes and exacerbating existing health disparities [3]. 
Disproportionately, women in LMICs, including SSA, are 
mostly the least likely to receive adequate healthcare [5]. 
Previous studies in SSA [6], Tanzania [7], Ghana [8], and 
Gambia [9] have reported various individual and contex-
tual factors that influence healthcare accessibility issues, 
particularly for maternal care.  These factors include 
maternal age, maternal education, place and region of 
residence, parity, household wealth, health insurance 
coverage, marital status, giving birth at health institu-
tions, employment status, distance to health facilities, 

listening to radio and watching television, among others 
[6–9].

The Ghanaian government has made consider-
able strides in improving healthcare infrastructure 
and implementing health policies such as the National 
Health Insurance Scheme (NHIS) established in 2003 to 
enhance access to care. The NHIS has particularly ben-
efited women, granting expectant mothers enrolled in 
the program complimentary services encompassing pre-
natal, delivery, postnatal, and newborn care [10–13]. The 
exemption of delivery fees on the NHIS contributed to a 
notable rise in the proportion of skilled birth attendance, 
especially among poor and less educated women, thus 
aligning with the policy’s aim to aid those facing the most 
significant financial hurdles in accessing healthcare [14].

Despite the NHIS provisions, additional economic and 
logistical hurdles persist, impeding many women’s access 
to care [14]. For instance, studies have found that exten-
sive waiting periods, substandard medication quality, 
unfavourable disposition of healthcare personnel, and 
sociocultural factors are significant barriers to Ghana’s 
NHIS subscription [12, 13]. Also, distance remains a 
considerable challenge for accessing maternal health-
care services in Ghana [15]. To this end, the difficulty in 
accessing healthcare among Ghanaian women of repro-
ductive age remains a significant public health concern as 
they face at least one form of barrier to accessing health-
care [8]. Although a previous study [8] assessed the bar-
riers to accessing healthcare among women in Ghana, 
the study used the decade-old extant 2014 Ghana Demo-
graphic and Health Survey (GDHS), leaving a gap in the 
literature. Therefore, this current study utilised recent 
nationally representative data, the 2022 GDHS, to assess 
the factors associated with the barriers to healthcare uti-
lisation by women of reproductive age (15-49 years)  in 
Ghana. The study contributes to the broader body of lit-
erature by providing up-to-date evidence on the preva-
lence and correlates of healthcare access barriers among 
Ghanaian women. This information is crucial for moni-
toring progress towards health-related SDGs and inform-
ing evidence-based policymaking.
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Methods
Data source
The 2022 GDHS was the data source. The GDHS is part 
of the Demographic and Health Survey (DHS) program 
that gathers health and demographic information on 
women, men, and children worldwide [16]. The DHS has 
been conducted in over 90 LMICs since its establish-
ment, with more than 350 surveys [17]. The 2022 GDHS 
is the eighth standard DHS conducted since the first 
survey in 1988 [16]. The data collection process utilised 
structured questionnaires, employing a cross-sectional 
design and a multi-stage sampling procedure [18]. The 
GDHS included a sample of 15,014 women between the 
ages of 15 and 49  years in Ghana. This manuscript was 
prepared following the Strengthening the Reporting of 
Observational Studies in Epidemiology (STROBE) check-
list [19].

Variables
Outcome variable
The study’s outcome variable was barriers to healthcare 
utilisation, measured based on responses to four sur-
vey questions regarding four specific healthcare access 
issues: ‘getting permission to go for treatment’, ‘getting 
money for treatment’, ‘distance to health facilities’, and 
‘not wanting to go alone’. The responses to the questions 
were ‘a big problem’ and ‘not a big problem’. We created 
a composite variable called ‘barriers to healthcare utili-
sation’. This variable is assigned a value of ‘1’ if a woman 
reported at least one item as ‘a big problem’ in access-
ing healthcare and a value of ‘0’ if a woman reported ‘no 
big problem’. This coding was done based on previous 
studies [6, 8, 9] and the guide to DHS Statistics DHS [8]. 
Please see the link https://​dhspr​ogram.​com/​data/​Guide-​
to-​DHS-​Stati​stics/​index.​htm#t=​Probl​ems_​in_​Acces​
sing_​Health_​Care.​htm

Explanatory variables
The study examined fifteen explanatory variables, 
grouped into individual and contextual level variables. 
The individual-level variables included age, religion, edu-
cational level, employment or current working status, 
marital status, the total number of children ever born 
(parity), media exposure (reading newspapers or maga-
zines, listening to radio, watching television), health 
insurance coverage, and husband’s education. The con-
textual variables included the sex of the household head, 
wealth index, place of residence, and region of residence. 
We identified and obtained those variables by their inclu-
sion in the DHS data and by doing an extensive review of 
relevant literature [6–9, 20, 21]. See Table 1 for the cod-
ing scheme of the variables.

Statistical analyses
The statistical analyses were conducted using Stata ver-
sion 17.0. We used percentages with confidence inter-
vals (CIs) to summarise barriers in accessing healthcare 
among reproductive-age women in Ghana. A spatial map 
was used to present the findings of the regional varia-
tions of barriers to healthcare utilisation among women 
in Ghana. Later, a  binary logistic regression analysis 
was performed to determine the factors associated with 
the barriers to healthcare utilisation among women in 
Ghana. The results were presented using crude odds ratio 
(COR) and adjusted odds ratio (aOR) with their respec-
tive 95% CIs. Statistical significance was set at p < 0.05. 
All the analyses were weighted, and the svyset command 
in Stata, which contains the sampling weights, one or 
more stages of clustered sampling, and stratification, was 
used to deal with the complex nature of the DHS dataset.

Results
Background characteristics of women in Ghana
Table  1 shows the background characteristics of the 
women in Ghana. Ages ranged from 20 to 24  years for 
18.0% of the women. Most (59.9%) had a secondary edu-
cation, and a significant portion (76.8%) identified as 
Christians. Nearly three quarters (74.6%) were employed, 
though over half (53.5%) had never used the internet. 
The largest tribal group represented was Akan (46.1%). 
Regarding socioeconomic status, a little over one-fifth 
(22.5%) fell into the richer category, and a majority 
(57.0%) resided in urban areas.

The proportion of women who had barriers to healthcare 
utilisation in Ghana
Figure  1 shows the regional distribution of the propor-
tion of women with barriers to healthcare utilisation in 
Ghana. Across the sixteen administrative  regions, there 
were variations in the proportion of women who had bar-
riers to healthcare utilisation in Ghana. The Savannah 
(72.4%), Upper West (66.6%), North East (65.7%), and 
Northern (65.4%) Regions had the highest proportions of 
women who had barriers to healthcare utilisation, whilst 
the Upper East (50.5%), Greater Accra (42.7%), and Bono 
(41.5%) Regions had the lowest proportions of women 
who had barriers to healthcare utilisation in Ghana. The 
national proportion of women with barriers to healthcare 
utilisation was 53.6% [51.7, 55.5] (Table 2).

Table 2 shows the results of a cross-tabulation between 
the explanatory variables and barriers to healthcare uti-
lisation among women in Ghana. Barriers to healthcare 
utilisation were highest among women aged 45–49 years 
(61.0%), women with no education (68.5%), women who 
had never used the internet (62.8%), women who were 
Mole Dagbani by tribe (60.1%), poorest women (75.3%), 

https://dhsprogram.com/data/Guide-to-DHS-Statistics/index.htm#t=Problems_in_Accessing_Health_Care.htm
https://dhsprogram.com/data/Guide-to-DHS-Statistics/index.htm#t=Problems_in_Accessing_Health_Care.htm
https://dhsprogram.com/data/Guide-to-DHS-Statistics/index.htm#t=Problems_in_Accessing_Health_Care.htm
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women living in rural areas (62.8%), and women living in 
the Savannah region (72.4%).

Factors associated with barriers to healthcare utilisation 
among women in Ghana
The analysis of factors associated with barriers to health-
care utilisation among women in  Ghana as shown in 
the adjusted model, revealed important differences 
between unadjusted (COR) and adjusted (aOR) results. 
The crude analysis initially showed that only women 
aged 45–49  years had significantly higher odds of bar-
riers [COR = 1.304; 95% CI: 1.07, 1.57], but after adjust-
ment, both age groups 25–29 years [aOR = 1.245; 95% CI: 

Table 1  Background characteristics of women in Ghana

Variable Weighted 
sample (n)

Weighted 
frequency 
(%)

Woman’s age (in years)
  15–19 2,682 17.9

  20–24 2,695 18.0

  25–29 2,340 15.6

  30–34 2,252 15.0

  35–39 2,059 13.7

  40–44 1,675 11.2

  45–49 1,311 8.7

Educational level
  No education 2,411 16.1

  Primary 2,071 13.8

  Secondary 8,999 59.9

  Higher 1,533 10.2

Marital status
  Never in union 5,268 35.1

  Married 6,008 40.1

  Cohabiting 2,197 14.6

  Previously married 1,542 10.2

Religion
  Christians 11,531 76.8

  Muslims 2,906 19.4

  Others 577 3.8

Current working status
  Not working 3,808 25.4

  Working 11,206 74.6

Parity
  Zero 4,854 32.3

  One 2,421 16.1

  Two 2,005 13.4

  Three 1,764 11.8

  Four or more 3,970 26.4

Covered by health insurance
  No 1,482 9.9

  Yes 13,532 90.1

Read newspaper or magazine
  No 13,293 88.5

  Yes 1,721 11.5

Listen to radio
  No 4,993 33.3

  Yes 10,021 66.7

Watch television
  No 3,463 23.1

  Yes 11,551 76.9

Use Internet
  No 8,028 53.5

  Yes 6,986 46.5

Ethnicity
  Akan 6,917 46.1

Table 1  (continued)

Variable Weighted 
sample (n)

Weighted 
frequency 
(%)

  Ga/Dangme 976 6.5

  Ewe 1,746 11.6

  Mole Dagbani 2,789 18.6

  Others 2,586 17.2

Sex of household head
  Male 8,653 57.6

  Female 6,361 42.4

Wealth index
  Poorest 2,447 16.3

  Poorer 2,712 18.1

  Middle 3,121 20.8

  Richer 3,379 22.5

  Richest 3,355 22.4

Place of residence
  Urban 8,557 57.0

  Rural 6,457 43.0

Region of residence
  Western 955 6.5

  Central 1,703 11.3

  Greater Accra 2,327 15.5

  Volta 713 4.8

  Eastern 1,220 8.1

  Ashanti 2,928 19.5

  Western North 411 2.7

  Ahafo 317 2.1

  Bono 567 3.8

  Bono East 676 4.5

  Oti 403 2.7

  Northern 1,149 7.7

  Savannah 319 2.1

  North East 290 1.9

  Upper East 640 4.3

  Upper West 398 2.7
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Fig. 1  Regional distribution of the proportion of women with barriers to healthcare utilisation in Ghana
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1.01, 1.53] and 45-49 years [aOR = 1.377; 95% CI: 1.04, 
1.82]  showed increased odds. Higher education demon-
strated a strong protective effect in the crude analysis 
[COR = 0.218; 95% CI: 0.17, 0.27], which remained pro-
tective but was attenuated after adjustment [aOR = 0.642; 
95% CI: 0.49, 0.84]. For that, married [aOR = 0.555; 95% 
CI: 0.47, 0.66] and cohabiting women [aOR = 0.646; 95% 
CI: 0.55, 0.76] showed significantly lower odds of expe-
riencing barriers compared to never married women. 
Regarding parity, the crude results showed increas-
ing odds with more children, particularly for those with 

Table 2  Bivariable analysis of women with barriers to healthcare 
utilisation in Ghana

Variables Barriers to 
healthcare 
utilisation

National proportion 53.6% [51.7, 55.5]
Woman’s age (in years)
  15–19 54.5 [51.5, 57.5]

  20–24 52.0 [49.0, 55.0]

  25–29 52.3 [49.1, 55.4]

  30–34 52.5 [49.3, 55.7]

  35–39 51.3 [48.1,54.4]

  40–44 55.3 [52.0,58.6]

  45–49 61.0 [56.6,65.2]

Educational level
  No education 68.5 [65.2,71.7]

  Primary 62.9 [59.4,66.3]

  Secondary 51.1 [49.1,53.2]

  Higher 32.2 [28.3,36.4]

Marital status
  Never in union 52.8 [50.3,55.2]

  Married 50.9 [48.4,53.3]

  Cohabiting 54.0 [50.8,57.2]

  Previously married 66.6 [62.8,70.2]

Religion
  Christians 52.7 [50.5,54.8]

  Muslims 54.9 [50.7,59.0]

  Others 66.0 [59.0,72.3]

Current working status
  Not working 52.4 [49.5,55.3]

  Working 54.0 [52.1,56.0]

Parity
  Zero 50.0 [47.6,52.5]

  One 49.1 [46.3,51.9]

  Two 52.3 [48.9,55.6]

  Three 55.8 [52.6,59.0]

  Four or more 60.5 [57.8,63.1]

Covered by health insurance
  No 59.9 [55.9,63.8]

  Yes 52.9 [50.9,54.9]

Read newspaper or magazine
  No 54.5 [52.5,56.5]

  Yes 46.7 [42.6,50.8]

Listen to radio
  No 59.7 [57.0,62.4]

  Yes 50.6 [48.5,52.7]

Watch television
  No 70.5 [67.5,73.4]

  Yes 48.5 [46.6,50.5]

Use internet
  No 62.8 [60.7,64.9]

  Yes 43.0 [40.5,45.6]

Table 2  (continued)

Variables Barriers to 
healthcare 
utilisation

Ethnicity
  Akan 49.9 [47.3,52.4]

  Ga/Dangme 45.3 [38.8,52.0]

  Ewe 53.5 [49.2,57.6]

  Mole Dagbani 60.1 [55.6,64.3]

  Others 60.0 [56.4,63.5]

Sex of household head
  Male 52.9 [50.4,55.3]

  Female 54.6 [52.3,56.9]

Wealth index
  Poorest 75.3 [71.1,79.0]

  Poorer 65.5 [62.3,68.7]

  Middle 54.5 [51.6,57.4]

  Richer 47.1 [44.2,50.0]

  Richest 34.0 [30.8,37.3]

Place of residence
  Urban 46.7 [44.3,49.1]

  Rural 62.8 [59.6,65.8]

Region of residence
  Western 52.9 [45.7,60.0]

  Central 56.9 [50.7,62.8]

  Greater Accra 42.7 [36.9,48.6]

  Volta 46.6 [42.2,51.0]

  Eastern 51.8 [46.4,57.2]

  Ashanti 52.7 [47.8,57.6]

  Western North 53.6 [46.9,60.9]

  Ahafo 64.1 [58.3,69.6]

  Bono 41.5 [33.2,50.4]

  Bono East 59.0 [50.1,67.3]

  Oti 64.2 [58.9,69.2]

  Northern 65.4 [56.9,73.1]

  Savannah 72.4 [64.0,79.5]

  North East 65.7 [57.4,73.1]

  Upper East 50.5 [40.2,60.7]

  Upper West 66.6 [58.5,73.8]
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four or more children [COR = 1.527; 95% CI: 1.36, 1.71], 
which remained significant but was moderated in the 
adjusted analysis [aOR = 1.306; 95% CI: 1.05, 1.63]. Reli-
gious affiliation showed notable changes, with Muslims 
showing lower odds after adjustment [aOR = 0.770; 95% 
CI: 0.64, 0.92]. Ethnicity patterns revealed that Ewe and 
Mole Dagbani groups had higher odds of barriers to 
healthcare utilisation [aOR = 1.325; 95% CI: 1.07, 1.63 
and aOR = 1.512; 95% CI: 1.22, 1.87] compared to Akans. 
The wealth gradient maintained its protective effect 
across both analyses, though slightly attenuated in the 
adjusted results, with the richest quintile showing the 
strongest protection in both crude [COR = 0.169; 95% 
CI: 0.13, 0.21] and adjusted analyses [aOR = 0.247; 95% 
CI: 0.18, 0.34]. Regional variations were also more pro-
nounced in crude analysis but reduced after adjustment, 
with Volta  [aOR =  0.478; 95% CI:0.33,0.68], Bono  [aOR 
=  0.488; 95% CI: 0.32,0.76], and Upper East [aOR 
= 0.382; 95% CI: 0.21, 0.71]  regions maintaining signifi-
cantly lower odds of barriers (Table 3).

Discussion
The study examined barriers to healthcare utilisation 
and their correlating factors among women of reproduc-
tive age in Ghana. A substantial majority (53.6%; 95% CI: 
51.7, 55.5) of participants reported difficulties access-
ing healthcare. The study finding is similar to previous 
research by Seidu et al. [6] (51.1%) and Seidu [8] (50.7%) 
from the 2014 GDHS, nonetheless, higher than the find-
ings reported in the Gambia (45.5%) [9], but lower than 
the findings reported in Tanzania (65.53%) [7], and Ethio-
pia (69.9%) [20]. These variations in healthcare access 
across countries likely reflect disparities in healthcare 
systems, socioeconomic conditions, and cultural factors 
[22]. For instance, Ghana’s relatively better-developed 
healthcare infrastructure compared to some neighboring 
countries might explain the lower prevalence of reported 
difficulties. Conversely, countries with more pronounced 
socioeconomic inequalities and rural populations heav-
ily reliant on traditional healing practices might exhibit 
higher rates of healthcare access barriers. Additionally, 
sociocultural factors, such as gender norms and atti-
tudes towards modern medicine, can influence women’s 
utilisation of healthcare services [23]. Older age, higher 
parity, lower educational attainment, limited media 
exposure, lower socioeconomic status, marital status, 
and geographic location emerged as significant barriers 
to healthcare access among the study participants.

The results indicate that women aged 25–29 years and 
45–49  years have higher odds of barriers to healthcare 
utilisation than those aged 15–19  years. This finding 
deviates from previous studies in Ghana [8] but is con-
sistent with prior research in Ethiopia [20]. Women in 

this age group may have increased healthcare needs due 
to age-related health conditions or chronic illnesses, 
necessitating more frequent access to healthcare services. 
Additionally, they are more inclined to seek information 
on preventative measures to maintain their health [24].

The findings reveal a significant association between 
parity and barriers to healthcare utilisation among 
women in Ghana. Specifically, women with two, three, 
four or more  children exhibited higher odds of hav-
ing problems accessing healthcare compared to those 
with no children. The findings of this study align with 
studies conducted in Bangladesh [25], Gambia [9], and 
SSA countries [6]. This could be attributed to various 
factors, including increased caregiving responsibili-
ties and time constraints associated with raising mul-
tiple children, which may limit women’s ability to seek 
timely healthcare services. Additionally, financial con-
straints arising from the costs associated with childcare 
and healthcare expenses could further hinder health-
care access among women with multiple children, as 
well as previous experience with poor treatment from 
healthcare providers [22, 26].

Women with higher educational levels or attainment 
demonstrated lower odds of experiencing barriers to 
healthcare access than those with no education. The find-
ings are consistent with prior research in Ghana [8], Tan-
zania [7], Uganda [27], and Ethiopia [28]. A study from 
Nigeria suggests that higher levels of education are asso-
ciated with improved health literacy, better awareness of 
healthcare services, and enhanced decision-making abili-
ties regarding healthcare utilisation [29]. Additionally, 
women with higher educational levels may have greater 
access to information and resources, enabling them to 
navigate healthcare systems more effectively and advo-
cate for their health needs.

Married and cohabiting women had lower odds of 
experiencing difficulties in barriers to healthcare uti-
lisation compared to those who had never been in a 
union. This finding was in line with previous studies 
conducted in Ghana [8], Ethiopia [20], and Tanzania 
[7]. This could be attributed to various factors, includ-
ing social support mechanisms within marital relation-
ships and shared decision-making regarding healthcare 
utilisation [30]. In the context of Ghana, traditional 
gender roles and societal expectations may play a role, 
with married women often benefiting from the support 
and assistance of their spouses in accessing healthcare 
services [31]. Furthermore, marital and cohabiting rela-
tionships may enhance women’s confidence and ability 
to seek timely healthcare services.

Further, we found that watching television showed 
decreased odds of women having barriers to health-
care utilisation in Ghana. The finding is consistent with 
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Table 3  Factors associated with barriers to healthcare utilisation among women in Ghana

Category Barriers to healthcare utilisation

COR 95% CI aOR 95% CI

Woman’s age (in years)
15–19 Ref Ref
20–24 0.904 [0.78,1.04] 1.094 [0.93,1.29]

25–29 0.913 [0.78,1.06] 1.245*[1.01,1.53]

30–34 0.923 [0.78,1.08] 1.218 [0.97,1.54]

35–39 0.878 [0.76,1.01] 1.085 [0.84,1.40]

40–44 1.032 [0.88,1.20] 1.148 [0.87,1.51]

45–49 1.304*[1.07,1.57] 1.377*[1.04,1.82]

Educational level
No education Ref Ref
Primary 0.778 [0.64,0.93] 0.982 [0.81,1.19]

Secondary 0.480 [0.41,0.55] 0.857 [0.73,1.01]

Higher 0.218**[0.17,0.27] 0.642** [0.49,0.84]

Marital status
Never in union Ref Ref
Married 0.926 [0.83,1.02] 0.555***[0.47,0.66]

Cohabiting 1.052 [0.91,1.21] 0.646***[0.55,0.76]

Previously married 1.784 [1.51,2.10] 1.132 [0.92,1.39]

Religion
Christians Ref Ref
Muslims 1.092 [0.90,1.31] 0.770**[0.64,0.92]

Others 1.741 [1.29,2.34] 0.869 [0.67,1.13]

Current working status
Not working Ref Ref
Working 1.065 [0.96,1.18] 1.041 [0.93,1.17]

Parity
Zero Ref Ref
One 0.963 [0.85,1.08] 1.054 [0.91,1.22]

Two 1.094** [0.95,1.24] 1.290** [1.06,1.56]

Three 1.262***[1.09,1.45] 1.478***[1.20,1.82]

Four or more 1.527* [1.36,1.71] 1.306* [1.05,1.63]

Covered by health insurance
No Ref Ref
Yes 0.751 [0.63,0.88] 0.995 [0.85,1.17]

Read newspaper or magazine
No Ref Ref
Yes 0.731* [0.61,0.86] 1.197 [1.00,1.43]

Listen to radio
No Ref Ref
Yes 0.689 [0.61,0.77] 0.902 [0.80,1.02]

Watch television
No Ref Ref
Yes 0.394***[0.34,0.45] 0.776***[0.68,0.88]

Use internet
No Ref Ref
Yes 0.446***[0.39,0.50] 0.765***[0.67,0.87]

Ethnicity
Akan Ref Ref
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previous studies in Ghana [8], Ethiopia [32], Bangladesh 
[33] and Malawi [34]. Women who watch television 
may have increased exposure to health-related informa-
tion, including preventive measures, available healthcare 
services, and their rights to healthcare access [35, 36]. 
Therefore, they may be more informed and empowered 
to navigate healthcare systems and seek timely medi-
cal assistance. This finding aligns with previous research 
highlighting the positive association between internet 

usage and healthcare access among women [37, 38]. 
Studies conducted in other contexts have reported simi-
lar results, where internet use has been associated with 
increased health knowledge, improved health-seeking 
behaviors, and better health outcomes [39]. However, it 
is vital to acknowledge the persistent challenge of poor 
network connectivity, particularly in rural areas of Ghana 
[40]. Limited access to reliable internet services in these 
regions may impede women’s ability to fully leverage 

Exponentiated coefficients; 95% confidence intervals (CIs) in brackets
* p < 0.05
** p < 0.01
*** p < 0.001, Ref-reference

Table 3  (continued)

Category Barriers to healthcare utilisation

COR 95% CI aOR 95% CI

Ga/Dangme 0.834 [0.63,1.09] 0.804 [0.65,1.00]

Ewe 1.154 [0.96,1.38] 1.325**[1.07,1.63]

Mole Dagbani 1.512**[1.22,1.87] 1.399**[1.10,1.78]

Others 1.508 [1.26,1.79] 1.228 [0.99,1.52]

Sex of household head
Male Ref Ref
Female 1.074 [0.95,1.20] 1.070 [0.95,1.21]

Wealth index
Poorest Ref Ref
Poorer 0.625***[0.50,0.75] 0.666***[0.54,0.82]

Middle 0.394***[0.31,0.49] 0.453***[0.36,0.58]

Richer 0.292***[0.23,0.37] 0.368***[0.28,0.48]

Richest 0.169***[0.13,0.21] 0.247***[0.18,0.34]

Place of residence
Urban Ref Ref
Rural 1.922 [1.63,2.26] 1.035 [0.87,1.23]

Region of residence
Western Ref Ref
Central 1.173 [0.80,1.71] 1.049 [0.74,1.49]

Greater Accra 0.662 [0.45,0.96] 0.879 [0.62,1.25]

Volta 0.776***[0.55,1.08] 0.478***[0.33,0.68]

Eastern 0.958 [0.66,1.37] 0.844 [0.60,1.19]

Ashanti 0.992 [0.69,1.40] 0.929 [0.67,1.29]

Western North 1.027 [0.69,1.52] 0.675 [0.45,1.01]

Ahafo 1.591 [1.08,2.32] 0.947 [0.65,1.38]

Bono 0.632**[0.39,1.00] 0.488**[0.32,0.76]

Bono East 1.278 [0.80,2.02] 0.751 [0.48,1.17]

Oti 1.596 [1.10,2.30] 0.796 [0.54,1.17]

Northern 1.686 [1.06,2.68] 0.970 [0.58,1.62]

Savannah 2.334 [1.43,3.78] 1.107 [0.68,1.81]

North East 1.704 [1.08,2.68] 0.716 [0.43,1.19]

Upper East 0.907**[0.50,0.71] 0.382**[0.21,0.71]

Upper West 1.772 [1.12,2.78] 0.789 [0.50,1.24]
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online health resources and participate in digital health 
initiatives. 

The odds for barriers to healthcare utilisation were 
higher among women who were Ewe, and Mole Dagbani 
by ethnicity than those who were Akan by ethnicity. Ewe 
and Mole Dagbani ethnic groups might have lower socio-
economic statuses compared to Akan, leading to finan-
cial barriers to healthcare [41]. Differences in educational 
attainment could influence health literacy and access to 
information about healthcare services. We also found 
lower odds of barriers to healthcare access among Mus-
lim women in Ghana. Islamic teachings often emphasise 
cleanliness and bodily care, which could influence health-
seeking behavior [42]. Earlier marriage age among Mus-
lim women could lead to earlier exposure to reproductive 
health services [43]. Differences in family planning prac-
tices between Muslim and Christian women might influ-
ence their healthcare needs and utilisation [44]. Further 
research with specific data on Muslim and Christian 
women in Ghana would be necessary to pinpoint the 
exact causes.

The odds of encountering barriers to healthcare utili-
sation among women in Ghana were associated with all 
levels of wealth index (poorer, middle, richer, and richest) 
compared to the poorest group. The findings, observed 
across all levels of the wealth index, suggest broader 
improvements in healthcare access beyond just financial 
resources. Ghana’s healthcare system has implemented 
universal health coverage initiatives, ensuring that essen-
tial healthcare services are affordable for all individu-
als regardless of their wealth status [45]. Additionally, 
healthcare is made accessible through community-based 
health planning and services (CHPS) [46]. These find-
ings are supported by the research of Seidu et al. [8] and 
Bintabara et al. [7] in Ghana and Tanzania, respectively, 
which found that possessing health insurance lowers the 
odds of experiencing difficulty in accessing healthcare.

Further, geographical region was significantly asso-
ciated with barriers to healthcare utilisation among 
women, highlighting the importance of geographic loca-
tion in shaping individuals’ experiences with healthcare 
access. This finding is consistent with prior research 
from the Gambia [9]. Several factors may contribute 
to the decreased odds of barriers to healthcare utilisa-
tion among women in the Volta, Bono, and Upper East 
regions compared to the Western region. These factors 
may include variations in healthcare infrastructure and 
service availability, as well as geographic accessibility, 
sociocultural norms, and economic differences among 
regions that may affect women’s decisions in accessing 
healthcare [22].

Strengths and limitations
The major strength of our study is that we used the most 
recent nationally representative data to evaluate indi-
vidual and contextual factors associated with the experi-
ence of barriers to healthcare utilisation among women in 
Ghana. This makes the findings generalisable to all repro-
ductive-age women in Ghana. The cross-sectional design 
precludes the establishment of definitive causal relation-
ships between barriers to healthcare utilisation and the 
identified factors. While the findings suggest associations 
between these variables, further research using longitu-
dinal or experimental designs is necessary to elucidate 
causal pathways. Also, relying on subjects’ self-reported 
information introduces the potential for recall and social 
desirability biases, which might have affected the study 
results. Additionally, since we used secondary data from a 
survey, we could not account for certain important factors 
such as healthcare infrastructure, health workers’ distri-
bution, and healthcare policy effectiveness.

Conclusion
Problems with accessing healthcare were high among 
women of reproductive age in Ghana. Older age, higher 
parity, lower educational attainment, access to media, 
religion, ethnicity, wealth index, marital status, and 
geographical region were factors identified to be associ-
ated with problems in accessing healthcare in Ghana. It 
is recommended that policymakers prioritise interven-
tions aimed at addressing regional disparities in health-
care infrastructure, improving geographic accessibility 
to healthcare services, and tackling socioeconomic, cul-
tural, and social determinants of health. Efforts should 
focus on strengthening community-based healthcare 
initiatives, strengthening health insurance coverage, 
and promoting health education and literacy programs. 
These interventions can enhance health outcomes and 
promote health equity nationwide.
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