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Abstract

Background The associated factors and patterns of giving birth in home settings of rural areas have been extensively
studied in Bangladeshi literature. However, urban areas still need to be explored, particularly with recent data. There-
fore, the authors aimed to investigate the influential determinants of delivery at home in urban areas of Bangladesh.

Materials and methods In this study, 1699 urban-dwelling women who had given birth within the previous

60 months of the survey and lived in urban areas were used. The secondary data were extracted from the latest
Bangladesh Demographic and Health Survey 2017-2018. Descriptive statistics and logistic regression were applied
along with the association among selected variables were examined by the Chi-square test.

Results Findings depict that 36.49% of women who lived in urban areas of Bangladesh delivered at home, whereas,
63.51% delivered at different govt. and private health care facilities. Women who lived in Chittagong [adjusted odds
ratio (AOR)=2.11, 95% Cl 1.24-3.60], Barisal [AOR=2.05, 95% Cl 1.16-3.64] and Sylhet [AOR=1.92, 95% Cl 1.08-3.43]
divisions have more likelihood to deliver at home (36.85%). Urban women following Christian religion [AOR=10.71,
95% Cl 1.32-86.68] have higher odds of delivering child at home (0.47%). Urban women having three or more chil-
dren before her latest delivery (22.37%) and who are employed (29.37%) have more likelihood to deliver at home.
However, women aged between 25 and 34 years (43.50%), who have higher education (25.90%), play the role

of household head (9.06%), have parity of more than two births (2.24%), and read daily newspapers (68.69%) had

a lower chance of delivery at home. Furthermore, women from wealthier families (89.12%) and more antenatal care
(ANCQ) visits (94.93%) were less likely to have a delivery at home.

Conclusion Despite significant progress in women and reproductive health in Bangladesh, the proportion of deliv-
ery in the home in urban areas is alarming and should be emphasized more. The authors believe the identified factors
will help design interventions and policy development on this issue.
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Introduction

Child and maternal mortality are one of the most promi-
nent global health problems, particularly in develop-
ing countries [1]. In order to combat this situation, the
United Nations established the Millennium Development
Goals (MDGs) in 2000, with Goal 4 aiming to reduce the
under-five mortality rate by two-thirds between 1990 and
2015 [2] and Goal 5 aiming to reduce maternal mortal-
ity by 75 percent by the year 2015 and achieve universal
access to reproductive health [3, 4]. Every year, an esti-
mated 287,000 women die globally due to pregnancy-
related causes, with almost every fatality (99%) occurring
in developing nations [5]. Sub-Saharan African and
Asian countries experience high maternal mortality ratio
(MMR), accounting for 87% of global maternal mortality
in 2020 [6]. Maternal mortality in Bangladesh was 1.43
per thousand births in 2015, which was below the Mil-
lennium Development Goal. Following that, in 2015, the
United Nations developed the Sustainable Development
Goals (SDGs), which include improvements in women’s
health, and a decrease in child and maternal mortality,
among other objectives [7]. Concerning maternal mortal-
ity, target 3.1 of the Sustainable Development Goals aims
to reduce the global MMR to less than 70 per 100,000
live births by the year 2030, and target 3.2 aims to reduce
neonatal mortality to at least 12 per 1000 live births and
under-5 mortality to at least 25 per 1000 live births by
the year 2030 [8-10]. Despite similarities in community
characteristics, cultural context, health systems, and geo-
graphical proximity, the MMR in the Southeast Asian
region has not achieved the SDG’s target and shows sig-
nificant variation across countries [11]. Even though the
globe continues to suffer from maternal mortality, with
211 deaths per 100,000 live births in 2017, the MMR in
Bangladesh was 173 deaths per 100,000 live births in
2017 [5]. Indonesia ranked third highest in Southeast
Asia for maternal mortality in 2017, with a rate of 177
deaths per 100,000 live births, with Myanmar and Laos
having higher rate [12]. Over the past few years, there has
been a substantial increase in MMR in developing coun-
tries, whereas developed countries have experienced only
a slight rise [13].

Despite increased worldwide attention in recent
years on the essential need to address unmet health
needs of pregnant women and children, significant pro-
gress in reducing maternal mortality has been noticed
as sluggish [14]. Bangladesh, Nepal, India, and Hon-
duras show significant progress in reducing mater-
nal mortality rates through effective health plans and

government commitment [15]. Every day, 800 women
die from avoidable causes linked to pregnancy and
delivery, according to the World Health Organiza-
tion, with emerging nations accounting for 99 percent
of all maternal fatalities [5]. Women in developing
countries have a lifetime risk of dying from maternal-
related causes about 33 times higher than the risk of
dying from maternal-related causes in affluent coun-
tries [16]. World Health Organization (WHO) advises
that all births be carried out by a skilled birth attendant
(SBA), a health professional who is competent in diag-
nosing and managing problems and providing basic
primary care and referral [17, 18]. Bangladesh has made
substantial progress in reducing maternal and child
mortality, but the SBA-assisted delivery process falls
short of expectations [19]. The “health-center intrapar-
tum care approach” for managing labor difficulties and
decreasing maternal and newborn mortality is regarded
as a key method in which trained professionals handle
childbirth and associated complications [20, 21]. Stud-
ies in Bangladesh and similar settings emphasize the
significant influence of individual and health system
factors on maternal death and health facility delivery
utilization [22].

Numerous efforts have been made to reduce mater-
nal and neonatal deaths globally in low- and mid-
dle-income countries (LMICs) through increased
utilization of maternal healthcare facilities [23, 24]. A
significant proportion of mothers continue to deliver
at home in developing countries, unattended by SBA
[21, 25-27]. Additionally, many childbearing women in
LMICs, particularly those in South Asia (SA), continue
to face barriers to accessing and utilizing maternal
healthcare services, such as pregnancy and delivery. As
a result, they prefer to deliver at home with the assis-
tance of a traditional birth attendant (TBA) over an
SBA. The evidence suggests that the trend toward home
births among women in South Africa carries signifi-
cant risks to the mother’s health and newborn during
the postpartum period [28-30]. Several notable risks
include mothers abandoning colostrum and breast-
feeding practices, mothers neglecting immunization
and nutrition supplementation for mother and child,
and mothers and children not receiving postnatal care
[31-33]. In South Asia, the rate has been reported to be
as high as 26 per 1000 births [34]. Optimistically, Bang-
ladesh has made significant progress in the last dec-
ade regarding maternal and child mortality reduction.
However, the SBA-assisted delivery process falls short
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of expectations [19]. As of 2017, Bangladesh’s neona-
tal mortality rate remained as high as 30 per 1000 [35].
A defined consequence was that 64% of rural women
planned to give birth at home, and 62% did [36]. Most
Bangladeshi studies on this subject either concentrate
on rural areas, specific regions, antenatal and postnatal
care, skill birth, or C-sections [8, 19, 36—40].

Several factors influencing maternal child delivery at
home have been highlighted in previous studies. Wom-
en’s age has been found to be influential in some related
studies [9, 23-26], indicating that different age groups
may exhibit varying preferences for home births. Addi-
tionally, the resident area or place where women live has
emerged as a factor influencing this practice [22], with
urban and rural settings potentially leading to different
birthing choices. Religion has also been identified as a
factor influencing the location of deliveries, with some
studies indicating a preference for health facilities among
certain religious groups [27]. Women’s birth parity has
shown to be significant in multiple previous research
[27, 33, 38, 41], suggesting that the number of previous
births can impact the decision to opt for a home deliv-
ery. The wealth index of the respondent’s family has been
a crucial determining factor in delivery location [17, 22,
26, 42, 43], with economic factors playing a substantial
role in the decision-making process. Studies have dem-
onstrated a strong link between the number of antenatal
care (ANC) visits and the place of delivery [27, 44, 45],
indicating that regular prenatal healthcare may influence
the choice of birthing location. Women’s education has
also been shown to be influential in some related stud-
ies [46—49], suggesting that higher education levels may
correlate with an increased likelihood of choosing hos-
pital deliveries. Moreover, media exposure, particularly
newspaper exposure, has emerged as an influential factor
in women’s healthcare facility decisions [28, 44, 48, 50—
52], indicating that media plays a role in shaping birthing
preferences. Finally, women’s previous pregnancy experi-
ence has been identified as an influential factor in some
related studies [27, 38, 41], implying that past birthing
experiences can influence the decision to have a home
delivery for subsequent pregnancies. Understanding
these influential factors can aid in developing targeted
interventions and policies to improve maternal and child
health outcomes related to home deliveries.

To the best of our knowledge, only a limited num-
ber of studies have extensively examined the influential
factors associated with home delivery in urban areas,
utilizing the most recent data from the Bangladesh
Demographic and Health Survey (BDHS). Conducting
a study exclusively for urban women in maternal child
delivery provides insights into urban-rural dispari-
ties, healthcare utilization patterns, population density
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challenges, socio-economic factors, cultural influences,
and the impact of available services. It also helps address
the effects of urbanization, design targeted interven-
tions for public health, and explore how migration influ-
ences birthing preferences and access to healthcare
services. Urban women generally have access to better
healthcare facilities, education, and knowledge. Of par-
ticular interest is the fact that despite these advantages,
some urban women choose home deliveries. This uncon-
ventional decision has prompted an investigation into the
underlying factors that drive it. Through the exploration
of these factors, insights are gained into the distinctive
influences that shape maternal delivery choices in urban
areas. The findings have the potential to inform targeted
interventions aimed at addressing this atypical trend,
thereby contributing to improved maternal health out-
comes. Understanding these factors can improve mater-
nal and child health outcomes in urban areas. In this
article, the authors aimed to explore the factors associ-
ated with birthplace, either home or healthcare facility,
and reveal the reasons for preferring home birth by a
TBA rather than a facility with the help of an SBA in the
urban area of Bangladesh.

Materials and methods

Study data

The study used secondary data from the 2017-18 BDHS,
the eighth of its kind in the country, which began in 1993
and is Bangladesh’s longest-running healthcare survey
series. The analysis dataset included only women who
lived in urban areas and had a child under 60 months
with a defined place of birth of ever-married women
aged 15—-49 years. The BDHS survey incorporated data
from women who gave birth within the 5 years before
the survey to obtain recent insights into maternal and
child health outcomes and mitigate recall bias. By exclu-
sively considering married women with children under
60 months, the author aimed to emphasize recent mater-
nal and child health outcomes and diminish the potential
impact of recall bias. This carefully chosen inclusion cri-
terion ensures that the collected data remains pertinent
and current, thereby informing policies and interventions
in the domain of maternal and child health. The 2017-18
BDHS data remains relevant due to its status as the latest
available dataset for demographic and health information
in Bangladesh. Although time has passed, the gradual
evolution of socio-economic and cultural factors may
suggest the continued applicability of the data to under-
stand maternal delivery practices. Furthermore, its use
enables the examination of longer-term trends, contrib-
uting to a comprehensive understanding of factors influ-
encing home deliveries in urban areas.
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Sampling design

The BDHS sample for 2017-18 is nationally representa-
tive and includes all non-institutional housing units. In
2017-18, the BDHS collected data on five distinct ques-
tionnaires, from where only the Woman’s Questionnaire
(ever-married women aged 15—49 years) was considered.
The first three surveys were adapted from model ques-
tionnaires developed for the international DHS-7 Pro-
gram, taking into account the content of the measures
and tailoring them to Bangladesh’s needs and challenges
from previous DHS surveys. As a sampling frame, the
survey used the Bangladesh Bureau of Statistics (BBS)
list of enumeration areas (EAs) from the People’s Repub-
lic of Bangladesh’s 2011 Population and Housing Cen-
sus. The principal sampling unit (PSU) for the survey is
the associate EA, which contains 120 households. The
survey sampled households in two stages. A total of 675
Enumeration Areas (EAs) were selected for this study,
comprising 250 EAs in urban areas and 425 EAs in rural
areas. The selection was carried out using a likelihood
proportional to EA size, ensuring a representative sam-
ple from both urban and rural regions. BBS collected the
sample during the first stage, adhering to the DHS team’s
guidelines. All selected EAs conducted a comprehensive
home listing operation to establish a sampling frame
for the second stage of household selection. A scientific
sample of thirty families per EA was chosen in the sec-
ond round of sampling to generate statistically reliable
estimates of key demographic and health variables for the
entire country, individual urban and rural areas, and each
of the eight divisions. As a result of this arrangement,

Table 1 Explanatory variables
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a total of 20,250 residential households were chosen.
Around 20,100 never-married women between the ages
of 15 and 49 were expected to complete the interviews.

Furthermore, a survey was conducted on a subset of
households, around 7-8 homes per designated area (EA),
to measure the weight and height of two specific groups
of women: those who had ever been married and were
over the age of fifty, and those who had never been mar-
ried and were over the age of eighteen. In addition, all
women aged eighteen and above from these households
underwent testing for blood pressure and glucose levels,
within the same family units. To maintain the credibility
of the data and minimize biases stemming from incom-
plete information, the study purposefully removed any
missing data related to the study variables. By concen-
trating solely on complete cases, which included records
of women who had given birth within the last 60 months,
the researchers ensured a robust analysis, resulting in
dependable and definitive conclusions. The study’s find-
ings were based on a total of 1699 records that met these
specific criteria. The DHS program granted permission
for the study to use the BDHS 2017-18 data.

Study variables

This study’s outcome variable was home delivery. Within
the BDHS woman’s questionnaire, this variable was
labeled as “place of delivery” The responses to this ques-
tion were classified as 0 for health facility delivery and 1
for home delivery. Deliveries that took place in respond-
ent’s homes and different homes were marked as home
delivery. On the contrary, births at government health

Variable Description Category

Age Age in 10-year groups 15-24, 25-34,35-44, 45 or more

Division Division Barisal, Chittagong, Dhaka, Khulna, Mymensingh, Rangpur,
Rajshahi, Sylhet

Religion Religion Islam, Hinduism, Buddhism, Christianity

Education Respondent’s highest education level Not educated, Primary, Secondary, Higher

Husband's education

Sex of household head
Health related decisions
Respondent’s employment
Parity

Wealth index

ANC visits

Distance to health facilities
Read newspaper

Watch TV

No. of children

Husband/partner’s education level

Sex of household head

Person who usually decides on respondent’s health care
Respondent currently working

Parity at sterilization

Wealth index combined

Number of antenatal visits during pregnancy

Getting medical help for self: distance to health facility
Frequency of reading newspaper or magazine
Frequency of watching television

Number of living children

Not educated, Primary, Secondary, Higher

Male, Female

Respondent alone, respondent with others, others at home
Employed, Unemployed

Two or less, three or more

Poorest, Poorer, Middle, Richer, Richest

No visits, One visit, Two visits, Three visits, Four visits, Five
or more

Not a big problem, Big problem

Less than once a week, At least once a week, Almost everyday
Less than once a week, At least once a week, Almost everyday

0,1,2,3,4,5, 6 ormore
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centers/clinics, medical hospitals, community clinics,
specialized hospitals, public, private, and non-govern-
mental organization (NGO) hospitals, maternity homes,
and other health facilities were classified as health facil-
ity deliveries. A total of fifteen explanatory variables were
considered for this study with keeping insights from sim-
ilar studies [8, 16, 17, 29, 53, 54]. Table 1 summarizes the
variables.

Data processing and statistical analyses

All variables in the study were subjected to frequency
analysis. Bivariate analysis was used to demonstrate how
the frequency of home delivery is proportional to the
respondents’ socio-demographic characteristics at a 95%
confidence level. A multicollinearity test was performed
on all statistically significant (p<0.05) variables using
the variance inflation factor (VIF). Conducting a multi-
collinearity test is crucial in the study to ensure accurate
and distinct evaluation of the individual effects of predic-
tor variables on maternal home delivery in urban areas,
enhancing the reliability and validity of the results. No
collinearity was detected between the explanatory varia-
bles with a mean VIF of 1.38 (maximum VIF =1.99, mini-
mum VIF=1.03). Then multivariable analysis was used,
employed as binary logistic regression. Only variables
with a declared statistical significance of P<0.05 were
included in the bivariate regression analysis. Adjusted
odds ratios at 95% confidence intervals demonstrate their
level of precision. To analyze the data, Stata version 16.0
was used.

Results

A total of 1699 records of urban women were included
in this study who were compatible with conducting this
study by having all the cases of the required variables. It
was found that 36.49 percent of the urban women had
home delivery for their children in the last 60 months.
Most of the women aged between 15 to 24 years (49.38%)
and 25 to 34 years (43.5%) were from Dhaka (24.31%), the
capital of Bangladesh. 91.76% of the women were Mus-
lim and had studied for at least secondary level (44.08%).
Table 2 summarizes the socio-demographic data and the
variables associated with the delivery location.

Table 3 summarizes the bivariate analysis conducted
between the child’s delivery location and the socio-
demographic characteristics of the study population, and
some factors associated with delivery location selection.
Age, division, religion, education, husband’s education,
respondent’s employment, household head’s sex, parity,
wealth index, ANC visits, distance to the health facility,
reading newspaper, watching TV, and number of children
were all found to be associated with home delivery of
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Table 2 Frequency analysis of respondent’s socio-demographic
information and factors related to child delivery place

Variables Frequency Percentage
Delivery place

Health facility 1079 63.51
Home 620 36.49
Age (Years)

15-24 839 49.38
25-34 739 43.50
35-44 117 6.89
45 or more 4 0.24
Division

Rangpur 163 9.59
Dhaka 413 24.31
Barisal 160 942
Khulna 188 11.07
Mymensingh 154 9.06
Rajshahi 155 9.12
Chittagong 265 15.6
Sylhet 201 11.83
Religion

Islam 1559 91.76
Hinduism 124 7.3
Buddhism 8 047
Christianity 8 047
Education

Not educated 98 5.77
Primary 412 24.25
Secondary 749 44.08
Higher 440 259
Husband's education

Not educated 170 10.01
Primary 494 29.08
Secondary 559 329
Higher 476 28.02
Sex of household head

Male 1545 90.94
Female 154 9.06
Health related decisions

Respondent alone 144 848
Respondent with others 1159 68.22
Others at home 396 2331
Respondent’s employment

Unemployed 1200 70.63
Employed 499 2937
Parity

<2 1661 97.76
3 or more 38 2.24
Wealth index

Poorest 185 10.89
Poorer 140 8.24

Middle 231 13.6
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Table 2 (continued)

Variables Frequency Percentage
Richer 442 26.02
Richest 701 41.26
ANC visits

No visits 86 5.06
One visit 154 9.06
Two visits 217 12.77
Three visits 235 13.83
Four visits 210 12.36
Five or more visits 797 46.91
Distance to health facilities

Big problem 557 32.78
Not a big problem 1142 67.22
Read newspaper

Less than once a week 1396 82.17
At least once a week 183 10.77
Almost everyday 120 7.06
Watch TV

Less than once a week 415 2443
At least once a week 117 6.89
Almost everyday 1167 68.69
No. of children

0 19 1.12
1 719 42.32
2 581 342
3 264 15.54
4 79 465
5 21 1.24
6 or more 16 0.94

urban women. However, health-related decisions had no
significant association with the delivery location.

Table 4 contains the outcome of the multivariate logis-
tic regression which was performed to check which fac-
tors were affecting home delivery among urban women.
The model achieved a pseudo R* value of 0.285, indicat-
ing its explanatory power. Additionally, the likelihood
ratio chi-square test resulted in a value of 634.8 with
a p-value less than 0.001, suggesting a statistically sig-
nificant relationship in the model. Urban women aged
25-34 years [AOR=0.58, 95% CI 0.42-0.80] were less
likely to deliver at home in comparison to women aging
between 15 to 24 years. Women living in Chittagong
division [AOR=2.11, 95% CI 1.24-3.60], Barisal divi-
sion [AOR=2.05, 95% CI 1.16-3.64] and Sylhet division
[AOR=1.92, 95% CI 1.08-3.43] had higher odds, almost
double, of delivering in home than women in Rangpur
division. Hindu women had reduced odds of delivering at
home (AOR=0.44, 95% CI 0.26—0.74) compared to Mus-
lim women. In contrast, Christian women were ten times
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more likely to opt for a home birth (AOR=10.71, 95% CI
1.32-86.68) than Muslim women. Women who received
higher education had less likelihood [AOR=0.33, 95% CI
0.16-0.66] of home delivery than uneducated women. If
the household head was a female, then it was less likely
[AOR=0.57, 95% CI 0.37-0.89] for women to have a
home delivery of child. Employed women were more
likely [AOR=1.63, 95% CI 1.23-2.16] to home deliv-
ery. With parity of more than 2 birth, women were very
less likely [AOR=0.08, 95% CI 0.03-0.27] to delivering
child at home than the women with 2 or less birth par-
ity at sterilization. Poorer families [AOR=0.42, 95% CI
0.24-0.74], middle wealthy families [AOR=0.43, 95% CI
0.25-0.72], richer families [AOR=0.3, 95% CI 0.18-0.50]
and the richest families [AOR=0.19, 95% CI 0.11-0.34]
were less likely to have home delivery of child compar-
ing to poorest families. Women who had ANC visits once
[AOR=0.27, 95% CI 0.12-0.62], twice [AOR=0.29, 95%
CI 0.13-0.64], thrice [AOR=0.18, 95% CI 0.08-0.39],
four times [AOR=0.17, 95% CI 0.07-0.37] and more
than four visits [AOR=0.10, 95% CI 0.04-0.21] had less
odds of delivering at home than women with no ANC
visits. Women reading newspaper daily had less likeli-
hood [AOR=0.29, 95% CI 0.11-0.78] of home delivery.
If a woman had 3 children before her latest delivery, then
the woman was three times more likely [AOR=3.55, 95%
CI 1.03-12.28] to deliver at home. Women with 4 chil-
dren were five times more likely [AOR=5.74, 95% CI
1.49-22.03] and with more than 5 children were fifteen
times more likely [AOR=15.15, 95% CI 1.35-169.92] to
have their delivery of child at home comparing to the
women who had no children prior to their delivery.

Discussion

Findings of this study revealed that older women had
lower odds of giving birth at home than younger women
aged 15-24 years, implying that older women prefer to
give birth in health care facilities, which is consistent
with the findings of related studies [9, 23-26, 55]. Moreo-
ver, women in urban regions of Barisal, Chittagong, and
Sylhet divisions were more likely to give birth at home
than women in the Rangpur division, which is surpris-
ing given that Chittagong is Bangladesh’s second-largest
city and these three cities are more developed than oth-
ers. Another study [22] also observed the same thing in
Chittagong and Barisal, claiming that healthcare delivery
in these cities was poor [8]. Furthermore, the Hindu faith
had a smaller proclivity for home delivery than Islam,
but Christians had a tenfold increase. Likewise, similar
studies found that Muslim women avoid institutional
deliveries and have a deficient proportion of their babies
delivered in health facilities [27].
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Table 3 Association between place of delivery and variables related to the child delivery place

Variables Delivery in health facility Home delivery Chi-square (p-value)
Frequency Percentage Frequency Percentage

Age (Years)

15-24 503 60.0 336 40.0 9.799* (0.020)

25-34 498 674 241 326

35-44 76 65.0 41 350

45 or more 2 50.0 2 50.0

Division

Rangpur 116 71.2 47 28.8 47.265%** (<0.001)

Dhaka 286 69.2 127 30.8

Barisal 85 53.1 75 46.9

Khulna 136 72.3 52 27.7

Mymensingh 95 61.7 59 383

Rajshahi 110 71.0 45 29.0

Chittagong 138 52.1 127 47.9

Sylhet 113 56.2 88 43.8

Religion

Islam 982 63.0 577 37.0 22.374**(0.001)

Hinduism 94 758 30 24.2

Buddhism 1 125 7 87.5

Christianity 2 25.0 6 750

Education

Not educated 33 337 65 66.3 258.560%** (<0.001)

Primary 167 40.5 245 59.5

Secondary 486 64.9 263 35.1

Higher 393 89.3 47 10.7

Husband's education

Not educated 69 406 101 594 206.731 (< 0.001**%)

Primary 231 46.8 263 532

Secondary 368 65.8 191 342

Higher 411 86.3 65 13.7

Sex of household head

Male 970 62.8 575 372 3.863% (0.049)

Female 109 70.8 45 29.2

Health related decisions

Respondent alone 91 63.2 53 36.8 3.13(0.210)

Respondent with others 751 64.8 408 352

Others at home 237 598 159 40.2

Respondent’s employment

Unemployed 807 67.3 393 323 24.687*** (<0.001)

Employed 272 545 227 455

Parity

<2 1045 629 616 37.1 11.308** (0.001)

3 or more 34 89.5 4 105

Wealth index

Poorest 37 200 148 80.0 302.301*** (<0.001)

Poorer 68 48.6 72 514

Middle 119 515 112 485

Richer 269 60.9 173 39.1

Richest 586 836 115 16.4
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Table 3 (continued)
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Variables Delivery in health facility Home delivery Chi-square (p-value)
Frequency Percentage Frequency Percentage

ANC visits

0 10 116 76 88.4 276.580*** (<0.001)

1 59 383 95 61.7

2 93 429 124 57.1

3 141 60.0 94 40.0

4 139 66.2 71 338

5 or more 637 799 160 20.1

Distance to health facilities

Big problem 291 522 266 478 45.365%** (<0.001)

Not a big problem 788 69.0 354 310

Read newspaper

Less than once a week 816 58.5 580 415 93.314*** (<0.001)

At least once a week 148 80.9 35 19.1

Almost everyday 115 95.8 5 42

Watch TV

Less than once a week 166 40.0 249 60.0 141.583*** (<0.001)

At least once a week 67 573 50 42.7

Almost everyday 846 725 321 27.5

No. of children

0 14 73.7 5 26.3 66.961*** (<0.001)

1 502 69.8 217 30.2

2 373 64.2 208 358

3 151 572 113 428

4 31 39.2 48 60.8

5 6 286 15 714

6 or more 2 12.5 14 87.5

*p<0.05,** p<0.01, *** p< 0,001

Moreover, women who had more than two births at
the time of sterilization had a far lower odds of giving
birth at home than women who had two or fewer births
at sterilization. Because of their greater experience and
understanding of health issues, women with higher birth
parity are more likely to want to deliver in a health care
facility rather than at home, according to multiple previ-
ous research [27, 33, 38, 41]. On the other hand, studies
[56, 57] claim that more parity leads to lower healthcare
delivery. However, the wealth index of the respondent’s
family was a crucial determining factor in delivery loca-
tion, and the study clearly showed that the wealthier
the families were, the less likely they were to have home
delivery, which is also consistent with other related stud-
ies of both Bangladesh and other countries [17, 22, 26, 40,
42, 43, 58]. This finding also comes in line with several
studies where it was maintained that wealthier families
and women are more likely to deliver in health care insti-
tutions than more impoverished families [30, 45, 51, 52,
55].

Interestingly, our study demonstrated a strong link
between ANC visits and institutional delivery, simi-
lar to several other studies conducted in Bangladesh
[27, 44, 45, 55]. More ANC visits influence women’s
decision about where to give birth, and ANC-visited
women prefer to give birth at a hospital [45, 59, 60].
The likelihood of giving birth at home decreases as the
number of ANC visits increases. Sufficient ANC visits
inform women about health risks during delivery and
the availability of expert delivery personnel, influencing
them to choose institutional delivery. They also educate
mothers about the advantages of health facility deliv-
ery as a critical juncture [46—49]. In contrast, reading
the newspaper every day enlightens women on institu-
tional deliveries through important health-related mes-
sages released by government and NGOs and assists
them in comprehending the benefits and drawbacks
of different delivery options [8]. Moreover, women’s
healthcare facilities were influenced by media exposure,
particularly newspaper exposure [28, 44, 48, 50-52, 61].
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Table 4 Assessing the factors influencing home delivery among
urban women using multivariate logistic regression

Variable Adjusted 95% Confidence interval
odds ratio
(AOR) Lower bound Upper bound
Age (Years)
15-24 (ref) 1
25-34 0.58** 042 0.80
35-44 0.55 0.28 1.06
45 or more 0.08 0.01 133
Division
Rangpur (ref) 1
Dhaka 1.49 0.89 249
Barisal 2.05*% 1.16 3.64
Khulna 1.20 0.68 213
Mymensingh 1.52 0.85 2.70
Rajshahi 127 0.71 2.28
Chittagong AR 1.24 3.60
Sylhet 1.92% 1.08 343
Religion
Islam (ref) 1
Hinduism 0.44** 0.26 0.74
Buddhism 9.97 048 206.40
Christianity 10.71% 1.32 86.68
Education
Not educated (ref.) 1
Primary 0.99 0.57 1.74
Secondary 0.64 036 1.11
Higher 0.33** 0.16 0.66
Husband's education
Not educated (ref.) 1
Primary 0.96 0.62 147
Secondary 0.80 0.51 1.24
Higher 0.78 044 1.36
Sex of household head
Male (ref) 1
Female 0.57* 037 0.89
Respondent’s employment
Unemployed (ref.) 1
Employed 1.63%* 1.23 2.16
Parity
<2 (ref) 1
3 or more 0.08*** 0.03 0.27
Wealth index
Poorest (ref) 1
Poorer 042%* 0.24 0.74
Middle 043** 0.25 0.72
Richer 0.30%** 0.18 0.50
Richest 0.19%** 0.11 034
ANC visits
No visits (ref) 1
One visit 0.27%* 0.12 0.62
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Table 4 (continued)

Variable Adjusted 95% Confidence interval
odds ratio
(AOR) Lower bound Upper bound
Two visits 0.29** 0.13 0.64
Three visits 0.18%** 0.08 0.39
Four visits 0.17%%* 0.07 037
Five or more visits 0.10%%* 0.04 0.21
Distance to health facilities
Big problem (ref) 1
Not a big problem 0.97 0.74 1.26
Read newspaper
Less than once a 1
week (ref.)
At least once aweek  0.88 0.55 140
Almost everyday 0.29% 0.11 0.78
Watch TV
Less than once a 1
week (ref.)
Atleastonce aweek  0.95 0.57 1.60
Almost everyday 0.84 0.60 1.16
No. of children
0 (ref) 1
1 1.80 0.55 591
2 264 0.80 875
3 3.55% 1.03 12.28
4 5.74* 149 22.03
5 494 0.89 27.44
6 or more 15.15% 135 169.92

*p<0.05, ** p<0.01, *** p<0.001

However, the number of children before the current
delivery was found to be a significant factor that influ-
ences home delivery, with a higher number of children
before the current delivery showing a higher likelihood
of delivering at home, in this study. Likewise, women
who have had previous pregnancies are more secure
in their ability to deliver, so they may feel safe having a
regular delivery at home [27, 38, 41].

However, Islam and Christianity may be more reli-
giously rigid than Hinduism when it comes to child-
birth. Disparities in health care delivery may occur due
to religious affiliation, as shown in Ghana [17, 53] and
Nepal [26]. The intriguing finding of Christian women
in urban areas favoring home deliveries requires a mul-
tifaceted exploration. Examining religious doctrines and
cultural norms could unveil specific influences shaping
their choices. Furthermore, assessing healthcare acces-
sibility tailored to diverse religious needs may reveal
nuanced factors driving this trend. This comprehensive
approach would untangle the complex interaction of reli-
gious identity, cultural context, and healthcare dynamics,
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yielding a more profound understanding of the observed
association. The delivery location may have been influ-
enced by a specific and religious solid conviction [29,
30], but it cannot be claimed that this is the actual rea-
son. In contrast, research conducted in Bangladesh [52,
62, 63], Ghana [46], Kenya [30], and Ethiopia found that
women with higher levels of education had a lower likeli-
hood of giving birth at home [31, 50, 64]. Women who
have had formal education are more aware of maternal
risks and healthcare resources, thus they choose institu-
tional deliveries in order to have a safe delivery [23, 58,
61]. Additionally, households headed by a woman were
less likely than those headed by a man to deliver a child
at home, indicating that women are more apprehensive
about health-related issues during labor and prefer to
give birth in hospitals. Additionally, employed women
were more likely to give birth at home than unemployed
women, which may contradict the notion that preg-
nant women in better financial circumstances are more
likely to give birth in hospitals [32-34, 40]. However,
the autonomy and freedom to make healthcare deci-
sions may have encouraged employed women to give
birth at home [19, 35, 36, 65]. The contrasting findings,
where wealthier families exhibit lower home delivery
rates while employed women, often financially better off,
show higher rates of home deliveries, highlight a complex
interplay of factors. This apparent contradiction could
stem from nuanced dynamics influenced by cultural
norms, time constraints, and regional variations within
urban areas. Considering these intricate interactions may
help reconcile the disparity and provide a more compre-
hensive understanding of how wealth, employment, and
other contextual elements collectively shape maternal
delivery decisions. Moreover, due to experience gained
from past deliveries, some women with previous birth
records may rely on an untrained traditional birth atten-
dant for their delivery at home [19].

This study has significant implications for improv-
ing maternal and child health outcomes in urban areas.
The identification of influential factors impacting deliv-
ery place choices among urban women, including age,
education level, religion, wealth index, and ANC visits,
empowers policymakers and healthcare providers to
develop targeted interventions for better maternal and
child health. The findings align with various Sustain-
able Development Goals (SDGs) related to health, gen-
der equality, education, and decent work. Strengthening
maternal healthcare services, addressing socio-economic
disparities, promoting women’s education, and fostering
informed decision-making during pregnancy are poten-
tial avenues through which this research can support the
goals of the Bangladesh Government and enhance mater-
nal and child health in urban settings. The preference for

Page 10 of 13

home deliveries in urban areas is influenced by cultural
and social factors, such as gender norms, community
beliefs, and perceptions of childbirth. Gender inequali-
ties may limit women’s autonomy in decision-making,
while community traditions and the role of traditional
birth attendants may perpetuate the preference for
home births. Some women may perceive home deliver-
ies as safer and more private, while negative experiences
or mistrust in institutional care may discourage hospi-
tal choices. Addressing these factors requires commu-
nity engagement, awareness-raising, culturally sensitive
healthcare services, and support for women’s reproduc-
tive choices to promote safer and healthier childbirth
experiences in urban settings.

The findings of the study on determinants of home
deliveries in urban areas of Bangladesh have important
implications for rural areas and other countries. In the
context of rural areas in Bangladesh, the identified deter-
minants can offer insights into shared factors influencing
home deliveries due to similar cultural norms, limited
healthcare access, and socio-economic challenges [8,
19, 36-38]. Likewise, in other low and middle-income
countries (LMICs), the study’s findings can be compared
with relevant literature to uncover common trends and
challenges in promoting institutional deliveries [28—30].
Additionally, the study’s focus on urban areas provides
an opportunity to draw comparisons with similar set-
tings in other countries with comparable socio-economic
backgrounds, thereby enriching the understanding of
universal and context-specific factors shaping delivery
choices [17, 53]. Notably, the importance of access to
maternal healthcare facilities and the impact of socio-
economic factors, as revealed in the study, can resonate
with other regions facing similar challenges [17, 22, 26,
42, 43]. Furthermore, the study’s insights into the influ-
ence of cultural and religious factors on delivery choices,
exemplified by the higher odds of home deliveries among
Christian women, can serve as a basis for developing cul-
turally sensitive strategies to promote institutional deliv-
eries in diverse settings [27]. Conducting a systematic
literature review to compare the study findings with rel-
evant literature can strengthen the external validity of the
research and enhance its applicability in various contexts.

Limitations and future scopes

The study has some limitations due to its reliance on sec-
ondary data (BDHS 2017-18), potentially affecting data
quality and nuanced exploration. Additionally, poten-
tial biases, such as selection and information bias, may
impact the generalizability of findings. To address these
limitations, incorporating qualitative methods like inter-
views or focus groups would provide valuable context
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and deeper insights into delivery place choices among
urban women. Combining quantitative and qualitative
data could lead to more robust conclusions. The urban
focus may limit generalization to rural areas and other
countries, thus future research should include compara-
tive analyses of delivery place choices in both urban and
rural settings in Bangladesh and explore factors influenc-
ing delivery choices globally. Triangulating quantitative
data with qualitative research will enhance understand-
ing across diverse contexts. Another limitation is the lack
of sufficient data in BDHS to address potential confound-
ers, such as healthcare service quality, infrastructure
accessibility, and skilled birth attendants. This may limit
the study’s ability to fully capture their impact on home
deliveries in urban areas, warranting cautious interpreta-
tion of findings. To overcome the limitation of cross-sec-
tional data, referencing data from multiple time points,
particularly through longitudinal studies, is crucial.
Longitudinal data allows for better analysis of temporal
patterns and impacts of interventions, leading to more
informed policymaking and a deeper understanding of
developments over time.

Based on the research findings, specific interventions
and policy recommendations include improving access
to quality healthcare facilities, strengthening maternal
health services, addressing socio-economic disparities,
increasing awareness and education, involving skilled
birth attendants, collaborating with religious and com-
munity leaders, implementing conditional cash transfer
programs, and conducting regular monitoring and evalu-
ation. Longitudinal research is essential to track interven-
tion effectiveness over time and inform evidence-based
decision-making. These efforts aim to promote insti-
tutional deliveries and enhance maternal healthcare in
urban areas of Bangladesh.

Conclusion

This study used BDHS 2017-18 data to identify several
significant factors that influence urban women’s deliv-
ery places, including age, division, religion, women’s
education level, employment status, household head’s
sex, parity, ANC visits, wealth index, daily newspaper
reading, and the previous number of children prior to
latest delivery. In conclusion, this study reveals diverse
factors influencing delivery location choices among
urban women in Bangladesh. Despite the availability
of healthcare facilities, a significant number still prefer
home deliveries. These factors include regional divi-
sions, religion, family size, employment, age, education,
household roles, parity, and access to information. To
improve maternal health outcomes, policymakers and
healthcare providers must address this complexity and
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develop targeted strategies. Efforts should focus on
promoting antenatal care utilization and empowering
women through maternal care education and economic
opportunities. By understanding the drivers behind
home deliveries and identifying vulnerable groups,
interventions can prioritize maternal and infant
well-being. Initiatives promoting institutional deliv-
eries, safe birthing environments, and better health-
care accessibility can reduce maternal mortality and
enhance maternal health in urban areas. In essence, a
multi-dimensional approach involving collaboration
between policymakers, healthcare professionals, com-
munity leaders, and women themselves is essential to
ensure safer and informed delivery choices for urban
women in Bangladesh, advancing maternal and child
health while fostering healthier communities.
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