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Background. This paper sought to estimate the percentage of women who deliver at home in West Pokot County and establish
the factors associated with home delivery in the area. Design and Methods. The cross-sectional survey targeted 18,174 households
between the months of April and July 2013. Six hundred mothers participated in the study. Association between predictors and the
place where the delivery took place was analysed by chi-square test (𝜒2) at 95% confidence interval. Factors with 𝑃 value < 0.05
were considered statistically significant. These factors were entered into multivariate logistic regression model after controlling for
confounding to ascertain how each one influenced home delivery. Odds ratio was used to determine the extent of association.
Results. Based on the mother’s most recent births, 200 (33.3%) women delivered in a health facility while 400 (66.7%) delivered at
home. Factors associated with home delivering were housewives (OR: 4.5, 95%CI: 2.1–9.5;𝑃 = 0.001) and low socioeconomic status
of 10 km (OR: 0.5, 9.5% CI: 0.3–0.7; 𝑃 = 0.001). Conclusions.The findings of this study provide novel information for stakeholders
responsible for maternal and child health in West Pokot County.

1. Introduction

Pregnancy and childbirth related complications contribute
to a significant number of pregnancy and childbirth related
deaths and disabilities in the world especially in developing
countries [1]. The major causes of these deaths are pro-
longed/obstructed labour, complications from unsafe abor-
tion, haemorrhage, malaria during pregnancy, anaemia, and
sepsis [1–3]. Notably, most of these deaths and disabilities
are preventable if women make good use of the available
maternal health services [1]. Despite the Government of
Kenya (GoK) and other stakeholders’ efforts to curb preg-
nancy related deaths and disabilities, maternalmortality rates
(MMRs) have remained soaring high in country [2].

Safe motherhood initiatives such as the provision of
free maternity services are still being underutilised by many
women in Kenya especially those in poor, rural, and remote
settings of the country [1, 3, 4].This has led to extremely high
rates of MMRs in some parts of Kenya [1, 3]. One such area is
West Pokot County. It is estimated that 565 deaths per 100,000
births occur in West Pokot County alone annually [5]. This
is a sharp contrast to the reported national rate of 488 deaths
per 100,000 live births [3]. However, CountyMMR is likely to

be an underestimation, considering that there is inadequate
community-based maternal mortality data in the area [5].

The high MMR in West Pokot is mainly attributed to
obstructed labour, high rate of infibulations (type III), and
cephalopelvic disproportion (CPD) due to early marriages
[5]. It is estimated that 74% of women in West Pokot County
give birth at home with traditional birth attendants (TBAs)
attending most of these deliveries [3–5]. Only 10% of these
women receive postpartum care within 2 days [1–3, 5]. Since
most maternal deaths occur in the first week after birth,
this means missed opportunity in terms of recognition and
responding to danger signs after delivery.

Safe motherhood interventions are thus crucial in reduc-
ing maternal deaths and pregnancy associated morbidity in
the County. This paper sought to estimate the proportion
of women who deliver at home in West Pokot County and
establish the factors associatedwith homedelivery in the area.

2. Material and Methods

2.1. Study Area. West Pokot County is a poor, rural, and
marginalized County with poorly developed infrastructure.
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Figure 1: A map of West Pokot County.

The female genital mutilation (FGM) rate in the area is
about 97%, a figure that is markedly higher than the average
national prevalence of 32.2%. The health problems in the
County are gross as manifested by the recurrent malaria
episodes, ever increasing HIV/AIDS prevalence, and high
maternal and neonatal mortality. The combination of harsh
climatic condition, cultural practices, difficult terrain, and
poor infrastructure has left the County trailing in health
and development with devastating consequences on both
economic, social, and health statuses of its residents. Figure 1
shows the map of West Pokot County.

2.2. Study Design and Participants. The household survey
targeted all the 18,174 households in the study area between
the months of April and July 2013. Participants targeted in
these households were women of reproductive age who had
given birth within six months prior to the study or their
immediate family members in case of deceased mothers.
Inclusion of underage girls was due to early marriages and
pregnancies, which are too rampant in the County, and the
fact that early pregnancies also contribute to significant num-
ber of pregnancy and childbirth related deaths and disability
worldwide [2, 5]. Of the 18,174 targeted households, 56 (8.5%)
refused to participate, leaving 18,118 households. Out of the
18,118 households, 1,679 households were located in conflict
and banditry areas.These households were inaccessible to the
researcher. This left 16,439 households for the survey. One

thousand seven hundred and thirty-five households located
in bandit prone areas were inaccessible to the interviewers
due to security reasons. Only 600 mothers in the 16,439
households visited met the inclusion criteria.

2.3. Data Collection. Forty-three community health workers
with a basic undergraduate degree in community health did
data collection. They were trained for two days on data
collection procedures and other aspects related to the study. A
structured interviewer administered questionnaire was used
to collect data. Deliveries that took place in a health facility
were verified by GoK approved documents such as birth
notification cards, birth certificates, and immunization cards.
It was assumed that the birth had taken place at home in
cases where the mother or families members of the deceased
mother failed to produce any of these documents.

2.4. Data Management and Analysis. The study employed
Statistical Package for Social Scientists (SPSS) Software ver-
sion 20.0 for Windows in data analysis. Association between
predictors and the place where the delivery took place was
analysed by chi-square test (𝜒2) at 95% confidence interval
(CI). Factors with 𝑃 value < 0.05 were considered statistically
significant. These factors were entered into multivariate
logistic regression model after controlling for confounding
to ascertain how each influenced home delivery. Odds ratio
(OR) was used to determine the extent of association. Factors
analysed includedmaternal age and education,marital status,
occupation, socioeconomic status, distance from the nearest
health facility, possession of an insurance cover, and parity.
Criteria used in evaluating the socioeconomic status of the
mothers are reported elsewhere [6].

2.5. Ethical Consideration. The study obtained ethical
approval from Mount Kenya University. It also sought
written consent from all the study participants. Ethical
issues (including plagiarism, informed consent, misconduct,
data fabrication and/or falsification, double publication
and/or submission, redundancy, etc.) have been completely
observed by the author.

3. Results

3.1. Characteristics of the Respondents. Based on the mother’s
most recent births, 200 (33.3%) women gave birth in a
health facility while 400 (66.7%) delivered at home. Sixty-
five percent (𝑛 = 390) of the respondents were <20 years,
21.7% were 20–35 years (𝑛 = 130), and 13.3% were above
35 years of age (𝑛 = 80). In terms of the mothers level of
education, 1.3% (𝑛 = 8) were illiterate, 97.8% were educated
(𝑛 = 587) up to primary level, 0.5%were up to secondary level
(𝑛 = 3), and 0.3%were up to tertiary level (𝑛 = 2). Most of the
women who gave birth at home were either illiterate or had
basic education (86.7%). Majority of the women interviewed
were single mothers (63.8%; 𝑛 = 383), 114 were married
(19%), and 103 were divorced (17.2%). 66.7% of women in the
County were found to be giving birth at home. Table 1 shows
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Table 1: Sociodemographic correlates for choice of place of childbirth.

Place of delivery
Variables Facility Home OR 95% CI 𝑃

𝑁 (200) % 𝑁 (400) %
Age (in years)
<20 152 39.0 238 61.0 2.2 ref 1.5–3.2 <0.001
20–35 36 27.7 94 72.3 0.6 0.4–1.0 0.02
>35 12 15.0 68 85.0 0.3 0.1–0.6 <0.001

Level of education
Illiterate 4 50.0 4 50.0 2.0 0.5–8.2 0.5
Primary 196 33.4 391 66.6 0.5 0.1–2.0 0.5
Secondary 0 0.0 3 100.0 —
Tertiary 0 0.0 2 100.0 —

Marital status
Single 154 40.2 229 59.8 2.5 ref 1.7–3.7 <0.001
Married 33 28.9 81 71.1 0.6 0.4–1.0 0.03
Divorced 13 12.6 90 87.4 0.2 0.1–0.4 <0.001

Occupation
Housewife 52 70.3 22 29.7 6.0 3.5–10.3 <0.001
Employed 148 28.1 378 71.9 —

Socioeconomic status (Sh.)
<5000 72 54.1 61 45.9 3.1 ref 2.1–4.7 <0.001
5000–10000 60 30.6 136 69.4 0.4 0.2–0.6 <0.001
>10000 68 25.1 203 74.9 0.3 0.2–0.5 <0.001

Distance from the nearest health facility (km)
>10 169 37.1 287 62.9 0.5 ref 0.3–0.7 0.001
<5 21 29.2 51 70.8 0.7 0.4–1.2 0.2
5–10 10 13.9 62 86.1 0.3 0.1–0.6 <0.001

Possession of a medical insurance cover
No 161 40.7 235 59.3 2.9 1.9–4.3 <0.001
Yes 39 19.1 165 80.9

Parity
1 31 68.9 14 31.1 5.1 ref 2.6–9.8 <0.001
2 105 29.9 246 70.1 0.2 0.1–0.4 0.001
>3 64 31.4 140 68.6 0.2 0.1–0.4 0.001

sociodemographic characteristics of the women by place of
delivery.

3.2. Bivariate Analyses. Mothers aged <20 years were twice
more likely to give birth at home compared to those aged
20–35 and >35 years (OR, 2.2, 95% CI, 1.5–3.2; 𝑃 < 0.001).
Similarly, single mothers were three times likely to deliver at
home compared to their married or divorced counterparts
(OR, 2.5, 95% CI, 1.7–3.7; 𝑃 < 0.001) while housewives
were six times more likely to deliver at home compared to
those who were employed (OR, 6.0, 95% CI, 3.5–10.3; 𝑃 <
0.001). Women of low socioeconomic status (<Sh. 5000)
were three times more likely to deliver at home compared
to those of medium (Sh. 5000–10000) or high (Sh. >10000)
socioeconomic status (OR, 3.1, 95% CI, 2.1–4.7, 𝑃 < 0.001).
Mothers who had no medical insurance cover were 3 times
more likely to deliver at home compared to those who had
none (OR, 2.9, 95% CI, 1.9–4.3; 𝑃 < 0.001) while first time

mothers were five times more likely to give birth at home
compared to those who had two or more children (OR,
5.1, 95% CI, 2.6–9.8; 𝑃 < 0.001). Level of education was
comparable among women who delivered at home and at the
facility (𝑃 = 0.5 and 𝑃 = 0.5, resp.) (Table 1).

3.3. Multivariate Analysis. Of the factors considered in
bivariate analysis, housewives, women of socioeconomic
status <Sh. 5000, and those located >10 km to the nearest
health facility were factors associated with giving birth at
home. Compared to employed mothers, mothers who were
housewives were 5 times more likely to deliver at home
(OR, 4.5, 95% CI, 2.1–9.5; 𝑃 = 0.001). Mothers whose
socioeconomic status was <Sh. 5000 were 4 times more likely
to deliver at home compared to mothers who had a higher
socioeconomic status (OR, 4.4, 9.5% CI, 2.4–8.1; 𝑃 = 0.001).
Those located >10 km to the nearest health facility were once
more likely to give birth at home as opposed to 5–10 km (OR,
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Table 2: Multivariate analysis of predictors of place of delivery.

Place of delivery
Variables Facility Home OR 95% CI 𝑃

𝑁 % 𝑁 %
Age (in years)
<20 152 39.0 238 61.0 0.7 0.4–1.3 0.23

Marital status
Single 154 40.2 229 59.8 1.3 0.6–2.5 0.5

Occupation
Housewife 52 70.3 22 29.7 4.5 2.1–9.5 0.001

Socioeconomic status (Sh.)
<5000 72 54.1 61 45.9 4.4 2.4–8.1 0.001

Distance from the nearest health facility (Km)
>10 169 37.1 287 62.9 0.5 ref 0.3–0.7 0.001

Possession of a medical insurance cover
No 161 40.7 235 59.3 1.7 0.96–3.0 0.07

Parity
1 31 68.9 14 31.1 1.5 0.5–4.6 0.51

0.5, 9.5%CI, 0.3–0.7;𝑃 = 0.001).Mothers who aged<20 (OR,
0.7, 95% CI, 0.4–1.3; 𝑃 = 0.23), single mothers (OR, 1.3, 95%
CI, 0.6–2.5; 𝑃 = 0.5), lack of a medical insurance cover (OR,
1.7, 95% CI, 0.96–3.0; 𝑃 = 0.07), and first time mothers (OR,
1.5, 95% CI, 0.5–4.6; 𝑃 = 0.51) were comparable between
mothers who gave birth at facility and home (Table 2).

4. Discussion

This study has documented the percentage of women who
deliver at home in West Pokot County of Kenya. It found out
that 66.7% of women in the County give birth at home. This
figure is 6.3% lower than the previously estimated levels of
74% [1, 3, 5]. The increase in the number of women giving
birth in the health facility could be because of various safe
motherhood interventions instituted by the Government of
Kenya and other stakeholders aimed at reducing maternal
and child mortality rates in the County. Such interventions
include but not limited to provision of freematernity services.

However, maternal deaths rate in West Pokot County
is still arguably higher when compared to other similar
rural areas in the country [7]. This finding reflects a huge
variation in the utilization of maternal health services across
the country. It also shows that many women still prefer
to give birth at home than in the health facilities. This is
not only a trend in Kenya but also in other developing
countries [1–3, 5, 8, 9]. Hence, there is a need to implement
new and noble interventions that can help improve maternal
health in the area. In particular, the interventions should
encourage women to deliver in the health facilities. This will
help support the existing interventions such as free maternal
health care including maternity services [1, 3, 4].

The study also provides an insight into some factors
associated with the utilisation of maternity health services in
West Pokot County. As the study depicted, most women in
the study area are either illiterate or have basic education. A

number of studies conducted in developing world that have
linked marital status with home delivery [10, 11]. Being a
housewife coupled with poor or no education, harsh climatic
conditions, inadequate public utilities including healthcare
services, and transport system impacts negatively on women
in West Pokot County ability to access maternal services.

Most often, women who are purely housewives have
limited or no access to resources and at the same time lack
ability to make decision in their marital homes; they are
therefore entirely compelled to rely on their mothers’ in-
law perception of their pregnancy including delivery care
needs [12]. Socioeconomic status is another factor that was
found to influence women to home delivery. This can be
attributed to the unavailability of cash for transport even
in a case of free maternal services, which bias decisions
towards home deliveries [13]. Lack of income is a known
barrier to delivery at health facility [14–19]. This finding is in
agreementwith a similar finding of a study conducted in rural
and marginalised community in Tanzania [20]. However, it
contradicts another in Nepal, which showed that economic
factors insignificantly influence place of birth [21]. These
calls for simple interventions that can help empower women
economically in West Pokot. For instance, women in the
County should be encouraged to form Women Groups and
other Self-Help Groups. Through such forums, they can help
them pull resources together and exchange maternal health
related information [5].

The study has also shown that distance to the nearest
health facility is a factor that determines where delivery will
take place, a finding that is in agreement with a similar
finding in Nepal [22] and in rural Malawi [23]. Most often,
pregnant women consider not seeking maternity services in
health facilities located far from their home areas [24]. It
is nearly impossible or difficult to do so especially when
labor begins at night. Women whomake such effort often fail
while those with severe complications end upwith pregnancy
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related mortalities or even death.The situation becomes even
grimmer when means of transport such as in West Pokot
County is poor or unavailable. Intervention such as “waiting
homes” near health facilities to accommodate the expectant
mothers located far from the nearest health facilities days
before delivery day can be helpful in this regard [5].

Although it is carried out inWest PokotCounty, this study
finding may be generalised to other remote and rural parts
of the country. However, it suffers from a major limitation
in that it solely relied on quantitative techniques. This calls
for more studies employing both quantitative and qualitative
approaches to corroborate these findings.

5. Conclusions

The findings of this study provide information for stake-
holders responsible for maternal and child health in West
Pokot County. It identified factors associated with women
giving birth at home in West Pokot County. These include
housewives, women of low socioeconomic status (<Sh. 5000),
and situation of a health facility >10 km. These findings will
assist in the formulation of safe motherhood initiatives to
forestall the high maternal mortality in West Pokot County.

Significance for Public Health

Pregnancy and childbirth related complications contribute
to a significant number of pregnancy and childbirth related
deaths and disabilities in the world especially in developing
countries. This paper sought to estimate the proportion of
women who delivers at home in West Pokot County and
establish the factors associatedwith homedelivery in the area.
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