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ABSTRACT

The main focus of this study is on the effecv of sge
of mother and parity on infant mortality. These are
maternal factors. The study was extended to the effect of
birth interval and intervention of socio-economic factors

in the maternal factors on infant mortality.

The major hypotheses of the study are these; lower and
higher ages of mother have high infant mortality. Also,
first parities and higher birth orders (fifth and above)
have high infant mortality. Further, short birth intervals
between two successive births and poor socio-economic
development intensifies the effect of the maternal factors

on infant mortality.

Chapter one is the introductory part of the study,
which focus on the background of the study, objectives,

gsignificance and literature review of the study.

The survey sarea and the methodology of the study
constitutes chapter two. In this chapter, the geography of
the area, data collection procedures, limitations of the

gtudy and data analysis technigques are ocutlined.
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ttempt 1s made Lo show the

o

In chapter three, an

effect of the maternal factors on infant mortality. Also,

Ha

social economic intervention in the maternal factors was

o)

observed and revealed to be strongest in the rural ares.

Chapter four contains the summary of the findings of
the study. Recommendations as to what can be done to

reduce the level of infant mortality is also outlined.




Table 1.5.3: Age-Specific Death Rates per 1000
Live Births by Birth Order of Child
(a} For All Women
R } ) nder o { ~
Order of Total  Under 1-11 L?é“l 12-59 Uggel
Child Births 1 month Months Months Months Months
1 1180 14 .1 20,3 64.4 24.6 89.0
2-3 1843 39.6 32.0 71.86 28. 100.4
4-8 16800 41.3 31.9 T3.1 32.5 105.6
& 532 ! 33,3 110.9 33.8 144.7
(b)Y For Women Aged 20-24 at Birth of Children
1 178 89,3 11.2 50.6 22.5 73.0
2-3 144 (2.5 3.9 78.4 13.8 90.0
4-6 23 1304 8B7.0 217 .4 0 217.4
7 0O 0 0 0 0 0
(c) For Women Azed 25-2Z9 at Birth of Children
1 256 46,9 23,4 7T0.3 7.8 T78.1
2-3 393 5.9 33,1 24.0 35.6 119.6
48 173 4005 40.5 80.9 28.9 109.8
T+ iz 833.3 3.3 166.7 83.3 250.
(d)} For Women Aged 30-34 at Birth of Children
1 158 19.0 19.0 38.0 25.3 83.3
2-3 284 17.6 14.1 31.7 24.6 56.3
46 217 18.4 23.0 41. f 23.0 64.5
T+ 29 69.0 a4.5 103. 0 103.4
Source: A paper presented bto an International Workshop on
Perinatal and Infant Mortality in Arusha,
Tanzania, August 17-20, 1987 by P. Namfua.
On the other hand, the results reveal that children
bhorn to women aged 20-24 and 25-29 vears, ortality rises
as the birth order rises. The J-shaped relationship is

obaserved only in the

age group 30-34.




Table 2.4: The Distribubtion of Wards in Mbeva District

According to Reaidential Categproes

RESIDENTIAL CATEGORY W AR DS POPULATION

vYRuleowa 27,417
tengule Usangu 29,875
High Density Utengule/Usangwe 23,023
v Twindsl 21,487
Tembela Z0, 765
Fuanda 20,162
Ruiwa 18,5566
Mawindi 17,728
Madebira 17,728
¥ Ulenje 16,626
¥ Ilembo 15,833
Medium Density Igale 15,481

Chimala A 15,183
Iauvito 15,137
Santilya 14,9863
T lomba 13,108

Sinde 12,004
Tvungs 11.838
Mapogoro 10,111
Mzonvwe 10,037
Isanga 9,959
Mbalizi Enad 2,878
Iwigi 8,692
¥ Mabatini 8,134
* Majengo 9,292

: Mshewe 8,170
L Nonde 7,868
* Thango 7,815
Low Density Ijombe/Ntangano 7,387
Igawilo 7,199
Uyole 6,436
Maanga 5,355
Maendeleo 5,015
¥ Ttexmi 4,983
Sligimba 4,335
Ttemi 4,505
ITkukwa 4,073

Iziwa 2,627
Itende 2,421
Mwansekwa 1,863
Mwansangs 831

Preliminary Report (18988).

]

Source: Population Censu

¥ Ward Surveyed.
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(ii) Cumulation of Data

Advantages over the single year age data:

The single year age data indicated that there were
rreferences and avoldance of certailn ages. Ages which
end with the digit 0 and 5 were most favoured while
those ending with the digit 3, 7 and 9 were in many
caass avolded. For exa&ple, examination of the data
ohtained from thé Rujewa ward respondents showed the

- following termimal«digit preference (See Table 2.6.4).

Table 2.6.4., (a):; Terminal Digit‘Preference as shown

by The Rujews Ward Respondents

- vty 1 oG 0 O iy o S S s o e W A o o S i o W Wi S S e 8 . P S . e . . S e, O S G et e . o W, s S g o B

NUMBER OF
DIGIT RESPONDENTS PERCENTAGE
0 29 17.1
1 13 7.6
2 19 11.2
3 7 4.1
4 13 7.6
5 33 19.4
8 14 8.2
7 9 5.3
a 22 12.9
9 11 6.5

i s st o S G S o S o o o S o Gt o i Vs S St Gl ot Vi o L i o s s e . e O e e . . . . RS i i b o

e g g s s O, S o St i (Lt o L ot P A o W o e i i e b, o P . s S e S Vi . . O S S, S o S o . S S ST
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1tbed Trom the Survey Data.

Omission of Liveblrths

The recording of the

avtomatically

children who

distorted by t

reporting is

number of livebirths which

affects the reporting of the number of

foes

died during infancy to each respondent can be

roth over  and  under-reporting, though over

~are .  Undervvreporting of births is believed to
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(1i) then, of the children who died before
completing one year, what was (were) their

birth order(s), that is, 1,2,3,...:00.4 .

These two questions explored dead infants and  their

respective birth orders (parities).

Responses for the two hypotheses were recorded as

shown in Table 3.3.1.

Table 3.3.1: The Effect of Age of Mother and Parity on

Infant Mortality

1 2 3 § 5 b 7 ] 3

fge of Number of Number of Number of Number of Proportion Parity Parity Parity
Respon-  Respondents Children Dead feaths of Children i 2-4 R
dents Everborn Children During Deaths

{in eight {CEB) Infancy  During

year Infancy

intervals]

{20 217 195 71 35 0.179 25 10 -
20-27 332 820 188 76 0.093 26 22 28
28-335 305 1162 264 63 0.054 21 17 23
36-43 193 1046 244 93 6.089 28 30 35
above 43 108 589 182 §2 0.071 - 18 24
Total 1150 3812 349 309 n.a 100 97 112

Note: n.a. = not applicable

Source: Calculated from the survey data.
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This was the first hypothesis and to Justify it a
coefficient of correlation (r) was computed using the datag
given in Table 3.3.2. In this case, age of mother (in ages
20, 23.5, 31.5, 39.5 and 43) are denoted by X (independent
variables) and infant mortality ies denoted by Y (dependent

variables).

b .3.2: Age of Mother and fant it

Age of Mother Deaths of Infants

g Y Xy X2 Y2
20.0 35 700 400 1225
23.5 76 1786 552.25 5776
31.5 63 1984.5 992.25 3969
39.5 93 . 3673.5 1560.25 8649
43.0 42 1806 1849 1764
157.5 309 9950 5353.75 21383

Source: Computed from the Survey Data.

where q%XY-» éx éy
| ug—

Vi ex* _(gx)* ey - (&)
= (B5x9%80)— (1575 x 209)
Vsx5352 15)- 2480625 JT5x LIRI-FBR W]
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infant deaths. The outcome therefore, tallies with the

documented findings cutlined in Chapter One. That i1s, lack
of experience in parity one and exhaustion of mothers’
stock iIn childbearing in higher parities, in combination
with other factors which influence infant mortality, form
the major explanation for the causes of death to children

at early stage of life.

3.3.3 The Measure of Birth Interval and Survival of Children

The period (in months) between two successive births
by a particular woman was recorded as shown in Table 3.3.3

below.

Table 3.3.3: The Effect of Birth Interval on Infant Mortality

Birth Interval MNumber of  Number of Average Number Number of Number of Proportion of

{in maths) Respondents Children of Children Deaths to Deaths at Deaths
{Hothers}  Everborn  Everborn children  Infancy at Infancy

{73 313 1219 3.9 459 9 0.0812

28-335 387 2144 5.5 360 150 0.049

36-47 263 392 1.5 93 32 0.082

Y4B 110 57 0.5 27 {2 0.,2105

Source: Computed from the Survey Data
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Table 3.3.4:Infant Mortality by Age Groups and Place of Residence

Age of Number of Number of Number of Number of Propor- Number Number Number Number Propor-

| Respon- Respon-  Children  Dead Deaths  riion  of Res- of chil of of rtion
, dents dents Everborn Children at Dead at pondents dren  Dead  Deaths Dead at
’ Infancy Infancy Ever-  Chil- at Infancy

born dren Infancy

i 15-19 80 bt 2 3 0.12 123 118 46 24 §.20
i 20-24 9 224 49 13 0,06 112 205 57 28 ¢.13
% 25-2% 103 249 36 12 0.05 146 414 98 27 0.07
! 30-34 OB 241 82 14 0.06 90 422 98 33 0.08
35-39 5 239 54 i3 4,06 105 598 131 §b 0.08
30-44 32 177 43 13 ¢.08 3 294 73 28 0.10
45-49 19 165 47 14 0.08 30 314 103 32 0.10
i 30+ 34 238 44 12 6.03 4 330 136 30 0.10
Total 488 1599 364 104 0,56 724 2495 747 286 0.86
fean  n.a n.a n.a n.a 0.07 n.a  B.a n.a f.8 0.11

n.a. = not applicable

Source: Computed from the Survey Data
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Table 3.4:ESTIMATIONS OF INFANT AND CHILDHOOD MORTALITY
LEVELS BY TRUSSELL™S METHOD-MBEYA REGION

HBETA RURAL PLUS URBAN HBEYA URBAE DISTRICT HBETA BURAL DISTRICT

Age Interval  Multiplying IEstimated  North  Multiplying Estimated  North Multiplying Istimated North
of the children Factors Proportion  Hodel  Factors  Proportion Model Factors Proportion Model

ghere Dead q(x} Hortality where Dead q(x)  Morta- where Dead g{x} Horta-
P, /B30, 388 Level P, /P2=0.354 lity P /P20.399 Iity
B /P =0.883 B /P =0.954 fevel P,/P.=0.834 level
£l qx=K10I £I gz=kI I gx=KIpI

1 2 3 ] 5 6 7 8 g 10

! {1, 7448 0.2712 3.7 0.6050  0.2848 3.2 0.6528  0.2545 4.5

2 4,738 {.1654 19 07510 61589 123 07362  0.1MB L5

3 {7492 . 1745 12.6 §.7084  0.1589 134 0783 0.1855 144

5 §.8212 {11857 133 0.7676  0.1656 4.5 0.841 0.1727 138

i £.8005 0.1988 15.9 0.5400  0.1898 4.4 0937 .50 137

13 6.9034 0.2244 13.5 0.8470  0.23110 Wy 0.8 0.235 13.2

b4 0. 5020 0.2730 12.4 0.8546  0.2180 .4 0.9307  0.3083 112

After getting the multiplying factors, gx were derived
as follows:

ax = KiDi.

The summary results shown in Tables 3.4 indicates that
the risk of a child dying is not only a function of the age
of the child. It appears that, mothers age, birth order of
the child and small numbers in an age group affect the
results of the first age group. The results for this age

group indicate higher levels of infant mortality than those
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suggested by gx values at older ages (g,, g, and g,). This
is contrary to the ideal expectation of higher life
expectancy at a younger age than at an older one which
would reflect declining mortality. This observation has
been made by many other researchers such as W. érass et al,
"Demography of Tropical Africa" and 1.5.L. Sembajwe’'s
"Analysis of Rural-Urban Differentials in Fertility and

Child Mortality in Tanzania."

Expectation of life at birth implied by 1lx values from
older waomen is based on events which took place far in the
past. These women are therefore likely to suffer from
memory lapse and/or underreporting caused by involuntary
suppression of information related to death in many African
communities, and to be unrepresentative of current
mortality conditions or mortality conditions in the recent

past.

With regard to child mortality, the final level of
mortality reflecting health conditions in childhood was
@ade by gettinmng the mean expectations of life at birth
émplied in the appropriate level of the Coale and Demeny
model life tables, North family, by 1,, 1;,and 1,. This
procedure smooths the effect on the three Ix values which
were earlier noted to have some fluctuations. This yield
the appendices 4{(a). 4{b3 and  4{c) which represent
mortality levels for Mbeya (rural plus urban}, Mbeva urban

and Mbeva rural respectively. The infant mortality rate
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for each category was calculated as follows:

{a} Mbeva (Rural plus Urban).

The mean level for 1., 1, and l,was found to be 12.6.
In the North family of the Coale and Demeny Model life

tables, infant mortality was calculated as follows:

(1) level 12 (ii) level 13

Females: 117.48 Females: 10&6&.30

Males : 138.04 Males: 124.71

Taking 100 and 1035 for female and male rations 2095
205

respectively, calculation proceeded as follows:

(11i) (100 x 117.4) + (105 x 138.04) = 128.01 X
205 205

(iv) (100 x 106.03) + (105 x 124.71) = 115.60 Y
205 205

{(v) combination of x and y by the equation (y—x X &) +x
10

gave the average infant mortality level, which is 120.7.
Therefore, infant mortality for Mbeya region was found to
be 120.7. This means that to every 1,000 livebirths, 120.7

deaths occur during the first vear of life.

{b) Mbeva Rural

The mean level for 1,, 1, and l was 12.5 (contrary to
12.6 for Mbeya rural plus urban). Therefore, substitutions
in the eguation ( y - x x 3) + x gave 121.8 average infant

10
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mortality rate for Mbeya rural. That is, 121.8 deaths to

every livebirths during infancy stage.

{c) Mbeva Urban

The mean level for 1,, l,and 1, was 13.3. In the North
Family of the Coale and Demeny Model Life Tables, infant

mortality was obtained through the following procedure:

(i) level 13 (ii) level 14
Females: 10&6.02 Females: 95.39
Males: 124.71 Males: 112.91

Therefore,

(100 x 106.02) + (103 x 124.71) = 1159.6 %
205 205

and

(100 x 93.59) + (105 % 112.91) = 104.44 Y
205 205

Substitutions in the eguation (y — x) % 3 gave 112.3
10

average infant mortality rate for Mbeva urban.
To conclude, infant mortality rate for:
Mbeyva region (urban and rural) =120.7
Mbeya rural =121.8

Mbeya urban =112.3.
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It may be noted that the value of infant mortality
rate for Mbeva (urban plus rural) district does not differ
much from that of Mbeya rural district. This is because,
during sampling, rural population was favoured. Also, the
survey dgdeneral outlook revealed higher level of infant

deaths in the rural residence than in the urban.

The difference in infant mortality rates between rural
and urban districts reflects social economic differentials
which pertain in most parts of Tanzanian rural and urban
areas. In the analysis of 1267 Population Census, it was
found that one child out of every six children born die
within the first year of life. The analvsis further shows
that, regional variations in mortality in Tanzania is high
and life expectancy at birth varies from 33 to 53 extremes.
In these extreme cases, 20% as compared to less than 107%

of the children die during their first year.

These differences can be taken as indicators in socio-
economic standards between parts of Tanzania (Egero and

Henin, 1973).



SUMMARY AND RECOMMENDATIONS

introduction

causess of high infant mortality in Tanzania. This is

because very Tew studies have been conducted focusing on

the same subject. So far, there are no documented studies
in Tanzamnia which attempt to show the intervention of

socio-sconomic factors with the maternal factors (that is
age of mother, parity and Dbirth interval) on infant
mortality.

First, the effect of each factor on infant mortality
was examined independently. B8econd, rural and urban socio-

i

economic factors were taken to show their intensifying

effect on each factor.

The outcome of the findings shows that urban

which represects relatively developed socio~

ecocnomic  factors  have  low  infant mortality. Rural
residence on the otney nang, with low level of saocio-

7

economic development indicates relatively very high infant

mortality. Most parts of the surveyed rural area:; like
¥
and Ulenje wards, can be classified as being among
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4.2, Summary of the Findings

4.2.1. The Measurement of Infant Mortality by Age of Mother

at the time of death of the child, (Table 3.5.1),

The measurement of

nfant mortality by age of mother

shows

that, ages below 20 years have high infant mortality. This

is b

7]

ecause, 17.9% of the deaths of children born to mothers

of age group < 20 years occurs during the infancy stage.

Cont

deat

rary to this high percentage, only 9.3% and 5.4% infant
hs occur to children born by mothers of age groups 20—

n 28-35% vears respectively. It was further found that

dren born to mothers of more than 33 vears have high
of dving during the infancy stage. fanle 3.3.1 shows
B.9Y of the children Dorn To mothers who are aced more

I3 y=ars cile during infancy. while in the preceding
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famili=s. With low level of socis-gconomic development

maternal factors which are assgclated with infant deaths
such as immature reproductive organs, lack of experience

ang 1ignorance In hospital services, particul
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delivery, intensify the risk of deaths to the children.

Age boundaries between .20-35 years show significantly
low level of infant mortality, that is, 9.3.% and S.4% (for
Z0-27 and 28-35 vears respectively as compared to 17.9% of

ages below Z0 years. Also, 1t was found that age group

between 20-35 years have high fertility per woman (that is,

J
MY
hJ

2.5 and 3.8 for ages 20-2Z7 and 28-35 years respectively).
On the other hand, mothers of ages lass than 20 vears
showed 0.9 fertility rate, value which would be expected to

have very low lnfant mortality rate. Therefore, low infant

mortality rate to the age group 20-35 years indicates that

oroblems which probably were the maln cause of children
deaths 1n the lower ages of mothers have diminisned and the

responcents have galned experience in. chi dbearing.
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Zrothe on Ag®es 7 mothars WSS

Sheervaes to hawve nigh o LnTant mo-tality. Altncugn mamory
= Lhouge 2MOr

Lapse L Lhis age groug o distort the gualiny of
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ohlldren revealed nign ris<s O deatns AT Lh2lr eariy STage
o7 life {(See Tapls Z.3.1).

i oncl i i firmgdins: Mich ~ 7 \

i conclusion, the Tindings whlon regard age of mother
and infant mortality tailies with the documented findings

which were cutlined in chapter one.

“4.2.2. The Measurement of Infant Mortality by Parity

.

Infant mortality, when measured by parity of the dead
children (see Table 3.3.1) ShDgS that first born children
and children of higher birth orders, that is, orders five
and above, is high. On the other hand, parities 2-4 have

low infant mortality on the average.

1t 1is customarily observed that 1in Tanzania, many

deliveries take place at home "particularly in the rural

areda. Faor instance, respondents 1n the rural area (es.g.
the Ilembo ward) reported that vhers were a Tew Traditional

BA 3) who, in thneir absen

n
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1t was seen 1n  the Literature Review that first

parities are assoclated with many factors which can lead to

~t

the deain o the children {and sometimes the mothers).
These include lack of experience 1n childbearing amd some
biclogical and physiclogical complications to some mothers.

When these problems are combined with low age at

childbearing and poor socio-econaomic factors, may lead into

infant mortality.

Deaths to children of orders 2-4 are fewer (that i 97
out of 309 infant deaths) as compared to those in_the first
parity (100 out of 359), but still high on the average. 0On
the other hand, deaths to children Born in the higher birth

orders are the hnhighest, that 1s, 112 out of 309 infant

deaths. In this case, exbaustion of the mothers’ ability

3 + - - 3 3 - .
development of physiclicgical weaknesses 1n the mothers
repro-uctive  organs, when  1ntensified by poor  socio-—

economic factocrs are responsible for high infant mortality

[
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o
19}
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. TIThe Measurement of [mfant Mortality by Birth Interval

. N . I U e

fertlllicy «wN1ch Chnaraciarlisses The NOrne amd
valuss oF many JTanzanian sho-t 1ntervals
cetween blrins. Birtn i1ntervals o at a@ost 24 months

between two successive birihs was reported as  common,

particulariy in the rural area (see Table 3.3.3).

48]

Consequently, children who were ¢

Q@

ported  dead  during
infancy were the wvictisms ©of this short birth intervals.
Table 3.3.3 shows that, of the 293 infant deaths which wers

measured by birth interval, 249 were of birth intervals

ranging from 18 to 33 months. However, a birth interval of

p

24 months was reported as common by ma%y respondents,
Children born after a normal birth interval, that is, a
birth interval ranging between 24-3& months, have less
infant mortality. This group shows the least proportion
dead during infancy, th;t i§ 0.069 out of 360 children
deaths. It was further cbserved that there was more infant
mortality for children born after & pericd longer than

normal length of birth interval, that is, more than 48

months. in this category, of the 27 deatns,

L

€

i guring infancy.

S i3 the praporitlon de

g

{

short birith intervals do not

sy be conclud

-
i
3
b
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allow ths mcithers to recuperate ful.y “rod the damages
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inteErvals  longer  tnan norm&i, fNave biological  and/or

nhysiological oroblems which may result | into childresn
deaths.

4.2.4 The Measurement of Infant Mortality by Socio—Economic

Factors

The urban residence, with relatively developed socio-

economic facilities have lower infant mortality. When
Trussell' s model was used 1n the estimation of infant
mortality in Mbeya rural and urban areas, 1t was found that

the rural area had 121.8% infant mortality rate as compared

-ty

T
i

the urban area. his means that for every

1,000 livebirths in  the rural area, 121.8 die during

infancy. On  the other hand, 112.3 of every 1,000
livebhirths in the urban aresa die at infancy stage.

. S5 e o 47
he o N s contirms that poor
socio-econgnic factors i fhe rural area intensify the

ant mortasity.
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I~ COMGMENGAt1ions
The following o011ay implications 2merge from
-~ o= o £ - N ~
Tindings o Lh1S sTuov .
- [ . e 5 o 3 o} . -~ . - —— -
‘fay The results bring out the i1mporiance of. ages o7

childbearing. A rise 1n the age o7 childbearing

that is, above 20 years, and avoidance of ages
apove I3 year should be encouraged by every
means in the Tanzanlan saciety. This may be the
strongest method which can reduce infant
mortality in Tanzania. However, this may not be
an easy task as it is likely to be accompanied by
major changes in norms and values leading to a
reduction of fertility in those ages.
Consequently, reduction in infant mortality will

be realized.

Since childbearing at these ages is still

deeply roocted in many tribes of Tanzamnia,

implementation of this policy may encounter a 1ot
of difficulties. However increase and
2rnhancement N women  education may Rave a
positive 2ffect on ages o7 childbearing. Tris,
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f!t

chmErefors,. 1o Tant morc

» BOUCaTEd women tend o dropg oFff fertilicy
AT nigner ages [(Swalsihe, 1728, therefores, infant
morTality which are associatec fo those ages will
2iso drop.

[t therefore becomes imperative that younger
momer,  the potential for determining future

ion, must be given more education as am

-
generat
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altormative to early marriage and 2arly

childbearing.

Delivery of first and fifth:and above birth
orders should take place in hcsﬁitals with more
speclalized personnel 1n child delivery, This
can combat any risk of death which may be both to

the child and the mother.

However, implementation of this policy may
encounter a number of difficulties. Many

deliveries particularly in the rural arca take

clace at home. To discourage this character,
naome delivery should strictiv be condemned.
Instead, the Maternal and Child Health Centrecg

(MCH), be intensi~ied as the primary instrument
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CHAPTER FOUR

SUMMARY AND RECOMMEMDATIONS

Introduction

hls study was promotsd by the need to study the
causes of high infant mortality in Tanzania. This is
because very fTew studies have been conducted focusing on
the same subject. 8o far, there are no documented studies

in Tanzania which attempt to show the intervention of

socio-economic factors with the maternal factors (that is

age of mother, parity and birth interval) on infant

mortality.

First, the effect of each factor on infant mortality
was examined independently. Second, rural and urban spcio-
economic fTactors were taken to show their intensifying

effect on each factor.

=N

The outcome of the findings shows  that é?g:ﬁ;

e

residence, which represents relatively developed socio-

e

i

economic factors have {iiﬁjlinfant mortality.  Rural))
A e

Mo,

residence on the other hand, with low level j;;/sgcis~

economic development 1ndicates relatively very{gigh}igfant
mortality. Most parts of the surveyed rural Jareasy like
: F

Ilembo and Ulenje wards, can be classified as being among
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the urban area and parts of

wjewa, which iz a mixed type ward, showed nhigh level of

t

ccio-sconomic development, particularly in health services

4.2. Summary of the Findings

4.2.1. The Measurement of Infant Mortality by Age of Mother

The measurement of infant mortality by‘age of mother
at the time of death of the child, (Table 3.3.1), shows
that, ages below 20 years have high infant mortality. This

is because, 17.9%4 of the deaths of children born to mothers

of age group < 20 years occurs during the infancy stage.

Contrary to this high percentage, only 2.3% and 3.4% infant
deaths occur to children born by mothers of age groups 20-
27 an 28~35 years respectively. It was further found that
children born to mothers of more than 35 years have high
risk mf'ﬁyimg during the igkahcy sﬁage. Table 3.3.1 shows

RN
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8.9% of the children born to mothers whao are aged more
than 35 years die during infancy, while In the preceding

age group, only 5.4% of deaths to children are of infants.
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“ HWw Trhe surwvey also discovered that mothers of ages bslow
'&;\
Z0 y=ars nave low i1ncome on the average (below Tsns.
T ————
2L,O00), and  irn many cases, were dependants to  their
amilies. With low level of scocio-econamic development
which was observed in the survey area, together with the
low age at pirth of their children, it is true that the
maternal factors which are associated with infanmt deaths
[RRIEETDU .
such as immature reproductive organs, lack of experience
and ignorance 1n hospital services, particularly during
delivery, intensify the risk of deaths to the children.
Age boundaries between .20-33 years show significantly
. o . . . . 3 S~
At % low level of infant mortality, that is, 9.3.% and 5.4% (for
0 W\ :
{E ’ 20-27 and 28-35 years respectively as compared to 17.9% of
Sy~ .
i, ages below Z0 years. Also, 1t was found that age group

between 20-35 years have high fertility per woman (that is,
2.5 and 3.8 for ages 20-27 and 28-33 years respectively).
On the other hand, mothers of ages less than 20 ~years
showed 0.9 fertility rate, value which would be expected to

have very low infant mortality rate. Therefore low infant

o

i
mortality rate to the age group 20-33 vears indicates that

problems which probably were the maln cause of children
deaths Iin the lower ages of mothers have diminisned and the
respondents have galned experience 1n. chi’dbearing.
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in conclusion, the findings which regard age of mother
and infant mortality tallies with the documenteg findings

which were outlined in chapter one.

"4.2.2. The Measurement of Infant Mortality by Parity

Infant mortality, when measured by parity of the dead

-

children (see Table 3.3.1) shows that first born children
e

and children of higher birth orders, that is, orders five

and above, is high. On the other hand, parities 2-4 have

low infant mortality on the average.

It is customarily oaobserved that in Tanzania, many

deliveries take place at home "particularly in the rural

area. For instance, respondents 1in the rural area (=.q.
RSy
the Ilembo ward) reported that there were a few Traditional

Birth Attendarts (TBA 3) who, 1in their absence, their role

was taken overfby old mothers who were thoug%t'offbeing
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elivery was successtul only where there were no major

|1

oroplems like operatlons and serlous medical attentiorn.  In

1t was seen 1n the Literature Review that first

itz

parities are assoclated with many factors which can lead to

the death of the children (and sometimes the mothers).
These include lack of experisnce 1in chilabearinq and some
biological and physiological comblications to some mothers.
When these probléms are combined with low age at
childbearing and’pdgr socio—economic factorsﬂ may lead into

infant mortality.

Deaths to children of orders 2-4 are fewer (that is 97

et

out of 309 infant deaths) as compared to those in the first
- .

parity (100 out of 309), but still high on the average. O0On

the other hand, deaths to children born 1n the higher birth
—

orders are the highest, that 1i1s, 112 out of 3I09 infant
Pt
deaths. In this case, exhaustion of the mothers’ ability
in childbearing, depletion in family resources and
develapment of physiclogical weaknesses 1in the mothers’
repro-“uctive organs, when intensified by poor sccio-
economic factcys are resoonsible for high infamt mdrtality

to higher parities.
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4.7.53. The Measurement of Infant Mortality by Birth Interval

The nigh fertility which characiserises ihe norms and
values of many Tanmzanian traditions causes shori imtervals
cetween birihs. Birtn intervals of. at most 24 months

Sl
petween two successive births was reported as common,

particularly in  the rural area (see Table 3.3.3).

Consequently, children who were reported dead during
infancy were the victims of this short birth intervals.
Table 3.3.3 shows that, of the 293 infant deaths which were
measuread by’birth interval, 249 were. of birth intervals
régging from 18 to 35 months. However, a birth interval of
241 months was reported as common by ma%y respondents.
Children born after a normal birth interval, that is, a
birth interval ranging between 24-3& months, have less :

infant mortality. This group shows the least proportion :

dead during infancy, that is 0.069 out of 360 children

deaths. It was further observed that there was more infant
mortality for children born after a periocd longer than

normal length of birth interval, that is, more than 48
i L= —
kY

h months., In this category, o©of the 27 children deaths,
. g,.,.m—-““"""‘"

O.210% is the proportion dead during intancy.
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<ix;t may be concluded ¥hat short birth intervals do not
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allow the mocthers to recuperate fully 7Trod the oamageg/gé
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beromes diftficuisz to care Tfor tne children and thus
increases risk oF desatn. On  the other hand, birtn
intervals lomger trnan normal, have biological and/or

ohysiological problems which may result into children

deaths.

4.2.4 The Measurement of Infant Mortality by Socio-Economic

Factors

The urban residence, with relatively déveloped socio-
economic facilities have lower 1infant mertality. When
Ziﬂiifii;jihfﬁf?l was used 1in the estimation of infant
mortality in Mbeya rural and urban areas, it was found that
the rural area had 121.8% infant mortality rate as compared
to 112.3% of the urban area. This means that for every
1,000 1livebirths in the rural area, 121.8 die during
infancy. On the other hand, 112.3 o7 every 1,000
livebirths in the urban area die at infancy stage.

ne two values confirms that noor
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socio-economic factors 1n the rural area intensify the

& b
fect.of the maternal factors on infant mortality.
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findings o©of this study.

(a) The results bring out the importance of ages of
childbearing. A rise 1n the age of childbearing
/“M%N

- R
that igtfabove 20 years,yand avoidance of ages

apove 35 years should be encouraged by every
means in the Tanzanlan society. This may be the

strongest method which can reduce infant
st

I

mortality in Tanzania. However, this may not be
an easy task as it is likely to be accompanied by

major changes in norms and values leading to a
W%

pE

reduction of fertility in those ages.
Consequently, reduction in infant mortality will

be realized.

Since childbearing at these ages is still
deeply rooted 1in many tribes of Tanzania,
implementation of this policy may encounter a lot
of difficulties. However, increase and

enhancement 1in  women education  may have a

positive sffect on ages of childbearing. This,

will reduce fertility in the ages tplow 20 years
P i
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nand, =ducated women tend to drop off Tertility
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at higher ages| (Swalehe, ;QEb{J/theretare‘ inftant
[ onasens, STES) :
mortality which are sssacirated Lo those ages will

4180 Orop.

It therefore becomes Lmperative that vyounger
wemen, the potential for determining future
generation, must be given more education as an
alternative to early marriage and early

childbearing.

. ‘& -
Delivery og/?z:;zgand fifth and above birth

%

orders should take place in hosﬁitals with more
specialized persaonnel in child delivery. This
can combat any risk of death which may be baoth to

the child and the mother.

However, implementation of this policy may
encounter a number of difficulties. Many
deliveries particularly 1in the rural area take
nlace at home. To discourage this character,
nome delivery should strictly be condemned.
Iinstead, the Maternal and Child Hgalthrgentreg

“

3
(MCH), be intensitied as the primary instrument
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Thiz study did not explors the mechanism through which
the proximats determinante (maternal age, parity and birth
interval) operate to influence infant and child mortalitcy.
A study which includes illness, injury and nutritional

atatus of a child may add a useful knowledge.

5.5. LIMITATION OF THE STUDY

Most soclo-ecconomic variables share the reference time
problem. The variables are measured at the time of the
survey whereas the mortality being analyzed has occurred
eariier. However, as Preston (1985) states it is not as
serious a setback as is commonly believed: from the fTact
that social wobility 1in developing couantries is not

gensrally rapid. Therefore, the present functions as =

good indicator of the past.

A
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Hypothesis One: "Maternal Education 1is inversely

related to infant and childhood mortality".

We have seen that the 1levels of IMR and USMR

decreased with the increase of maternal education.
Furthermore, the regression analysis proved that the
variable was significantly and negatively associated
with child mortality. These findings point to the

conclusion that the hypothesis is accepted.

Hypothesis Two: "Maternal Occupation influences

infant and childhood mortality".

Children of mothers engaged in whitejcollar jobs and
household domestic activities were found to have low
levels of IMR and USMR compared to those engagéd in
agriculture and those without any employment.
Statistical analysis of the data gave similar
results. The variable was found to be significantly
correlated with c¢hild mortality. On the basis of
these findings, the proposed hypothesis is cherefore

accepted.

Hypothesis Three: "Household Income 1is inversely

related ;ovinfant and childhood mortaligcy". -
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Variations o

h

the IMR and USMR with the level of
household income were in the postulated directiocn. In
the statistical analysis of data, the variable showed
significant relationship with child mortality only in
bivariate regressions. When other variables were
included in the model, its significance diminished.
However, the household expenditure which is sometimes
used as its proxy showed significant and negative
association with child mortality. Considering the
limitations of income data 1in many developing
countries, 1t 1is reasonable tc use this proxy as a
reliable estimate of household income. It is thus
logical to conclude that child mortality decreases
with the increase in annual householdjincome. Hence,
based on the findings and this "argument, the

hypothesis is accepted.

Hypothesis Four: "Place of Residence influences

infant and childhood mortality™.

The analysis of the data has shown that the levels of
infant and child mortality decrease when one moves
from the rural to urban when other independent
variables are not controlled for. The significance of

the variable 1is lcst when the type of toilet and
H EN

source of domestlc water are considered in the
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multivariate regressions. This shows that the urban
advantage over rural in child mortality is embedded
in factors other than the mere locality of the
household. However, the statistical evidence and the
association argued earlier between this variable and
the two community variables, have provided the basié

for accepting the hypothesis.

Research Question One: "Does the education of
household head influence infant and childhood

mortality?".

The education of the head of household has éhown a
clear relationship with child mortal££y only in the
logistic regression. The levels of IMR and USMR did
not show great differences between those heads with
adult/primary education and those with secondary
education. These findings suggest that the influence
of education of the head of household on child
mortality is remote. This is not surprising since
most of the household heads are the bread winners of
their households and sorspend little time with their
young children. Even the female heads may leave the
care of their children to their older children,
relatives or house girls. In this way t%e e@ggation

of the heéd~depends on whether these caretakers of
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their children follow their health, nutrition and

sanitaticn instructions or not.

Research Question Two: "Does the occupation of
household head influence infant and childhood

mortality?"

The levels of IMR and USMR and the bivariate
regressions have shown that child mortality is lowest
for household heads engaged in household duties and
in office/technical jobs. On the other hand child
mortality was found to be tbe highest for household
heads engaged in agriculture or those wﬁo are
unemployed. The occupation of the head has also shown
strong correlation with the household annual income.
Since expenditure is sometimes used as a proxy for
income, we can thén.argue that the occupation of head
ig indirectly related to expenditure. From these
assumptions we can conclude that the occupation of
head has a direct as well as an indirect influence

(through expenditure) on child mortality.

Research Question Three: "Does the value of assets
owned by household influence infant and childhood

mortality?”




|
?
|
|
|
!

h)

173

In this study we did not find any pattern between the

levels of IMR and U5SMR and the value of assets owned

by the household. This differs from the anticipation
that ownership of assets contributes to the economic
status -of the household. However, we must admit that
the estimation of current values for assgets such-as
fields/crops, 1livestock, self-made assets 1like
furniture and houses, and those assets bought long
time ago was difficult and may have contributed to

this lack of pattern.

Research Question Four: "Does the annual household
expenditure influence infant and childhood

mortality?"

Despite minor fluctuations, the findings from this
study have shown that child mortality decreases with
an increase in annual household expenditure. With the
exception of multivariate logistic regressién, the
variable was found to be significantly (at 0.05
level) and negatively associated with child mortality
in all the other regressions. The conversion of this
variable from continuous into categorical variable

may have caused loss of some information during the

regressions.
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Research Questicn Five: "Does the type of toilet used
by household influence infant and childhood

mortality?"

This study has demonstrated that the type of toilet

L used by the household has strong influence on child

3)

/

v

mortality. The levels of IMR and USMR for those
households with no toilet are about .twice those
having flush toilets. Furthermore, in all the four
regressions the variable has displayed a consistent
and strong association with child mortality. This
emphasizes the need to dispose human waste properly
to prevent the children from risks posed by this:

waste.

Research Question Six: "Does the source of drinking
water normally used by household influence infant and

childhood mortality?"

As for the type of toilet, the source of domestic
water used by the household exhibited a strong
connection with c¢hild mortality. Water from the
rivers and taps (which 1s more 1likely to be

contaminated) is strongly related to higher levels of

child mortality compared to that obtaiped from the

H R

wells. One may assume that tap water is safe but this
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study has shown otherwise. There may be two
underlying reasons for this source to be affiliated
with higher child mortality. One of the reasons may
be that the levels of treating are not sufficient to
make it safe. The other reason may be its irregular
availability which may force those relying on this
source to use it in quantities below those needed for

hygienic and sanitation purposes.

Research Question Seven: "Does the time taken to
fetch drinking water influence infant and childhood
mortality?™

Fetching of water is one of the actiéities that the
rural and even the urban mother is expected to carry
out besides other activities. The current scarcity of
water experienced in many parts of the country
increases the workload of the motherg who have to
spend more time to fetch water. However, the levels
of IMR and USMR found from the study were not in the
expected direction. For example, the levels of IMR
and USMR for the mothers who spent between 1 and 1.5
hours were 78 and 125 respectively. On the other
hand, the levels for those who spént between half an
hour and one hour were 147 and 249 respgctiv§}y. It

was due “to these findings that the variable was
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dropped from further analysis. Poor reporting of time
or overlapping of activities may have contributed to
these findings. Time budgeting is one of the weakest
point for many people especially in the rural areas
where more than one activity may be performed
simultaneously. Therefore, this study has failed to
show any relationship between the time spent to fetch

water and child mortality.

From the discussion above, we c¢an conclude that our
research data has led to the acceptance of all the four
hypotheses. Furthermore, the findings from the analysis
have also shown that éf the seven wvariables in the
research questions, cnly‘two (value of asséts and time to
fetch water) have f@iled to show any clear relationship

with child mortality.
5.3 Suggestions and Recommendations

In this section, suggestions and recommendations will be
given for each of the independent variables included in
the hypotheses and research questions. General advice and
considerations will also be given based on the findings
and observations made during the whole course of the

study. The ideas and views expressed by the community
7 g ~

L :
during the fdedback meetings will also be -considered
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Appendix 3&1):, COEFFICIENTS FOR | STIMATION OF CHILD MORTALITY MULTIPLIERS,
“TRUSSELL VARIANT, WHEN DATA ARE CLASSIFIED BY AGE « « MOTHER

Morla!‘{/

Moriality Age Index ratio o Coefficients
‘modet : growp i o x) /Dty i) i) ot
(1) {2 S ) (8 N
North ....... 15-19 ! qg(h/D(1) L9 —-2.9287 0.8507
20-24 2 q(2)1'D(2) 1.2390 ~0.6865 —0.2745
25-29 3 g3/ D3y 1.1884 0.0421 —0.5156
30-34 4 q(S)/D4) 1.2046 0.3037 —0.5656
35-39 5 gl0y/n(s) - 1.2586 0.4236 —0.5898
40-44 6 q(15)70(6) 1.2240 0.4222 —0.5456
45-49 7 g(20y/0(7) 11772 0.3486 —0.4624
South ...... 15-19 ! gehy/Dly 1.0819 -3.0005 0.8689
20-24 2 qg(2y/D(2) 1.2846 ~0.6181 -+ —0.3024
25-29 k! g (X)/D(3) 1.2223 ' 0.0851 —0.4704
30-34 4 q(5)/04) 1.1905 0.2631 —0.4487
35-39 5 q(10)7D(5) 11911 0.3152 —0.4291
40-44 6 q(15)/D(6) 1.1564 0.3017 ~0.3958
45-49 7 q(20)/0(7) 11307 0.2596 —0.3538
East ... . 15-19 | ¢(h/D(l) 11461 —~2.2536 0.6259
20-24 2 q(21/D(2) 1.2231 ~0.4301 -0.224
25-29 R G ()P} 1.1593 0.0581 —0.3479
30-34 4 q15)/b(4) 1.1404 0.1991 —0.3487
35-39 5 g(10)/D(5) 1.1540 0.2511 -0.3506
40-44 6 qg15)/0(6) 1.1336 0.2556 ~0.3428
45-49 7 g2o0Ip(T) 1.1201 0.2362 ~0.3268
West......... 15-19 I qg(h/b() 1.1415 -2.7070 0.7663
20-24 2 q(2)/D(2) 1.2563 —0.5381 —-0.2637
25-29 3 q{3)/D(3) 11851 0.0633 -0.4177
30-34 4 q(5)/D(4) 1.1720 0.2341 -0.4272
35-39 5 g (1Oy/N(5) I.1865 0.3080 ~0.4452
40-44 6 g(15)/D(6) 1.1746 0.3314 —-0.4537
45-49 7 q(20)/D(7) 1.1639 0.3190 —0.4435

Estimation equations:
Etiy=a(iy+b0y (POPQ2) +c(i NP2)/P(3)
gix)=k(i) D) '

* Ratio of probability of dving to proportion of children dead. This ratio is set equal to the multiplier
k(). ’ )

Source: U.N. Manual X(1983)




APPENDIX 4(a}: ESTINATIONS OF INFANT ARND CHILDHOOD HORTALITY LEVELS

BY TRUSSELL'S METHDD - MBEVA RURAL AND URBAM BISTRICTS

Five-  Husber Musber of Nusber Average ‘umber Proportion of Age Hultiplying Estisated Probability Horth
Year of thildren of chi- Nusber of Children Interval Factors Proporiion of Survivisg Hodel
hge Respon- Everbors ldren  of chil- chil- -----memomeoe- of the where Dead at Exacl fge Horta-
Broups demts  (CEB}  Dead  dren  dren  Survi- Dead childeen P L., .  tin) v {x) lity
of is {81} Everborp survi- ving §.382 Level
flespon- child- (B} ving Boves ©
dents  bearisg §.883

fges

LEd @ 7 3 Ps b, i gl m

i H 3 § 3 b 7 ] ? 1 it 12 13

1519 285 184 b7 0.8976 117 0,439 0.3641 i §.7449 0.2712  0.7288 3.7

2327 1§ 43 154 2.6626 0% 0.7677 0.233% 3 0.7492 p.a7ay 08253 1.4

38-34 148 63 150 44797 3 07738 .2282 3 b.5212 0.1857  0.8143 3.3

B3 837 8 3988 657 4T 0EMID W 9.8995 §.1988  0.8012 3.9

-4 @2 i 17 LHE 3 §.7916 02488 15 9.9034 0.2284 0.7756 3.5




APPENRIX 4(b): ESTINATIONS OF INFANT AND CHILDHODD HORTALITY LEVELS

BY TRUSSELL'S METHOD - MBEYA URBAN DISTRICT

Respen- chilg-

Five-  Husber Musher of Nusber Average Muaber Propertion of Age
thildren of chi- Husber
Respen- Everbors ldren
Dead
{81}

of chil- chil-

dren

Everborn survi- ving

{7}

..........................................................................

------------- of the
children P iR, =

Bultiplying Estisated Probability
Interval Factars

Horth

Proportion of Surviving Hodel

1

4

b

¥

kL

§.823

2330

2.417

515

§.248

551

3.690

L

shere Dead af Exacl dge Horta-
gix} PP Lity
0.334 Level
Fip,=
G.984
gr=kID]
19 # iz i3

_ 08950 6.2848 §.7152 3.2
6.3 0.1599 §.8401 2.3
0.7068  0.1589 ¢.8411 13.4
0.7676  D.1636 0.8344 14.3
0,880  G.iB%m 0.8102 4.4
6.8070 07110 4.7690 4.1
0.8546  0.7180 4.7820 4.4

.....................................................................................................................
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APPENDIX 4(C): ESTIHATIONS OF INFANT AND CHILDHOOD MORTALITY LEVELS

BY TRUSSELL'S HETHOD - HBEVA RURAL DISTRICY

Five-  Musber HNuaber of Nuaber Average Nusber Proportion of dge Bultiplying Estimated Probability Horth
Year  of children of chi- Huaber of Children Interval Factors Froporiion of Surviving Hodel
Age Respon- Everbors ldren  of chil- chil- -----moroomeee of the  where Bead at Exarl Age Horta-
broups demts {LEB)  Dead  dren  dren Swrvi- Dead children P . qly) r B ity
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