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CHAPTER Q\F

N R § {L\UiZ L VI
In most developing countries, public health programmes have
succeeded in producing tremendous decline: nfant/child
moitalitv but without a commensurate decline in i-L, . Th
resulting wide ~du bety icl tillty and mortality Jevels has
produced an @npix (fal Gc sh idue of population growth. In
Kenya,chi Id morlali ¥- declined from about 106 per 1000 jn 1371 to
89 per 1000 in 1SB% while fer tiiity has undergone only a modest
decline from a TFR &3 7.7 in 1031 I1KCPS,1381) to a TFR of B.7 in
1989 (KDHS, 1989).
eAccording to demographic transition theory, the process of
economic development first pro...ces a decline in mortality which
is then followed by a decline in fertility. Fertility 1is hioh
traditional societies and low in modern societies. In between
there 1is demographic transition.
Kenya as one of the developing countries has experienced a high

rate of population growth and although fertility has recently

started to decline, the amount of decline is stil.l not
significant. Fertility UHas remained at 5 high 1-.el
mortality has reached vygFy 1[I8w levels. is unde
period of very rapid pepulakion growlh before. .o

experience a decline in Tfertility suggesting that it could be



passing through the second or transitional stage of demo-graph
transi Lion.

The hypothesis that child mortality reduction could result
fertility decline may be derived directly from the fact that
demographic transition, fertility decline takes place aft

mortality decline but with a lag in timing.



1.2 STATEMENT OF THE PROBLEM.
The main probiem fo be investigated n this 0XLuLC ao 1O
determine 1f there Xs any relationship betuecu. iiilalXe/ child
mortality and TertuUl il\. Goale (1073 ) aj s tisl i~LBility
trans itic:. OwCUDE in hre V% a nm.aeidv
i) a dec:ine 1n the yrep 1> wiwo marTlied,fol :0W0d by
ii/ a deO 1liiC Hix1 tal fertilily.
He outlintO Oit Wii00. cOluitioi.y fdecessary f0r fert.il Ity to
decl ine as .

i.) accc. jjcdiice ot <xlwvuaat.ed choi.ce as a v«ixld elOrncut in
marital feitilityv ,

ii) the perception of advantages from reduced fertility, and

iii ) knowledge arid mat. >er\ o. effective techniques uf control

Although variables such as education, income distribution,
urbanization, mass media. use and infant/child mortality arc
thought to affect fertility transition, it .is not known to what

degree or in what combination these factors of modernization are

required to trigger- a Tfad i1 in fertility. Despite extensive
socioeconomic development fertility iIn most Sub- Saharan African
countries has remained at a high level. IL may be that both

moitality and Ffertility are affected b\ the same  forces of
modelnization, although mortality responds faster than fertility
to modernization or rt may be that moxLality decline is just one
of the conditions necessary fTor fTertility decl 1lno.Recent

research works as well as opinions of analysts and decision



makers contend that decline in mortality 1is a necessarj but not a
sufficient condition for decline in fertility ( llamed, 1388).

r-milplanning p. o=rammes iIn most developing countries ha\e

not beem very sue ful .This is not because of lack o
«Le contracep: ivc3 bulL bOca.lis msl pexsons
O a.e still vratiowdllL #olLi”aled to have larg- .amxlies
This i 10flev. ted in xl1d £lad in®s conce rnl..g de-si*ud Ily size
The a. 2d ULglWEL + childrea desired by ... tan ..... ciiL  xo A‘ypi1I
(KDHS, 1389). It is likely that most Ken;,an parents have a i< W

number of desired children because infant/child mortali

stil 1 hial

1.3 JUST1FICAT10X

due tie.. « o wx result 1n
......... at many
levels despite limited empirical suppor the hypokiesis.Thig

IS one reason wh\ it des ees careful scientific scrutin;. .
Another reason iIs t©mt unlike most other proposed fertility
reduction policifin? Yhe failu of this one to obtain the desired
fertility response would further increase population growth

rates. Most developing countries of Africa have had tremendous

increases in their rales of population growth as ™ res o i
massive declines in infant/child mortality which were
accompanied by similar declines in Ffertility. Reduction of

infant/child mortality may be an optimal condition for the
success of family planning programmes. Acceptance of famil;

planning may depend on levels of infant/child mortall!t, because



it becomes easier to convince pazonts tc prevent pregnane ics when
they have some assurance that children already born will have a
reasonable 1i_uai.ee cf sum iving to adulthood.

iii ffieofeinLion of th. importance of the subject of infant
mortality in relation to the level of fertility, the Committee
for Internal, tonal Correlation of National Research In Demography
(CICRED) held a seminar between 6th and 121h May 137° o 5himMedGve v
Thailand which was devoted exclusive 1. for this y it
International Union for the Scientific Slud; I'opul alien
(1IUSSP) also devoted a session to Lhc discus*lLon f phe effects
of infant and child mortality on fertility in 1377

Accord Lng 'o the -id Heall dM10 iLXon {iViW ,AHQ 1Y, el

contribute an af chi Id deaths to tutdJ mortali 1\ pei d dLI" alAhHU#E

countries iii Arric_ whe .e mortali ty is ..corded 10 be the highest
among the Uc vGlupj. Ic5—*-Cdilb, Is <close to fifty percent. The
World Population Plan of Action has noted the penitential

relationship between infant and child mortality and fertility
when it declared that ‘*sustained reduction In fertil.itj has
generally been preceded Lv reductions 1in mortality . Although this
relationship s complex, mortality reduction ia a
prerequisite to a decline 1ia fertility."”

Even on a regional basis, as is evident from th. KDIIS 1333
data,those provinces which have the highest fez:ilit- alsc have

the highest infant and childhood mortality rates:



Table

Province Mean number of
mo i-lall.t, childra: ever born CED)
Nyanza 118.5 7.9
Western 132.3
Coast 1u0 *u 7.3
Nairobi ouii 1.9
Central

1.4 LITER."KTURE REVIEW

Pebley, Delgado and Brinemann (1979 ) studied indryidu.al lovc.i
behavioral *TPgrip P infant/oh.ild P or;*l:
desires in WO dIGas of Guatem- l- rhvj assuincc Limt oilii0r
personal experience vith child mortality Rf pc* LIVl of 4ille
mortality condition i 110 cou] y would affect feitili tv
desires. However, t - LC. assumption about accurate
perception of mortalit ;onditiu;.s, has been challenged by Hear
and Wu (1975). They a]-. -s.;ino ¢ hat fertilit decisi on;

and Ha\ § q ali.ativeiy different at differont

stages in life. Hemwe a separate analysis is performed for each
parity group womem with CC-2 chi 1dren, 3-1 childreh and o+
children.Using logit analysis,thej jovind uhat personal GxperiGncc:

with the death of ones own children and ones siblings has an



effect oil additional children desired but these influences are

manifested at different life stages as represented by parity

levels whereas perceived child survival chances rav c
lueiice on whether or not a woman desir

child:en ®XyY sai 11\ .

(1971; has investigatec the extent to wW:ich mortality

fluences fertility line . Using a mathematical
concludes that. the 1 percentage change resulting
fi-oin a given change in mortality is smaller than or - .\l to
but cannot exceed 00% of the corresponding change in
mortality .This means that population will continue t. _,rou even
if a reduction in mortality produces the manimrr. _.ossible

reduction in TfTertility.

A  common analytical method employed in several studies has
been to examine cumulati vs fTertility of women with and without
child mortality experience. The average number of ever born
children according to age of the mother and the number of
previous child deaths is TfTound to be greater the greater the
number of child deaths. However the positive relation observed
could be due to a change in mortality causing a change 1in
fertility as well as a change in fertility causing a change in
mortality (the reverse effect ). Secondly the effect could be
biological rather than behavioral since the death of an infant
shortens the birth intervals and makes it possible to fit in more
felrths into a given period of time. The possible causal direction

and mechanisms involved are particularly difficult to determine



at the aggregate level. Ansie5 Coale (1973 ! notes how Knodel hat
found instances in Germany whereby when declines in infant
mortalitj are compared with declines in fertility, province b\
province, in about half of the provmces the decline in fertility
preceded the decline in infant mortality. 'So it is an o,

question which trend 1is the cause and which trend the effect or

whether 1indeed it is not. an instance of common causes of both
trends”

John Knodel 119701 attempts to separate the four different
effects oj infant/child mortality on fertility. They are the
i) physiological effects” of shortening birth inter vals from one
birth to the next birth.
ii) child replacement effects
iil) insurance effects and
iv) societal effects.
The first w0 déxnd on a COliplGEk experience with infant
mortality . The last three are also ternr
Replacement effects imply that co"uples
replacing o:- oic youu.j, untiX they reach some number of
surviving progeny which they consid4er sufficient. Insuiance
effects assume that couples have an accurate perception of
mortality trends in the community independent of their own
experience and aocerulLugly adjust their fTertility upwards 1in
anticipation of possible future child deaths thus ingoing the
survival of at least the minimum number of offspring considered

sufficient. It has been found that while birth intervals are



shortened m communities which practice Dbreastfc-ediiic the;, arc
also shortened following the death of an infant in communities in
which breastfeeding is known to be limited,suggesting that apart
from the physiological effect of infant mortality other effects
are also operating. The existence of '"child replacement™ effects
is revealed in a s”sd\ ~_.~cL examines p 111y progression ..alios*
A table is made showing the proportion of wcmo;i th parity n
confinements who progress to parity n+l confinements according to
the fate of their children. It rs found that women exper iencing
infant deaths arc more likely to continue childbearing than women
who do not experience any child deaths.

According to Retherford "1975), the. decline in infant/child
mortality increases parents demanded number of surviving children
aged x. rhis 1is because reduction of child mortality reduces the
cost for the average fTamily for producing an additional surviving
ohild, say to age fifteen. Tire change 1in Tfamily fertility due a

the increase in the demanded number of surviving children may be

termed the "demand effect"” of “child mortality reduction on
fertility.But when the mortality declines, fewer births are
needed to achieve the new demanded number of suiviving dren .
This offsetting effect .Is termed the “replacement effec IM of
child mortality on fertility . The 1 onsistency o, L ier
studies on the influence of child mart y on fertilx » «t the
individual level has been due to tliei Pailing to take 1llLo

account these offsetting "demand effects'.

Empirical studies of aggregate data have proved rathe.



inconsistenlL, revealing positive relationshi ps b0 tW00J
infant/child mortal itj and fertility in some case -n
others. In stydying replacement effects (the behaviofixl x0s ons0
resulting in additional births to make up for actual [ 2978 e

that some deliberate feililitn control js practiced
it Is assumed

to cease childbearing after a taining the number

causing coupl
*#hlloxedl <im, aallle In sludi iie piologleal effeots

of surviving

ssumed that no contraception 1is used. The problems
it is also a

encountered in some micro-level studies is pos SiLlt due to
researchers trying to Opiseeement effO cts in the lidLu1ldd
fertility setting or bl10lXracCai. sfitlkcts in cOntrcicOljt iii

societies (Homed,1378j
Rutste™n and Medina !10. o) found no relationship between cr ude
|]birth rates and crude death rates in a study of the effect of
[infant/chird moi i.aluv on lertrrity using data 1.cu 11 Latin
American countries. They found a small positive relationship for
Isome countries but failed to establish a relationship for others
when using aggregate data. Results shov. that in only two of the
four rural-semi-urban areas studied does there exist an 1increase
n the probability of haring an additional birth(parity
rogression ratio, PRR) with increasing experience of child
ortality. The 1increase in PRR 1is however small and do not occur
at all parity levels. They conclude that any additional fertility
is much less than what is necessary for the replacement of
children who have died. However, although aggregate data are

[notoriously unreliable, even micro-level data arc not all

10



consistent. Schultz and Dalanzo (1970) demonstrated a biologica!
effect while Chowdhury, Khan and Chen (1978) found no signifiou.v
behavioral effect. Heer and Wu ;1978 ) provide support Tfor th.
operation of community effects but find little evidence foj
fertility behavior Dbeing influenced by perceptions of chili
survival. They attribute this to the lack of a good measure o:
perceived child sumi \ul.

and Cheti (1975)in a study on the ai ma—E tlire
required between suecessive 1i\0 births f 1lowllig aii x
according to parity ant]l PpCceevious child death experi
that the magnitude of the behavioral effects due to child
mortal itj is negligible compared to biological effects. Women at
the same parity level but. with fewer living children obviously
have experienced higher child mortality than their counterparts
with more living children. When intervals with infant deaths
(biological effects) are excluded, no difference was observed in
mean birth intervals between women with varying numbers of living
children implying that there are no behavioral effects due to
child deaths.

Mohy Edden Hamed (1988) using 1inicro-le\el data for Eg;-pi and
multiple classification analysis established the existence of
both replacement and insurance effects of infant and child
mortality on fertility. In the literature by Knodel, Retherford,
Rutstein and Medica, Chowdhury, Khan and Chen, Schultz and
Pavanzo as well as Heer and Wu, the dependent variable was

fertility as measured by various indicators such as children ever



born, birth intervals, subsequent fertility following child
deaths, and so on. 1lhe choice of the dependent variable e-oems to
affect i.he results of the study. In later studies such as those
Ox 1i1eblej , Delgado and Brmen.arui and Mohy Edden hanted, the
dependent "variable was the desire for more children or simply
desired family size. 1ne choice of fertility desires as the
dependent variable effectively controls for the physiological
effect of breastfceding (Pebley ,1979). Most empirical evidence
suggest iMiax. Fertility reduction will be smaller 1in magnitude
than the corresponding decline in mortality” (Preston ,127') . 11,
reason is that most women are unable or unmotivated tc net upon
their desires to replace a deceased child by another live birth
because of sub-fecundity,loss of a husband or other 1intervening
reproductive obslacles.hence additional number cf children
desired is found to be me. responsive to variations in child
mortality than in tun] ftrtillty . -hen studying the effects cf
infant/child mortality i fertility using the 3YGrage number cf
ses number of pMO\10US Clii
d do.elLiib v_ill shorten birth

result in higher fertility but the higher fertility will also
cause more children to die. We control for this reverse effect of
fertility on mortality by* studying individual level data instead

&88regate data (Lhowdhury, Khan and Chen 1975,page 153).

As already noted, biological effects of shortening birth
intervals, are best observed in natural fertility settings, that

is, where no birth control is practiced. On the other hand



behavioral effects of replacement and insurance are best
observed 1in contracepting societies.

de Guzman (1986)has found support  for the replacement
hypothesis in his study of the effect of infant/child mortality
on fertility using parity progression ratios.

1.5 OBJECTIVES

The ultimate objective of this study is to provide policy
makers and programme administrators with useful information on
the significance of infant/child mortality reduction as a
fertility reduction policy.

The fTamily size preference is on average comparatively high
and contraceptive prevalence low because parents are rationally
motivated to have many children.The mean ideal TfTamil, size for
all women 1is about four according to the Kenya Demographic and
Health Survey,KDHS 1983. The percentage of currently married
women who use any contraceptive method is 26.3. The reason 1is
perhaps because of child loss experience among the Tfamilies
concerned which give iise to insurance (hoarding) effects as well
as replacement effects of infant/child mortality. |If tins is true
then reduction of infant/child mortality is likely to reduce the
average number of children desired and increase motivation for
acceptance of family planning services.

The immediate objectives are to conduct a study based on the
KDHS 1989 data to determine;

i) the relationship between additional children desired and child

loss experience.

13



i1 ) the role of socio-economic variables such as education and
rural-urban residence in shaping Tfertility preference amor:.,
Kenyan fTamilies.
1.6 THEORETICAL FRAMEWORK
Demographic, environmental, cultural and socio =e=economic
factors are likely to affect the fertility desires of any given
society.

i TOXCiiPTUAL HYPOTHESIS .

The paths through which child mortality may 1 Flu<
fertility originate with three sources of experience on.
direct personal experience, indirect personal experte
societal experience. Direct personal experience involve the death
of ones own children or ones siblings. Indirect personal
experience involves knowledge of child deaths o- pr.eeption of
infant/chi Id mortality level iIn the community, that is, among
other family members, friends, neighbors and the public. Societal
experience refers to the experience of child mortality in the
past which has now teen incorporated 1into the socio- iltural
structure. It influences norms on specific aspects of fertility
such as age at. marriage, behavior on social relati .us within
marriage, use of fTertility control and family sire goals. There
is a long time lag between changes in community lexels of
infant/child mortality and changes in these norms.

As we have seen, direct personal experience is the one with
the greatest impact on fTertility. It influences fertility through

biological effects and through fertility preferences,

14



In this study we shall examine the effects of direct personal
experience as well as indirect personal experience of
infant/child mortality on fertility desires. Biological effects
only affect fertility and not fertility desires. Hence they are
effectively controlled for when studying Tfertility desires.
Additional number of children desired will acl as a;, indicator
for the operation of both replacement and insurance effects.

A modified conceptual hypothesis lor this -,ri; would

therefore look like, this:

15



1.8 OPERATIONAL HYPOTHESES.

1. Child loss experience increases the additional r.umbo. of

children desired.

2. Number of living children 1is negatively associated with the
additional number of children desired.

3. Number of living children is negativ ly .... vrated \ ¢th the

level of contraceptive use.

4. Contraceptive use should diminish with child

experi cr.ce .
5. The higher the level of women’s oducution/litc-aeg the low”?
the level cf infant/chi 10 mor iMill.\ «

The higher the leel of i1xUmilicaLl01f the lower the desired

numbti of udit. onar children

The yXdy0 wi icsxciciice vthat is rural/urban: is associated
with infant/c .iXtu ® xuwullL\. Those who live in urban centres
should iisive +« lower lovcx of infant/child moxtalrt~ illan

those who live 1in rural areas.

1.9 VARIABLES.

The following are the dependent variables
i) additional number of children desired
ii) contraceptive use

The following arc the independent variables
i) child loss experience
ii) number of living children

iii) education/literacy

16



iv) rural/urban residence
v) age at first marriage.

1.10 OPERATIONAL DEFINITION® OF THIihMS.

Child loss experience.

This refers to the number of .m.-s s
died.

Addit.onal_number of -—-h"ldr°Cr W.:_j;.d,

This is the response obtained from LIlxe yUestior “Hov. -n . mu
children ether fekan those ones ;or ai. e.,uy have woul . ,cu like to
have?"

Fertility desires.
refe.S Thiker to the additional iriidkcr ¢f od Horca
or sinip y the aiiswei (yes/no ) to the c[w s hie; - "'A0lixCl AO It
have any more cu .iJrsn?

Level of conitirace a ore use

This refers u the percentage uumh, . of respondents who were
found to have ever used any cor tracepLi\e method

The level of women’—= oJucati,n

This is dichotoi rsed In the KDHS dat:

primary incomplete; primary complete ; secondai m and higher .
The Ilevel of orb.,;iiration .

This is the pcreortar_ the xspordc:.ts A4Cius m t Wan

teentres. The variable takes only two values namely rural or urban

residence



n

A £e Nt m-Lr S ir.cil 1 ..1i,
i 00ni xoted years OP ab s
itc maricdl Uiiion.

JHALITY -

The dat, this Stud MV ¥ from The MMM
tt  Survey X gn Y. wds 8.
obd urve\ ©S 1 o.ered 9 o C3 &h&
co\6red a sani'= pi 81 i OT InLiried women

aged 1o 10 jears fro §l @r the 1 vUiswJiCts. The #t Voy IBd
three guestionnaires: a eeehold schedu a woman
-questionnaire; and & i ik G-gstionaaire. Sc  in addition to
the women, 1116 hu Jd,i&S K61v diSo intern iewod.

Possible sources of er;or in siinai < ™ tire reporting of

sonio iiice §0  OHXtL_u comp 10tel,. 4ue tc ecither
GiLciX bclacfo iliat children who die before th
attain any social importance need not b itcncl, .

2.2 SCOPE AND LIMITATIONS.

This study is aimed at -sing the national sample to stud., the
relationship between 1iijfant/child mortality and fertility desires
at the individual(or family) level.

The most serious limiting factor In this study is time. To do a
thorough study of this _..u, iInteresting topic would require some
primary data at least to supplement the secondary data. Variables
such, as fertility desires were not available 1in the KDHS data in

terms of the additional number of children desired but .ather iIn

terms of whether a woman desires additional ..ildion or not

18



niciking 11 dxiticul 1 "o use regression ctné&lysis (see foXx eXcimplo
Pebley, Delgado and Brinemann,1973).

It wgs jnJ yoas iblc to obtain cross~ tabul; or tk<

variables at a time from the computer. It W &Y Nave oeen -nore

informald ve to have <cross-tabulations living more tNa&v Ji
variables at a time. Other variables suel the pelctpton
mortali_j conditioa ive community are net available in tie

KDHS. This means that the study could only be focussed in the
manner dictated by the aaai;al 1™ d< a n any other way.
The behavioral effsct of chila moitality is based on the
assumption that boll. wcmOii ®©IHO have had a child n_-llality
experience as well as these who hav® ot had any chiid morta“lity

experience may insure " or "hoa-f&" N, .. children in anticipation
of possible future losses depending on their perception of child
mortality conditions in the community.
2.3 METHODOLOGY

Simple statist;, cal measures such as mean, mode and media:; and

percentage distributions are used. The analysis 11 -..th

gualitativee and Quantitalivs iIn mturs .

19



Table 2.
[Tre percentage distribution of wcnuni by number of sons who have died and
jdesire for more children and other <. io-economic variables.

|ISesire/socio— Soilb Wht KN\ c died
economic
variables 0 1 “r TOTAL
[
Wants no more 37.2 7.3 2.8
(169b) i3b1j (128)
wants more 41.2 0.5 1.7
(30G9) (260, 186) nv00
Ideal no.
133 23.5 it o. 1l
(798) (981 v10)
3 11.8 0.8 u. 1
@G0 (5 ilu)
4 34.4 45 1.
(2357) {306/ 381 1Jdb
5+ 23.8 4.3 1.7

(1633) (ooi  (133)

Ever used
contraceptives 32.7 i/ .2
(224D  Wij) ®1)
Never used 52.0 07 Y]
(3567) i457 1 1186) b-u6
No education 17.0 4.7 1
(1164) ikg-di \163/
Primary incompl. 21.8 0.1 g
(1494) (239) (%)
Primary complete 24.6 2.0 0.2
(1689) (13b) LR
Secondary plus 21.2 1.1 0.1
(1455) (76) \& i Lrf_ju
,Rural residence 60.6 9.2 34
(4157) Q@o Ti QJI7w
| Urban residence 24.1 _»i 9.5
(1654) @ i3i (€9)) 685D

[Note: The results for the mosire lei“iilOii citiluren excludes these who werg.

. undecided and those declared inferarid. For ideal number of children tho™g.

:who gave non-numeric answet*s wei e £XC uded. for education, those who dkLyvo-t
, state their level of education are e\villk;d.



Table 3

The percentage distribution ot women

desire for children and other socio-economic variables.

Desire/socio-
economic
variables

wants no more

wants more

Ideal
3

no.

3

4

5+
Ever used
contraceptives

1 Never used

No Education
Primary incompl.
, Primary compl.

Secondary +

Rural residence

Urban residence

Note: The results for desire foi
undecided and those declared
those who gave non-numeric

38.3
(1741)

37.1
(1686)

11.6
(795)
11.8
(818)
35.5
(2431)
24.3
(1671)

33.3
(2285)
52.9
(3629)

17.4
(1191)
22.2
(1523)
25.1
(1719)
21.5

(1473)

24.4
(1676)
61.8

(4237)

who aild not, state their

DuU ghiters who have died

1 2t 10 1AL
/% -
WiJu/ i121)

v hi
\B8Jb) (GoX
0.d u. 1

@3i an
0.8 0.1

(52) (10)
8.8 u.j

262) V1li

hi 16

81i ;I21)

il 1.0
/A i Qi

b _'[ °) m

“@wU} 1156 1

i.5 —»1

i8li) (118
3.3 9

21) @®o)
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2.4 DATA ANALYSIS AND FINDINGS.

The results of table 2 and il XX s e€ire for moie children
by child loss experience are contrary to what is <specled.
According to our hypothesis, addi tional number of children
desired should increase with hild loss c.".perionce . But the
results show that more women with one child Iloss experience do
not want any more children and similarly more women with two or
more child loss experience do not want any additional children. A
possible explanation is that those women with hi Id loss
experience also have a large number of living children and so
they do not desire more children.

:had no _hlid loss experience, the meJiau of

childien desircd is four. Thu m. di..n remains

at four for women who have had chrid 1l.os eupei ionec. Cut the
median number of children dosi y women with two _r mcr
loss experience 1is in 5+ draup-. ijhis moans that the average

number®™ of children desired increases wit] child loss enperier.
Those who ever ysed any contraceptive method shoul. ifiknign
with child loss , -pci one pe* our i;pothesi ... Thi t\wiC
what is shown by thie Fesults of table 2 .ad Y The number of
women who never used ahy cohtracepoi e method 1s _j_€ater than
those who used any c.nt.acoptUe method and th the case at
all levels of child -=& -Xpeirence. The percente ¢ of those who
never used any cent dceptrve method drops sharply from slightly
over 30% for women th no cnlLld loss c-xperience le about 1% For

women with one child less experience.
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the le-vel of educCatlullj tRe f3ueY ™u Jevel of
er Laiity . see Prom table ° dik & bat ¥he number
have not d ar child 1cj s c.werxoncc ...c.eases
will, the le\el _r education upts primal, complete then declines
slightly. The number of women who have hud one child loss
ses with the 1lecel P eliica .. Less educated

kely tc 1d\0 dl 103
The same i for women %05 two more child loss

experience

to iInterp.ct results couee.mng rural/urban residence
having m mind, the nature of rura2/.urban population distribution
.in Kenya "bout o . perefsx% $F Kenyans lived in the rural
areas and pi.ly twenty percent iii the 3114 Ires in 1389. The
results the .c fors ind i .hat the level of infant/child
mortality in wurban +tr.lres is cnly" 0'? lower than in the
rural are.as because Mw pe 1lages of urban residents who have
had one child loss experience should be much lowr than the> are
compared to the percentages of rural residents who have had one
child loss experience. However ,the result coneernmg
rural/urban residence in the case of 24-chil4 joss experience
confirm hypolliles as can be seeir from table 1 and 2. Those

who live @In uiba; centres have a lower- level of infant/child

mortality th.m thes, Wl  _jme n ohe rural areas.



[Table 4 : The percentage distribution of women b- number oi
children and desire fox more children and other
socio-economic Vvariables.

Desire/socio- Nuruber of living children
economic
variables. 0-1 i mi-5 o~/ 8-11
wants more 153 i7.3 78 2.2 0.5
702) i3i; /Y7 02 QO0)
wants no more 0.8 8.5 13.9 iJ./ 10.7
(€2)) \38b) ib3G) 622) (ibo)
Jideal no.
<3 7.3 —.i 19 0J o. i
(498) 1 Li; 1108) 100 ; (28i
3 6.8 3.1 1.2 1.0 0.2
(465) 1236 i @ ,09) 22)
4 154 10 7.0 1.0 2.9
(1 @i ®8 ij >1(/; i334 i (197)
5+ 6.1 1.6 7.0 5.8 3.0
433) @i, ijio) 110a) 223)
ever used a
contraceptive 8.3 iu.3 j-- O. 1 14
(564) i1719i ®12) 11i9) (299)

never used a
;contraceptive 28.8 il J.i 0.9 i -8
(1978) @2/ ®31j 1178) @87)

living

12+

0.0
@

0.4
C2))

0.1

@)
0.1
i16)

0.1
a3

0.1
)

Note: The results for the % *na Ida more <niidi en <xciudes those who wer&
unsure ana those who were dec.area inr'ocund. i t ideal number of chiidi&n

those who gave non-numeric responses are included.



We can see from. ible that more @ K f the women

interviewed who had 1633 than five 11 -dren wanted more
children. As Q... LHCU'Sa3do ShN\O1d =isxi L <56 oX Hie?
women inteiviowed viaiiL *yuit t& rjpuyt ucl'Ci O 1

negativelj  cOlrelatdd sill- desire fo AeaXLioii3l diii adroll* The
greater the -ug children a higsj Mie n os she
is likel w U s. 10 @dduOOlicli CHi XdI Ox*

aw-lp sl Witeil of Jya jithe number of :hose who have

fiver used a2$8 Ixclaodpll \@ method aild those who aave 2Zevel used

y centrace.. . .vi  sounon g1t ailpl x*inately <jqual! As paii ty
inc leases .ghe aumbci w;iu never used any contraceptive
method ouuliiu d 1iij uXSh wid ua, twc_ used any
con Lracep txvo me Lkod should iiieicase. But this ;0 the case
implying that othc: T - r i fant/child
mortalitv as» b _gy=yalith, Lo UTbwQuil wowe 1 rl isiitg any

contracepLl-, e method.

A g eaver nuinbe: oOF Wobi.ida WV dixus @-1 Q 3 preferred four
children as ée\l*l numbei . For pai xLicb te,, end mo ik
respondents pi- Bl number of dif%uren . Tiiis shows that <oHell
with ds,e i* nuflicel “lgi 6r lax*ger family size.

ents are :iorms tdilutidx 1l

want. Cn  the other hand ;%
<UL ifli 1UC'teed not to Staey
ii.-l . wVu.oO the rationalizatlo~

effeet )

to



CHAPTER THREE,

3.1 SUMMARY AXD COXCLUS10XS.

Re lici-t seen .nan parity appeal _ to have no significant effect

tn conha@@plllve USy.. We have alse seen that the fact that women
arger famjld olGE tend to

inod in gne of tw- ways. Either they were rational in

Jdchousing the number of children or they were forced by conditions

outside their control but latei justified that, situation by not

statjn. small et~ desires than what t.hej already had.lf the latter

was trUG tlien iL .cdsL they would be expected to have a hi gher

llevel of GG,stl vcepti.c Udc. But since parity als appi.drs to ha\"e

Ilittl. ctfeel on ccixtracepti \e .Sti5 vo oUdo s$e tliL pdi L ¥LS were

Irati....d_ in choosing a lai Liilcox i t&f4d -ali» xa— wlllV Gas is
for this behavior 1is likalv t Gu. LnC Ujdtitciol _merit
and "insurance" effects of higi Jorfiai/wtiiE weie rmo .ig

certain parents.

-iccoidrrig to Preston (19 .0), Lire rnvoluatarj biological
effect whereby birth intervals are shor tened TfTollowing a child
death rthe principal contributing factor in increasing
fertility. However, it is clearly impossible for fTertility to
make a Ffally-compensating response to variations in mortality.The
ireason is that even if , they die, children cannot be replaced
instantaneously. Hence a reduction in mortality can only produce
a maximum of 50% of the corresponding reduction in fertility.

Other factors also operate to make the reduction in fertility
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less than it would otherwise be. 1llie choice ef fertility desires
rather than Tfertility itself as the dependent variable eliminates
these confounding influences.

This study has established that there is a positive
correlation between infant/child mortality and futility desires.
Infant/child mortality is also found to be peoitiid>
correlated with contraceptive use. The level of education as sell
as urban residence aro aegatlV6ly cQIi"Ldacf£ Wit - -iea f
mortality. Therefore, the level of GUUCciLion anh WCc-11 US urban
residence should be negalL-vely OZXvawvew v 11 ixutility do

However, there 1is need to be iu iouo i» mcXd.ia® coiiciusiolls
because of the ocassional inco-ns istenc ies in findings. [In the
case where additional number of children desired was Tfound to
decrease instead of increasing with child los., expericr. ,it 1is
necessary to perform a more rl, orouu ..iahem«.ticar analysis in
order to discover the direction of ¢he relationship.

3.2 RECQMMEXHATION 3.

Although further research is catd ,a thts xita of study ,
it is already evident that the; is a positive carrolation
between infant/child mortality ana fertii ity hence redueing
infant/child mortality is likely -0 reduce fe. tili; des .res
which in turn will reduce- f-rtiliL\ Liii ifit rtxseti je .cl of
contraceptive use. The . 1lua, oti of iiiyoluitar\ biviogi8Bd

effects of infant/child mortal vwp <uk LIl ¥ ¥X&Csme .t and

insurance effects will deflui; roduce a iNiiiitaiil.. effect

mreducing fertility. As a f . hi: 10 XGfl Wiig\ it.dinLion of



infant/chixd mot i must bo pursued ,n cu-mbiifuji with other
general socio-economic dever opment strategies such us fu* Lhering

women s education, iaisrug income levels and income distribution

. 1 . .
and so Oil. WCHct. ~s e dUCa jon will first affeet JJ1OPOil jons
ied b : > 41 . . . S e
marrie y rai. si ie age at first mar r Xid" and tiie.i liigher
standards of li ving will reduce marltal fe y giveii that low

ilnfant/child mot lalii, a/id e1lci eoiitiri. s are satisfled .
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