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ABSTRACT

This study attempted to examine the effects of some
socio-economic factors on infant and child mortality at
micro-level in Tanzania. It 1is based on the data on 2338
household members collected through a retrospective sample
survey, which was carried out in Dodoma region-in both
rural and urban districts between May and August, 1991;

The study was prompted by the fact that Tanzania has
been largely receiving medical and health facilities/
services from foreign donors but still has high CMR and
IMR. Thus, the main objective of the study was to
establish the relatioship between some socio-economic
factors on infant and child mortality in the region. Of-
the Socio-economic factors whose effects on child mortalityl
were assessed were: Residence, 1level of education
especially of the mother, average household income level,
availability and accessibility to clean and safe water,
toilet and housing conditions, availability and
accessibility to medical facilities/services and mothers'

nature of employment,

The results revealed that rural setting on average had .

higher mortality incidences for their children than the

urban setting partially because of lower proportion of

educated mothers in the area as compared to the urban
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district apart from other better social services that are
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not fouﬁd. in the rural settiﬁg. Furthermore, mothers
education seemed to have inverse relationship with child
mortality and was highly significant at 5% level in the
rural district. Low household income level in both
residential settings was found to be associated with high
child mortality. The effects of availability of medicine
at the hospital on infant and child mortality was not
determined because Chi-Square Statistic failed to show any
association between the variable and MORT(a variable used
to measure mortality risks for children). Mothers' nature
of occupation was also found to be associated with child
mortality. Mothers employed in good paying jobs in offices
together with full time housewives were found to be
associated with 1low child mortality risks for their
children when compared to farmers or lowly paid wage
earners. Again, families that used water from either pond,
stream or wells had on average higher frequent deaths for
their children than those families that relied on piped

¥

water.




in Dodoma region where so far no similar study had bésn

conducted. The researcher had anticipated combined effects

T ymy e [ fo 3 o~ Yy B I D
intended to investigate. Thus, he thought that apart frorw

using only univariate results; bivariate results obtained
through cross-tabulations, as well as utilization of
multiple regression analysis would make %the results noras

objective. Among the independent variables looked into ara:
(i)Parental zducation: Higher levels of parental
educatiocn may be expected to be associated withxlower
Infant and Child Mortality. Exposure to di;eases may
be reduced by better hygienic practices and other
behaviour; disease resistance may be increased by
better nutrition (though countered by possible
reductions 1in breastfeeding) and greater use of
immunizations; and severity in child diseases may be
reduced by appropriate use of curative or palliative
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measures (Hill,1989). If household inconme
adequately controlled for, we should probably expect

mother's education to be relatively more important
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are almost wuniversally higher. However, Dbetter

economic conditions may not always imply better healt:
(Hi111,1989). Disease transmission rates may be higher
as a result of higher population density ,in urban
settings, and also nutrition may be worse as a result
0of shorter breastfeeding (for employed urban women)
and reliance on market purchace rather than
subsistence production (in rural setting), and a
poorly run water system may be harzadous (due to
industrial pollution) than a rural well. In any way,
access to health services and the quality of such
services, will generally be superior in urban rather

than rural areas. On a bivariate basis, we would
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‘services(Hill,1989).

the 1living conditions ares unfavourable  these

activities can be fairly exhausting and have an
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the development of the Infant and

the Child.

The effect of the mothers' involvement in renumerative

on the child's survival depends on the social

conditions in which her activity takes place. If the whole

family has to work in order to ensure its survival (as in

less

developed agricultural economies) or if the mother is

forced to work owing to the inadequate income of the

household head or because she has no other source of

*

maintenance, there is likely to be deterioration in the
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health of the child. Additional risk factors are the

_ygpsgngeypﬁﬂgpher‘familywmembers who could take. care-of the

child and the fact that work outside the home makes it
difficult for the mother to continue breast-feeding. It is
also probable that such women will be employed in unskilled
jobs with low earnings which makes the matter even worse.
However, if both parents- father and mother are engaged in
highly paying occupations, there will be better chances fqr
better living cbnditions (good housing, good accessibility
to better quality health facilities/services as well as

clean and safe water etc) thus high child survival.

(v) Type of water supply: The household's water source
is expected to influence sanitation and hygienic
conditions in the household and hence to provide
channels for the influence of socio- economic factors
on child-survival(Casterline et al 1989). In
particular, lack of piped water 1is assumed to ’be
associated with mortality of babies who breastfeed
little or not at all. This is because such children
require foods mixed with water. Now, if water is
contaminated it will increase the risk of gastro-

intestinal disease.

(vi) Health services/facilities: These are found to play
a very great role in influencing Child and Infant

Mortality. However, their effect as discussed earlier

is influenced by parental education and household
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depicted in the proposed model, the following nypothesas

1.8.1 Hvpothesis one.

P
€

The lower the level of education of the mother the

5

-higher the Infant and Child Mortality.

Rationale:

If household income 1s adequately centrolled for, we

i

should probably expect mcthers'! education to be relatively
more important than father's education, since in most
societies it 1is the mother who has more immediate

involvement in child care.

Mothers with low level of education tend to stick to
traditional customs and taboos against some foods. They
usually have parochial outlook towards a sick child who

needs medical examination.
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It is expected that mother's education past primary is

hopefully favourable for child survival. This is because

highly educated mothers could easily look for advices from
well informed sources such as well trained doctors, nurses
etc. on how to improve health of themselves and their
children as well. Also, by virtue of their high education
they are positively selected in therlabour market and thus
increase household income which in turn benefits the health

of their children.

1.8.2 Hypothesis two:

The Infant and Childhood Mortality rates are inversely

related to income levels among couples or parents.

Rationale:

It is argued that income is a necessary prerequisite,
though not sufficient for health condition of a *family for

being able to afford better medicine, nutritional food etc.

It 1is expected that high Infant and Childhood
Mortality rates will be associated with women's work
status. It is expected that high Infant and Childhood
Mortality rate will be found among those households with
low income levels. Again, low infant mortality levels is
expected among households with high income levels, and/or

among those mothers with some income earning jobs.
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found amongst those women who obtain their domestic water
from less than a kilometre but from pipes, pump shallow and

protected wells.

1.8.4 Hypothesis Four:

The high Infant and Childhood Mortality rates are

associated with poor accessibility to health facilities.
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Rationale: g
Poor accessibilizy o facilities/services du=s

Infant and Child Mortality in Tanzania. Infact, studies by

Mascarenhas and Thomas (1972) found out that nc region was
actually served adeguately by the existing medical
facilities. Also, Kamuzora's (1972) study shows that the

majority of the population in Tanzania on average stay mores

than 10 kms. away from any health facility. This leads to

ant and

h

It is therefore expected that high rates of In
Child Mortality will be found in those areas with shortage
of medicines and/or poor transportation; in contrast to the
low levels which are expected where the drugs are
relatively available and where transportation is relatively

efficient.
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1.8.5 Hypothesis Five:

Nature of maternal occupation is directly related to
Infant and Child Mortality through the loss of specific

elements in a desirable child care regine.

Rationale:

Studies so far have shown that women whose economic
activities/occupation do not allow them to go along with
their children tend to underbreast-feed them. They leave

behind their children under the total care of housemaids.

It 1is therefore expected that there will be high
Infant and Childhood Mortality rates among mothers whose
occupations' compel them to stay away from their homes for
lohger periods of the day. On the other hand, low Infant
and Chidhood Mortality rates are expected amongst women who

use most of their time to care for their’ children

themselves.

1.8.6 Hypothesis Six:

The Infant and Child Mortality rates are higher in

rural setting than in urban setting.




As a result of limited time and resources, %the study
was, as indicated earlier, conducted in Dodoma region.
And also within the region only few areas were researched.
However, for fair representations, both rural and urban
areas were investigated. They included two villages from

the rural setting and five wards from the urban setting.
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1.10.4 Under-five Mortality : refers to the number of

deaths between birth and under age five.

1.10.5 Level of education: refers to formal education

categorized as
:No education (Zero education)
:Primary education (up to standard seven)
:Secondary or higher education (Form one up

to tertiary levels)
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developed and less developed countries (in particular
Tanzania). With that trend he came up with the statement

cf the problem which was preceded by the purpose of the
study, objectives of the study and the significance of the
study in the context of the nation's needs. ' Before
proposing the hypotheses for the study, the author found it
convenient to build up first the theoretical framework for
the study. The framework pinpointed interplay of about
seven independent socio-economic factors which were found
important in the study. The same variables were used to
build up relationships with mértality in the mentioned

hypotheses.




2.2 The theory and research literature specific

S

-a .
Egero and Henin,1873; Mbago, 1273; Sekatawa, 18768; Henin ==
al, 1977: Hegan 1877; and Ssmbaiwe, 1933 who
ised scome data from Cansuses and & number of dencgravhlic

represented by education. It is time that though the supply
of health facilities and services plays an imporf%nt role
in reducing mortality, efforts to improve <the health
conditions of the people may be futile if they are not

accompanied Dby improvements in the overall 1living

conditions of the people.

Preston (1980); Hennes and Aveery (1982) all concur
with the above arguments that socio-economic development is

more vital in lessening mortality prevalences than the
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Infant and Childhood Mortality rate cannot be explained by
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a single unrelated socio-economic factor(
function of an interaction of different socioc-economic
determinants. She further pointed out that thers araz

significantly strong relationship between education, water,
medicine, decision making power which influences income
distribution within the household and Infant and Child
Mortality. She further discovered that in Shinyanga, like
any other region in Tanzania, the power to make decision
within the household is in the hands of the male members of
the community. This implied that, mothers who are supposed
to take care of children do not possess resources and
decision making power for ©better child upbringing.
Consequently, this leads to high 1infant and child

mortality.




*
3
-

n Coast region-Tanzania by Xitula (1987), indicated that
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maternal age, parity, Dbirth intesrval and education of

mothers have an sffect on infant and c¢hild deaths.

However, availability of health facilities was found *to
have noc effect while duration of breastfeeding could not be

and Coast have indicated that income variations affect
child survival through the gquality and gquantity of Zocd
consumed, medical treatment, clothing and education

{Ramuzora, 1972; Mbilinvi, 1%69). However, the study Db

b

Kamuzora (1972) failed to give a clear explanation on the
influence of education factor on mortality ié Arusha
region. This was because low mortality in Kilimanjaro was
explained by a higher level of education while in the case
of Arusha the relationship was not very clear because there

the level of education is similar to that of Singida and

Mara where their mortality levels were relatively higher.
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the infant and are dead.
child mortality.

2.The infant and Levels of total housshcld
childhood mortality income per year catsgorized
rates are inversely as low ( < 50,000 Tsh.},
related to incomes medium (50,000-150,0007sh.)
ievels among couples and high (above 150,000Tsh.)

or parents.

:Distances in kms. to the

£

3.The high infant an
childhood mortality nearest available water

rates are associated source.

with poor accessibility :RAvailable water system

to safe water supply. being tap, well, river,

dams/ponds, springs,

rainwater, etc.

:Number of clinics,

4.The high infant and

childhood mortality health centres or
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........ assoclatead
with pcor accessibilize

T to the health
5. Maternal occupation is :Nature of occupations
directly related to anc =conomic activities of
infant and chilgd the mcther e.g. office !
mortality through the work, farming, petty
loss of specific business etc. whose
&
elements in a desirable nature in one way or
child care regime. ancther could influence
mothers care to her child.
6. ‘The infant and child : Numper of children dead,
mortality rates are surviving and everborn
higher in rural from women aged 15-49 in "
setting than in Urban both settings-separately.




riw

56
fluency of the natives, variations in income levels

“mﬁoruPKQPeI”groupingwof,iHCOme Tevels te.

(ii) The area in which the survey is to be done should be
the one where majority of the population is less busy.
For instance in agricultural areas the most proper

time is after the harvest period.

(iii)Léaders of the study areas should ensure that during
the time of research, frightening activities such as
levy tax are not going to overlap with the research

exercise to avoid suspicion among the respondents.

(iv) Lastly, the researcher suggests contingency fund to
cater for incentives to be given to helpers/volunteers
for translating some questions to respondents with no

education.

3.3 Analysis Procedures:

In the estimation of infant and childhood
mortality by Brass\Trussel method, the data on Children
Everborn (CEB) and Surving (CS) were used. Consequently

the following data were used:

(i) Five year age group of mothers aged 15-49.
(ii)Number of Children Everborn (CEB) for each

woman aged 15-49 (parity) denoted by P(1i).
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(iii) Number of children sd}Viving (Cs;) for each

woman aged 15-49.

From the data, multiplying factor given by P1/P2 was
calculated which was subseguently used to estimate
proportion dead as g(x)= (1-P(s)), where P(s) is the
proportion of children surviving. From that, probability
of surviving at exact age x was calculated as 1-q(x).
Thereafter an apprbpriate‘model life table was selected to
get survivorship probability which led to estimation of
infant and childhood mortality of the region. The choice of
the mortality pattern was determined as follows: Two
different sources of data on chidren everborn and children
surviving were used. These were 1967 and 1978 Censuses.
From these data estimates of .q, were obtained using the
Trussel version for different family mortality patterns.
By plotting .q, against reference date trend consistency was
checked and hence choice.of an appropriate ‘family' of
mortality pattern and the corresponding level. ‘See graphs
1, 2, 3, and 4. Details are given later. With an
appropriate family mortality pattern, time trend for ,q,

and , q, was plotted for the surveyed area of Dodoma region.

(See graph 5 Appendix 7).

Furthermore, the researcher used the regression model
which expresses childhood mortality as a linear function
of a set of explanatory variables representing individual

and contextual characteristics of the population studied.
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The model provided useful guidance in the study of

_ determinants of infant and childhood mortality. The

independent variables used in this model were: Type of
place of the residence, educational level i.e. number of
years of schooling for mothers and fathers, socio-economic
stratum (father's and mother's occupation), living
conditions such as access to portable water, health

services/facilities, and household income levels.

Even though the model Was credited for providing
useful guidance in the study of determinants of childhood
mortality, potentially important factors, acting at the
community, hoﬁsehold or individual 1levels, were not
included in the model. The form of the regression equation

used was:

Il

where M = mortality indicator
a = regression constant
bjk = regression coefficient of category j of
variable k.
X5 = Independent variable, representing category
7 of variable k.

k = total number of varibles.

M 1is a continuous variable with a mean of approximately

one, while all independent variables are categorical. In
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robabilities of dying in childhood. For each woman, an
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expectad number of children dead was calculated by
multiplying her parity by the standard proportion dead for
her exposure group. The indicator M was then calculated as
the ratic of the actual number of dead children she had

reported divided by the expescted number given her exposure

r

group. Thus, for each woman i, the mortality indicator M;

was expressed as:

a

M; = PD° i(e)/PD® i(e)
where PD° i(e) = the observed proportion of children dead

for woman i, in the exposure group e. This was obtained by

hy
Al

dividing her number of chidren dead by her total number of

live births.
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PD® i(e) = the expected pr@pcrtion of children dead
mortality conformed to the national level. The expected
proportion dead was obtained by applying in reverse the
Brass procedure for estimating probabilities of dying from

average proportions of children dead:

PD® (e) =qs (a)/K
where: g, (a) = The standard probability of dying from birth
until age a of a model life table selected to represent the
level and structure of mortality by age of the total

population studied.

K = the multiplier for converting, in the Brass
method, the proportion of children dead into probabilities
of dying. Each K is specific to an exposure group of women

and on age of the children.

The standard life tables probabilities g (a) were

calculated as follows:

The mortality levels corresponding to a "family" of UN or
Coale-Demeny model 1life tables were obtained for each
exposure group. The mortality 1level for each exposure
group was determined from the proportions of children dead
of all women in that exposure by applying the Trussel

variant of the Brass method U.N.1983). A stardard level of
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mortality, assumed to represent the level of childhood

mortality for the total population, was obtained by

averaging the estimates obtained for the various exposure
groups. The standard life table probabilities g (a) were
determined for each exposure group of the women; each
corresponded to a specific age of the children. The
expected proportions dead were calculated by dividing the

life table probabilities by the appropriate multiplier K.

NOTE: The age groups 15-19, 20-24, 25-29 and 30-34 were
used. The basic reason among others was that this minimized
the recall errors that could have frequently affected data
obtained from 'older women or women married for longer

periods of time (if we had used marrige groups) .
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interview were 2338, Out oI that 1057 (45.2%) were males
and 1281 (54.8%) females. From this sample 986 ({42.2%)

were recognized as heads of the households from whon

Q.
n
(o]
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from whom 837 (99.1%) were women. Women who were hea

the households were sither unmarried, diverced or widowad.

4.1 Residence:

Out of the sampled population, 1189 (5G.9%)
resided in Dodoma urban district while 1149 (49.1%) were
found in the Dodoma rural district. The distribution of
both sexes in the two localities is shown in table 4.1.
While urban female population constituted 51.1% of the

total female population, rural female population had 48.9%.
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them survive for the whole month. The author thinks that
there was undereporting of emploved pecpla doing axtra
activitles To sustain theilr living. Thisg could te dus o
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35.5% of the sampled women population had their water from
either ponds or wells ({open or covered). And 31.38%,
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majority being urban wome
about 17.0%, however, relied on neighbours tap. Generally,
distances to whatever source of water are quite short as

about 93.6% of the women used to walk less than Skms. to

get to the nearest possible water source.

Out of the total women (within the reproductive group)
71.9% stated that common drugs were available either at the
government hospital or mission hospital (at Chamwino). As
regards accessibility to such hospitals, 93.7% of such
women usually had to walk on foot to get there. Infact,
only 23.1% of the women stated that they had to walk more

than 5kms. Dbefore they reached the nearest health centre

65




while the majority, 61.6% used to walk less than Skns.

Conditions of roads to such 'health centres are guite

favourable all the year round.

) On certain circumstances, when medicines were not
found at the government hospitals/clinics, the majority of
the women 80.4% usually acquired such medicines for their
kids from private hospitals. The remaining, 19.6%
however, embarked on traditional medicines (majority being
rural women) becausé of either being unable to afford the

charges or their own beliefs regarding the nature of the

disease.

As regérds housing conditions in which the women
lived, 49.0% occupied block and iron sheet type of houses
the majority being urbanites, and 36.7% occupied mud with
“thatched roofs, the majority being the rural ones. 65.5% of
the women had their families monopolizing one or two rooms.
And also, of the women interviewed 51.1% owned the houses

¥

while 42.8% were merely tenants.

Furthermore, about 64.2% of the interviewed women had
either pit latrines or no latrines at all within their
households. For the case of Dodoma rural district, the
majority of such latrines were newly built and no signs of
old abandoned ones, indicating that they normally helped
thenselves in the bush. About 31.4% of the women used

toilets with either flush inside or flush outside their

66
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houses. However, a big proportion of that percentage were

the urbanites.

As main source of fuel, 47.2% of the women used
firewood, 25.0% relied on charcoal, while 3.0% had
electricity in their homes and thus used electric-gas
cookers. On the other hand, 22.4% of the women used
combination of firewood, kerosine, charcoal, electricity

and gas as their source of fuel.

As far as employed women were concerned, about 44% of
them stayed less than 5kms. from their working places. As
a consequence of that, about 76% argued that they usually
did not go to breastfeed during working hours because of
either long distances or resistances from their bosses.
This was very outstanding at DOWICO (one of the brewery
industry in the urban) where majority of lactating women
stated that their employer could only allow children to be
brought in the working place for being breastfed and not
for the women to breastfeed them at their homes during

official working hours.

67




/activities which included professional and administrative
jobs, secretarial office work, business, farming as well as

domestic chores (for housewives).

Type of occupation/ No. of women Percsntage
activities involved
1.Professional and

and administrative

jobs 114 9.3
2.Technical Jjobs 17 1.3
3.8ecretarial

cffice worl 88 6.9
4.Petty business 107 3.4
5.Farming 624 43,7
6.Domestic chores

s

(for housewives only) 242 18.9
7. Others 36 2.8
Total 1228

Thus, about 973 (76.0%) of the women in both rural
and urban districts were either purely housewives or doing

petty business or performing farming activities. The other

70
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proportion 24% were either employed doing professional and
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residence,mother’s level of education, mcther's type of
employment, housing conditions which included availability

and type of toilets, number of rooms occupied per family,

by

ain source of

-

uel for cooking, water sources etc. Though

the summaries are themselves inadeguate because they lack

it

children everborn component, still are good for comparison
basis to start with our analysis. For each of the
mentioned categories of socio-economic variables, the
author used mean values of total children dead for mothers

within the childbearing age groups. ¢

4.7.1 Child deaths and residence

Mean total children dead for rural was found to be
1.5971 while that of urban was 0.3829. And the overall
mean for total children dead was 0.9611. Thus, rural
district on that basis was seen to have on average mnmore

deaths than the urban district. This was likely so,




L4
because generally people in urban areas enjoy better health

facilities and health services eig. safe~clean piped water,
~reliable  transport. - to -~ health centres, better
accessisibility to high quality medicine either in private/
government hospital etc; while in rural areas the majority

do not enjoy such services/facilities.

4.7.2 Child deaths and mother's education.

Mothers with zero education or with only adult
education were found on average to have mean children dead
of 2.9461 and 1.5882 respectively; while those with
secondary or tertiary education had relatively low values
(0.2966 and 0.0000 respectively). 1In this view, therefore,
women with low level of education were found on average to
have more deaths for total live births they had given than
‘those with secondary or above level of education. The same
cbnclusion though through different approach, was reached

by Bakari(1990) when doing the same study in Mbeya region.

L4

4.7.3 Child deaths and Mother's type of

occupation/employment.

Mothers employed in professional / administrative jobs
had on average very few children dead (0.2000); while
mothers found to be engaged in shamba work had

comparatively large value (1.5639). Though type of
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employment/occupation is very often related to 1level of

education and therefore incéme level of the mother

professionally employed women had very few of their

children dead as compared to farmers.

4.7.4 Child deaths and household type of toilets:

Mothers having’flush toilets inside their houses
on average had fewer dead children than those without. And
infact, those without any latrines had the biggest value
followed by those with pit latrines and flush toilets

outside their houses (see table 4.4).

Table 4.4: Summaries of total children dead against

type of toilets.

Type of toilets mean total children dead
flush inside house 0.2701

flush outside house 0.6429 ’

pit latrines 0.9753

none 2.0278

Again, it should be noted that type of toilet is in
one way or another related to mother's education and
therefore household income. However, when education is
controlled for, there were changes in mean children dead by

type of toilets as shown below:
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Table 4.5: Summaries of total children dead by tvype of

ttoilets for mothers who have aétained at most primary

education.
Type of toilet mean total children dead
Flush inside house 1.1250
Flush outside house 0.5972
Pit latrines/others 2.9583
None 2.0278

Table 4.6: Summaries of tQtal children dead by tvpe of

toilets for mothers who have attained at least secondary

education.

Type of toilet mean total children dead
Flush inside house 1.3059 '
Flush outside house 0.9167

Pit latrines/others 0.4615

From the previous two tables above, it is seen that though
mothers using pit latrines at their homes had on average
more of their children dead than those using flush toilets,

mothers having attained at least secondary education using
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pit latrines had considerable lower mean children dead than
those having attained only priméry or no education. This
has great influence on child mortality. Again, when
mothers level of income is controlled for, changes in mean

children dead appeared as shown in table below:

Table 4.7: Summaries of total children dead by type of

toilet for mothers whose annual income is less

than 70,000Tsh.

————— - -~ —{—— ———— S W o — 1 o o~ " ot S — o o — —— T — ———— ——— —— ——————_——

Type of toilet mean total children dead
Flush inside house 0.3895

Flush outside house 0.6667

Pit latrines 3.1551

none 2.0857
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Table 4.8: Summaries of total children dead by type of

toilet for mothers whose annual income is

more than 70,0007Tsh.

A ———— . _— . Y it . "~ o~ — Y Yo T " T Y o S o o S P T o o o S S S S S T S > S o g o ot~ Vo S " o W

Type of toilets mean total children dead
Flush inside house 1.8947
Flush outside house 0.6207
Pit latrines 0.7167
none 0.06000

From the two previous tables it is seen that mothers using
pit latrines whose income per annum is more than
70,000Tshs. had on average less deaths for their children
than those mothers whose annual income is 1less than
70,000Tshs. Again, as for education household income level
for mothers had influence on child mortality. This is
because high income in most cases leads to utilization of
better health services/facilities and nutritional foods and
therefore lowering of infant and child mortality.

L4

4.7.5 Child deaths and daily work load of the mother.

Mothers who performed manual work most of the time
such as looking for firewood in forests, were found to have
on average more of their children dead when compared to

those doing light Jjobs 1like officework. The following

table indicates the situation.
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Table 4.9: Summaries of total children deag against
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. cooking, cleanliness,

water fetching, childcars

and petty business. 0.6638
4. cooking, cleanliness,
water fetching, childcare
and office work. 0.4297
5. cooking, cleanliness, ,
water fetching, seeking
firewood and business. 1.10458
6. cooking, cleanliness,
water fetching,business
and office work. 0.7403

From the above table it is clear that there is some

association between nature of mothers'dailly occupation and
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4.7.7 Child deaths and scurce of water for domestic use

Mcthers whe usually fetched water for domestic use

.

from either pond, stream, wells or public tap had on the
average more of their children dead as compared tb those
who had their own taps or used to get water from neighbours

tap. This is shown in the table below:
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Table 4.10: Summaries of tfotal children dead against

source of water for domestic use.
Source of water Mean value of Zctal children dead
Personal tap 5.343021
Public taz 1.3835
Neighbours' tap 0.44387
Well 1.1822
strean 1.0000
Pond 1.66867

public ta?s and personal taps were found in the urban
- setting; pends, streams and wells were quite predominant in
the rural setting. Furthermors, women whoe had to walk for
less than a kilometre to fetch water, had-on average fewer
]
of their children dead (0.7784) than those who used to walk
more than 5 kilometres. ©Nevertheless, when residence is
controlled for, summaries of total children dead by source

of water for domestic use tended to change as shown in the

table 4.11.
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Table 4.11:Summaries of

[ : .
total children dead bv source of

water for domestic

use for wothers residing in the

Source cof water Mean value of total childrsn
dead

Personal tap 1.3732

Public tap 2.8796

Neighboursitap 0.4539

Well 0.0000

Pond 0.0000

total children dead bv sourcse of

Source of water

mean value of total children dead

Perscnal tap 0.8182
Public tap 3.6989
neighbours'tap 0.2500
well 2.4636
Pond 3.5904
Streamnm 1.0000
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residing in urban district had on average mere children
dead than mothers residing in the Rural district. This may
be due to some other compoundaed factors such as income

level and sducation in the ssnse that in the rural areas

apply Dbecause even ordinarily paid workers with low
education could have access to personal taps as long as
they rent government guarters with such facilities for

8

example families of Tambuka Reli in Dodoma town.

4.7.8 Child deaths and total number of rooms available for

household members.

In here, total children dead on average in relation to
nunber of rooms occupied was infact not in line with the
researcher's expectation. The summaries indicate that

those women who occupied only single rooms had on average

fewer dead children than those having more than three




&
rooms. It seems that the residence factor comes into

operation in this case and it is’hithy influential. Women

who had only single rooms were most likely those employed

in urban district or married to men employed in the urban
district and therefore on average had acquired enough
education and consequently enough income both being

necessary and sufficient conditions for favourable child

upkeeping.

Though the result on the mean children dead by the
rooms occupied by household members were contradicting the
researcher's expectation, it is also possible that the
event ‘death' of child had happened in the past when number
of rooms were quite different from the current ones. And
therefore, if the researchers had carried the study at that

time, the results could have been different.

4.8 Analvsis of mortality cases for children using

mortality indicators MORT.

Introduction: In brief, as outlined in the methodology

section, mortality indicator MORT for each woman was
obtained as a ratio of the actual number of dead children
she reported divided by the expected number of dead
children given her exposure group. Across all women, MORT
should average close to unity; for an individual woman, a

value above unity indicates a higher than expected number
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of dead children, while a value below unity indicates a

lower than expected number of dead children.

4.8.1 Details of computation of mortality indicator MORTi

for any woman i.

Since 1988 Population census data on number of
women, children everborn (CEB) and children dead (CD) in
five year age groups of mothers 15-49 years in Tanzania
Mainland were not yet but ét the time of data processing,

only 1967 and 1978 Census data were used.

Table 4.13: 1967 Population census on CEB,CD (Both sexes

combined) and number of women in five vear

age groups (15-49) -

Tanzania Mainland.

| - ——— " (- — - — ———_— " — ]~ ot o o . S 7o T T S WA o U St W e W . W o S S S - S T T T —“— o "

Age group Number Children Everborn Children dead
of women of women (CEB) (CD)
_______________________________________________ B
15-19 544533 283914 54097
20-24 513998 1012653 202890
25-29° 543729 1725958 382837
30-34 378012 1570756 397660
35-39 317864 1520672 430737
40-44 219540 1105735 348975
45-49 219970 1147982 407120

Source: 1967 Population census volume 3 (Pg.74)
Bureau of statistics. Ministry of Economic
Affairs and Development Planning. Dar-es-Salaam
1971.




Table 4.14:1978 Porulation cansus on CEB, 2D Both sexes
in five vesr age groups (13-

Age group Number of Chidren Everzorn Children dsad

cf women women CER) {CD)

15-19 84037 34953 5422

20-24 75003 150857 24112

25-29 71675 248870 44453

30-34 45058 219416 45269

35-39 35118 210055 48205

40-44 27553 150479 38977

45-49 24156 131482 39200

0

Scurce:Population Census volume V(Pg.1-26).
Bureau of statistics.Ministry of Planning

and Economic Affairs. Dar-es- Salaam 1982.

As for 1967 Population census, data on children dead(CD)
were not directly given, but since data on children

everborn (CEB) and children surving (CS) were available, it

was easy to obtain it.

|
¥

Then by the help of Qfive United Nations Program for

child mortality estimation (1990) Version 1.0, data on q(5) L{




4
i.e. probability of dying by age five and corresponding

reference dates for the four families North, East, South

and East in the two population census were obtained. From

such results, graphs of g(5) against references dates for
the two census results for the four families were plotted.
In checking for the consistency as indicated earlier we
concluded that the North family is the appropriate one for

Tanzania Mainland. (See graph 1 Appendix 3).

After obtaininq the typé of family to be used, the
level was found by averaging levels for the group of women
in ages 25-29, 30-34 and 35-39 (i.e. using survivorship
probabilities 1, ,1; and 1. The first two groups were
dropped because young mothers in those groups on average
had few children everborn while the last two groups were
also not considered in order to minimize errors likely to
pe caused through getting wrong information on CD and CEB
due to either memory lapse or reluctance of revealing such
sensitive information from old women. The 1level was

#

consequently found to be 12.79.

Using level 12.79 in the north family- both sexes
combined,q (x) (g standard) for each of the seven five age
groups of women in the childbearing age 15-49 was
calculated by the use‘of linear interpolation (using Manual

X- Estimation of child mortality by indirect techniques)

and the results were as follows:




i

Year ade groups of mcthers in 15-49 vears
Age group of woman ® e (%)

T3-10 3 0.1 1754

-~ - - W —— e 4
20-24 2 0.153053

25-29% 3 0.17063
30-34 5 0.18718
35-3¢9 10 0.22824
40-44 15 0.24442

45~-49 20 0.26224

Having identified number of children ever born (CEB)

and children dead (CD) for each woman in all of the seven

()

ive age groups, MORTI for woman 1 for the sampled
populaticn was calculated as

MORTi = OCD;/qgs(x).CEBi

where:0CD; =Actual {(observed) children dead for woman i.
CEB; = Total children everborn for woman i.

ds(x) = Is the corresponding woman's g-standard.

The preoduct gg(x).CEB; gives expected number of

children dead for woman 1i.
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There 1s a direct relationship between the MORT Values and
incidence ©If deatns. The nigher the valus ths hicher zhs
child mortallity ana vica-varsa.

Table 4.17: Distributicn of women {15-49) against MORT

values Dodoma Region June. 1987

he = - N -

Jalue of mortality
3 — MO ™ 7~ £ 1 -

indicator MORT frequency(no.of women) Percentage
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2.00-2.99 50 5.9
3.00-3.5%8¢% 29 2.8
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5.00~5,5¢ 23 2.2

5.00-6.89 42 4,1

7.00 and above 94 5.2
§

Because MORT;for woman i 1s essentially undefined
when gg(%);.CEB; (denominator) is zero, then the variable
MORT works for only women with at least one live birth in

the reproductive group. So, though in total we had 1163 in
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(i1)

2.g. Hill, X.,1989).

MORT mav be expected to be lower for higher status
than for lower status women, not because of lower
underlving mortality risks, but because o¢f shorter
axposure to such risks. Thus, regrassion analysis
would give an exaggerated estimate of the reduction i
child mortality associated with indicators of higher
socio-economic status especially in this case where

data are classified by age of a woman.

In the case where child mortality has been declining
steadily at the same time as socio-economic indicators
have been rising, women 1n longer exposure groups

defined by age will have above average values of MORT,

ot

because their children

7111 have been exposed to

85
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higher mortality risks in %he past whereas women in
shorter exposure groups will have below average values
| Of NORT.

(iii) As a dependent variable in a multivariable
analysis, its distribution is far from normal. The
value of MORT varies from zero (no dead children) to
the reciprocal of the expected proportion dead for the

exposure group (all children dead)

(iv) MORT includes a large random variation component.
This 1is because since women have a finite (and
generally quite small) number of children, and since
children die in units of one, most women cannot have
the expected number of dead children of their actual

parity.

(v) It is averaged over children of a wide range of ages,
so cannot efficiently identify factors that affect
child mortality at only one age range of childhood, or
identify at all factors that might have effects in

different directions in different age ranges.

4.8.2 Mortality Indicator MORT and some of the socio-

economic variables.

In this section changes in the mortality indicator

variable MORT were analysed 1in relation to some basic
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from the rural district in the same group This

WOomen. The result is in line with that of Mturi (1289)

N

while analysing infant and child mortality in XKenva. He

- ~

ues that lower infant and child mortality in the urban

1)

r

e}

areas especially in the least developed countries can be

,

igher proportions of educated and working

1,

attributad to 7

¥

women in urban areas than in rural areas. Furthermore, as
Puffer and Serrano (1973) argue, it is the maldistribution
of health resources in less developed societies which is
the contributing factor of frequent higher mortality levels
in the rural areas. Contrary to our results, however, is
what was found in the Republic of Korea and Sri Lanka where
rural mortality was slightly lower than urban mortality
1982). This was a result of

(Preston and Trussel,
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education and childhood mortality. Alsoc findings o

men. However, a study by Diaz-Briquets, 1978 1in Cuba
contradicts the results in the sense that there were
virtually no mortality differential by educational’ group.
This was nevertheless, attributed to country's effort at

organizing and mobilizing health services to the population

regardless of the existing individual demand for them.

4.8.2.3 MORT and Emplovment status of women

About 81.0% of employed women had MORT value group

0.00-0.99 for their children, while 57.1% of non-emploved
/ ploy
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women had such low MORT value. Again, while cnlv 4,4% of
employed women nad aigh MCRT value group 7 and apove; of
the non-emploved Wemen. .aboub-5.4% such value

In this case 1t is logical to argus that thers is scme
relationship Dbetween employment status of women and
mortality of children. Pcssibly, mest o©f the amploved
women have relatively higher lavel of aducaticn and mestlvy
found in urban arsas where thev could use
of the available Detter social and health services/

facilities and thus decresase incidences of child deaths.

4,8.2.4:MCRT and tvpe of amplovment of mothers

3 o v & = b} ~ 3 3 - -« - -1 . ]
About 83.7% of women emploved in profassional and

their childraen while 75.6% of full time housewives had such
low MCRT value. O©On the otherhand, only 28.4% and 51.3% of

women respectively doing business and crop farming

activities had the same MORT value group 0.00 to 0.99.
&

Thus, low incidences of child deaths was mainly for women

1

employed in high posts as well as for women who were purely
housewives, not doing any other activities such as petty
business or farming. This is possibly because housewives
have ample time to care for their children themselves; and
women employed in high paying posts fetch more income to
cater for necessary social and health services of the

household including better hygienic conditions as well as

better nutrition for their children. The results are in




line with that of Rao, P.S and Richard, J. (1984) who in

rew

their study showed that people who are in the higher income

or clinic that gives them quicker relief regardless of the

cost.

4.8.2.5:MORT and daily work load of the mothers

About 85.8% of women who were only engaged in
household activities such as cooking, general cleanliness,
waterfetching together with childcare had MORT value group
0.00 to 0.99 for their children; while those who were
engaged further in looking for firewood away from home as
well as doing some petty business only 58.1% of them had
such low MORT value. Again, about 82.6% of women doing

office work had generally low MORT value. However, as the

7MORT value group was increased to 1.00-1.99, the

pércentages above tended to decrease systematically. This
is an indication that as the mother gets involved more on
activities that make her shy away from childcare, child
mortality increases. This is possibly due to less
attention by the mother given to the child. Woodbury
(1925) supports the results as he argues that limited
amount of time that could be devoted to breastfeeding, in
addition to the more general lack of care that working
mothers could give their children, may have been a factor
in the higher infant mortality of children in those

mothers. Mturi (1989) while conducting a study in Kenya
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also found out that women 1involved in manual work wers

is possibly dus To the faCT That such women have constant
and reliabls sustainsd the family. 2nd zlso
nostT oI such women were petiar aducated =nd Thus hay nsw
what to do with a sick child, and zlsg what

prepars for theilr kids.

4,8.2.6 MORT and Tvoe of Toilet

Abcocut 88.8% of women whose hnomes had inside

flushing toiletsz had low MORT value 0.00-0.9%99% whils onl

(S

.9% of women using pit latrines had such low MORT valu=a.
Again, while only 5.9% of women using inside flushing
toilets had higher MORT value 1.00-1.99, 17.9% of women
using pit latrines had that such higher MORT value, Mors
women using high guallity tollets had low mortality values
for their children than women using only pit latrines.
This shows that type of toilet which is a reflection of
hygienic conditions, has an impact on child mortality.
Prakash Dev Pant (19%1) also supports the argument as he
points out that access to a better quality toilet lowers
the risks of environmental contamination. He further says
that having such toilets 1s again an indicator of better
household socic-economic status, suggesting access to

better services and care for children.
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houses had much higher MORT walue 2.00-4.9% sy

the same MORT value for thelr children. Thus, type of

houses in Decdoma rsgion seem o be associatad with

house made from

amount.

4.8.2.8 MORT and Source of Water for domestic use

It was observed that the majority of women who had
more access to clean and safe water had lower mortality for
their children than women who used well or pond or public

water sources. (See table below).
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0.00-0.99% 85.3 63.3 51.0 3¢.2
2.00-4.5%2 2.9 13.7 20.5 5.1
Scurce: The 1991 June Survey-Dodoma rsgicn

their own perscnal taps at thelr homes., This is because
surface water in Tanzania is highly contaminatad (Rimer,
1570). 1In the same vein of reasoning Rowland (187%) argues
that the transmission of infectious diseases in Africa
through polluted water-supply or wunsanitary lavatory
facilities contributes to the contamination of traditional
weaning foods. This argument 1is indirectly supported by
the findings of Butz et al (1982) in Malaysia, that
breast-feeding has a larger protective effect on infant

mortality in areas where sanitary facilities are poorer.
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4.8.2.9 MCRT and Household incone:

Table 4.20: Summaries of MORT bv levels

of household annual inconme.

Levels of annual income Average MORT
Tshs less 10,000 2.0000
Tshs 10,000 to less 30,000 1.7931
Tshs 30,000 to less 50,000 1.6022
Tshs 50,000 to less 70,000 1.5922
Tshs 70,000 to less 100,000 1.2769
Tshs 100,000 and above 1.1622




4.9 Regression Analvsis

{

the reslationships Dbetwsen a set  of

indicators and an indicator MORTY, standardized For
exposure to risk of death, <¢f the X%
experience of the children of each woman in <the
childbearing age group (15-49)., As indicated in +the

i

previous chapter, the regression model assumes +that

variables representing individual socio-sconomic
characteristics of women. Thus in line with the rasic form
of the model indicated earlier, the resgrassion model

generally assumed the form:
MORT = f(Socio=-economic variables).
Before the analysis was undertaken, the researcher first

ed to <check for the association o¢f the selected

[

tr
independent variables (socio-economic factors) with the
standardized indicator of child mortality MORT. The Chi-
square statistic at 5% level of significance was applied.
The theoretical Chi-square statistic at the given level
was compared with the calculated (observed) one. Whenever

the cobserved was greater than the theoretical at the given
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level of significance for a particular degree of fresdon
(DF), then the assccilation was regarded significant and
To inciude <the wvariable 3in  =ns

analysis. Of the tested independant vVariables, tThe
following wers Iound to have significant asscciation wi-x
Y fah izl
P g P
1.Place of residencs {PR)
2.Mother'’s level of sducation (Med)
3.Type of employment/occupation of the mother {occ)
4.Scurce of water for domestic use (Wt}
5.Type ©f house (THS)
6.Type of toliliet (TTL)
7.Employment Status (Es)
3.Household Annual Income [(HIN)

Unfortunataly, availability of medicine at +he
hospital was found to have no significant association with
MORT at the given level. This is in line with Mturi's

(1989) results when doing a study in Kenya. Infact, the

ct

majority of respondents as indicated earlier agreed that
drugs were plenty in either public or private hospitals;
and postnatal and antenatal clinic services were frequently
provided. 1In the rural district there were mobile clinics
where immunization exercise for the children was conducted
monthly. Health education and family planning services
were also provided during that time. Despite all the

efforts, the rural population was more inclined to much
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.
higher mortality risks for their children than the urban

. : ~ +l1ier mnaluel = 34 A
copulaticon as earller analvsis hag indicatad

Hrhe prasencs o medical LTV an arsa 13 netT
2 SinCs Tne ZRACL.ITLESs CSAEn
gy em Se idls it Another zstudsy ~y RoSaentweto  aeA
JustT e LalE, ANCTner STUAY = XOBENIZIWE LT anc

the local doctor to qualified medical doctor who would make

<

scientific diagnosis for the disease. This obviously lesads

After identifying possible independent variables for

regression, the basic form of the model assumes the form

'

MORT = f (PR, Med, Occ, Wt, THS, TTL, HIN).
where f 1is a linear function, and PR, Med, Occ, Wt,
THS, TTL, HIN are as defined before. It should be noteg

that employment status has been excluded in the nodel

because it 1s implied in the type of employment.
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Table 4.21 {Continued)

Z.Tanhs to lassz
3. 30, to
50,000
4.Tshs 50,000 to lass
than 70,000
5.Tshs 70,000 to less than

5.T7shs 100,000 and above
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1.Persconal tap

2.Public tap

3.Neighbours tap :

Type of house. Houses classified in terms of

roofing/mud/block made

N *
roofing

T

1.Block with Iron shee

2.Block with thatched roofing
3.Mud with iron sheet roofing
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Tvve of emplovment/cccupatio

4}

Professional and

(%)

Technical Jobs 31
Sacretarial office work 242
Petty business 2387

- , .
Crop farming/animal husbandr

207
Domestic chores 54

Househould Annual Income.

Less Tshs 10,000

shs 50,000 to less 70,000 3
Tshs 70,000 to less 100,000
Tshs 100,000 and above

Source of water for domesti

Personal tap
Public tap
Neighbour's tap
Well

stream

Pond

PP
SRAT Y
2787

ih oAAaC

{ULU0EER)Y

3

o

]
Kes
o

36(0.0939)
484(0.1354)
269{0.0753)
C use:

991(0.2836)
616(0.1763)
521(0.1491)
662(0.1895)

4(0.0011)

700(0.2003)

I

G
L15320 0.27354
D.508158° 0.18278
Cm N PPN
Ve L2248 - P S AR

rarfersnce
‘-nn»ﬁ* R W I
BRIV RS Y, Vaela& D
2.67%086E-03 0.09317
referance
~ - n',fs”" NomaA e
-0.32073 0.034z25
oo :* N otiaTn
-0.25605 C.1187¢8
X

i
(&)
63}
o
O
~J
)
o]
s
s
[
~1
3]

o

i
O
(%]
[S]
Se]
O
O
.
0
D
Lt

reference
-0.24161  0.12766
-0.56805" 0.09896
-0.56193" 0.14560
-0.21302  0.72738

-0.44855" 0.1433§




w

Tvpe of houss:

=0 d 2B ad TULTEEC
-0.5482¢° 0.13131
Mud with thatched roof 1418¢0.4102 -0.53512°  0.13430
Tvpe of toilek:
Flash toilst 715{0.2053) -0.78244° 0.2
Flash toilet outside house 298(0.0850) -0.50015" 0.13571
Pit Latrines 228%9(0.5572 refersnce
None 183(0.0525) -(.03383 0.1754¢9

Constant: Regression coefficient(not standardized) was

NOTES: 1. Number of reported births for the variables above
ranged between 3452 and 3666. The variation was attributed

to the unreported cases by some of the respondents.’
2. Numbers in brackets represent proportions of the

categories.

4.9.1 Discussion on the Regression Results

for the region as a whole.

4.9.1.1 Residence: Children born to mothers residing in

Dodoma Urban district had almost the same mortality risks
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as children born to mothers residing in Dodoma Rural
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4.5.1.2 Mother's educaticn: Children of mothers with zero

education had clearly higher mortality risks than children

of parents who had attended at least adult classes.

significant at 5% lev
mothers who had acquired primaryv education 1i-4 did not

of children for wmothers who had

completed oprimary 5-3 lavel. Also, there was no

tertiary level. Nevertheless, mother bwho had acguired
tertiary educatlon seemed tc be associated with quite low
child mortality risks though ™ with insignificant
coefficient. The latter unexpected results could have been
attributed to very small proportion of births reported in
that category (See table above). In line with the abkove
results, Bakari (1990) while conducting similar study in
Mbeya region, found out that from multiple regression

analysis, which besides education included children ever

born, income, residence and occupation as other independent
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variables, revealed mothers
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i
! insignificant.

4.9.1.3 Mother's Occupation: Mortality risks of children

born tc professional, office and administrative mothers
were guite low as compared to that of children born to

farmers. Furthermore, in the euxpected direction, mother

n

(0]

who had no outside home activities that is full <tim
housewives were quite strongly related to very low child
mortality risks. This last result is in line with the
arguments of Da Vanzo and Lee (1978} that women who

participate in the labour market outside home are believed

to spend the least amount of time in maternal activities

while those who do not participate are assumed to spend the




of the income level categories were in the expected
direction, that is higher income familiss were associated
with low children mortality risks. Mortality risks for
children of mothers whcse annual income for their families

vas elither less than Tshs 10,000 or dgreater than Tshs

mothers coming from families earning between Tshs 10,000
and 30,000 annualy. However, the strong assogiation
appeared for women whose family's annual household incoms
is Dbetween Tshs 70,000 and 100,000. It is ocbviocusly
reasonable to expect that, ceteris paribus a higher
household income should experience lower mortality risks.
This expectation presumes that children in higher income
household will consume more health-enhancing goods and

1

services per capita than children in lower income

~h

households. However, the effect of income on mortality
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ilimani Ward obtained water from within their houses

(flats) very occasicnally. women complained that the

been sought Dby the relevant authorities so far.

families that used nelghours tap water, well and pond wera
associated with low child mortality. Hers it is noted that
the signs for the coefficlients for both well and pond water
categories were not in line with the author's expectation.
This change could have Peen attributed to interaction of
water variable with some other more significant variables
like income levels. That is, the water variable seems to
act as a proxy for income, and hence it's coefficient may

overstate the direct effects.




4.9.1.6 Type of hcuse £

Y " A S ~ ; N ) s IR B
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level. The author thinks that the earlier assertion that
income levels are assoclated with type of house refers to

roofing type of houses were ners tenants in the case of

Urban district. For the Rural district the majority
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however, resided
with thatched roofing. So, no reliance can be ,put  as
regards oyservation deduced from type of house variable.
Similar findings by Sloan (1971), using regional data from
Bangladesh, Costa Rica, Mexico and Puerto Rico found that
sanitation variables and other measures of the quality of
housing explained very little variation in mortality rates,

and thus concluded that there was little proof of a causal

relationship.
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4.9,1.7 Tvpe of toilet

mortality was associated  with the presence of a flush

lavatory system or a water seal system and the highest with

the absence of any system. Thus, it is true to argue that,

fodn
[

+ P
e1Ts Wil

[ =

9]

¥

type of to: n is a reflection of the hygilsnic

condition of the household environment, has an influence on

B S

mothers ragardless

[

the mortality risks of children of al

of their education level or household incone level.

As stated earlier in the discussion and in yarious
literature as well, important interactions exist between
place of residence and other variables included in our
child mortality model. In order to examine this in the
case of Dodoma region, the following model has been applied
without the residence variable. That is, for urban and
rural districts separately. Now, if important interactions

exist, the author expected to see substantial differences

Y

elow) .

o

between urban and rural coefficients (see table




Mother's eduycation

Zero education -0.15706(0.20133)
Adult =sducation -8 .55300E~-03(0.3

primary education

1-4 years -0.10981(0.1763
education
5-8 years refersnce

Secondary educaticn 0.02526(0.12578)

Type of emplovment/

occupation
Professional and
administration ~0.65787 (0.18464)
Technical jobs 0.16917(0.33225)
Secretarial office

¥ *
work ~0.60276
-0.24652(0.1654%9)

Petty business

Crop farming/

0.19501(0.1552

-0.35987(0.42778)

-0.43178(0.54388)

missing correlations

0.31691(0.38312)




animal husbandry reference reference

Domestic chores =-0.876387(0.14183) ;~z 13528 {0.,40482)
Household Annual

Tshs leass 10,000 -0.07327:0.2232:220 ',

Tshs 10,000 to

lesgs 30,000 raference

Tshs 30,3800 %o

less 50,000 -0.322557(0 12453) -0.24468(0.153003)
Tshg 50,000 to

less 70,000 -0.273927(0 0.02365(0.26388)
Tshs 70,000 to

less 100,000 ~0.522007(0.12933) ~0.665047(0.25856)
Tshs 100,000

and above -0.294%2¢0.21242) missing corrslations
Source of water

for domestic use

Personal tap reference referance ’

Public tap ~0.03961(D.17123) -0.55896"(0.20729)

ot

Neighbour's tap —0.52152*(0.10244) -1.44548 (0.61352)
Well -0.32955(0.72068) ~O.73580*(O.18934)

Stream has missing correlations -0.23162(0.76200)

Pond -1.793637(0.83383) -0.597417(0.18347)

}

Tvpe cof house
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the house -0.597307(0.15169) ~0.04501(0.42392)
Pit latrines refarence raference

None ~0.78753(1.01583) -1.03373E-03{(0.18042)

5

R? for the urban and rural model was respectively 26.0%

significantly different from zero at 5% level.

NB:Numbers in brackets represent standard errors

coefficients.

of




pick up some favaourable factors assoclated with

urbanization such as good health care, better nutrition
etc. unlike the typical uneducated rural women. The

influence c¢f women who had attained nighest level of

zed to be

-

education on mortality risks of children again se

b

two models (rural and
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significant eaven when w

urban) separately.

tovment/occupation:
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As for the previous model where residence factor was
not considered, urban mothers who were employed in
professional and administrative posts as well as those who
worked in offices like secretaries, clerks etc. together
with full time housewives were associated significantly
with low mortality risks of children. While full tinme

housewives in the rural district were also significantly
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other categorles ¢f wemen were not significant. This 1s an

Most of the coefficients of regression in the Urban
district were in line with expectations and significant at
5%. However, in the rural district it was only mothers who
came from households where annual income was between Tshs

70,000 and 100,000 that were significantly assoclated with

low mertality risks for their children The rest of the
categories of mothers in the rural district had either
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not significant.

4,9.2.4,.50urce of water for domestic use:

In the case of the rural district most of the
coefficients seemed to be significant though with some
having signs contrary to expectation. Mothers obtaining
water from neighbour's tap were significantly in both
localities associated with low child mortality. It seems
that the significance of the ‘pond' coefficient in the

urban district was istorted as a result of having
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extremely very few mothers who fetched water from the pongd
kS

. Sl n
in the district.
j
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4.,9.2.5, Tvype of nouse
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urban district sszemed to ke significant and wers in the

expected direction. Mothers who resided in the urban where
é

toilets were of flushing type tended to be associated

gsignificantly with low mortality risks for their children.

Oon the other hand, such mothers in the rural district had

similar mortality risks for their children as those using

pit latrines or without toilets.

Physical Observation by the author revealed that in

Dodoma Urban district in particular, most rooms were used

121




for both day to day living and sleeping; and more than one

Moxrtality

at less mortality risks than those of mothers whose level
of education was below secondary education Another study

by Igesha (1990) 1in Shinvanga region pinpointed that
mothers educaticn explained 96.6% of all deaths in the
region. The importance of mothers education is further
é
explained by Ware (1984) in that maternal education gives
women the power and confidence to take decision making in
their hands. They are 1likely to give birth to babiles of
high birth weights because they are at liberty in choosing
/eating nutritious food recommended for pregnant mothers by

medical officers. Thelir eating habits are not governed by

983) . They further ensure their

et

traditional taboos {Ware,

children access to better health services and take action




Bangladesh credit maternal education from = different

log

is attributed to the ability of a better esducatesd women +o

attract a husband who earns mors, a factor that appears to

t
l-—;’
oy
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operate in Bangladesh, where men have recen

= 1

For the case of Dodoma region it was found that on th

)

t

[N
oy

average, many deaths of children were associated w
mothers whose level of education was not beyond adult
level; and mothers who had attained secondary or tertiary
education had on the average few deaths for their children.
Similar results were obtained when the researcher used
mortality indicator MORT obtained through g-standard g (x)
for each woman in the childbearing group(15-49). Here, all
the women with tertiary education had the least MORT value

[}

group (0.00-0.99) while only 37.8% of the women having zero
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difficult one to mneasurese, most literaturs U.N {1585}
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stresses -that 1t 1s reascnable To expect *that acetaris

survivorship
because the mother is the most directly responsible for
child care in most culturess, a rise in her income may have
a very different effect on child survival than an
equivalent rise in her husband’'s income. Rao et al (1984)
showed that people who are in the higher income groups
generally prefer to go to a hospital or clinic that gives

them quicker relief-regardless of the cost. Hence they are

associated with low child mortality.




Ponds or water holes are heavily polluted by man

livestock and insects (Anderson, 1982). Now, due o

o

imited wmothers' tim and energy resources (power)

ow level of educaticn amcong women, mothers

Pt

together with

in develo ties do not sterilize water even bv
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boiling and therefore increase incidences of water born

diseases like diarrhoea.

According to Igosha (1990) in Shinyanga region most
rural women tend to walk on the average longer distances
searching for water ©particularly during dry season.
Generally in Tanzania, water consumption is low and water
sources are contaminated causing diseases of different
types (Rimer, 1870). Mosley (1983) argues that much

greater proportion of child deaths is due to diseases borne




by water, the prevention of which appears responsive to
1
improved perscnal hygiene.

In tTthis study, about six oI sources of
water wers ldentified Thess wer=: perscnal taps, public
taps, neighbours tap e ll strzam and ocond, While the
majority of the urban district population of Tagion
used piped watsr, rural population relisd h2avily on
pumped wells Zfor %the case of 3Sulgiri village and ponds
together with surface wells for Chinangali II village.

From simple analysis, it was found out that in Dodecma, high

child mortality was on the average associated with mothers

pond, streams, wells or public tap and low child mortality
with mothers who obtained water from their own taps or from
neighbours'? tap. The guestion of distance to water source

is out bacause the majority of the respondents as indicated

+h

e walking distance.

I
e

earlier were within

Furthermore, when mortality indicator MORT was
emploved in the analysis it was found out that the méjority
of women who had more access to piped water had less
mortality risks for their children than those who relied on
open water sources (well, pond or stream). When again
multiple regression analysis was used to assess the
influence of each of water source categories on mortality
risk of children, it was observed that families who

obtained water from surface well or pond were associated




with low child mortality risk contrary to the expectation.

The distortion of the diresction of asscciation could have
;
been attributed fto interaction of with wariables like

- PP, B T Py B S S o 7 - — - <~ 1.3 EN h B
4,10.4:Health faciilities/seyrvices and child mortalitvy
I o gy e m oy oyt e e e 3+ T L2 - - e o -2
Lontrary o The =sTtuqy oy Xamuzora (12972), findings
£ = e S : 33 o~ el - 3 H Fied
of my arsa of study indicated that though the majority of

the rural sstting. Furthermore, in Docdoma Rural district
we had a mission hospital by the name Chamwino which was
within the walking distance of the majority zrural

al

ot

population. The hospital had most of the time essent
drugs which were scld at relatively cheap prices affordable
by the majority.

%

In the Urban district we had a regional government
hospital plus several private hospitals. Thus, medical
services in the urban was abundant. Therefore, it was only
the degree of sophistication of medical services that
distinguishes the rural and urban medical services,

otherwise, the two residential settings seemed to enjoy

equally the services.




However, the rural setting (Dodoma rural) as indicated

(Palloni,1981). In the same line of reasoning, Caldwell

and McDonald {1%981) say that
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s wasteful to put large inputs intc health
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services without putting equivalent inputs

into education especially that of girls.™
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hi s very true in Dodoma region especially in the

%
P

ot
}—J
(D
£
o
ot

etting where we had majority of the mothers with the

0n

level of =ducation. And furthermore, 1n Dodoma rural
district housing conditions were generally poor as one
;
could find big family of over ten people occupying two to
three small rooms in a poorly ventilated thatched house.
And the members of the family could at best use a poorly
built pit latrine or at worse help themselves at the nearby
bush surroundings. Again, such members drank unboiled
water that was obtained from open wells or pond. The

majority of each household members in the rural setting

interviewed Dby the researcher complained mwainly of

L




diarrhoeal diseases and other related gastro-intestinal

diseases which all seemed to originate from drinking
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diseases the m JOYriTY oL Tne cnlidren under

from skin diseases.

disease knowing that the

menbers of the community who will
“be using the dispensary are living with povertv, poor
ventilation, filth, flies which are the causes of the

diseases.

1

When Chi-sguare statistic was used to check for

association between wortality indicator MORT and

availability of medicine at the hospital it was disccovered

footn

that there was no significant assoclation. The results
seem to agree with that of Hogan and Jiwan (1977) when
analysing the National Demographic Survey data of Tanzania-
1973. They found out that availability of ’health
facilities did not show any significant difference in
Infant and Child Mortality between areas with and those

without health facilities.

4.10.5:Type of mother's occupation/emplovment and child

mortality

Mother's activity status has been regarded as a

fu
N
\O




proxy for maternal time alloted to child bearing (Da Vanzo

Lee, 1978). For instance in the town, the woman's work

‘place is likely to be at.such a distance from the home that

she is not even available for periodic breastfeeding
(Manderson, 1982). Mturi (1989) while conducting a study
using Kenya data on Infant and Child Mortality found out
that women during 1972/73 -1976/77 who were in "manual

work" category exhibited the highest IMR (114 per 1000) and

CMR (57 per 1000) while women under "office_work"bétéébryf"

had the lowest IMR(63 per 1000) and CMR (14 per 1000).
Furthermofe, a study'iﬁ Sudan by Farah énd Preston (1932):
on Infant \Mortalityl revealed that the mothéf'si
participation{ig theklabour force raised‘ihfant Mortaiity‘

by 27% in the Capital as compared with 10% for the country

. as a whole, possibly because educated women employed in the
Capital are more seriously disadvantaged by entrusting

Ebild care to illiterate maids or relatives.

Findings of my study in this respect showed that
mctheys“ employed in‘ high status Jjob in offices as
administrators 6: professionals had on the avérage vefy.few
of their children dead  as compaied to farmers.
Furthermore, when MORT variable was cxosstabﬁlated with
employment status of women, the resuits weré such that the
majority of employed women (81.0%) had very low mortality
risk for their children. And the risk became very small as
the women got employed to professional and administrative

jobs. This was because such Jjobs were mostly associated
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with either high level of maternaly education as well as

high 1income both being major contributing factor in

f

ollowed full time house wives in having low
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urban district and were married to employed husbands who

e income to sustain their living without

When multiple regressicn analysis was used with the
MORT beilng the dependent variable the influence of
= EN i

L2

mother's occcupation/emplovment on the variable was noticed.
Both professionally/administratively employed mothers as
well as full time housewlves were associated significantly

with low child mortality risks at 5% level.

4.10.6 Residence and Child Mortality

In most literature it is argued that there is lower




reasons for the urban advantage {Davis, 18733 .

o y -~ 3 P 3 - 1 T P -
/ 1n rurali areas (Behm,1580). However, iIn

Preston and Trussel (1982) found out that rural mortality

was slightly lower than urban mortality in the Republic of
Korea and Sri Lanka. In conlusion therefore, it is not
always true that urban mortality is lower than rural
mortality because some other factors such as overcrowding,
alr pollution, poor sewarage, economic hardships for lowly
paid wage earners could overshadow urban advantage from

health services/facilities.
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CHAPTER FIVE

F
SUMMARY OF CONCLUSIONS AND RECOHMENDATIONS

stated hypotheses to see whether or not they support the
hypotheses. Thereafter, general conclusion of the results
are made along which possible rscommendations for
government implementation are given.
3.1: Summarvy of conclusions:

The study was centrally based on the following six

hypotheses: -

-

The lower the level of education of the mothér the

o~
bt
R

higher the infant and chilg mortality.

(2) The infant and childhood mortality rates are inversely

related to inccme levels among couples.
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(3) The high infant and childhood mortality rates are

_associated with poor-accessibility to safe and clean

water supply.

(4) The high infant and childhood mortality rates are
associated with  poor  accessibility to  health

facilities.

(5y The nature of mothers activity / employment
/occupation 1is associated with infant and child
mortality.

(6 The infant and child mortality rates are higher in

rural setting than in urban.

On parental education, it was found out that
generally, mothers whose level of education was below adult
level had on average much more deaths of children under
five than mothers whose level of education was p;st primary
level. Again, when the wvariable MORT which measured

mortality risks of children was used, it was found out that

!

ty of mothers with high level of
education (post primary level) had low mortality risks for

their children. However, when multiple regression analysis

4

was employed, mothers education failed to show significant

influence on child mortality risk at 5% level.




Nevertheless, when the regression was run for rTural and

MORT by levels of household income was computed, it was
found out that thers was an inverse relationship between
the two variables in the sense that the less the income
level of the family the higher the mean value of MORT
{Mortality risk for children). Moreover, the multiple
reg;ession analysis showed clearly that the income variable

was‘inversely related to mortality risks for childresn. The
relationship was found to Dbe stronger and mora to the
expected direction for the urban mothefs than for rural
mothers. And furthermore, the income wvariable were among
the most significant of the independent variables in the
multiple regression analysis. In this view, the
expectation that the infant and childhood mortality rates
are 1inversely related to income 1levels of couples is

strongly supported by the data.

With respect to the domestic water supply sources,
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ntly associated with low

from well or pond were signific

o

child mortality risks. Thus, as far as water variable is
concerned, the expectation +that the high infant and
childhcod mortalit: rates are associated with ©poor

accessibility to safe and clean water suppl

the rest of the indepehdent Wariables.

The Chi-square statistic failed to ascertain for the
assoclation between mortality risks for children and
availability of medicine at the hospital. Consequently,
this variable was dropped in the regression analysis.
Therefore, the influence of availability of medicine on the
mortality risks of children was not determined in this
case. Hence, the expectation that the high infant and
childhood mortality risks are associated with poor

accessibility to health facilities was not supported by the
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compared to - farmers or rather blue collar workers who

earned little income. Again, findings showed that houss

wives who got engaged in other dubicus time consuming

[

activities such as selling local ‘pombe’, sesarching fo
firewood in the forest and thus leaving behind young kids
uncarad for were associated with high child mortality risks
though not significant at 5% level. Full time house wives
in both residential settings (rural and urban) were found

child
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to be associated significantly (5

mortality. In this respect, the expectation that nature of
mother's activity / employment / occupation 1s associated
with infant and child wortality is supported by the

findings.

On the residence variable, it was discovered that
the majority of employed and fairly educated mothers were
found in the Urban district. The Rural district was
deprived of piped water systems, sophisticated medical
services, good guality houses, better lavatories etc. As

such, Dodeoma Urban district had lower mortality risks for




In line with the above conclusions, the following
recommendations | are suggested for government
implementatiocn:

(1) Since the influence of illiterate mothers on child

in the rurai‘district, it 1is suggested that formal
education be enforced fbr girls especially',in the
rural areas as this may act as a substitute for the
disadvantaged rural setting.

(2) The provision of medical facilities and services is ////
just a necessary step but not a sufficient one tqf/
lessen infant and child mortality in the region. Thué
it is suggested that together with such step, other\

measures like provision of health education e.qg.

building and using latrines, boiling water before use,






