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MIS I 'M \ (  I

Hk  main objective o f this study was to investigate the effect o f IIIV AIDS on fertility 

patterns among women of reproductive age < 15-49) years, The study considered the clTcct of 

HIV AIDS perceived risk o f infection and its prevalence rate on fertility patterns as measured 

in terms o f the number of children ever boni. ideal number of children mid desire for more 

children. I he study also considered the etlect of selected key fertility determinants on 

HIV AIDS perceived risk o f infection

I lie study utilized the 1998 Keny a Demographic and Health Survey (KDIIS)dtitu. which was 

a national survey. <>l great importance here was the women s questionnaire that the survey 

used to collect infomtution on women. Also the study used the I‘>99 I UV-sentincI surveillance 

data on prevalence rates as compiled by National AIDS and S Us Control Programme 

(NASCOP) busing on HIV lest results of women clinic attendants from various sites in 

selected districts in Keny a. I he two data sets were merged lor the 16 selected districts 

considered in both cases.

To analyse the data, multiple linear and logistic regression were used tor an in-depth analysis 

of the impact of key fertility determinants, contraceptive use and HIV \I!)S perceived risk of 

infection on fertility patterns. In the ease o f prevalence rale, simple cross-tabulations were 

used to establish possible differences in fertility patterns by zonal prevalence categories. 

Cross-tabulations were also employed to gauge the effect of key fertility determinants on 

HIV/AIDS perceived rtsk of infection. In analysing the effect of the key fertility determinants
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on perceived risk o f  IIIV \IDS-infcetion anil the effect o f  HIV AIDS perceived risk of 

infection on fertility patterns, the unit o f analysis in this study was individual woman 

However, when considering the effect of HIV AIDS prevalence, selected districts that were 

git>uped into prev alence /ones based on the prev alence rales were used as the unit o f  analysis

I he main findings o f litis study rev ealed that IIIV AIDS perceived risk of infection has an 

insignificant positive cIVcct on the number o f children ever born and desire lor more 

children. I hough insignificant, this effect could be attributed to the impact of the scourge 

on morbidity and mortality, especially on infant and child mortal its. which is known to 

affect fertility positively Such deaths often (other factors being constant) shorten |*>st 

partum amcnoirhoca due to curtailed hrea.st(ceding period hence high fertility. However, 

the study established that IIIV AIDS risk perception has a significant negative effect on 

ideal number o f  children. F.ven though litis measure o f  fertility is known to he a poor one 

especially with regard to estimation o f Individual fertility intentions levels from which 

patterns are gauged, it portrays the general negative attitude o f the society towards large 

families (laterally, the study shows that IIIV AIDS both in terms o f perceived risk of 

infection and prevalence rate has not played a major tvle in altering fertility patterns among 

Kenyan women in the reproductive age group 15-49 years

It is the recommendation of the study that school enrolments he improved at all levels as 

educational level was found to lv  negatively related to IIIV \IDS risk perception. Lxpansion 

ol family Planning services and awareness should be enhanced anJ rural-urban gap in terms 

•»l prov ision of infrastructural facilities and serv ices reduced. 1 licsc would help reduce usk ol



HIV AIDS infection especially in the runil areas where risk wils found to he highest On the 

oiltcr hand, fiiture researchers sltould consider re-examining the various research 

methodologies especially the application o f "fertility models" to determine and recommend 

suitable model) tor HIV AIDS and fertility relationship I here is also need lor 

methodologies that would enhance the conversion of Sentinel Surveillance data tnto reliable 

community level estimates o f  HIV \!DS prevalence rates
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CHAPTER ONE

INTRODUCTION

, , GENERAL introduction

Kenya's population has been increasing rupis.ll> since the colonial days. In 1948. Kenya's 

population was 5.4 million with an estimated annual growth rate o f .VO per cent. In 1969. 

Kenya's population had reached 10.9 million with a growth rate o f 3 3 per cent per annum 

The 1979 population census recorded a total population o f  16.1 million with an estimated 

growth rate o f  3.85 per cent per annum. I he 1989 population census results, revealed the 

total population o f Kenya to he 2 I 4 million w ith an annual growth rate of 3.4 per cent I he 

1999 population and housing census provisional results have indicated that the population 

of Kenya has reached 28.7 million. I his has fallen short of the projections that put the 

population o f Kenya at about 32 million by the year 2000 I he short fall has been attributed 

to. among other things: rapid fall in fertility: rising mortality especially through HIV AIDS 

scourge and enumeration coverage errors. I lie estimated 1989 99 inter-ecnsal annual 

growth rate of 2.9 pet cent confirms this.

As an explanation for this tieinl o f  population growth. Kenya's I olal 1 ertilily Rate ( II R) rose 

from 5.3 in 1962 to t, r, m 1969: S O in 1977. 7.9 in 1979: 7.7 in 1981; 0.7 in 1989; 5.3 in 1993 

and to 4.7 in 1998 (Censuses; 1962. 1969. 1979. 1989; \ | ) S  1977 KCPS 1984: KDHS 

1989, 1993. 1998).
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Stwlics that have boon done in Kenya and oilier parts of I he world reveal tlut fertility is 

affected by a multiplicity o f factors Ikmgaarls' ( I *>7S > l-crtility Model indicates that fertility is 

influenced directly b> biological and behav ioural factors. I hose include starling, spacing and 

stopping o f child bearing. It's at this point that an investigation on the possible role of 

| | I \  AIDS scourge in fertility M tauoui becomes necessary , as the scourge is known to be 

pegged to both behaviour and biology

In Kenya like in many |v*rts of the world. I Ilk' AIDS has gone beyond epidemic proportions 

and is now a worrisome social, economic, demographic and health scourge. According to 

Forsythe and Rau (I9*K>). AIDS has become a tragedy ot devastating proportions. United 

Nations (UN. I99|)  convctly noted that ptoj cel ions of the impact o f the demographic 

pandemic laid assumed that there would he no significant difference in the 'with and without 

AIDS' fertility in sub*Saluimn Africa in the immediate future However, theoretical evidence 

(Anderson tv <//.. 1988: l niicd Nations. 1991: (iregson *7 a l . 1994) and a growing body o f 

empirical evidence (Dc Cook cr a l . 1990: Mulder <7 <//.. 1904; Sew-ankambo ci al 1994; 

(icrcnne el al 1995; tiregson ct al.. 1997) demonstrate that I Ilk epidemic has profound 

cfleeI <>n the demography o f many sub-Sahara kfrican population w here prevalence rates arc 

soaring day by day. It is imperative that I Ilk AIDS pandemic has perhaps played a major role 

in fertility decline in the region, particularly in Kenya wire re sero-positivity prevalence is 

estimated at a high figure o f 13.9 per cent. In lilts context o f high prevalence of I Ilk \ ||)S . 

die total Fertility Rate t II Ri in Kenyan has fallen tremendously from over 8.0 children pet



woman in mid-1980s to a current figure o f 4.7 children per woman on average (N O T) <*/ <i/.. 

1998).

Gregson i'i til (1997) considered the possibility o f a direct physical ell'ect o f the vims on the 

probability o f conception. They also pt>s»t that changes in behav iour that tvsult from a growing 

uwwencss of HIV \ID S pandemic and a desiiv to avoid infection or vertical transmission 

might change childbearing patterns. Behaviour change might work in huh directions. Where 

post-port um abstinence and long periods o f breastfeeding arc common, women may feel these 

practices can push their husbands into multiple sexual partners and thcrclbiv increase their risk 

of infection. Curtailing abstinence and breastfeeding may increase fertility. Deliberately 

seeking to increase fertility in response to high mortality environment created by HIV AIDS 

pandemic would also increase the average number o f children per woman.

On live oilier hand, where the most common response to the fear of infection is decreased 

sexual activity and or increased condom use, behaviour change i> likely to limit childbearing. 

In high HIV/AIDS-prcvalcnce situation like in most parts o f Kenya, death and disabling 

illness will also cut down the time spent in sexual unions and coital frequency. In fact, in the 

P°°r sub-Sahara \frican countries. HIV AIDS incubation period is loo short for any 

meaningful child replacement effect. Generally. Grcgson a! (1907) consider that the forces 

reducing fertility are likely to outweigh those promoting it.

h is hypothesized in this study therefore, that HIV AIDS has played a major role in reversing 

fertility trends and patterns in Kenya through its effects on proximate fertility determinants



especial) contraceptive use. Nevertheless. HIV AIDS pandemic raises concerns that go 

boom l intended and actual reproductiv e performance. However, tins study shall focus on its 

effect on selected fertility determinants and childbearing limitations through contraception.

, 1 problk.m statkmkm

Kenya has experienced a rapid fertility decline since late l ‘)80s. Not many years ago. the I oial 

Fertility Rate (M R) of Kenya was more than 8.0 children per woman. Ihis was among the 

highest the world lias ever recorded. Although the Kenya Demographic and Health Survey 

(KDIIS) estimates of 1908 put 11 R at 4.7 children, which is still high compared to the rates 

achieved by developed countries, this current rate indicates u remarkable decline in recent 

years. Nevertheless, this is a clear indication that fertility transition seems to have established 

a foothold m Kenya.

It is interesting to note that over this period o f fertility decline. Kenya has gone on record as 

one of the sub-Sahara African countries hardest hit by the 111\ \IDS pandemic. The National 

AIDS S lls  Control Programme(NASCOP. 1999) estimates that adult HIV AIDS prevalence 

has hit 13.9 per cent. This puts Kenya as one o f the countries with the highest HIV AIDS 

prevalence in the world. It is hypothesized that fertility transition and HIV AIDS pandemic arc 

currently running parallel in Kenya with the suspicion of llte later causing the former 

especially through increased contraceptive use. I lowever. variations do occur and according to 

Scrwaddu er ul (1997). the effect is more pronounced in high l l l \  AIDS prevalence areas. 

1 ninfevted. through tear o f infection, as well as the infected people can be al leeted and many
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Af llttf change thereof, could have unintended consequences Ihr fertility (Gregson el ul, 

1997).

Uterc is a  consensus that I l l \  \ll)S  pandemic induces both biological and nr behavioural 

responses that have tremendous effect on hinh rates (Carpenter el at.. 19971. Interact ion 

between HIV AIDS pandemic ;uid fertility both at individual and population levels could 

explain the dramatic and substantial shifts in the demographic profile of the Kenyan 

population in the recent past. Ihc impacts o f HIV AIDS include major changes in population 

growth and structure especially due to declining fertility, orphanhood, widowhood and 

household composition. 11ms. there is need to understand and measure these cIVects m Kenya 

especially how they relate to various selected sockv-cconomic. socio-cultuial and demographic 

factors. So far. there is no adequate information to help explain the effect of l l l \ ' AIDS 

pandemic on fertility patterns in Kenya.

1.3. STI'DY OBJECTIVES

1.3.1. General Objective

lo  establish the extent to which the impact o f  HIV AIDS prevalence and its perceived risk of 

infection have influenced lertilily patterns among women ot reproductive ages 1 15*49) years 

in Kenya. I lie study also seeks to establish tiic effect of selected lertilily determinants on 

IIIV AIDS risk perception.



Specific Objectives

ijv To investigate how the selected fertility determinants affect HIV AIDS perceived 

risk o f infection

jjj) Toexatninc the extent to which I l l \  AIDS prevalence rate affects fertility patterns, 

(iiif. To find out how IIIV \IUS ivreeived risk o f  infection allccts fertility patterns.

1.4. SI I l)V JUS I IKK AI ION

Population estimates in the context ol HIV,'AIDS pandemic have so far been eonfitted to tltc 

nse in mortality. hut should now incorporate its effects on fertility. I nderstanding the 

relationship between HIV,'AIDS infection pandemic and fertility determinants and its elTect on 

fertility patterns in a young population like that o f Kenya is vital. There is need to predict the 

current and/or t'uturv socio-economic burden on surv iving family members and communities 

of increased numbers of children infected by vertical transmission o f l ! | \  AIDS or 

subsequently orphaned by the death of their HIV AIDS infected parents

I.ovver fertility among HIV AIDS infected women lias been observed in women in Zaire. 

Rwanda ;ukI Zimbabwe (Ryder at al.. I9*>1: Allen «7 at. I W f  Sevvankomho ct al.. 1W4) 

although these studies have generally been too small to yield significant results. BuL cross- 

vectioiuil studies carried out by Serwadda at al (1*»7) and Grcgson cl al (IO*>7) in rural

6



Uganda and Zimbabwe respectively, observed significantly reduced rates o f pregnancy among 

I ||V AIDS infected women.

Nevertheless, the precise relationship between HIS AIDS pandemic and childbearing is 

important, not least because much ol what we know about levels and trends o f infection in 

different areas comes only from testing pregnant women at antenatal clinics. It's also 

important to examine how the various selected background factors like level ot education, 

type of place o f residence, current employment status, religious affiliation, ethnic background, 

region of residence, age and current marital status relate to the proximate ones to influence 

fertility patterns. Moreover, the more we know about how IIIY \II)S risk of infection relates 

to key fertility determinants and especially to pregnancy, the better idea we have o f how our 

Sentinel Surveillance data relate to women in the general Kenyan population. In addition, 

estimates of fertility among IIIY \  II )S infected women luivc a profound ell'cct on projection 

of lltc members ot orphans, and infant and child mortality rates.

1.5. STO PF AND I.IMITATION

Ihe study focused on Kenya in general. I he study targeted adult women aged between 15 and 

years. Ibis age group was considered because it's the conventional reproductive period. 

\tso, this is the most severely affected age category manifesting the highest IIIY AIDS 

prevalence. Prevalence rates data as reported by the Kenya National MDS S lls  Control 

Programme (NASCOP) from the l‘>w Sentinel Surveillance system were used. HIV \IDS 

perceived risk o f  infection status and the selected fertility pattern indicators/measures (i.e..

7



number o f children ever born, desire for more children and ideal number o f children) data as 

detailed in the k l> llv' o f 1998 were also used in this study I he relationship between 

HIWAIDS perceived risk o f  infection and selected fertility determinants was also considered. 

However, live nature and extent to which IIIY \II)S perceived risk of infection affects fertility 

patterns in Kenya was the main area of concern in this study.

I hc limitations ot this study were mainly focused on the data used. I he researcher used two 

sets of data first, the use ot Sentinel Surveillance system data for 111V AIDS prevalence rates 

as estimated by NASCOP. It's Ivised on collection o f l l l \  \II>S prevalence data front 

attendants o f antenatal clinics, mainly women, in selected surveillance sites m various parts ot' 

the country.

Ihc data hod some limitations. Due to luck of data on prevalence rate in the main Kenya 

Demographic and Health Survey (KDHS) data set o f 1998. the Sentinel Surveillance system 

data was used. These data were on only selected sentinel clinic sites hence may not give actual 

picture o f community district rates in Kenya I he results o f each of the Surveillance site were 

not exact estimates since the number o f women tested varied by year and by site. For instance, 

when the number testes! was small, the uncertainty associated with the estimates would 

obviously lx- high. Moreover, a lot of eases were left out as only data on relevant districts also 

considered in the KDHS survey were merged for study. I his kind o f complication could not 

enable regional comparison of live d ie d  ot IIIY AIDS-prc valence rate on fertility patterns.

K



gul silKC there wus no other dam on HIWAIDS prevalence hy districts, the sentinel results 

were used ns the only win ol'categorizing the districts into HIV AIDS prevalence zones. 

Second, dam on the HIV-perceived risk of infection as well as those on key fertility 

determinants and patterns as measured by the number of children ever bom. the preferred 

ideal number o f children, and desire lor more children were obtained front the KI >1 IS o f 1

Data on fertility and key fertility determinants were sufficiently exhaustive, however, those on 

| | | \  AIDS perceived risk of infection were insufficient since this survey was the lirst of its 

kind to include issues related to HIV AIDS perceived risk of infection, l or instance, it's 

difficult to attain lugh level of accuracy on perceived risk o f infection status. I or this reason, 

llte researcher adopted only two categories of risk, perception that is; those who reported to be 

at risk o f infection that included negligible (only four) reported cases o f those who were IIIV- 

posiiiw and those who reported to be at no risk of I l l \  -infection

Since not all the districts were included in both KDIIS and Sentinel Surveillance system, it is 

a fact that some important information from oilier areas was left out. Moreover, harmonising 

the two data sets was yet another drawback that might have compromised the results o f  this 

study as it was not possible to trace the KDIIS respondents in the sentinel surveillance 

prevalence ivsulis.



CH APTER TVVO

1.1 I KK M l Rl RFVIFW AND STFOY DKSICJN

2.|. CiKNF.RAl. IN I RODl CHON

\n  attempt was made in this section to review relevant socioeconomic, socio-cultural. 

demographic and contraceptive use variables anil how the> relate to fertility An effort was 

equally made to revicw literature on possible effects o f HIV All )S on reproduction.

Studies carried in Kenya like others all over the world indicate that fertility is affected singly 

or by a combination o f many factors. In Kenya, fertility rates were quite high in l ‘>70s and 

early !‘>80s; however, there has been a remarkable decline in fertility in the recent past. It lias 

been estahlislied that this drop is not uniformly distributed among the populace I here exist 

distinct variations with respect to socio-economic, socio-eultural and demographic variables 

within different population categories in Kenya. Moreover, it is liypolliesi/cd that IIIV AIDS 

could have contributed to fertility decline through its effect on contraceptive use

Many studies have been carried out to explain why these variations occur. However, it would 

he interesting to examine these with respect to the current 11IV MDS prevalence rates and us 

perceived risk o f  infection in Kenya

in



2.2. S<>< 10-1 ( O N O M K  F A C T O R S  \ N D  F E R T H . IT N

Several socio-economic factors have been iissociaied with reproductive performance. 

F.ducation appears to he the most important single variable common!) cited in association 

wiili variations m fertility. Higher levels o f educational achievement commonly relate 

negatively to fertility (Oliadike. I%S: Dow. 1971: Ljiogu. 1972: Caldwell. 1980).

I ducation and especially that oi females has been shown to exert a powerful effect on fertility 

(Caldwell. 1980). Studies that have been conducted have revealed negative or positive and 

sometimes an insignificant cliangc in fertility depending on levels of lonnal education. 

I ducation. nevertheless, influences fertility in a nunilvr of ways.

Quoting an II <• IJoN study o f I‘>74. Anker and Knowles (1978) point out that Ideal f  amily 

Si/e is negatively correlated to wife's education. I hey proceed to explain that parents' 

educational level may alfeet fertility in a number o f different ways. One. by increasing 

parents' relative preference tor consumption items not related to children and thus reducing 

preference for more traditional lifestyles ilvnt include large family si/e. Another way is that 

education should increase an individual's willingness to accept new products and to use new 

procedures more effectively. When this reasoning is applied to modem contraceptive 

methods, it implies that increases in education may reduce fertility by increasing the 

acceptability and elVeelive use of contraceptives, thereby reducing the numher of unwanted 

births. Yet a third way is that education enhances the woman's income earning potential and

It



^•rcb) increasing ihc opportunity cost o f her withdrawing from the labour force in order to 

care for children. These arguments, thus, indicate that female educational attainment and 

fertility should he negatively correlated. However, the duo note that the relationship between 

patents' education and tenility may not be clear as there may lv  thresholds below which 

tonnal education has little or no effect on fertility

Education acts a> a fertility depressant in part because it tends to increase knowledge of. 

favourable attitude toward and practice o f  family planning. Ii influences the willingness of 

spouses to accept new methods ol and the ability to use contraception appropriately. I or this 

reason, formal education is said to play an important role in accelerating the pace o f  fertility 

decline (Gupta, 1994). Studies Itavc shown that there is a strong relationship between 

women's educational achievement and fertility reduction in many societies (Nag. 1982). 

Women with formal education Ilrvx|ticnt family planning clinics more than those with no 

education. An earlier similai study by Morgan <l*>72) fouikl the some with I ago-. (Nigeria) 

women. Education influences fertility through the acquisition o f family planning information 

and by making women to he more aware o f  their rights An increase in education produces an 

increase in tire use-efficiency o f family planning methods hy increasing the usage levels of 

contraceptives and hy giving a large preponderance to the more efficient methods 11 esthaeghe 

*‘f ol„ 1983). In most eases women with formal education start to use* contraceptives at earlier 

stages in childbearing period Fffieient users of contraceptives are also normally more 

educated than inefficient users o f contraceptives (Dow and Werner. I981). Mhurugu and 

(>ucho (1985) considered illiteracy in private sector institutions as an obstacle to family

12



planning Ihc> observed th;»i percent o f women were illiterate while 17 percent o f men 

wCJV jilitcmte. Respondents wIh> were less educated were found to desire larger families.

In consideration o f  education as a prerequisite to adoption o f family planning. ( iachuhi < 14>71) 

looked into the education of the spouses to be a facilitating factor in adoption o f family 

planning. In some eases, the income of educated women is high, making fertility high because 

women with high incomes can ill lord to support more children. Education may also indirectly 

alVcct the fecundity of women. Hits is because educated women may !v more know ledgeable 

about their health, diets and hygiene. N utated  women may also reduce the length o f  breast­

feeding period allowing for earlier conception, lliis reduces the length o f post-partum 

omenorrhoca. miscarriages and intrauterine mortality thus increasing fertility. I he educated 

women may also afford nutritious food. This improves the health of the people and increases 

their fccundahility

Egero arul Mbomgu <1994) argue that in Kenya, women with a few years ol education in 

1970s had a higher fertility than other categories of women. I lus high fertility is said to be 

highly linked to a tendency among educated women to reduce the breast-feeding period. In the 

1970s most of the Kenyan women who had formal education were young and this caused a 

tremendous increase in marital fertility with an increase in education The trend reversed hi 

1980s. Although the mean desired family size is usually said to decrease steadily with 

increasing level of education, in sub-Sahara Africa, even relatively highly educated women 

are said to want to have higher number o f  children ( l ' N, l ‘>87)
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(jng'uu (1987) living data collected by Kenya Contraceptive Prevalence of 1984 found no 

^rent fertility di(Terence between women with no education and women who had 1-4 years of 

education. However. Ilcnin and Mbwobohia (1981) point out that with primary level 

schooling women break away from tradition set do not adopt modem contraception. thus 

increasing fertility. I hose with secondary plus education are more often than not found in 

urban areas probably in formal employment where practice ot contraception becomes a norm

Population researchers, basing on variables associated with the demographic transition in 

developed countries, have focused their earlier studies in developing countries on 

investigating a presumed inverse relationship between female labour force participation and 

fertility behaviour. It has been established that the manner in which female employment status 

and fertility are related varies across and within countries (Standing and Sheehnm, 1978) \ 

sociological explanation from the economic theories o f  fertility, which has dominated many 

studies is that as a woman’s potential wages increase, the higher the cost o f raising children. 

This is so because women forgo more socio-cconomically when time is devoted to 

childbearing and rearing. I he maternal role incompatibility hypothesis highlighted the critical 

interrelationship between women’s productive (labour force participial ion) and reproductive 

roles in life.

\ccording to an empirical research guided by Women In Development tW'ID), Lloyd (1991) 

cited m Miltcso ( l ‘b)<>) demonstrated that the relationship between women's work outside the 

home and fertility is much more complex than originally anticipated That a plethora of
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variables mediate the relationship, alter the hypotliesos and modify the outcomes. Key 

intervening factors according to \M f) are the structure o f economic opportunities tor women 

inxl households as well as poor women's lack o f access to family planning. This empirical 

research has clearly touched on live importance of a poverty-oriented when studying women's 

productive and reproductive lives in developing countries.

It js well known in developed countries that women's engagement in employment is 

positively related to lower birth rates, particularly when women in low-income groups are 

excluded. In developing countries, however, many studies have come up with rulhcr 

umhiguous and often contradictory results. This could, in part, he due to less conflict between 

women's roles us workers and mothers < Youssef. 14>H2).

A recent review o f the World Fertility Survey (W I S) data, that included information on 

women’s work before and tiller marriage, points out that the variability in findings among 

countries ami within countries is a function o f the opportunity structure variable to women 

within ami without households. A minority o f the women are in the modern sector 

employment and for the majority o f women in mixed, transitional and traditional occupations, 

the work-fertility relationship varies over the life cycle and with the type o f occupation and 

comings (I Joyd and Blanc. I W ). I

I he Maternal Role Incompatibility and the Rising Costs o f Children models both provide 

explanations bused on the assumptions that mothers always take care of children, and that 

buents live together over the life cycle of the family. It has been established through research
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in developing countries tluil instead. the socio-economic arrangements o f families in these 

Ct,untried are highly variable and in most cases running parallel to these assumptions. I.loyd 

jjuJ Blanc further argue thill parents often live separately and even when they live together, 

child fostering can occur. I athcr's support of children, particularly in dev eloping countries of 

<uh-Saharan Africa is variable. I he burden oi child rearing outside marriage may be shared b> 

>iblings. family members, co-rcsidcntial members, and or hired help (Desai. 1WI i

Hie importance o f a locus that touches both on the structure of opportunities lor women and 

on the family and residential arrangements in explaining the work fertility relationship has 

been highlighted by empirical findings. Such findings also show that under certain conditions, 

the cause effect rclationsliip hypothesized by the early population studies can be reversed: i.e.. 

women may need to work to support their children rather tluin wanting to stop work in order 

to have children (Anker and Knowles. 1 «>KJ?>. However, these cross-sectionul surveys are ill 

equipped with the necessary tools to gather information on population variables tracing the 

direction o f  causation l

l ongitudinal studies have been used for further contribution in determining the cause effect 

relationship. This has been done to provide the narrative lor events in women's lives. Tracking 

causality is. therefore, important since there arv so many intervening individual, family and 

community institutional factors in the work-lcrtility relationship. Lven though scholars 

(Cleland and Rodriguez, loK7> have questioned the utility o f pursuing further research in this 

arc“- ' l should be noted that studies in thi-- area would yield valuable information about how 

women balance responsibilities in their lives.



Mihcso (19961. using tl»c 1993 KDIIS data to establish the relationship between fertility 

differentials anvl occupation type among married Kenyan women came up with the finding 

that socio-economic and socio-cultural factors play a significant role in the type o f work a 

woman does. Lthnicny and a\ ailabilitv o f johs in the respective settings were shown to 

influence choice of'occupation. I ducat ion was also found to play a major role in the type o f 

work a woman docs. Consequently it was found that the effect o f occupation on fertility was 

<cen to be quite .significant with women m the more lime demanding jobs such as transitional 

and more modern sectoi liming lower fertility than women in the more flexible jobs 

represented by the mixed and traditionul sector. I he age at first marriage and type of 

occupation confirmed that occupation inlluences the age at lirst birth as women in modern 

sector jobs had late first births while women in the traditional sector had curly lirst births. Unit 

ulihongli desired family size was prcdominaiub small for all women in these categories, the 

analysis indicated that most women preferred to have between three to fom children Women 

in tlk* more time demanding jobs such as modem sector and transitional sector preferred small 

family norm. I he analysis also showed that women in the modern sector used contraceptives 

more than in the other sectors.

Some studies have shown that urbanization makes people drop or loose contact with their 

cultural beliefs and practices. However, this is generally a gradual process as other researchers 

luve found. Rural-urban migrants have relatively traditional values that change slowly over 

bine I hese migrants arc known to retain some o f their fertility behaviours o f their original 

environment until they make considerable adjustments at their new env ironmcnt. According to
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Goldberg (1957) cited in Milveso in a study based on a number o f American cities,

hypothesized that urban fertility dilforcntials by social class, status were only caused by farm 

in-migrants who had moved into the cities and these were n majority among the lower social 

<i!rnta

2J. SO( l ( M t i l l  UAl . f  \ (  I OKS AM) I I K i l l  l h

It is well documented that cultural norms, beliefs, attitudes and practices have an influence on 

behaviour that eventually affects fertility trends, levels, patterns and differentials in almost 

every society. In Kenya, a number of studies have shown that fertility variations do occur by 

religious affiliation among the populace. \n  explanation o f fertility variations based on socio­

cultural ideologies has been attempted by Ocholla-Ayuyo and Otticno t l l>88). I hey noted that 

Protestantism and Catholicism do not allow polygyny unlike the Moslems who allow it. This 

obviously, as other studies have shown, has fertility implications. Ang'awa 1 1 WO) (bund that 

the Totnl fertility Rate (I I  R) o f both Catholics and Protestants do not differ very much. I here 

was. however, a substantial difference between the total fertility rate o f Christians and the 

Moslems. Die 11 K o f Christians also dilfered greatly from that o f  those people who still keep 

traditional African faith.

Ang'awa <IWO). using the Kenya fertility Survey t KI S > data found that the H R for 

( atholics was 8 4o. tor Moslems it was r>.o7. for Protestants 8.7b ami I raditionalisis 7.01. I he 

findings o f Ang’awa concur with those of Ong’uti 1 1‘>87) who. using the Kenya Contraceptive
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iw a le w c  Survey (KCPSi data o f 1084 found Moslems to have a II R o f  6 4‘>. Protestants 

g<j9ond Catholics 8.05 and traditionalists 7.7<».

Ihe above findings are similar to those o f I lenin ( I ’>70) lor lan/ania. According to Hcnin. the 

low fcrtilil> for the Moslems in lun/aima was due to a high proportion o f  childless women. 

Moslems are also reported to be associated with less secular education and high level of 

polygyny However. Ocholla-Ayayo ( l ‘>86i reported that fertility levels among Christians 

could be high because they ignore most traditional norms, beliefs and practices as well as the 

use ot modern contraceptives.

According to Anker nnd Knowles (1082). the general contention is th.it religious group 

differences in fertility are due to differences in contraceptive practice, religiousness, type of 

education (secular versus religious), socio-economic status, ethnicity and marital status. 

Although research repoils elsewhere seem to confirm this general hypothesis, the multiplicity 

of religious groups with dilVcrcnt religious philosophies sets a limit on the extent to which 

lindings from one religion can be extrapolated to another with similar religious orientation 

(Arowoloand Mahogunjc. 1^78),

A specific hypothesis that lias been tested in some parts ot Africa relates io the insinuations ol 

religion on contraceptives use. (m en  the pronatalist positions oi certain religious grou|>s like 

Catholics and Moslems and the varying degrees o f permissiveness of the issue of family 

planning among others as Protestants, die explanation of different fertility rates lies mainly. 

Oliver factors being constant, on religious group differentials in knowledge of. attitude toward



jnd practice o f family planning. Hie Catholic Church was re tr ie d  to give active 

encouragement to "approved methods” o f  family planning in countries like Mauritius l-.ven in 

ihe predominantly Muslim countries o f Africa, it has been shown that rhe adoption of family 

planning has little to do with religion. Ihe real obstacle to family planning programmes in 

sub-Sahara Africa as indicated in Caldwell’s work are socio-economic in nature i.c.. lack o f 

finance, shortage ol trained personnel, insufficient publicity, uncertainly o f government 

support, the dillkulty of supplying remote rural areas, rural illiteracy. and suspicion on the 

pan of those holding more traditional altitudes.

Commenting on religion. Outran (1084) argued that the Catholic arguments regarding 

procreation strongly influence altitudes against liunily planning lie notes thai Catholics have 

.in indexible altitude against modern contraception which has evolved over period and which 

does not seem to have softened in modem ways. This, according to On nan. is therefore likely 

to make Catholics have comparatively higher fertility. Ihe uon-Catliolic churches liavc, on the 

other hand, been more positive towards family planning

Anker and Knowles 11082) rightly underscored that analysis tvf fertility differentials in Kenya 

would he incomplete if ethnic groups were not considered. I his is because in African society , 

children belong to the lineage Mosley <•/ <// < 1082) reported that live highest levels o f fertility 

"ere observed among the Kalenjin and the Kisii. while the Mijikcnda had the lowest ferliliiy 

because they had the longest intervals o f hmh and breast-feeding periods. I hey also found 

,lul P°ly8>ny was prevalent among llic l.uhya. Kisii. l.uo and Mijikcnda while it was lowest 

among the Kikuyu. Ochollu-Ayayo mid Ottieno (1087) reported that the Kikuyu married
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mUCl, later than the I no. hut tltere was no much difference in the fertility of the two ethnic 

groups ns would have been expected. I hey argued that this was because the I uo married early 

and stopped gi\ mg birth early whereas the Kikuyu married late and stopped child treating late,

Ocholla-Ayayo and Osiemo (1989). in their other studies, have argued that this could also be 

^  because I uos are more polygynous than the Kikuyu who. on the contrary, have high single 

fertility I hey also reported lluit the Luhyu and the Kisii m am tested almost similar fertility 

levels and the same proportions o f women currently married between ages 15-19. I hey were 

also the groups with the highest fertility levels. I he Kumlxi. with almost the same proportion 

of women not married between ages 15-19 as the Kisii and the I nhya and with low proportion 

of women in polygynous unions, had a lower fertility than the two other groups. This 

phenomenon could lv  due to ecological conditions these people stay in The I ulna and the 

Kisii come from the fertile western Kenya region, while the Kantba arc in the semi-arid 

eastern part of the country.

Ihe I no and the Mijikenda. according to die duo. have the highest proportion o f women 

currently married hi polygynous unions I heir total fertility rates were, however, different 

with the Mijikenda hav ing the lowest fertility ot all the ethnic communities considered I his 

has been attributed partly to relatively low educational level, high divorce rate, long breast­

feeding duration and possibly the same religious norms. The fertility o f llie Kalenjin was also 

among the highest along with that ol the Kisii and Luhya. I his could lime been due to 

improved nutrition conditions, low age at marriage, negative attitude toward family planning 

and small family size, and low under five mortality rate among othoi factors. The Kalenjin.



jflrt the Mijikcuda. observed a longer period o f breast-feeding than most Kenyan ethnic 

communities today. Such differences bring out regional variations in fertility in Kenya.

2.4 DEMOGRAPHIC F \< I O K s AM ) U K  I I I I  I A

Various studies have shown that demographic factors like age is of primary importance in 

lertilit) determination. Nliheso < l‘W6) cites a study o f lo ss  done by harakrishnan and others 

tlvtt returned that the negative consequences of early child bearing, especially if Ibllowed hy 

high consequent fertility , luve been well documented. I hey noted that the inherent efleet ol 

ago on child bearing is to raise completed fertility. This is because early child bearing 

interrupts schooling und probably terminates it altogether. Thus, early child hearing is closely 

correlated with early marriage and tlvercforc n long potential exposure is ensured.

Besides, where contraceptive use and/or practice are not very efficient. the chance o f 

unwanted births is higher. Those who marry early are also exposed to pregnancy during the 

high fecundity years o f the late teens and early twenties in contrast to those who marry late 

Moreover, women who marry early and start a family soon after may also have the 

characteristic usually found to he correlated with higher family >i/e such as low education, 

low income and strong religious background. Using data from the Canadian Fertility Survey 

ul 1984. Barakrishnan. and others continued the relationship between age at first hirth and 

subsequent fertility. They found that those who hud a first birth before the age of 18 years had 

a total lifetime fertility ol 4.7 births while those who had their first hirth alter the age ol 25 

year-, hud a total lifetime fertility of 2.01 births.



|n a $U»dy o f adolescent fertility in European countries. Dcschamps and Vclcnlm 1 1978i found 

that fertility rates of teenage women in Bulgaria varied from 0.75 per cent lor younger 

teenagers aged (10-14) years, to 72.4 per cent for older teenagers aged 115-1 v)i \ears. While in 

Switzerland, the rates varied form 0.02 per cent to 17.4 per cent lor younger and older 

teenagers respectively. I inland and Fiance were, however, noted lor their low teenage 

fertility

(kiisie 11984) earned out .t study on Ghana using data drawn from \S orld Fertility Survey I le 

noted that 75 per cent o f Cihanian women have their lirst birth belbre their 23,J birthday, vsith 

nearly all those who do bear children experiencing their fust birth before they are 20 years old 

lie estimated the average age at first birth us 19.7 years with a spread of live years, while the 

median age at first birth was 20 years for all ethnic groups. I le also found that women in the 

uihan centres have their first birth about a year later than those in the rural areas, and also 

women with secondary education and above experience their first birth at a median age o f 25 

years, while those with middle and primary education have their lirst birth at a median age of 

2u and 19 years respecti\ e l) .

In the Kenyan scene. Nyarango 1 l ‘̂ 85i from a study o f estimation o f nuptiality using census 

data for Kenya found that marriage is still a universal phenomenon. I hat females tend to 

nurrv at earlier ages than males. I lie marriage liming for females was Ibund to he increasing 

ti v.. a increased from u.74 to l.I years) while that <>t males reduced from 1.22 u> o.2(> years 

0Vcr the period 1962-69 and 1969-79. Khasiani (1985). in her study ot adolescent fertility hi



Kcn'ii- reported that more adolescents were engaging in premarital sex at younger ages, yet 

ygfv few o f them practiced contraception to prevent conception despite knowing about them. 

U,i> reluctance among the youth to practice contraception partly reflects the reluctance on the 

general population to provide contraceptive information and serv ices to the youth. However, 

ihe level o f contraceptive use has been increasing ot late with k l ) l l s  o f 1908 reporting a *9 

per cent prevalence rale. I his could he attributed to among other things, a measure to prevent 

HIV infection and unwanted pregnancy.

It has been established tltrough research that the type o f family structure can also affect 

fertility, lo r  instance, m extended family structures, fertility is usually high compared to 

nuclear or single parenthood types. In extended families, early marriages are predominant and 

the community cltcrishes children. \s  such, childcare has been known to be a collective 

responsibility and the spouses tire encouraged to have as many children as possible Children 

arc also viewed as economically useful iu extended families (Ware. 1977ft: Ocholla-Ay.tyo. 

I‘)8X). This tends to raise lertililv

In certain circumstances, cultural values may help to control fertility. An example is given o f  

some cultures where the spouse may be separated w hen the woman is pregnant I he woman 

continues to stay away from the hushand even alter she has delivered until the time that the 

child stops breast-feeding. This may help to reduce coital frequency that may eventually lead 

to a decline in fertility. Polygamy, as already stated elsewhere, is anotlter cultural practice that 

influences fertility negatively (Mosley. 19811. He also asserts tlut breast-teedmg is a cultural 

practice that allceis lertililv through ils effect on the length ol infecundity .



Mortality and particularly infant and child mortali(> is likely to alTcct fertility behaviour. In 

places where infant and child mortality is high, the use o f contraception is normally low I his 

can be attributed to the tendency ol the couples to replace actual loss o f children (replacement 

effect) or even haw* more than they would actually desire if there were an eminent 

anticipation of loss in high infant and child mortality cm ironment (hoarding effect). Mortality, 

and especially infant and child mortality, can also a iled  fertility through their effect on 

lactation period. I or instance, a reduction in infant and child mortality lengthens the average 

period of lactation which implies a longer period ol post partum amenorrhoou. Iltcso views 

have been shared by many researchers including (Kinmni. 1982: Ciupta. I‘>94)

15. COM RAC'KITIN t  USE AND FERTILITY

It has been argued that no population is ignorant o f birth control methods even where there is 

absence o f  modem methods o f contraception. Therefore, each population tries to limit its 

fertility in one way or another and this affects its level of fertility W omen who practice birth 

control techniques tend to have fewer births.

Anker and Knowles < 1982) observe that use o f modern contraceptives allows couples to have 

fewer unwanted births, thus, causing family planning acceptance ami fertility to he negatively 

related. | hey further observe that contraceptive use is likely to increase with better education 

of women and point out that this has been continued by various studies. Also, the more 

educated women were limnd to be least likely to discontinue contraceptive use.
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(’clink* (1972) has argued that contraceptive use is influenced by education. Thai education 

affeets knowledge, altitude and motivation and perhaps io a lesser extent, access to family 

planning through higher income. I he Kenya Contraceptive Prevalence Survey o f 1984 

nhovved that the use of coniraccpiivui Itad a depressing effect on fertility One ol the most 

important factors explaining fertility decline in Kenya is the intensive family Planning 

programmes adopted by the Kenya government (NC'PD. 199.3). Kizito et at. (1991) in 

explaining fertility decline in Kenya between 1977/78 and 1989 found that contraceptive use 

w;ls the most important determinant of fertility in fertility decline explaining (>2 percent o f the 

aggregate fertility decline. It was also noted that the changing proportion o f women who were 

exposed to the risk o f childbearing tluough marriage was also an important determinant of 

fertility decline Approximately 20 per cent o f the fertility decline was attributed to a change 

in marital patterns, Studies have indicated that the use o f modern contraceptives is particularly 

prevalent in urban areas than in the rural ureas (NCP1). 1993), I lowever. it has been noted that 

contraceptive prevalence is rising and fertility is (idling in Kenya and the speed at which these 

changes mv occurring suggest that Kenya has passed a turning point and entered u transition 

(Robinson. 1991),

In his 1983 study. Ayiemba looked at nuptial dctcmiinanls o f fertility in western Kenya and 

lound out that socio-economic and situational factors that lutd significant effect on fertility 

were education, proportion o f female Catholics and the proportion using modem 

contraceptives. He concluded that in the context of socio-economic development o f western 

Kenya, socio-economic and situational variables would continue to be relatively more



-important determinants o f lifetime toial fcrtilitx rate. In his study, he found that only 

childhood mortality and contraceptive use exerted direct impact on total fertility rate while 

,>ihcr variables influenced fertility strongly hut indirectly through impact on age at first 

marriage, marital stability and frequency o f re-marriage.

recording to Ocliolla-Ayayo and ( )sicmo i l9X9i_ most users o f contraceptives only did so to 

terminate childbearing rather than birth spacing. However, the duo observed that tin: 

tenninaiion o f pregnancy takes place w lien fertility is already too high. I he av erage number ol 

children normally expressed is a desire not actually achieved. I hey found u loud fertility 

Kate (T1 K> of about 6.4: 7.4 and 8.1 in 1 % 2: I960 and 1979 respectively, while in 19X4 u 

stood at 8.6 births per woman.

The KPHS of 1993 found out that knowledge o f  some family planning methods is virtually 

universal among both males and fcmules in Kenya. Among the currently married people, it 

was found that about 97 percent knew at least one modem contraceptive meihod. In Kenya at 

least one third o f married women are said to he using contraception method. Thus, for 

significant decline in fertility in occur and lor small fertility si/c  to emerge, it seems that those 

"ho are motivated to have few children have to contraeept to achieve that goal In the absence 

vt Significant use o f contraceptives, large family si/c may Iv the rule even among couples 

"ho express attitudes that favour small family size.
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HIV/AIDS BF.H W IO I'R  \ |  RKSPONSI AM )
>

r i o i .c h ; i( 'a i ./p a t i ic k ; k m c  i .f f k c t a n d  f f r  t i u t y

^6.1. Introduction

fhcrc is mounting evidence lor association between HIV inlcciion and reduced fertility in 

sub-Saharan populations (Ratter cl ul I‘>*>4: Sewankomho cl ul.. 1994: Serwadda cl ill 

1997). Infertility muv^be a risk factor for l l l \  infection (Boerma ul.. 1*)%), But it also 

seems likely that HIV prevalence itsell can result in lower fertility among infected and 

uninfected individuals.

In a recent analysis o f  a large populai ion-based study in I ganda. Serwadda cl ul. (1997) lound 

a 53 per cent lower adjusted risk o f pivgnuncy among women with 111 \  infection compared to 

women without HIV. As was the case in an earlier small-scale study in Zaire, women with 

more advanced disease had the lowest pregnancy rates but there was also evidence for sub- 

fecund among those with asymptomatic infections (Ryder cl ul.. 1991). i he authors suggested 

that higher levels o f spontaneous abortions and stillbirths could be important in explaining 

•heir findings Other possibilities include increased amenorrhoen (Widy-Wirski cl ul.. 1988). 

and reduced spermatozoa among nude partners and reductions in coital frequency during 

fxrriods o f sickness < Martin *7 ul.. 19 9 1).

At the population level, low fertilitx among women with HIS' infection can. in some

r ...-



|g«x«) For instance, this could occur where lower fertility* due to oilier sexually transmitted 

infection's nrc more likely to acquire HIV infection and thus sutler high morbidity and 

rnonalit) It is also imixmant to recognize that biomedical and behnv ioural res|K> rises to IIIV 

pandemic that affect birth rates can also extend to persons not infected. I his happens through 

fear of the risk o f infection the substantial reduction in fertility experienced by I HV-infecied 

women not withstanding, behaviour changes could emerge as being more important than 

biological changes at the population level; more people being involved and the effects being 

long tenn. Relatively few people infected with Ills in sub-Saharan Africa are unlikely to be 

.ovate o f their condition until the later stages, which are typically very short.

At the indiv idual level, it is helpful to ditferentiate between deliberate and unintended fertility 

elTccb. It is sometimes suggested that couples will seek to accelerate their childbearing tor 

fear 'hat they might not live long throughout the normal reproductive lifespan (Sciol. 

flit!* seems especially plausible in societies that emphasize the importance o f childbearing like 

Kenya. However, other concerns such as the reduced chances o f child survival, the adverse 

effects of orphanhood on the child, and the broader health consequences he paramount, 

particularly where the woman or tint couple already has children

However, in Kenya according to KDHS ol I‘>‘>8. about 15 per cent reported having gone lor 

HIV AIDS test with an encouraging figure o f 65 per cent o f those who had not been tested 

Sporting that they would like to be tested. Ibis gives the indication that it seems likely that 

hcliaviout change will he mote extremely significant among people infected with HIV and 

those who arc at risk o f 1IIV AIDS infection.



cultures emphasize succession by living children und in Kenya: at least, while most 

people have heard that HIV can he transmitted from mother to a child at birth, relatively few 

rcolixe that there is a more than 50o<l chance that this will not occur. In Kenyan population, 

conscious control of fertility has pickcd-up in the recent past and the possibilities lor 

jclihcrote acceleration ot childbearing arc clearly limited. Irrespective of whether individuals 

u|ltT behav iour with the intention to inlluence their rate o f childbearing, broader changes 

instituted primarily to reduce the perceived risks o f HIV transmission may have tins 

consequence (GfCgson ct nl., 1997). Increases in abstinence and condom use would tend to 

reduce fertility, particularly where ell'cctivc contraceptives luive not been widely used in the 

past According to <N( 1*1) cl u l. I99g), use of modem contraception has risen sharply since 

the early l9K(is to u current prevalence rule of 3‘> per cent as far as modern methods is 

concerned and is probably one o f the principal causes o f the fertility decline in the country.

Conversely, earlier and more effective treatment for other sexually transmitted diseases or 

early termination o f  breast-feeding would tend to increase fertility. It seems quite plausible 

that it would he the changes o f this nature which will involve currently uninfected, but 

perceive themselves to he at a risk o f infection us well as infected individuals which will he 

most signilicunt in determining the extent o f the effect of the IIIV-pandemic on actual and 

intended fertility at the population level.



clinical consequences o f IIIV infection form a spectmm ranging from a totally 

asymptomatic stage if  a severe disease. However. the stage o f HIV infection that has defied 

precise clinical classification is that o f non-specific signs or sy mptoms. I his lias generally 

Iven referred to empirically as AlL)S-Kelaled Complex (ARC) if individuals manifest one or 

m o sigus or symptoms such as fatigue, fever, weight loss, persistent skin rash, oral hairy 

leukoplakia, lurps complex, oral llirosh among others: and advanced (ARC) il more than two 

of the manifestations are present, lliua, AIDS, according to Obel (1995). is defined .is 

consisting ol either fever persisting for more than one month, involuntary weight loss 

exceeding 10 per cent o f baseline, ami diarrhoea persisting for more titan one month in the 

absence o f another cause to explain the finding, or a combination o! two or more o f these 

conditions.

IUV/AIDS infection normally has many devastating effects including nutrient ubsorplion in 

the body, a condition dial often leads to muscle tissue wasting (Fleming Y I ct «/.. 1988) 

Other core areas affected that coil interfere with the body normal function are the brain, liver, 

hone marrow among others I his condition according to Obel can lead to high I Il\'-induced 

sterility, increased spontaneous abortions. >till births among other defects in females and 

decreased spermatozoa among males, all ol which have tremendous clVcel on lertility 

Performance especially in high HIV AIDS prevalence areas.

i  <. 2. HIV/AID-S biological/pathogcnic KITecI and Fertility



\\ illituw ti . &  “ I < 1 ‘>‘>7> view the effect o f HIV/AIDS to be more on women in reproductive 

5 gfc |ur they are at a higher risk ol contracting HIV and other S Us than their male 

counterparts. In Tanzania. tor instance, researchers found that 17 per cent o f young women 

jjged between 15 and 24 in the town o f Mwan/a were HIV positive compared with only 5 per 

exmt of their male counterparts. I Ins. they say. is not because more young women arc involved 

in high-risk sexual behaviour than young men. I he higher level of HIV infection among 

young women, they argue, is due to a combination o f factors that, to a large extent, are beyond 

their own control. I or biological reasons, women are much more likely than men to become 

infected with HIV through unprotected sexual intercourse. I hat women have j  much larger 

genital surface urea than men and the female genital tract retains semen for a considerable 

period of time. Young women in their reproductive age arc at a particular risk because o f the 

fragility of tlicii vaginal membrane I his makes the interaction between 1IIV \IDS pandemic 

mill fertility performance an interesting area o f concern.

Barer. M and Ray S. i 1W3i considered the effect o f HIV \IDS on menstruation and fertility 

and found out that many women with HIV reported changes in menstrual patterns, most 

commonly irregularity o f periods In a study carried out in l JSA compared 17 HIV positive 

and 20 I IIS' negative women with similar histories o f infectious drug use. Here. 24 percent of 

die lUV-posilive women and I } per cent o f the HIV-negative women reported loss o f  periods. 

•It per cent o f the HIV positive women and 6.0 percent o f the negative ones reported bleeding 

-̂’tween periods. They concluded that drug use was probably not the primary cause o f these 

differences but IIIV AIDS infection. Sexually transmitted diseases, weight loss, the effects ol 

•nimune deficiency on hormone production or damaging effects ol HIV itself on ova or



live organs they argued. could cause loss o f periods, menstrual changes and clTcct on

S^rwodda cl ul (1997) carried out a controlled study in Uganda relating HIV. SI Is and 

fertility and found that loss o f periods and possible lower fertility were common in several 

handled women with H l\ five per cent of HIV-positive women had no menstrual period 

compared to two per cent of the I ll\ -negative ones I he Ml V'-positive women, they found to 

have an average ot four living children compared to five in the HIV-negative women, though 

their uges and other (actors were comparable. A similar study carried out earlier by Allen el ul 

(1993) in Rwanda reported that the fewer children women had. the more likely they were to 

he HIV-positive. I lovvever. they did not examine this as a fertility issue.

Ryder <7 til < |*>91) examined fertility rules in 2.tS IIIV xcro-positive women in Zaire followed 

for 3 years post-purtum. Otis was a large controlled three-yeur study o f women who had just 

given birth in Zaire. The study found a reduced fertility in each year m HIV-positive women 

Compared to HIV-negative women I he biggest difference, they asserted, was among the 

women with AIDS. In ibis study, figures were adjusted to take account o f use o f birth control 

Ihe writers postulate that if women with IIIV stop having unprotected intercourse, which is 

not uncommon, fertility as measured by the number of pregnancies will be reduced. I his is 

dillercnt from possible adverse effects o f I l l \  on the reproductive organs, which may affect 

(he ability to become pregnant I his is an area these researchers argue, has not been given 

enough attention as a possible channel through which II1V' AIDS pandemic impacts on 

fertility performance.



[jcrvr and Kay further argued (hat there might also he an associaiion between IIIY AIDS itself 

anJ specific AIDS-related diseases. For instance, in their other studies ovarian cysts associated 

with cytntnegalo-v irus were found in a woman who had died o f MDS. and this had p ro  iously 

been reported in two other women with other causes of immune deficiency. As IIIV'-disease 

advances, they argue, the number o f mature sperms ami sperm cells in the male tastes 

declines In a small group o f men who died from MDS. no sperms at all were found. Other 

anacdotal reports ol reduced fertility exist, l or example, a man and a woman, they report, who 

both tested HIV-positive anJ had previously had children with lonner partners, unsuccessfully 

tried lot a pregnancy for several years. Investigation indicated that the woman had ovarian 

cysts and the nun had abnormal sperms. Her immune function was Iouiul to Iv at the lowest 

and abnormal, while his was soniewluit lower

In trving to establish whether HIV MDS in pregnant women increases the risk of maternal 

morbidity und mortality, and whether pregnancy has an adverse effect on immune function 

and progression o f illness in I l!V-positive women. Rarer and Ray (1001) found that generally, 

it a woman with HIV is weak or has only minor symptoms of infection, has not been infected 

lor a long period, and lias a low risk o f Oliver pregnancy-related morbidity, levs it am adverse 

ellects up to two years after pregnancy have been found in studies in I SA. Scotland and 

•Sweden. Fllects do begin to appear w ith longer periods o f follow-up und infection, but these 

may have occurred in the absence of pregnancy. < >f the 54 pregnant I llV-positive women and 

pregnant HIV-negative women in I'ganda. all ot whom were healthy. Serwadda el ol.



found, after five years, tluil 41 of the HIV positive women were Mill healthy. 8 were ill ami 6 

ipd died. Among the HIV-negative, on the other hand, there were no death*;

Bcrer and Kay also report o f a Swedish study that followed pregnant HIV-positive women 

who were similar in age. clinical status and immune status at delivery . HIV-related diseases 

progression and increased immune deficiency occurred alter pregnancy in 4<» per cent o f the 

women Iho affected women had generally had I ll\ infection for a longer period o f time, and 

were also more likely to have an infected child than the women whose health was unaffected 

In this Mud}. follow-up was ior a mean ol just under o yeurs.

P.b.n.** ’ ■

Mann cl <tl (IW 2) argue that adverse elleels ol HIV AIDS on maternal morbidity and 

mortality scent to he worse in women o f low socio-economic status, especially in developing 

countries o f sub-Saharan Africa. At llorlem Hospital Centre in New York, women with HIV 

.ire reported to have p«vor outcome with sexually transmitted diseases, pelvic inflammatory 

diseases, ectopic pregnancy, low birth weight, maternal complications and infant mortality. 

These researchers assert that where woman's health is already compromised or poor. HIV in 

pregnancy may exacerbate their condition, and this is more likely if previous pregnancies have 

affected her health, if she has had HIV for a longer time, or is at more advanced stages of 

HIV-related illness I hey aigue that few effects on the rate o f maternal complications in IlfV- 

posilive. which may have tremendous ellect on live birth rates, have been investigated in 

developing countries where these ate most likely to occur In a large study carried out in 

Malawi recently. Mann «*/ ul reported that the risk of miscarriage in I HV-positive women was



|h:it o f I HV-ncgativc women I Ik- risk for stillbirth was higher for HI V-positive in one 

' K ^ ig ij study. hm lower in the Malawian study.

Specific AIDS related illness might lead to complications during pregnancy or birth The rate 

of emergency caesarean section deliveries to HIV-positive women in a Swedish study was 

however not significantly higher tlutn in the general population. But o f the seven emergency 

caesareans, one was because the woman had pneumocysts pneumonia, shingles, herps anil 

cvtitmegalo-v irus. conditions all ol' which arc associated with I llV-infection. and she died.

2.6..'. HIV/AIDS Behavioural Response and f  ertility

Most writers conccilc that IIIV AIDS is a major global health and socio-demographic 

problem. In poor countries like Kenya, the socio-demographie effects o f  HIV/AIDS are 

greater for it ulTcels the productive and reproductive population groups that these countries 

really need.

According to fujii this disease is a tnajor challenge to human nature and that the

human race must be ready to face its challenges as the epidemic unfolds. I hc writer argues 

iKii churches and other religious organizations have already seen many members die of 

HIV AIDS, even as they continue to preach the key moral message o f abstinence before 

•htfriage as the only solution to AIDS pandemic. I hat there will he varying options and 

controlersies on issues like condoms noi only as contraceptive method but also as a method ol
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\nui>unza-N>amonyo c/ at. ) in their study of HIV MI)S response and its effects in 

thin! world countries, arctic that most sexually transmitted diseases particularly HIV \IJ)N 

occur umong the youth, more so. in the aye group lb-2‘> years. I hat promotion o f condom use 

his been increased to enable those who cannot abstain from sex to have access to a protective 

measure. I his would help combat not only the spread o f HIV and other SI Ds but also curtail 

unwarned pregnancies which are on the increase in the region especially umong die youths. 

Hits concurs with the K.DIIS ol 1 *>‘>8 report that puls contraceptive prevalence rate at 3‘J per 

cent up from 27 per cent in I I Ins shoot-up is expected to have similar effects on fertility 

(jutterns and trends in Kenya.

Ayiga <7 at (I9W ) carried out research in a number o f sub-Sahara Vfrican countries 

particularly in llgunda to establish the people's attitude about death. HIV-testing and sexual 

behaviour change. In tire northern I'gundan study , also referred to us the Northern I gandn 

Survey, research was done in the districts o f Seiroti. I ira. I angi and I ughnm respectively 

rhere ethnic groups were chosen because they are the largest o f  the three major language 

groups o f Nilo-| lamiles. I uo and Sudaitic ixvpulniions in I ganda where HIV VlDS infection 

rates increased rapidly because of socio-political disruption in the areas. It was established that 

changes in attitude and tvhav tour are beginning to emerge in Northern l ganda including use 

"I condoms, reduced number of sexual partners, reduction in extramarital sex and reduced 

cases of widow inheritance and late start o f sexual activity among the youth. 1 hat some other

tiny HIV infection I uju asserts that such debate, controversy and confrontation is the

life is made of.



j utr^.< an? beginning to emerge especially those related to attitude to death, desired family 

-jjjean'l testing mainly because o f \ID s I he increasing MDS morbidity and mortality 

in the tvgion has made change in sexual behav iour desired. What needs to he done, according 

in the writers is to increase monitoring and preventive programmes to sustain tlie emerging 

patterns o f attitudes and hchav tour.

|n population Reference Bureau of the. Peter Way and Karen Stanne/ki < 11>t> I ) attempted an 

overall effect of HIV AIDS pandemic on population growth in sub-Saharan Africa. I he duo 

u>ed the l  nited States (l S> Department of State’s Inter-agency W orking Group Model of the 

HIV AIDS pandemic to make 25-year projection lor the sub-Saharan Africa region. \ s  

Infection levels soar urban life expectancy is reduced by l‘> years. I his gives the implication 

that life expectancy will go down to as low as 50 years in many sub-Saharan countries, u fact 

which coupled with increasing ago at first marriage as induced by the desire to attain higher 

level* of education in most sub-Sahara Mi ieatt countries, is set to further limit reproductive 

lifespan litis has a direct impact on fertility performance However, these researchers argue 

that the effect of AIDS on the total population is moderate with annual population growth rare 

declining from 2.2 to I.X percent

Malungo (1999) in his study entitled "Behaviour Change in the Context ol MIX' AIDS in 

Gambia ' talks of "sexual cleansing" locally know n as ktisuluzya and lev irate marriage as 

being the cultural practices that have been implicated in the spread o f HIV. Using both 

qualitative and quantitative data obtained from a survey conducted in the second hall of I99X. 

ntoMly in the southern Zambia, with additional information on all the other eight prov inces in



lj£ country. il was revealed dial kii'tilazui is culturally expected to "clta.se away" the spirits ol 

Lgdeceased from the clan ami esjvcially tlx* spouse. and that the widows had to lu»\e some 

form of sexual intercourse with someone preferably a man from the clan to be cleansed. At the 

same time most people, as most respondents indicated, have come to realise that this practice 

is not only a nsh laclor in the spread of HIV and in turn AIDS, hut also an additional burden 

i,» the surviving family members, as children bom of such women oHcn become orphans as 

their mothers soon die. I his has resulted in the use ot alternative practices to kiisiilicxv that do 

not involve sexual intercourse.

The lower fertility ol the sero-posilive women compared with seronegative ones had boon 

reported for a cohort o f women in Kinshasa. Zaire t Ryder *•/«/ Uniter *7 <1/ l'W4i with

fertility being about 25 per cent lower among seropositive women and with the gap 

increasing with age. Rut these women were told their sero-status Those I llV-int'eeted wetv 

encouraged not to become pregnant again and were assisted to practice family planning Their 

level o f contraceptive use was significantly above tluit o f  the soro-ncgulivc. although this is 

probably not enough to explain the full fertility differential. Nevertheless, it appears that it 

(high fertility) had been curbed by increased contraception.

Similarly, (iregson W ol 11W6 ) repotted that fertility had declined by one child per woman in 

Zimbabwe's Hondo \  alley which they ascribed at least partly to greater use o f  contraception, 

specially condoms, employed increasingly in an attempt to prevent IUV-infection. 

Nevertheless, they appear to have suspected dial IIIV itself (biologically > might be |virt of the 

explanation for fertility decline. By U»7. (iregson «■/ al. concluded that it was likely in



K L g h u c  that HIV was causing fertility decline beyond that which could he ascribed to 

E<C*l*,n' usc a,K* hcliavioiiral altiHKlin.il diangc.

2.“ I HKORI I K  AL KKAVIKWOKK

Quite a number o f theories have been developed by various scholars to explain the changes 

in fertility levels, trends and or patterns in different parts o f the world Hie theories that arc 

relevant to and included in this study are: Demographic I ransition llicory: 

Natural Biological fhcory: Socio-cconoiuit llicory. Socio-psyetiological Theory and 

Wealth 1 lows Theory.

pit. Demographic Transition Theory:

This theory refers to the fertility and mortality transitions as experienced in some developed 

countries As argued lw Nolestcin Ivtween 1915 and 195V it started liwm a situation oT lugh 

death and birth rates to a condition o f falling death rate and constant or even higher birth rale; 

and finally to that of low death anti birth rates being experienced currently in more developed 

countries. I he theory argues that in .societies o f  industrialisation, the process o f demographic 

change and or modernization was spa-ad over a few western European countries. I hat prior ui 

industrialization. these countries wea* characterized by high death and birth rates, but as a 

tesuli o f improved living conditions such as better nutrition, health personal hygiene and other 

•spects. death rales in these countries begun to go down. By the end of the 19th century, these 

countries had moved to a situation of low fertility and mortality.

to



lj |cs' developed countries. however, populntion growth was about 0.3 per cent per annum at 

ihe beginning o f the 20th century In a number o f such countries, mortality begun to decline 

momentum after World War II. My contrast, fertility remained relatively high. Since 

iben. the mortality rates linvc declined rapidly In a few cases though, death rates arc not 

comparable to those experienced by more developed countries then. However, recent 

developments like dismal economic performance in these dev eloping countries and the impact 

0f HIV AIDS scourge have negated the already made achievements and mortality rates have 

risen leading to suspicion that fertility would follow suit

llic Demographic I’ransiiion Ihcory is to some extent relevant to the study o f fertility, [lie 

theory argues tlut there are three stages ol demographic change namely; the first stage o f high 

death and birth rules; the second stage o f relatively high birth rate and low death rate, and 

lastly, the third stage o f low death and birth rates.

Kenya could he said in lv moving toward the thin! stage o f demographic transition with 

relatively low death rate and high but falling fertility as has been witnessed from late I'MK to 

date However, the situation remains unpredictable as mortality rates have reversed and there 

is every suspicion that fertility is likely to respond by rising once more.

lb). I hi Natural'biological I hcory:

Die classical school o f environmental determinism developed the concept ol ''Natural 

fertility" as explained in the theory ot fertility behaviour, Proponents of tins theory explain 

that inherent biological levels ol lecundily primarily determine human fertility I he biological

it



sos arc regarded as the most importnni detenninants ot' age pattern o f  reproductive risk 

fic.il forces are known to influence the age o f entiy into and exit from the reproductive 

life This fheor> o f natural fertility sees reproductive potentiality o f human population and 

0f  other animals to he detennined solely by natural forces, which also potentially 

genu ine  the nature o f environmental health and nutrition.

rhe natural theory explains further that there is no conscious or unconscious application ol 

socio-economic and cultural forces, which could a fleet exposure to intercourse, conception 

und gestation. I hose forces me conceptualised :ls determinants ol the degree o f  reproductive 

risk regardless of the mother’s age. I hose exogenous forces are significant intermediary 

variables, rendering the concept ot natural fertility us embodied in the natural theory of 

Icriility bchtiviotii too idealistic.

This theoretical model is inadequate m the sense that it disregards the conscious and 

unconscious application o f fertility control methods or measures. Man is known to he 

naturally rational and this rationality affects his reproductive behaviour. He is capable of 

deciding when to have n child and the means to achieve it. In Kenya, the data collected in 

KUI IS Id98 indicate contraceptive prevalence rale ol about 3‘> per cent as far as use of 

modem methods is concerned I his show s an increasing desire by Kenyans to h uh  space and 

limn childbearing. However, man's decision is affected indirectly by the socio-economic, 

-vcio-cultural and demographic factors and proximate!) by the biological and or behavioural 

variables.



Ili.mfc'h idealistic, the model h;is sonic relevance to tin's study in the sense that biological

k ,,ses like ope remain core demographic determinant of fertility

U)> rht* Socio-economic I henries:

n u*sc Theoretical Models are primarily based on what has been termed as "cost-benelit 

.Biolysis’* l nlike the Natural I ertility Model, these models assume rationality in human 

Ivluv iour towards achieving fertility intentions as argued by l asterlin ( l% 9) among others.

Proponents of these theories argue tluit maximization o f household welfare or fxrtcnlial 

earnings o f the household membets accrue from direct or indirect labour efforts Ibis cost- 

bcnelit approach subjects the household welfare to some financial constraints or costs 

generated front investment on children's welfare flic implication is that family si/e is 

presumed to increase to the point at w hich marginal Itcncfils of an additional child is equal to 

nr approximately zero

The socio-economic tlwories arc quite relevant to this study as economically independent 

women arc not only likely to many late. but. also likely to contracept to limit child bearing.

(d). | he Socio-psy cholngicul I henry:

I hi> tlieory. as pul forward by scholars like Bun and Bago/zi (1^75) stipulates that fertility is 

J function of income, and social status o f the family household and nonnative pressures 

pmp upon the family. Ihc tlieory underscores taste, family decision making processes 

and socio-economic variables as important factors in reproduction analysis. I he theory asserts
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N p l the no,e^ factors affect fertility only through ihcir impact on the attitude o f family 

Jf Leathers and the specific social cxclungcs that occur within the family.

This theory has major shortcomings concerning its application to single adolescent fertility 

ptnlysis. It stresses the family decision-making, especially the communication between 

husband and wile, as a major determinant ol fertility. In Kenya, the issue ot adolescent 

fertility is of great concern. Adolescent fertility or pregnancy, however, usually occurs 

accidentally with neither of the two parties involved having discussed. Moreover, in most 

developing countries especially those ol suh-Suharan Africa, fertility decisions are largely 

controlled unilaterally by men and not a product o! mutual decision making process m most 

families.

The theory asserts further that individual decision-making in fertility behaviour and 

knowledge o f environmental factors could influence fertility control. This argument could he 

relevant to this study since an individual can decide when to have first intercourse, marriage, 

birth and more importunity to this study, when to use contraceptives and with whom to discuss 

reproductive health issues.

(c). The Wealth Flows I henry :

I he theory was developed hy a scholar called Caldwell in an attempt to explain fertility 

transition in third world countries, especially those o f Africa. ( aldwell ( 1980) singles out the 

promotion of western culture and. more importantly, the role o f mass formal education in 

Structuring the family relationships and the direction o f How ol wealth and hence affecting
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jfctiliiy He argues that when? live children are not provided with formal education, wealth 

f a s  fn>m children to parents and that in such situations parents have everything to gain from 

j0«c families. I hat mass formal education has the impact of reversing the intergenemtion.il 

wrJl,h flows, as parents would spend more resources on children than tlvey receive from them, 

■pit families can therefore benefit by limiting the number o f children.

P,js argument could be said to lit well in the Kenyan context in the sense that tenility has 

jitcn declining under socio-economic odds. 1 lie value ol education has been appreciated and 

expanded nationally in Kenya, and the fertility decline being witnessed could lx* due to its 

high cost

generally, live behavioural und biological factors through which background factors like 

' ^economic. socio-ciiltuml and demographic variables affect fertility ate called 

intermediate fertility variables. These intermediate or proximate variables have direct 

influence on fertility fo r example. n> the pre\ nlcnce o f  contraceptive use changes, the fertility 

necessarily changes (if other proximate fertility variables remain unaltered): however, this is 

not necessarily the same w ith indirect determinants such as education.

(f). Davis anti Wake’s Model:

Davis and Blake < 1056) have, however, put forward a list o f such proximate variables that are 

important in the reproduction process, especially those governing the occurrence ol 

ption and birth. I hey classified tltcsc variables as follows:
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(iii>

Those governing the formation and dissolution o f marital unions in I lie reproductive 

period

age o f entry into sexual unions 

permanent celibacy

amount of reproductive period spent after or between unions broken by death of 

husband.

,  Those gov eniing the exposure to intercourse within unions

(j) voluntary abstinence

pi). involuntary abstinence < from illness or impotence)

• Factors a!feeling exposure to contraception

(i). fecundity or desertion

<ii>. use or non-use o f contraception.

\s the duo lias expressed. dilTcrcnl combination o f values for these intermediate variables 

mav produce identical fertility levels. Other factors can affect fertility only through one or 

more o f these intermediate variables; for instance, education o f  women might have some 

inlluence on the age at marriage, use o f contraceptives among others. I hese factors include 

<imme factors Mich as contraceptive use and non-programme factors such as sterility

u.



BongaartN Model:
(Jt>-

E j ^ p n>|viMl by Davis and Blake i 195ft) to classify these factors as above was later revised

bvpongaarts in 1978. lie re-classitled them as follows:

, Exposure factors

(il proportion o f women who are married

,  Deliberate marital fertility control factors

lii). contraception

liiil induced abortion

• Natural fertility control factors

(iv) lactation int'ccundity

( \ ). frequency of intercourse

!
(vi). s|X)ntancou» inlra-utcrine mortality

tvii >. duration o f  fertility period

I
Bdnguarts argued that variations in fertility result from variations in one or more o f the nhou* 

factors. The degree o f influence o f  these factors on fertility, however, varies from one society 

to another and also dilfers with time within societies I lie influence o f  these factors on fertility 

is discussed below



LiirnPt* *U1S- ,or n xcr> l°nP time. been recognized by demographers as one o f the principal 

iatc determinants o f  fertility Ronguarts argues that marriage affects fertility through 

die fttunber who marries, the proportions o f those who stay in stable unions and the age at 

which they marry Women sn ho marry late have a shorter reproductive span: hence their 

fertility is lower Prolonged lactation is associated with longer period ol post partum 

Kpoorrltoea. which is a period o f infertility following birth. In developing countries, 

prolonged lactation is common and hence birth intervals are longer, therefore, one can 

conclude dial, in developing countries natural fertility is lower than in developed countries 

wheic prolonged lactation is not common.

Proportion o f couples who are sterile is an important determinant o f fertility. Despite the 

scarcity o f data on sterility, it is. however, known to hove significant depressing effect on 

fertility in some developing countries, Fertility is also influenced directly by coital 

frequency, Fecundity, the power to reproduce, has been observed to increase with an increase 

in coital frequency •

Within marriage, contraceptive use is currently responsible for the wide range in the level of 

fertility. In developing countries like Keny a, contraceptive use Itas been low though currently 

picking up with the KDHS of |W 8 reporting a national prevalence rate of per cent. I his 

could help explain the lulling marital fertility in Kenya today . In developed countries, on the 

mher hand, about half ol married women in the reproductive ages are users of contraceptives

igaarts. | ‘>7X>



^K g y u rts  <l4,N-> noted that it is not necessary to devote the same effort to analysing and 

xairing each o f  these variables because they are not of equal interest in studies ot’ fertility 

lewis* patterns and differentials, lie found the four principal intermediate variables to he the 

ion o f  married women, breast-feeding duration, induced abortion and contraception 

nmed and non-programmed). I he traditional Davis and Blake Model of 1956 and the 

fication b> Bongaarts in 1978 has been adopted in this study to display the relationships 

ktween the independent, intervening especially contraceptive use or non-use and the 

dependent variables.

2J . ( < ) \(  I PI t A l. FRAMKWOUk

hi order to have a clear and precise undcrstaitding o f the relationship Itetwecn IIIV \II)S 

diiease pandemic and fertility, it is important to consider the mechanisms, channels through 

which this infection pandemic influences feriility intentions and actual reproductive 

perfonnnnev ('onecptually, ihe impact o f HIVAIDS pandemic on fertility has both 

intermediate biological pathogenic and bcliavioural implications. I he background factors, 

pwev er, remain key driving force behind fertility determination.

(a). Kiologicul/puthugenic F.fTocIs Operate I hmigh:

logical changes including HIV related infertility, reduced coital frequency and 

Uutozoa. increased spontaneous abortions and stillbirths. C hanges in morbidity and 

•lily including IIIV related morbidity and adult and early childhood mortality
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(b>. Behavioural Kfleet Operates Through:

HIV \|O S control responses (both at individual and community levels) including 

-  eption e g., condom and pill use. abstinence and reduced partner change. Changes in 

c-eiiil attitudes including altitude to family planning, desired family size, attitude to gender 

roles anJ female autonomy, access to education, health care, legal rights, childhearing role, 

wealth obligations and dependence on marriage.

However, in this study, the focus was on change in behaviour and more specifically, 

contraceptive use and its effect on fertility intentions and actual reproductive performance 

among women aged 15-49 years.

so
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Sob ret: Adapted from Gleason el a l. I IW |

2.9.1.Conceptual H> pothexes

(il HIV AIDS prevalence rate and its perceived risk o f injection are likelv to atVect 

erred ideal number ot children and hence the number of children ever lv>m



xivcd risk o f I l l \  \ID S infection is likely to affect the desire lor more children
(hi

jjjjj The selected fertility determinants aa* likely to affect HIV MI)S perceived risk o f infection 

■fleet • * .

2.10. OUTI INK OF VARIABLES

2 | 0. | .  Independent Variables

So^txconomic Factors 

» Education I evel

• I ype o f Place of Residence

♦ t Current Employ mem Status

-cultural I actors

Religious Affiliation 

Ethnic Hack ground 

Region pro\ inee ol Residence

♦

iphie Factors 

Age

♦ Current Marital Status



Proxim ate Determinants

HIV AIDS Prevalence Rate 

IIIV AIDS Perceiv ed Risk of Infection 

Contraceptive Use

J JO J . Dependent Variables

» Number o f Children I ver Bom

• Ideal Number of Children

• I)esircd for More Children
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C )pvntliunnl H> potlicsc*

L  H(V AIDS perceived risk ot'int'eciion is likely to have negative elVeet on ideal number of 

children

(jj) I he lower the level o! HIV Alljfprevalence rate, tlte lower the number o f children ever 

bom

<iii). Women who [vreeive themselves to be .it risk are not likely to desire lor more ehildren.

(iv) . W omen o f no education are likely to be at risk of IIIV All )S infection than those o f

secondary and above level of education.

(v) . HIV/AIDS risk of infection v aries differentially by the respondent’s ty pe o f place of

residence.

tvi). Being widowed or divorced separated or never married, increases the cluutce o f 

HIV AIDS risk o f infection.

(vii). Women in the age group 45-49 are less likely to be at risk of HIV AIDS infection than 

those in the 20-24 age group.



(viii) | ver use ofcontraceptivc is likely lo be negatively related to n*»k 4*1*HIV* AIDS

infection.

2 l2, DEFINITION O t KK\ < ON( F.PTS

|,ii:il Fertility Kale I bis is deflnevi as die number ol births a woman would have if she 

were to live through het reproductive years titles 15-4'D and bear children at each age at the 

rate observ ed in a particular year or period.

rhis is a hypothetical measure as no real group o f women experienced or will necessarily

icnee these particular rates.

Hl\ I luman Immuno-delieienev Virus, the \ irus that causes AIDS.

AIDS = Acquired Immune Deficiency Syndrome, tlte syndrome or “disease" caused by the 

HIV Ibis term is normally used to refer to the physical condition resulting from infection by 

the HIV.

HIV/AIDS Prevalence Kate Relent to the estimated number of adult population infected 

with the disease |x*i cent in some defined area at a given point m time <i.e_ in a given year in 

this case iwuxi



, „oir»c*P,ion defers >" ever or never use and/or practice o f  any method to prevent 01 

jclrty conception.

! (l1iljry = Refers to actual reproductive birth performance (it  bearing a live child) by a 

wutnan

Poire for M ore ( hildrcn -  I his variable rotors to a woman's future reproduction intentioas. 

It indicates vv I tether a woman warns more children in addition to the onets) she already has or 

not.

Ideal Number of children I Ins refers to the number of children a woman would want to 

have iu her reproductive life.

Determinant -  A determinant is a variable that would change a population fertility patterns it 

its Own value is affected.

HIV/AIOS Perceived Risk of Infection -  I his refers to the general feeling o f a sense of 

daneei due to respondent's own personal circumstances in the context o f HIV AIDS infection 

NPdemic. It's assumed in this study that there is no dutnge in HIV AIDS risk perception over



C H A P T E R  T H R E E

DATA \N D  M I-'THODOl.t»< i A

3.1. IM R O D K T IO N

In ihi> chapter we examine the source o f  data that was used in this analysis and also assess its 

its In addition, we discuss the various methods used during the analysis. These included 

halations, multiple linear and logistic regression methods.

3.2. I ) \ l  \  SOI RCT

The KD1IS ol 1998 was tailored to provide population and health data Tor use by policy 

makers and the research community in the country. In 1998. the National Council Tor 

Popul ation and Development (NC'HL)l in collaboration with the Central Bureau o f Statistics 

(CBS) carried out the survey with significant technical and logistical support provided lw the 

Ministry o f Health and various other governmental and non-governmental organizations in 

and out of Kenya. I he surv ey was conducted hctvveen February and July 1998. I he survey 

was nationally representative covering women aged 15-40 and sonic sub-samples o f their 

inds. On the other hand, data on HIV AIDS prevalence rate was obtained from the 

WV.AIDs Sentinel Surveillance system data as compiled by National \IT)S STDs Control 

'famine (NAS( OP)
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H U } jl sillily, we considered HIV AIDS ndult prevalence rales produced l\v N \SCOI' for 

Afi jjxtcen districts sampled and surveyed in the 1998 KDIIS Fight cen out of the thirty - 

top districts were, therefore, left out as they were not pan o f the sentinel surveillance sites 

fleeted h> NASC'OI* I he selected districts (with a KDHS sample o f 3.985 respondents) 

towr categorized into three /ones hasing on the level o f HIV A ll)s  prevalence rates, 

low prevalence /one consisted o f kcricho (6%). I asm (iisltu (9%i. kitui 1 10%) and 

Murang.i <11%). I he moderate /one composed kakamega. Kisii and Nairobi each at 

(|6%). Nyeri and Mombasa each at 1 17%). lrans-N/oia (18%). Mcru ( 2 and N'akuru 

(26%) I he high prevalence rate /one included Lmhu and kisum u at <27%) each. Busia 

(29“4)nnd kiaitlbu <34%). I lie national prevalence rale figure, however, stands at 13.9 per 

cent as per the 1999-scntincl surveillance report

Ihcsc HIV-prevulencc figures based on sentinel surveillance results, however, do not give 

actual community district rates since thev arc based on sentinel clinic sites, Hut since there 

was no other data on IIIY AIDS prevalence by districts, the sentinel results were 

aggregate!) used as the only wav o f categorizing the districts into the mentioned /ones to 

facilitate the analysis.

W. MKTIIODS OK DA I A (O I.I.IX  I ION

KDIIS used a number of questionnaires e.g. Household Schedule Questionnaire. Women's 

ionnnire and Men's Questionnaire. I lie most important questionnaire for this study, 

kwvcvcr. was the Women's QiicStioimaite. I he questioiuiairc was divided into eleven < 11)



11k* information from section One. Two. Three, l ive. Six and light were utilized.

. sections provided information on the Respondents' Background. Reproduction.

K û m ccption. Marriage, fertility 1‘ieference and AIDS other SI Is respectively Since I'>75 

CBS created a sample-frame from which samples needed lor government and other users 

reseaahers have, when need arises, been drawn. This master sample since its inception 

bg provided reliable and integrated data needed for the design, control, implementation and 

lion o f development policies and programmes. I he KDI IS sample was based on the 

jnal Sample Survey Programme {NASSIP) frame, which is a two-stage sample design, 

siratilied by urban-rural within the roral stratum by individual districts

KOI IS excluded three districts in North f  astern province and four other northern districts 

burn nnd lurkana in the Kilt-Valley province, and hiolo and Vlnrsabit in Fastcm 

inec;. These form about luilf o f Kenya’s land surface hut accounts lor less than I percent 

.>( Kenya’s population. Nomads who cannot he sampled out easily using a sample design 

involving a fixed geographical area are still predominant inhabitants o f most o f  these areas.

KDHS was designed to produce completed interviews with about 7.X8I women aged 15-4') 

Jews with a sub-sample ol 3.407 husbands aged 15-54 years. \  total o f 9.400 households 

"ere selected ol which 8.661 were identified as occupied households during fieldwork, and 

thus eligible for interv iew. 8.380 were successfully interv iewed giv ing a response rate o f  97 

h-f cent lor households. In interviewed households. 8.233 eligible women (aged 15-4'J years) 

"cie identified and 7.8X1 were successfully interviewed yielding a response rate o f  %  per 

cent

60



00 the other hand, estimates o f the level and trends in HIV prevalence and incidence among 

jLwen in many Mriean countries increasingly rely on Sentinel Surveillance system data 

,tcd from antenatal clinics. I he HIV Sentinel Surveillance system in Kenya is co­

p ied  h> N VSl'OP. It became operational in 1990 and has been conducted annually. I Ins 

involve* ihe election of specific sites at which a pre-determined number ol persons from 

vpeeilic population groups are routinely tested in a regular and consistent procedure according 

I® a pre-determined protocol. I he data is collected from both antenatal clinics' (A N Q  clients 

and for S 1 1 > patients. I he SI Us data is primarily designed to represent the general health of 

the population. In estimating the general 111V AIDS prevalence rate. \N ( data is applied.

Ilk.* 1999 Sentinel Surveillance system, which this study utilized, wits operational in 13 urban 

>ticsand 11 peri-rural rural sites arotind the country In these sites ofantenai.il clinics where 

vwMicn went for care during pregnancy, an average o f 200-300 pregnant were tested for HIV 

in that year in each site The results were reported to NASCOP. which synthesized the data 

ing it to he representative adult prevalence rate for the total population in the selected 

Jistrxis. However, these site test results may not give a clear picture o f actual 

unity/district prevalence rates Moreover, a limited number o f  districts were involved as 

sixteen (out o f the thirty four) districts surveyed in the KDIIS that also hosted the

incl clinics were considered in this stud\

tireless, the Kenya Sentinel Surveillance system data remain the only source and 

Sally help in estimating 1IIV-prevalence and distribution of HIV' injection in specific
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jL ftffnphaal areas. The sentinel surveillance system also panides information necessary lor 

tailoring ta'iuls and evaluation o f HIV infection

DATA Q l Al l I'V

11k  1998 KD1IS was designed to provide high quality and reliable data. I he questionnaires 

attet being reliably designed were translated into the languages ol the various ethnic 

tunnies covered by the survey. Ilte qiuility test lor the translations was conducted by 

tine them on the respective communities. I 'so o f highly trained personnel also aimed at 

icing the quality of data. However, such sample surveys suffer from non-sampling and 

sampling errors Son-sampling errors could have been due to mistakes made in carrying out 

field activities such as fniltno to locate and interview the correct household, errois in the way 

the questions were asked, misunderstanding of the questions on the pan o f either the 

dew or or the respondent or data entry errors among others,

jover. despite the need for obtaining district level data lor planning and research 

uses, reliable estimates could not be produced from the KDIIS lor all the districts in the 

country which have increased from 4N to 70 since 1903 without expanding the sample to an 

tageable si/e Non-sampling errors can only he minimized in a survey but cannot be 

totally avoided and are usualh difficult to evaluate analytically.

upling errors ure generally defined as a measure ol variability between all possible 

itples. I he advantage Ivere is that the error can be estimated from the survey results. Sample



^ ,0  encountered in the KDHS were computed by use o f some complicated statistical 

xJology. It was noted that the relative standard error for most estimates of the country aspethi"

a whole was not large enough for any statistical threat.

On Ibc other hand, information on I ll\ AIDS prevalence rates were obtained from the 1999 

lincl Surveillance system data which estimated IIIV prevalence rate among women who 

led antenatal care clinics in selected sites and this was adjusted to represent the general 

ilation m die respective areas. I he blood used for testing 11IV was obtained in anonymous 

lure altei testing for syphilis, which was the original purpose for which tin: blood was 

jrawn. All the personal identities were removed. The remaining scrum was then later tested 

(hr HIV. The key advantage in the unlinked procedure is the reduction o f sell-selection bias 

with a resultant increase in accuracy. But, it should be noted that the result o f these Sentinel 

Surveillance system were not exact estimates since the number o f women tested varied by site 

Th;it is. for instance, when the number tested was small, the uncertainty associated with the 

timntes could be high However, there was no alternative data for prevalence rule 

Mention Moreover, it was difficult to trace the respondents interviewed in the KDHS to 

match with the ones whose test results were used to produce the prevalence rates lor the 

Sous regions.

In Overcome this, the prevalence rates were used to create prevalence /ones with the 

ption that the prevalence rates developed lor particular sites were unchanging over the 

Period und were representative of the entire districts in which such sites were located. The 

•nee zones created were low. moderate and high. However, taken us a whole, results ol



jpp) Sentinel Surveillance system data described the trends and patients o f III V infection in 

^  Elected parts o f rural and tirban Kenya.

ys MK I HODS OF D M A  \ V \ I  NSIS

33.1. Introduction

Ihe various methods ol data analysis used in this study are discussed in this section. I'wo 

jescriptoc melliods were applied in this study. rite.se were: multiple linear and logistic 

ssions. However, other intermediary data presentation techniques like cross-tabulations 

jnd percentage frequencies were also used. It was assumed in this study that II1V \ID S risk 

perception did not change over time especially with regard to children ever N>rn

J.5.2. C  ross-tahulution

Thî  is the simplest and most vividly used non-puntmelric test statistic I his method was used 

to determine the distribution and relationship between among variables, that is. to determine 

the association between selected kc> fertility determinants ti e., socio-economic, socio­

cultural. demographic and contraceptive use) and; HIV AIDS perceived risk of infection ;uid 

fcniiiiy patterns as measured by the number o f  children ever bom. ideal number of children 

“•td desire lor more children. It was also employed to gauge the relationship between 

ulence rate and the above fertility measures.
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ibulation docs not make assumption about the population being sampled. It descrihcs 

^ignitude ot statistical discrepancy between theory (expected values) and observation i.e.. 

ihe aid o f chi-square test, one can know whether a given discrepancy between theory and 

^ •n a tio n  can lx* attributed to chance or whether it results from tlx- inadequacy o f the theory 

u> f,t the observed facts.

Kfoc i^searehcr. however, did not consider chi-square lest statistic to lest to confirm or 

disapprove the Statistical significance o f ll„ at «= 0.5 level o f significance. I lx- study, 

focusing on fertility pattern*, as measured in terms ol the fore mentioned indicators, did not 

outsider testing the statistical significance of the variables at this stage Moreover, some 

conditions of applying the chi-square test statistic w ere not met. e g., some cells contained less 

than live observations and further re-eategori/utioii o f variables was not possible.

Multiple Linear Regression

Tbc Multiple Regression (MR) was used in tlx* analysis Regression analysis shows the 

strength and direction o f  the effect o f selected explanatory variable! s) on the dependent 

variable! s). To lx* able >•< establish the direct effect of HIV AIDS perceived risk o f infection 

On numeric fertility pattern indicators like children ever bom and ideal number o f children, 

ntultipl e regression analysis was used I his was done while controlling for the selected socio- 

mic. socio-cuRural and demographic factors and tlx* intermediate variable i.e. 

aceptivc use and perceived risk ol HlV-infection.



multiple regression model postulates a casual relationship between the dependent and the 

(explanatory) variables I lie nuclei is in the form: 

ft, + fliX, -  p.'Xj + ...+  ftX, -  e, wliere: 

i constant

H = are the regression coefficients of tl»e independent variables, i. 

c : enrol tenn which is assumed to lx* normally distributed with a mean of zero.

Unexpected value o f live dependent variable < 'i .) can lx* obtained and its relation to the actual 

tailuc calculated through Coefficient of Determination. R . given as:

r- -  l - S lY .- f V /W Y i- V ) *

K * is the coefficient of determination that slums the amount o f variation in the dependent 

variable Y.thai is explained by the independent variables.

Hie F -test statistic was used to test the statistical significance o f the ovenill model, while t- 

K*st was employed to test the statistical significance of individual independent v ariables in the 

mode!

(>K Assumptions of \IU

I he dependent variable and the independent variable should lx* normally and 

randomly distributed.

I he independent variables have to lx* linearly related to live dependent variable.
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y
fire dependent variable must not he dichotomous Hut can be in interval scale or ratio 

form.

(It)-
Problems of MR

|| - basic problem with MR is test o f multi-colinearity. defined as the inter-correlation ot the 

-  nJent variables. I his problem arises when independent variables overlap. I lie greater 

lfK. overlap of the independent variable, the lower the reliability o f  the regression coefficients, 

flu, means that some ot the independent variables are linearly dependent

Entci Method was preferred in this study as opposed to Step-wise Regression Method. In 

using stepw ise method, there arises a problem in that it decides for the researcher variables to 

k  Included. Ibis menus that one does not have absolute control over what one is doing. The 

advantage with the enter mcdiod is that it keeps all variables entered in the model irrespective 

ol their contribution substance to the explanation o f the dependent variable.

'.5.4. Logistic Regression.

Logistic regression analysis was used in this study to measure the effect ot the independent 

variables on the dependent variable Ibis method o f analysis is important in determining 

■he extent to which each o f the independent variables affect the dependent variable. It is 

pplted in this study lor the following reasons:



The dependent variable in dichotomous, thus, whether the respondent desired more 

p en  or not. I his variable lakes a value o f I if  a respondent desired more children nev er 

scx and 0 if the respondent expressed undcsire for more children could not have more

|jji Variables used in this study are either categorical or continuous. I he logit regression 

is therefore ideal lor unalysis in such situations.

(iii». Logistic regression lends itself to a biologically meaningful interpretation.

ml. In terpretation of the Results

fhc odds cxp(|i> was used to measure the effect o f the explanatory variables on the 

ndent variable. The value changes from negative to positive infinity, One <l) 

ally represents the reference category . \n  odds of value less than one 111, represents a 

negative clfeet o f  the variable on desire for more children. Any value greater than one (I > 

^presents a positive effect ol the variable or variable category on the dependent v ariable. 

Hie Standard I rror helped to determine the accuracy o f the regression equation. It indicates 

••be standard deviation o f live residuals thus indicating how much the actual values o f  the 

ndent variable can be expected to deviate from the expected predicted scores. I he l- 

ilicanl showed the level at which the statistic computed using the student t-tesi was 

k'uml to be .statistically significant at u - 0.05.



Limitations of Logistic Regression

\VTicn too many variables are fined into the model, it ma> produce numerically unstable 

gnvates. Over fitting is typically chanicieri/.ed by unrealistically large estimated 

tHcicni> and or estimated standard errors. 1 his may be especially troublesome in 

k ins where the mimbei ol variables is very large relative to the number o f subjects 

and oi when the overall proportion responding (y I) is either close to either 0 or l 

inter and I ameshaw. 19X9). I he study shall undertake to collapse the necessary 

juries should such a situation arise.

ipmed to the linear regression model, the parameters have a limited interpretation and 

range o f validity due to the restriction that •> l \  1. \1 though a linear function may 

•vide a satisfactory approximation of l \o v e r  a restricted range o f  x. extrapolation would 

be suspect, since it is certain that the linear relation would be outside some range o f values 

of X.

,h>.

Since variables are often always correlated, so that a change in one is accompanied by a 

corresponding change in the others, multieollinearily may result. I 'here fore, the change in 

the logit o f risk estimate to result from a postulated change in any particular variable may 

be misleading. However, it has llcxibilily in the analysis u f dichotomous variable and p- 

valuc would give the effect o f the model.



CHAPTER FOUR

i i i v / a id s  V N D FK K IM IA  I’ATTF.RNS

4.1. IN T R O D lfT IO V

In the Kenya Demographic and Health Survey (KDHSt o f I‘>*>8. 7.XXI female 

indents aged between 15 and 4*> years were interviewed Out o f this figure. 5 1<» 

missing and non-numcricul response cases were left out. A total o f  7.365 valid cases were 

therefore analysed in this study frequencies o f the selected background and proximate 

factors, and fertility indicators by 111 \  \II)S perceived risk o f  infection were tabulated.

In the analysis of fertility patterns based on district IIIV AIDS aJuli prevalence rates 

produced by NASCOP. a total o f sixteen out o f the thirty-four districts surveyed in 

KDIIS were considered in the studs. I igliteen districts were left out. .is they were not 

pun of the sentinel surveillance sites selected by NASC OP. I lie selected districts (with a 

Kl)l IS sample o f 3,‘>8S respondents) were later categorized into three /ones basing on the 

level o f  IIIV 'AIDS prevalence rates. I he low prevalence /one consisted o f Kericho (6%). 

l asin Gishu (<>%). Kitui (10%) and Muranga (ll% (. The m«tdcnilc /one composed 

•mega. Kisii and Nairobi each at (16%). Nyeri and Mombasa each at (17%). Trans* 

N/oia (IS"„i Mem (23%) and Nakum (26%). fhe high prevalence rate zone included 

l-nihu and kisumu at (27%) each. Busia |2 ‘>%> and Kiambn (34%) fhe national
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olencc rate figure, however, stands at 13.9 per cent ns per the 1999-scntinel 

cillance report.

ftfcso HfV-prevalenee figures based on sentinel surveillance results, however, do not 

give actual community district rates since they arc based on sentinel clinic sites. But since 

there was no other data on HI\ AIDS prevalence bv districts, the sentinel results were 

used as the only way o f categorizing the districts into the mentioned zones.

4.2. II \ (  M .KOt Ml) C IIAKAC'II KIM U S AM) KLKI'ILI I \  INDICATORS 

BY IIIV/AIDS I’FKCFIN m  RISK OF INFECTION

4.2.1. Background ( himu'lcristic*

From fable 4.1. it is evident that most o f the respondents (SI 1“ ..) were drawn from the 

rural areas where most o f  the Kenyan women reside While only (0.4 per cent o f the 

urban women reported to be at risk. 67.7 per cent o f the rural women indicated the same 

This could be attributed to among other things, low contraceptive use. and high-risk 

tices still being upheld b> mans rural societies.

Rilt Valley, being the largest province, had the highest proportion (24.5"o) of 

ndents. Respondents from N'yanza province had the highest proportion o! those at 

fisk. Nairobi. W estem. Central. Ril\ Valley and liuslern followed u in descending order 

lV‘ shown m the lublc 4.1. I he above picture is clearly painted when dominant
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, im m unities that inhabit these regions were considered. I lie I no who dominate N \an/a 

Kggjon ted *he other ethnic communities reporting about 7b. I per cent o f the respondents 

jK-ing at risk. The kam ha who dominate the Lastcm region had the least proportion 

(5 o f  those at risk.

fable 4.1 also indicates that most Kenyan women had at least some level o f education as 

about 60.0 per cent o f the respondents reported to have had at least primary education. 

I '1-  : with no education had the least representation. However, this was the category 

with the highest proportion ol those who reported to be at risk. Despite having attained 

good levels o f education, most o f the Kenyan women were not employed. However, 

those who reported to he employed had higher proportion of those at risk than their 

unemploy ed colleagues.

Differences in HIV 'AIDS risk status did not vary very much with religious affiliation 

Those who reported to belong to other faiths, however, had the lowest proportion o f  those 

who reported to he at risk The Catholic however, reported the highest.
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fable Selected ttackcrnmid Characteristics l>\ HIYVAIDS Perceived Risk of
Infection
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N{i lulumiian
EducutNm

UllH-.tlKH)

of Kniilrnct
r a m
Row*

)m rnl Slam*
:mpto>«0
vc>l

Ut’ipniulinU

No. %

834

2. 0o8

II 5 
60.6 
28.1

1.3X9 
* 9'6

3.734
3.631

18.9 
81 I

50.7
49.3

Pcrccluil Ui>k ill liilcctioii

No Risk 

\u- %

251 
1.51* 
6 40

III I 
Vi (I
30.9

4X1
1.928

34.6
12.3

IJ75
1.054

36.8 
28 5

Al Kid.

N...

5X3 69 9
2.945 66.0
1.477 69 |

•H)X
1.018

65 4
67.7

2.3?9
2.597

63 2 
-I '

•lie
Muni olhn I IukIuum 

tohm 
(Hhet

Ktfeniin
Karrb:.
KAuui
t.uh>«
Luo
tMIvr

.’.mil
1.718
394
222

272 
M 3  

5 I 
3 0

621
1.558
l$5
75

31.0
32 8 
39 1
33 8

1.3X0
3.100
239
147

69.0 
67 2 
60 7 
662

1,213
*31
1.194
1.037
876
2.211

16 « 
IIJ  
16 2 
n o
II 9
30.(1

167
tot
183
296
19?
768

30 1 
48.3 
32.2 
28 5 
21 9 
34.7

816
430
809
741
6X1
1.446

69.7 
51 7
67.8 
71 5 
78 I 
65.3

Total

%
100.0
100.0
IIHI.O

100.0
IIHI.II

100.0 
mu 0

l oo.o 
100.0 
100.0 
100.0

100.0
1110.11
100.11 
100.11 
llio.ll 
I oo.o



jblc • • Selected Background Characteristics by IIIV/AIDS pcrccivcil Risk <»f
Infection (continued)

fgrgi.m  <>l residence
I0| 5,4 III? 26 7 291 73 J 100.0

1 CiroioO 750 10.3 223 M 4 536 70,6 1181.11
1 Cm**1 M il 15 1 4'4 12 7 637 57 7 100.0
1 to icm 1.160 15.8 521 44.9 639 55.1 IOO.U
1 SsWlAt 1.301 17.7 263 202 1.0  ts 7*4.8 100.0
I Rift ’nils' I.IUlM 24.5 <81 32 3 l.22« 67 7 100.0
1 H'fflcni 82? 112 2.77 28 7 588 7i ; 100.0

\I1 »•
IJ.I9 1.701 2 VI 817 16 1 •III 53.6 100.0
:tv:t 1.475 20.0 468 31.7 1.007 6X 3 IOO.U

1 M.’V 1.2X0 17.4 32V 25 7 951 74 1 100.0
130-M Mil 12 l 264 28 9 650 71 1 ino.o

>5*39 *>tl 12.6 272 24.9 6*1*1 75 1 100.0
4IM4 5M 7.6 14' 26 2 414 71.8 100.0
I H 9 m 6.0 152 34.3 2*11 65.7 I0O.0

1 M until 1 Slums
1 Never married 2.251 10 1 V76 41 4 1.273 56.6 100.0
1 Mimed 1.506 ot.2 1.231 27.4 3.272 72.6 100.0

• ’Mowed 271 3.7 IOII .16 v 171 61 1 iuo.0
1 Divorced vcjvimlcvl IP 4 O *M 2*i 1 i t s 7(1.6 100.0

[lu n lr  jn j iln  r use
Never i iwd 3.699 50 2 1.392 37.6 2.307 62 4 10041

I Fvci Used 3.666 4XX 1.017 27.7 2 64V 72.3 100.0

Marriage seems to be still universal in Kenya as the highest proportion (61.2%) o f 

women reported to be in marital unions \  good proportion. 2.251(30.5%). reported to 

have never married while a few reported to be widowed or divorced separated. Most o f

the married and divorced separated reported higher proportions o f those who perceived 

themselves to be at risk compared to the widowed. However, the never married women 

reported the lowest proportion o f  those at risk.

h was also evident that the number o f respondents consistently decreased with increase in

&S2e. Most o! the women reported to be at risk irrespective o f age. however, the extreme

&ge groups o f  15-19 and 45-49 reported the lowest proportion of those at risk ol IIIV 

infection. Slightly higher number ol women in Kenya reported to have never used any



iIhhI o f contraception compared to those who had ever contracepted. Those who 

jrted to Itavc ever contracepted had higher proportion o f those who perceived 

^selves to he at risk as shown in fable 4 .1,

4  2.2. Fertility Indicators

fho number ol respondents decreased steadily with increase in parity as shown m fable

4,2 fhe majority ol the respondents who reported to be at no risk ol contracting 

ItlV/AIDS were childless. Lxcopt lor these childless women, about seventy pci cent of 

>ndcnis in other children ever bom categories reported to he at risk o f IIIV Infection.

Higher proportion o f the respondents expressed desire I'm more children including the 

never had sex I he respondents who reported to desire more children never had sex had 

ively lower proportion o f  those al risk than those who did not desire to have or could
■

nut have more for whatever reasons,



|able 4.2. Selected fertility Indicators hy IIIV/AlUS Perceived Ki.sk of Infection

F*rtHit> Respondcals Perceived Ki>l» of Infcciion

1 »UI
No. % S..K.O. At Kuk

No. % No. "Xi %
Is m - Boin

2.0.17 27.6 -122 433 1.113 *17 HMi.ii
2.011 2 7 ) 603 10 1 i.tnr. 60,0 100.0

1 M
1.182 IS* 171 268 I.Oll 73? 100,0

I u> 132 240 74 8 72V 75.2 IIMMI
'H > h 13.1 271 78 1 7*6 71.0 100.0

ri^iirr ibr 'lorr < liililrvn
U^jnwri' never lud >c\ 4,14ft Vft \ 1.183 35.X 2.061 64 2 IIMMI
U«x- jO **unl caai'i luve mine 1.210 4.1.7 024 7X7 2,2 VS 71.0 IIMMI

Icral Nnmlier o f  < Itiklrrn
61 ISHt 2 6 SO 26.3 140 73 7 100.11
20 2.K.VI 18 3 VM> 14 ft 1.831 65 1 IIM1.0
4-5 ».l»s 13.4 1.069 32 0 2.276 68 0 100.0
* *r«. 13.3 310 It 1 68ft hX v lOCLO

It’s evident front Tahe 4.2 that most of the Kenyan women were again*! childlessness or

one child culture. Most of the respondents considered children between 4-5 us ideal

Except lor the first (0-1 > ideal number o f children category, the proportion o f  those at risk

and those at no risk did not show significant differences.

43. F F R T I L in  l ' \  l I I UNS BY PF.R< F.IYKI) RISK OF INFECTION

43.1. Fducatiou

fn*m Table 4.3. those with in* education reported higher number o f children ever born 

As would be expected, the proportion o f those who reported to have had no education 

used with increase in parity. I he trend reversed for the other education level 

egories where proportions o f respondents steadily decreased with increase in the
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her of children ever bom. I his whs true irrespective o f perceived IIIY AIDS risk of

ection. I he impression created, therefore, is that risk perception did not alter the*

her o f children ever horn among the respondents

Table 4.3. Fertility Patterns by Level o f I .duration

I'erciiitaec Distribution bv td u ca in m  Level
ti-riilit)
M k a tn r

Norm

No Kid. Al Risk

Primal)

Nn Rid, \t Risk

SccuihImv *

V . Risk At Risk
T Mldrcrt liver Bm ii 
(1 10 X 72 40 6 T1 1 114 204
I-: l i t . 15..1 25.4 27.5 207 356
J*» 1*7 182 14 8 2(> 0 164 20?
S-6 100 21. 3 06 15.1 6.0 10,7
7' 41 0 38 1 o«. 14 1 1 6 4 1

TiHitl (Numtirr] 251 583 1.518 2.045 MO 1.428
|k->irt tor Murr< hiMrcn
Wiihl \toic Never ll.ul Scv JO. 3 32.1 64 4 542 67 5 61 5
Pon t Wiint CjuTl lluve Mure 60 7 r.71 156 15 X 12 5 18.5

toeil (Number) 251 583 1.518 2.045 640 1.428
lilv.il Number <•! < lilldcm
0-1 16 2.1 1 1. 0.2 1 l 4.5
2-3 17.0 10.7 36.8 3.1.6 58.H 52.5
4-5 41 K 46.3 40 2 50 4 n o 16 6
6< 18 6 11.0 123 H 8 4.1 6.5

loml (Number) 251 5H3 1.518 2.045 640 1.428

th e  proportions ol those who ivported to want more children including the never had sex 

increased with level o f cdueution irrespective o f risk perception. I he pattern was 

however reversed among those who did not want more or could not have more children

It is also ev idem that most o f  the respondents were against childlessness or one child 

culture. The proportion of respondents with none and primary level o f education 

increased steadily with increase in the number o f children considered ideal except for the 

•wo extreme (first and last) ideal number ol children categories. W hile those with none 

flnd primary education considered between 4-5 as the ideal number of children, most of
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ftetr colleagues who IukI hail secondary education nnd above preferred children between 

| . j  as ideal tor families as I able 4..' indicates.

]
4,3,2. Place »t Resilience

spondenb from urban areas were reported to have had lower children evei born than 

!;tbeir rural counterparts, l or both type o f place of residence categories, if those who 

Htcd to have had zero and seven and above children were ignored, it's clear that the 

lbci o f  respondents decreased with increase in purity irrespective ot place of 

sidencc. It's thcivlbre evident that IIIV \ | |) S  perceived tisk o f infection did not have 

tieeable effect on the number o f children ever bom in both type place o f residence as 

shown in fable 4.4
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fjh lc  4.4. I crliliiv I’a tlirn s  by Type of Place of Residence

I ftrtflii)
| Indicator

Percentage Distribution l»> place of realdrnrr

som a
l  rluin

ai Kia.
Rural

X.. K.O, M Rid.
|(h ild '* n t *cr Boin
|o 19.5 28.2 38.0 21,2

10 32.6 17.3 23 2 26.1
1 VI IK 1 22 1 117 20,0

1 ** 6.2 8 1 10 V 16.2
17* 3.4 4.2 M 2 16.2

1 f«Ul (Xuinlwn 481 <KW 1.928 4.048
f h o i i r  fi>r More < hiMrrn

Uani MurcXcicr Hud Scv ftl 1 57.6 ftt K 52.8
(Vo i Want lim 'l ll.i«v M*w 18 «l 42 4 47.2

f„inl lViinb»r i 4.SI •mw 1.928 4.(148
Ideal Number of Children
0-1 2 7 55 1 9 9 1

:•* 56 s M 4 V. ? 336
l-.‘ 13 9 3JJ 4" I) >8 8
ft- i t 6.8 11 1 15 4

Total (Number) 481 •MW 1,928 4.948

Majority o f respondents especially those at no risk expressed desire to have n

children including the never had sex. However, higher proportions o f the respondents of 

rural residence desired more children than their urban counterparts

Consistency in opposition to childlessness or one child culture is evident here as well. 

Most of urban women considered 2-3 while their rural counterparts were for 4-5 children 

as ideal for families. Ignoring those who reported to have considered between 0-1 anil 7 -  

as extreme, the proportion of respondents decreased with increase in the number of 

children considered ideal among the urban dwellers especially those at no risk I he 

situation was. as expected reversed among the rural dwellers. It's also c\ idem from I able 

4 4 that risk perception did not seem to alter the number o f children considered ideal for

nyan families.



j j .J .  Current Employment Status

fable 4.5 indicates that most of the respondents especially those unemployed reported

m,i to have had a child unlike their employed colleagues most o f  whom reported having 

bail between 1-2 children. I be proportion o f respondents, however, generally decreased

vuth increase in parity lor both employment statuses. Higher proportion of unemployed 

indents especially those who reported to be at no risk expressed desire for more 

uildren never had sex compared to their employed counterparts.

Tabic 4.5. Fertility Patterns by ( u rren t Employment Status

Fertility
Indicator

C hililirn F.vtrr Itom
P
1-2
Vi
5-6
?•

.Total iX u m tw r i
D co tt for Mure < I0liir«« 
W.W! More N ew  Had V i  
Don't NN mii < in i Have More

T»ul i X umber I
Nuiulir i  of < l i i l . lu n

I Tiillil iN i im lir r l

P ercen tag e  D is tr ib u tio n  by 

S ta tu s

Ia n  ploy m ent

N o t  1  n t| ili> \c< l 1 ni|il»vcil

N o  R i t k  A l  H I * N l n K N k \ t  I t  o k

51.0 34.8 •1 4 111
22 5 2nri 28 6 30.0
128 I 6 . ( i I K  *■* 2 3  0

" IS i n . s 13.1 18 3
m i t  ’ 18 1 16 6

2.350 1.034 2.5*»r

7 2  J 63 .U 47.3 44.3
2 7  7 t?n 42> 5tR

1 U S9 1.034 2.507

•  • 28 1 0 28
41.5 38.9 39.'’ 36 0
44’ 4? 1 14 6 It .  7

|1 1 13.2 13 x 14  4

IJ75 2_S50 1.034 2.507

|>position to childlessness or one child culture was evident in both categories I he 

ajority o f respondents in both categories generally considered children between 1-5 as
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‘ jjc.il for families. Ihis was true irrespective o f  HIV AIDS perceived risk o f inlection, a 

c|car indication that risk perception did not affect the number of children considered as 

ideal for families.

4.3.4. Religion

from I able 4.6. die majority ol the respondents who reported to luive had no children 

were not at risk ol infection. For other children ever bom categories except that o f 7-». the 

proportion of die respondents dec reused continuously with inctca.se in parity for all the 

religious groups. But. those of other religious group were likely to have had a higher 

parity o f between 5-6 children compared to the Catholic. Protestant other Christians and 

Muslim groups. Those at risk o f HIV infection reported higher number o f children over 

bom compared to their counterparts who reported to be at no risk.

si



Xttblc 4.ft. Fertility Patterns by Religious UTiliution

Percentage D istribution by Religion
Fertility
Indicator

No
K i *

( Ntholk
At
K iv i

I ’ rotcvtauUPthor
Christian
No Al 
K.U Rl.L

Miivlim
No Al 
Kkk Ki.k

111 her
Vo Al 
KiA Kitk

Thih lrcn  1 v r i Hmn
0 48 6 23.2 38.5 23 2 37.1 15 5 32.0 12 2
i . : 23.5 2vx 25 1 27 .2 20.0 34 3 25 3 31 i

16.7 18.3 14.4 20.8 IX 1 28 5 18.7 17.7
1.H o v N  t III 1 15.0 9.0 113 12.0 177

7* 11.6 14.4 Il f . 13 X 65 10 5 12 0 21 1

total (Sum bcri 621 1-386 I.5SX .3.1’Nl 155 250 75 W

( lo lr r  r«r M oir ( hitdrrit
Wuiii V lw X t 'c r lU l  V s 60,7 53 3 ot g 53.7 65.X 56.1 u  - V5 -

IX'ii s Want l dii t Have Marc J»J 40.7 J8.I 46 3 11 n o 15.3 l**.3

t owl  ̂Number > 621 1-380 1.558 3.I«MI 155 259 75 14-
l.l.-il NuioImt ot ( liilitrcn
0-1 I t 2.X 2.3 2.0 to 2 5 2 7 2?
23 37 X .to 7 41 2 17.1 17.6 37,7 38,7 7.0
4-5 19.0 is  1 13.0 •16.9 35 5 36 1 -.1 - 4 J9
6 ' IIS 12.2 12 6 129 148 23 4 21.0 35 1

1 iiul (Number 1 621 IJ8II 1.558 5.100 155 2.39 75 147

Most o f  the respondents especially those at no risk o f HIV infection desired to have more 

children'never had sex irrespective o f their religious affiliations. Higher proportion of 

women o f  other faiths reported not to desire more children or could not have more

children for whatever reasons compared to their other colleagues. Muslim women.

howev er, led the other religious communities in the proportion that wanted to have more

children.

lower proportions of the Catholics and Muslims considered 1*2 as the ideal number of 

children compared to women o f other religious affiliation categories. Women who 

considered six children and above to be the most ideal for families were likely to be those 

of Muslim and Other faiths. I Ins was particularly so among those who reported to be at 

risk While most o f the Catholics and Prutestants/other Christians considered children

*2



vvccn 4-5. Muslims considered 2*3 as the most ideal number, litis was true 

“speclive o f HIV AIDS risk perception.

erally. fable 4.7 on fertility patterns by region of residence indicates that most o! the

women decreased with increase in the number o f children ever Ixwn lor all the regions. 

Ibis was especially so having ignored Uu»se who reported 0 and 7* parities. Women, 

especially those at risk from Central and Nairobi provinces had lesser number ot children 

ever horn compared to those of other legions

Central province was leading with the proportion o f those who did not desire couhl not 

have more children for whatever reasons. This was followed closely by Pastern region 

while Western region reported the least. Apart from Central region, most o f  those who 

reported not to desire more children/could not have more children in other regions were

4,3.5. Region o f Residence

spondents irrespective o f region oI residence reported to be at risk I he proportion i*l

at risk.



I'uhlc 4.7. Fertility Patterns by Rcginn/Prnvince o f Residence

Percentage Distribution b\ Region of Residence
f e r t i l i t y Nairobi Central Coast Castcra

i I n d ic a to r No At N,» At No At No At
Risk Risk Kill Risk l(i-k Rnk Risk Rnk

r^jiiidrrn Tver Born
0 50.5 J3J 26.9 22.6 38.0 21.5 41 1 186
t-: . J7.I 34 1 36 9 ■I ' 32.0 21.3 25 0
3-4 17 X 20,4 21 ' 21.6 14.8 22.9 II 8 25 2

I l 7 6 8 10 4 12.1 10.8 12 1 8.6 17 |

1T* 0.0 2.4 7.2 6 7 118 11.3 I l l III

lfiil . il  (Number) 107 204 223 536 474 637 *21 639
T(v<ire for More < hiltlrcn

Wmi Mure Neva IbJ sex 62.6 57.8 48 9 541.7 62.6 58 1 62 11 119
|Km i Want i .m l llvisir Mure 174 * 2  2 51.1 49J 37 3 11.9 38.0 57.1

M ai (Number) 107 204 223 5.46 474 637 521 639
|<|<j| Nil oilier of < hililren
0-1 7.5 S 4 .1 1 52 1 1 28 2.1 4.1
:•» 66 t 61 2 61.0 55.4 41 1 34 9 46.3 49.4
4-4 :  1:3 296 31 4 36.2 ?X6 42J U | 39.0
6- 1 9 3,7 1 4 U 1*3 20.1 7.3 •  m

Total | Number) 107 204 223 536 474 637 *21 639

Table-1.7. Kegion/Provincc o f Residence by Perceived Risk of Infection 
(continued)

Fertility
Indicator

Percentage D istribution Its Region of Resilience
Nsan/a

No At 
Risk Risk

Kill \  nlles
No M 
Risk Risk

Western
No At 
Risk Risk

t hiblrrn t irr Horn
0 It 4 21.6 318 21 2 46,4 21 3
1-2 27 4 24 2 22 3 27 4 21 2 25.3
3-4 6K 17.1 19 0 19.5 II X 189
5-6 8.7 16.7 130 14 4 7.6 16 5
7. 12 4 17 4 13.9 It. 5 110 180

Total (Number) 263 1.038 5X4 1.224 23? 588
Desire fur Muir 4 hiltlicn
VS .nit More Neset IIj .I Sex 71 1 55,9 56? 54 5 72.2 55 K
Don't Want t m't II,no Mote 28 9 44.1 43.3 45 4 27.8 14.2

M u ll Number ) 263 1.0.48 584 1.224 237 588
lilrnl Number ul ( liilslrm
0-1 1 4 12 2 | 2.4 1.3 1 9
2-3 29 ’ 29 7 29 6 30 1 16.3 27.9
4-4 47 0 441.8 50.9 52.3 173 32 7

II 8 144 175 1 4 l 1'2 175

M ill (Nmnbei) 263 1.4138 584 1.224 237 588
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ttilc respondents from Nairobi. Central and ({astern regions considered children 

■tween 2*3 as ideal, their counterparts in Coast. Nvan7a. Western and Kilt Valles 

eferred 4-5 children as the ideal number for families. Also. ( oast. Nvan/.a. Western. 

jttJ Kilt Valiev provinces had the highest proportions o f women who had considered six 

hildren and above to be the most ideal for families irrespective o f nsk status as shown in 

fable 4.7. I his was an indication that risk perception had not altered the respondents 

tilitv preference in terms ol'number o f children considered ideal lor families.

4.3.6. F.thnicitv

from luble 4.8. among the children ever bom categories, majority of the Kalenjin.

' Kamhu. Luhva and other especially those at no risk had never had a child while Kikuyu 

tukl Luo had had between 1*2 children. I he proportion of respondents decreased with 

increase in children ever born except for those of parity 0 and 7+. This was true among 

all ethnic groups irrespective o f IIIV/AIDS risk perception. This gives the indication that 

IIIV/AIDS risk perception did not have considerable alteration on the number o f  children 

ever bom However, those who were at risk particularly reported higher number of 

children ever hom.

A majority of W omen in all the ethnic categories reported that they would desire for more 

Idren never had sex. I hose of Kikuyu origin, however, had the least representation of 

those who desired more children. I he highest proportions ol women especially those at 

risk who reported not to desire tor more children or could not have more children were
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sc ol' Komha. Kikuyu. I uhya. Other. Luo and Kalenjin communities in descending

fab le  4.8. Fertility Patterns by F.thnicity

Percentage D istribution by K.ihnic (»roup
Fertility
Indicator

kalvojiii
Nu At 
RiU. Ki*V

kanilu
No M 
Ri*V Rut.

klLut it
Ni> Al 
K.ti KisL

1 ah* a
M.i Al 
KitL K.a,

1 11(1
S«i M 
K.tL l<i*k

Other
No At
Risk His*

rtlWroi l.*o W-'iii
0 35.1 21 o 40.4 IX 1 .’7 a ’4 0 4*0 Ill 4 4>l 1 Jit .4 40 a ?5 4
i : I* 4 ’Ml ?■» Dll) na 45 5 77 4 ’ft ft 51 ) 2X5 242 25.0
3-4 IS* 1X0 15 7 .’4 1 21.0 23.0 12 5 10 ft I2ii 15.0 12.6 21 2
i * I3 I 15.7 Mil 12 5 Oft II 7 a i in.’ 4 2 144 10 6 144
7* It 7 17 4 n : 14 1 7 S 40 10 X 174 1 ? * too II « l?0

|„ul,\uml..n Ift* *46 101 lio .1X5 H0>> :-i6 741 io: 6X4 -6-4 1.44ft
Outre fo r Morel hiMrtn
\1l»U Sod M-hlSst <HU Oft M 1 47 0 31 2 4(1 •> ft*)* <4 4 74 4 44 4 61 2 4511
|Vii I Warn l *n t IIbvt M.»r 4? II 44 4 1*. 7 554) 4M 4’i 1 >0 1 45.6 225 -It ft .1*7 15 0
IukI iNmiilu-rl i k l *4ft 401 4 W 41*5 m Mr. 741 192 6X4 76S 1.44ft
Itlrtl Vamlirr nil fcIMrrn
tM 1 4 1 1 J * * * .'ft 5 rv 57 to 1 X 20 2.5 2.0

25 3 27 • l« < 46 3 57 1 55 4 37.3 .11 1 37 ll 2X2 II 0 tx 0
4-4 36 1 54 1 1*4 ft 15 1 »:4 41 4 l<0 •0 2 122 46 4 46? 44*
b* 169 If. 4 7 7 5.x ft 4 4ft 1 5 4 166 10 4 203 |r*4 154

I..UI IS iMiil.nl 567 XI6 1111 4Jn .4X4 Wl : a. 'll 192 6X4 ’144 1.44ft

Most o f  the respondents o f Kalenjin. Kamha. I uhya and I uo and those o f  other ethnie

communities considered between -1-5 children as ideal. Most ot the Kikuyu women, and 

those o f other communities, however, considered 2-.’ as the ideal number All the other 

ethnic groups except the I no and the I uhya who reportedly considered six children and 

above as ideal were at risk as I able 4.S shows.

4J.7 . V gefiroup

Table 4.0 on fertility patterns by age indicates that age. mi Kenya like in many developing 

countries, remains a major fertility determinant. I he majority o f  the childless were young 

"omen aged between 15 and 10 years while those who reported to have had 1-2 and 5-4



ildren were mainly those aged 20-24 and 25-20. anil 30o4ycur$ respectively Most of 

ffosc aped 35 years and above had had at least seven children. I his steady increase in 

parity w ith age o f women though common to both risk perception statuses, slightly higher 

portions o f women who reported to he at risk had higher purities o f fixe children and 

above.

Table 4.‘>. Fertility Patterns by Age

I ’ c r t c n t i t e r  D M r i l i u t i o i i H  \ K r  G r o u p

K f r t i l i t i 1 *  | U 2 0  2 1 2 5 - 2 0 3 6 - 3 4 3 5 - 3 0 411 44 4 5  1 0

l i i d i i ' K l u r N n A t N o A l N o A l N i * A l N . . A l N . . A l \ n A l

R i U B i v i R i s k K u k l l o l M i . l M i W k i i k K i l l K i W K i t ! R j W R i >1 K u l

1 f c l l d r r n  l . » c r  H o r n

0 M i ? 7 7 . 3 3 J 0 2 7 . 0 X 5 6 3 4  * 2  X 2 . 6 2 . 7 U  7 1 2 2 < J 1 . 4

1 2 1 1 : :  i X I I 5 6 . 1 ) 15.11 1 3  1 2 4  b IX A 0 0 0  0 7  ' 1 X 5  ) 5 , 5

3 - 4 n ; 0 3 1 7 b 1 4  7 3 7  1 3 5 . 3 3 7  1 3 5  1 2 8 . 0 2 4  7 1 5  6 I I  .7 0  0 I I  7

‘ • o I M 1 4 1 2  x i n , 2 3  0 7 0 6 2 7 6 7 2  2 1 0 7 2 3  2 2 1 3 2 2 . 7

? • 0 . 6 l  7 x ? I I  8 7 1  o 3 1  7 * 6 5 .1 0  * 5X 6 M )  |

1 i l l  i l l  ( S i . i m I o i i X I * •h i I 6 » M i l * J 2 ' i • M l 21 .4 l . < « 2 3 2 6 0 0 1 1 * I I I 1 5 2 2 0 1

| ) < * 4 i y  fi  '  V l o r v  < l i i l i l i i ' H

W a n t  W t W N f t « l t » l  S i - x 0 6 . 1 0 3 .X 8 2 ? 7 V I 5 0 . « 5 8  4 3 6 . 4 .37 1 1 3 X 1 0  1 0  5 0 7 3  J 2 . 7

i x « i  i  H a i l  W i r c X .  u '  i

I f c m r  M i n t .1.9 < • 3 1 7 * . 7 0 1 1 0  = 4 1 6 6 1  6 6 2  u w >  2 XII  ? MO * • h i  7 ■ M l <1? 7

T m  i ii i X u n a w t i X I* • i n I«.H I . U O ' J 2 0 • M l 21 .4 6 5 0 2 7 2 1 . 0 0 i i * 4 1 1 1 5 2 2 0 1

M i - h i  X u m b r i  <i l  i  h i M r n

U - l 1 7 3 4 4  V 3 0 I S 3 2 l . l 3 2 1 4 1 0 1 7 1 1

2 0 4 4 . 0 •17 4 4 X  1 I X  1 4 6  » l u i l 1 2 1 ) I I  1 2 6 . 3 2 5 6 2 7 o 1 3  o l » x ; ? « i

4 - 5 I I  7 1 2  ? t l  7 4 2  4 4 5 6 l |  • 4 4  3 4*> 1 4 ?  8 4 0  1 l b ' 1 6  1 M l , 7 4 b  <1

6 * X .7 6 8 * X X 7 6  1 U S 1 2 . 5 1 6 6 2 3 .7 2.7 0 1 5 . 4 2 0  l l 1 1 2 1 116

U i a l i X i i m h i T i X I * • » 4 i U.X I.U O - 3 2 0 0 5 1 21 .4 6 « l 2 3 2 6 0 0 1 4 7 4 1 4 1 5 2 2 0 1  |

Table 4.0 also indicates that the proportion o f those who desired more children was 

inversely related to age I xccpt for the extreme age groups o! I5-1‘>. 2004  and 45-40 

years the rest o f the age groups especially those at risk desired more children. On the 

Other hand, among the ideal number o f  children categories, children between four and 

five were considered by all the age groups except 15-1c>. 20-24. and those aged 25-20 

'vlni considered 2-’ as ideal for families Very few women in those three lower age
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egories especially those at risk considered 6* as the ideal number o f  children for 

ilies compared to other age categories

4.3.S. C urren t M arital Status

Front I able 4.10. it's evident that most ol the never married women were mainly young 

iidless females. Majority o f those currently married, divoiced'.separated and widowed 

had given built to between 1-2. 3-4. and 7- children respectively. It those who reported 

to have had no children were ignored, there was a general decrease in the proportion of 

ndoitts with increase in number o f children ever born in all the current marital status

categories except for the widowed I he pattern was reversed among the widowed. 

Slightly higher proportions o f  respondents especially the never married and the currently 

married who reported to have had at least three children were at risk This was the reverse 

of the experience among the widowed and the divorced/separated women where lower 

proportions o f those u! risk reported to have had three children and above.



Table 4.10. Fertility Pattern* by C urrent Marital Status

P c rc c n lm ic  d is t r ib u t io n  Iw  C u r re n t  M n r ila S i l l  Hlv
fe r t i l it y
liu ltc a lo r

Sever Wanted
Mo Kidt XI K il l

c u rrrn ilt Married
Nil R tvl ’ W K iv l

W i tinned
Ni. K n l A lK ia i,

l l i i i . r m l  vciiarnlol
Nil K o l  U K  ok

[-( M i .  1 ' it  lUirn 

" «  5 720 6 9 4.4 1.2 3.0 H<l
(4 12-0 2.V0 J S J M 4 17 o 120 26 3 43 7

U 117 JO 2«K 1611 22* 4? 4 J * 6

5 * 116 06 l<M IU 1 23 0 J I.U 162 134
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| root (S n iil lx rf T 6 U T S I.2W 3-272 HMI |7 | 99 23M
h k ' i . r  (nr Min i (  hUtlrtu 

Want Mmv'Nvwr ll.n l S " «2 U *6.6 I.V3 43*) 00 135 10 7 I I  7
1 (V *  i W.inu .in i Have Mure MO 1 3 4 <4 7 56,1 01.0 *6.5 MO* 5 * t

1 I,.m l (Number) •r«. i . r s I J K 3.2-2 IIMI I ’ t •to 2.1S
h ilra l Somber . .f  < Inlilrrn

IM 7 1 1 4 IS 2.(1 23 1.0 JO
4X4 <’. 6 31 2 210 260 42 1 l> *

4-} 41 4 J6.2 46 7 VI 2 44 0 46 M 47 * 305
*• 72 in I IU 17.1 .Ml l> 221) 0 1 M K

totul (Number) IJT S 1AM 3.272 Kill 171 00 23*

|be majority of the never married women expressed desire lor more ehililren. I'his

included the never had sex females W hile most o f the never and currently married who

expressed undesire for more children including those who could not have more children 

for whatever reasons were those at risk, their widowed and divorced separated 

counterparts who desired no more children were not at risk.

Opposition to childlessness or one child culture is evident in all age categories. Most of 

the never married and the divorced separated especially those at risk reportedly 

considered between 2-3 as the ideal number of children while their counterparts who 

were currently married, widowed and the divorced separated considered 4-5 as live ideal 

number o f children. I hose who reported to have never married were especially, however.

more likely to consider 2-3 as the most ideal number o f children. I able 4.10 also shows
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that women at risk were more likely to consider at most three children as the most ideal 

for families

4.3.9. Contraceptive I sc

fable 4.11 on fertility patterns by contraceptive use status indicates that most of those 

who reported to hu\c never contraccptcd were mainly childless women who were not at 

risk o f HIV AIDS infection. Generally, the proportion ol respondents decreased with 

increase in parity among those who repoiied to have never contrueeplcd and those who 

had ever contracepled alike. This is true irrespective ol perceived risk o f infection, a clear 

indication that risk perception did not alter the actual reproductive performance among 

the respondents.



fable 4.11. Fertility Patterns by Contraceptive Use

Percentage Distribution bv Contraceptive 1 sc
Fertility
Indicator No Risi

Never 1 veil
At Risk No Risk

Ever 1 veil
At Risk

< Inlilrrn Ever Horn 
(1 59? .39 l 9.5 s ,
1-2 17.6 21.6 .15.4 325
3-4 H.l 11.9 25.4 25.2
5-0 5,‘> 10.1 15.5 IX X
7 * 9.1 12.4 14.2 15 1

Tout (Number) IJ92 2J07 1.017 2.649
Desire for Store < hllilrcn 
Want More Ncvei Had Sev 7J.6 68.1 426 41.1
Don't W ant Can t Have More i in .?l 9 S7 1 58.9

total (Number) u i»: 2307 1.017 2.649
liieiil Number ol ( hildren 
0-1 2.? 2.7 2.0 2.9
2-3 W.l 35 4 t?9 39.2
4-5 44.0 45.0 44.9 46 7
6- 14.8 16.9 10.2 11.2

total I.'Number) IJ92 2307 1,200 2.649

Those who expressed uiutcsirc lor more including those who reported to be unable to 

have more children were mainly those who reported to he ul risk in both contraceptive 

use categories While higher proportions o f never Controceptors desired more children 

including the never had sex. their colleagues who reported to have ever coniracepted did 

not want could not hove more children for whatever reasons.

On the other hand, opposition to childlessness or one child culture is vet again evident 

here. Most o f the respondents in both contraceptive use categories considered between 4- 

5 children and above as ideal number of children for families. I here was also consistent 

dislike to large lamilv size ol six children and above for both contraceptive use categories 

irrespective o f risk perception as shown in I able 4.11 I his is an indication that both risk
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•cplion and contraceptive use did not perhaps play u major rule in altering fertility 

lent ions aiming Kenyan women.

4.4. H  RTII ITV PATTI RNSKN HIV/AIDS PRF.Y’Al.ENCF.

4.4.1. HIV/AIDS Risk Perception

Generally. lable 4.12 on HIV AIDS risk perception by Prevalence Zone shows that a 

majority «) o flho  respondents were at risk. The percentage o f those who reported 

to Ik  at risk were almost similar (33.4 and *4.4 per cent) for the low and the moderate 

zones respectively, however, the figure was noticeably low < 27.5U..) among tlu>se in the 

high prevalence /one.

Table 4.12. I I IV / A ID S  R isk Perception by Prevalence /.one

Rivk Prevalence Zone
Perception Respondents

No. % No.
l.«w

%
Moderate

No. % No.
High

%
\«  Kl«l> I.J29 3 3 .4 4U4 3 3 .4 XI HI 3 4 .4 125 27 ?
At Risk .Allis :,r.v. h 6  b 804 0ft (i 1 .5 2 3 65.t> 32*) 72.5

Tolnl 3.'>S5 100.0 1.208 1 IMI.lt 2J2J 100.0 4 5 4 100.0

The results in Table 4.12 there lore conforms to the general expectation that most o f the 

respondents in the high 111\-prevalence /one would perceive themselves to he at risk 

compared to those in low 11 IN'-prev alence /one.



4.4.2. Contraceptive I sc

Tabic 4 1.' indicates that most (52.5%) of the respondents reported to have ever 

coittracepted Most of the respondents (55.2% ) in the low prevalence /one had never 

used /practiced contracept ion.

Table 4.13. Contraceptive I sc by HIWAIDS Prevalence Zone

Contraceptive ___________ Pro a k nee Zone
Use Respondents

No. % Nn.
LOW

%
MiKlcrule

No. % No. %
Never 1 wl I.X91 17 5 667 55.2 1.007 4.1 J 219 1X2
Kver I seil 2.092 52.5 541 n.s 1.716 56 7 275 S

Total i . ' W 100.0 I.20M 1 (10.11 2J23 100.1) 454 100.0

fable 4 I '» shows a dilTerent situation when the mcKleratc and high prevalence /ones were 

Considered. In these two categories, majority o f the respondents 56.7 and 51.8 per cent 

teported to have ever contracepted respectively Generally. there was no great variation 

among the respondents in terms o f contraceptive use by the various prevalence /one 

categories

4.4.5. Fertility Patterns

Table 4.14 on fertility patterns by zonal prevalence shows a general decrease in the 

proportion o f respondents with increase hi the number o f children ever born among 

those in low prevalence /one irrespective of contraceptive use status. This pattern was 

maintained among those in the moderate and high prevalence /.ones. Ihis could be a
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Icar indication that contraceptive use did not play a major role in altering actual 

ility performance of the respondents as measured in terms of children ever horn in 

all the zones

ta b le  4.14. Fertility Put te r as In Zonal Prevalence

Fertility

Indicator

Zonal Prevalence

Ns'VCI
tivrJ
%

1 <m

1 vet 
!:«.>! 
X

VlutUmlr

Xoer Ewi 
i *»0 n*d
% *!i.

NWl
IlKd
%

lli«h

t in
tJKd
%

limit

Never f  .ci 
I'naJ Owd 
N«» N.>

( liiMren Kvcr Horn
0 44 4 t>1 "  4 in s 44 1 77 ■Ml 1-12
13 IV ti .11 ? .'1 1 i/i i. I*»|4 4' 1 1*0 •40
M 12.0 2'v II 1 .'<1 14 1 |0 I. 21.1 v-ii
LA V.O 112 l> 1 t#4 V 1 IT 4 144. JJN
7« II 1 lTii v : 12 8 12 H 1*7 20
Desire for More Children
W jnli V". mc iii'ui l>*J SC\ w. 7 ■OH 710 VI? f.7 o it- 4 1.114 N<*
[)ov-n i NVatiLw—»l lute Mttfc is..* >*n .'0 4 Ml J .0 4 Wf. sv» 1.214
Ideal \iinili«r o f t ImIiImii
Ol I 8 2J 4 0 iq 1 7 4 1 *•» *1.
1-1 ) I 8 JO 1 *?.» 4-4.0 4 V 8 44.4 *84 ‘12*
4-v *«I7 1*0 JKH J» l 12 0 •121
b- IV* OH i: i *7 lift ON 1*11
lutiil Mill II IMMI IIMUl .... . IO0J 1011.11 I.VU 1M91

I able 4 14 shows that while more women in the low prevalence /one w ho had never 

contrncepted expressed desire lor more children including those who reported to have

never had sex. many o f their counterparts who luid ever contracepted never wanted or

could not have more children for whatever reasons. I his pattern was maintained in all the

prevalence /ones, an indication that prevalence rate did noi affect the fertility intentions 

ol the respondents in terms o f desire lor more children.

There was a general pattern o f increasing proportion o f respondents w ith increase in the

number o f  children considered ideal for families in low prevalence zone irrespective of

'ntrnceptive use status. However, this pattern was reversed in the moderate and high



valence zones. Here, we experienced decreasing proportions o f women with 

•leasing number o f  children considered ideal for Kenyan families. Most o f  them also 

rled to have ever cnntracepted In both eases, the patterns svere more vivid on 

oring the extreme tlirst and last) ideal number o f children categories. I his could give 

the indication that women in low prevalence zones were slight!) more likely to consider 

higher number ol children as the most ideal lor families than their colleagues in the 

moderate and high prevalence / oiks.

4.5. I III I I I I ( I OK HIV/AIDS RISK PF.KC'KI'TION ON FKKI ILI l \

4.5.1. Introduction

It was the main objective o f the study t*» examine the effect of HIV risk perception 

on each o f the three measures of fertility while controlling for other fertility determinants 

To achieve this. Multiple l inear Regression was performed on the IIIV AIDS perceived 

risk o f infection and ideal number ot children while controlling for the selected 

background and intermediate fertility determinants Similar operation was performed lor 

the number of children ever born. But it was assumed in this case that IIIV AIDS 

perceived risk ol infection ol respondents did not change over time. However, due to 

dichotomous nature of tlte third measure ol fertility (desire lor more children), a logistic 

regression was carried out I he procedure used in both the multiple linear and logistic 

regressions was die Lntci Method. I bis was to facilitate assessment o f the effect o f euch 

of the explanatory variables considered in the analysis on each o f the three dependent



nbles. The multiple linear and logistic regression results are presented in I ables 4.15.

.16 and 4.17.

4.5.2. I In-1 fleets on C hildren F.vcr Born

( » ) .  Socio-economic Factors:

Table 4.15 slums that with reference to primary level ot education, having no education 

had a significant positive effect on the number ol children ever born while having 

seeondarv and above level ol education had a significant negative effect.

Considering type o f place o f residence, the table indicates that urban residence relative to 

rural residence had a negative effect on the number of children ever horn. I his effect was 

statistically significant at ii 0.05. On the other hand, being in employment (currently 

working for pavmcnt) as compared to unemployment had an insignificant negative effect

on the number o f children ever born



Till'll' 4. 15. 1 >etc*riiiiiiiinlH of Number o f Children F.vcr Horn Based on Multiple l  inear

K e g r t w lo n  M o d e l

V aria b ln < oeft.ipi Error (-significance Significance
LtlucniioD Level
j’llllLUN 1 JuiUtiuil I Ref I
No liihic.il Ion 0 136 00.30 4 49< (» 0 0 0 _________ 1

Sevisnditrt FiliKntion * -0 32* 0.020 -16.26" 1)000

1 > iw of Place i)l Residence
Rural < Ret.»
1 11 Ml 1 -o :m 0 OIK ■V 2K5 0.000

( urrenf 1 mnliitineni Status
Not 1 mnloved (Ret i
l mploved -0 not Unix •0.227 0 x 20

Religion
l'ri<le>Uint (Ref)
Catholic 0.050 0.019 0  HOT. II i'll
Muslim 0 IĤ > 0.044 0.217 0 .X2X
l Mbi'f •1I.U8*/ II l • l.nTK II nv 1
l(i'l>ii>ii of UokIiiuc
K ill V .diet tRef l
Nairobi •o |73 0.051 . 1  vM 0.001

C'cn" id jj .2iJU 0 0 11 -4.721 o mm
( OiOl •ti u p) 0 04.1 • 1191 <1 240
1 isk'til ■o out 0.015 •2 115 0 0 3 1

N>nn/a 0  026 0042 0.624 0 532
Western ■0.003 0044 .0 7 16 0. 0.2

IJ.I1 tRef >
>11-21 0 *M 0.029 12 <>41 O.HOO _______ j
25-?'* o  v 10 0.0 33 27.220 0 000
\ \ \ . \  | 1 31 1 0.03 7 41 121 0.000

39- ■>> 1 074 1) 037 52 XK6 II1H *0

40-44 2 311 0 04.3 5 | 322 0 .1.100

45-49 2 405 0 046 53 ww II 000

Current Marital Statu*
Current!* Married 4 Kct. i
Netci Mainol •ii 0H<» 0.026 - .'6 02X IMNN)
\S ulimril •iiim.? it n |7 -1 .UK it IXX
Ditoesed -cp ir.iird 0041 •K *.3.3 1H M10

1 ihnivilt
i.hhor tKel l
Kalenjin 0  f ’H 0 012 4 212 (1 <lf HI

Kambo 0.063 0.035 1 "t " 0.077
Kilutii •0.027 0.<H2 •0 610 0.529
1 utis.l 0.145 0 0 1 2 3.43J 0 001

Luo 0.154 0034 1.951 O (Will

< unit iticpiitr 1 sc
Neser l \ed t Ret 1
liter l sed 0.199 0  02U '/ ')l.S Omni
l l l \  VlDSRisk PereviKiiiii
No Ri«L (Ret l
At RivL 0,052 0019 1 07U I’HfHI

l unslant 0  793 0 04? 16.022 DIMM)

Adjusted K: 0.720 I 654.070 Model Muiiifieiiiict -  0.000



(I»>. Socio-cultural Factors:

I 'sing Protestant other Christian as the reference category. Catholic and Muslim had 

insignificant positive effect while other religious affiliation registered an insignificant 

negative effect on the number o f children ever born at o = 0.05

In comparison to other ethnic groups. Kalenjin. I uhya and I no had significant positive 

effect oil the number of'children ever Kim while Kamba had a positive but insignificant 

effect However. Kikuyu relative to the reference category had insignificant negative 

effect on the number of children ever bom at u 0.05.

fable 4.15 also shows that using Kilt Valley region'province as the reference category. 

Nairobi, i cntrnl. Eastern legions bad significant negative effect on the number ot 

children ever born while Coast and Western bad negative but insignificant effect It was 

only Nyan/a region that had a significant positive effect on the number o f children ever 

Kim relative to the reference category at u 0.05.

|c). Demographic Factors:

Age has been taken to be a very important factor in reproduction. Table 4.15 shows that 

taking age group 15-10 as the reference category, all the other categories shoed 

increasing positive effect on the number o f children ever born with increase in age. The 

effects were found to be statistically significant at u  -  0.05 lor all the age groups.
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Relative to the currently married, all the other current marital status categories had 

negative effect on the number o f  children ever bom. I lowever. whereas the never married 

and the divorced separated had statistically significant negative effects. K ing widowed 

relative to being currently married had insignificant negative effect at u  = 0.05.

(d). Proximate Factors:

Unexpectedly, ever use o f contraceptives relative to never use o f  contraceptives had 

significant positive ell'ect on the manlier of children ever bom. I his war. perhaps due to 

relatively higher number o f never contraccplors childless women, f or instance, from our 

cross-tabulations, while only 308 out o f 7.365 (4.2%) were childless ever contraccplors. 

1.723 out of the 7.365 <23.4%) were childless never contraccplors. I he effect o f this on 

the general numhci o f children ever bom in the multi-linear equation could he 

responsible for the anomaly On the other hand, this could perhaps indicate that most 

women contraccptcd after having achieved their fertility desires.

Looking at HIV AIDS risk perception. Table 4,15 indicates that in comparison to no risk 

perception, being at risk had positive effect on the number o f children ever born. 

However, the effect was found to be statistically insignificant at o = 0.05.

. . . .



4.5.3. The Effect* on Ideal Number of Children 

(a). Socio-economic Factors:

From I able 4.16. its shown that in comparison to primary level o f  education, having no 

education had a positive effect on the number ot children eonsidered ideal while 

secondary and above level showed a negative one. I he effects o f both categories on ideal 

number o f children relative to the reference category were found to be statistically 

significant.

Compared to rural type of place of residence, urban residence had a statistically 

significant negative effect on the number ol children considered ideal for families at « 

0.05 In com|N>rison to being unemployed, being employed had an insignificant positive 

effect on ideal number o f children at u 0 05.

t o o



Table 4.16. Determinants of Ideal Num ber o f C hildren Based on M ultiple I.inear

UeUressioii Model

V a r ia b le s < oerr.un Irrnr 1 lijtmrieiiner Significance

r.iiur-Jtiim 1
Pnm.irN 1 iltuvihnn (Ref.) _____________ _______________
N»» 1 Jukotum 0 109 U |)2? | .V%5 0(5111
Sccoml.tr \  1 tliictuioo 1 • o  ; i.i 0 0 1* -II 707 0  <WHI
T» «if Place *•( Kcmlrmr
Rural (Ref >
Urban ■0.250 0,015 -9. XX1 0 .0U0

( urreot 1 cnplot niciii Sliitu*
SM 1 ni|'li" cil tKet t
Emplostsl 0.051 0 III” 0.820
Krligmn
INvlt'Miifltdtlh'l ( liriMlliil <Rct.)
( allu'lu 0  011 0017 0 o i l 0 420
Muslim 0  1^5 0  0.19 2 lo t II X2M
ifithcr 0.119 0.04K 2 4XX 0 00.1

R e g i o n  »l R c m i I c i i i t

Kill N .lllo •Ref i
Nairobi •0 .10? 0 0 5 | •2 316 0,001

I'entml -0.225 0040 •6 421 0000
4 i*il'l I* H41 0039 1 (H4. I I  ’ 4 0

Eilsieoi -0.262 0040 •6 5 J  | 0.0.11

^HUB II (1? \ 0  0.37 1 954 (1,53 j

Wcslcfti •0.0I3 0  040 n 317 0,462
\gc  (•rntip
I5-I*» iKcl 1
M-.M •0.06* 0 076 ■2.5X1 (It Kill
25-2‘> 0 ,02m 0.030 0,01,5 IMNIH
30-11 0 107 0 033 5.046 0<KI0
35.39 n.295 00.34 X.7R5 0.000

ln- 1 1 0 161 0 0.3* 9,100 0 000

45-1‘> II i s i m ill 0 7*5 0(510

( nr m il Mm Uni Malm
Current 1} Married (Ref i
N o  cr Married -0.226 II 074 -0 6 19 (MXHI
W u ! i  *vv C il ■O 1 10 DOI2 -2  Mil 0(515
Dlior.Vit . c p . i i niCil 4123' 11017 •6.116 0  (KM 1
Elhnirin
other (Ref \
Kalenjin 0.106 II 0 .1* 0  00?
K j i i i Iv j 0.09X 0 043 3.074 0.15)2
Kiiiivu -o n ir n o tx •2 2 *‘i 0  022

1 iihs.i 0 IWJ U.OJK 2 ixx 0 013
1 no 0 .0*1 0.031 2.70? 1) 007
< iiutraceptive l  ee
N o o  1 *.-d (Kef l
F.ivrl veil 410*0 HOIK -5 019 0 (HX1
MIN VIDs Kiel. Perception
No Ki%l (Kcl i
\l Risk •0 017 0 0 1 * •2 2i»» 0  n2K

I'omtnnt 2X23 0.015 6.3 .331 0 IN5>

\d ju stc il K‘ 0 .2 12 K = 69.217 M odel S ignificance = 0 .000 .
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(b) . Socio-cultiirnl Factor*:

l 'sing Protestant other Christian as the reference category. Catholic. Muslim and Other 

religious groups had insignilicam positive ctl'cct on ideal number o f children at u 0.05 

Relative to Rift Valley region. Nairobi. Central and Lastern regions had statistically 

significant negative effect on the number o f children considered ideal for families while 

Western region had an insignificant negative effect. Nvan/u and Coast reported 

insignificant positive effect on ideal number of children in comparison to the reference 

category.

With reference to Other etluiic groups, being Kalenjin, kantba. I uhya and I uo had 

statistically significant positive clTect on ideal number o f children while being Kikuyu 

produced an insignificant negative etTect at <i -  0.05.

(c) . Demographic factors:

In comparison to being currently in marital union, being never married, widowed or 

divorced separated had statistically significant negative clfcct on the number o f  children 

considered ideal for families at u 0.u5. On the other hand, taking the 15-19 age group 

as the reference category, all the other categories except 20-24 had positive effect on 

ideal number o f children. However, all the categories attracted statistically significant 

eficcl on ideal number o f children relative to the reference category.

to:



(d). Proximate Factor*:

Relative to never use ol contraceptives, ever use of contraceptives had a statistically 

significant negativ e effect related on the number of children considered ideal for families 

at u = 0.05. Meanwhile, perception o f being at risk had a significant negative effect on 

ideal number o f children relative to being at no risk

4.5.4. I lie Ffleets on Desire for more t  hildren

(a). Socio-economic Factors:

In comparison to primary education, hav ing no education and secondary and above level 

of education had significant positive effect on desire lor more children at u 0.05. 

Meanwhile, urban residence relative to rural residence produced a statistically significant 

negative effect on desire for more children at u 0.05. On the other hand, compared to 

being currently employed. Table 4.16 shows that being in employment had an 

insignificant negative effect on desire more children at n -  0,05

(h). Socio-economic Factors:

l aking Protestant oilier Christian to be the reference category , while being Catholic had 

significant negative effect on desire for more children. Muslim and Other religious 

affiliation had significant and insignificant positive effect respectively on desire lor more 

children at u 0.05. On the other luuid. relative to Other ethnic groups, being Kalenjin 

and Kikuyu had negative effect on desire lor more children, while being Kumba. Luhya

to;



In comparison to the Rift Valley region, only Central and Eastern regions had negative 

effect on desire tor more children. Nairobi. Coast. Nyanza and Western regions produced 

positive effect relative to the reference category. All the categories, however, had 

statistically insignificant effect on the dependent \ unable ul u 0.05.

(e). Demographic f  actors:

In comparison to age group 15*10. all the age group categories had statistically 

significant negative effect on desire for more children. Relative to those who reported to 

he currently in marital union, being widowed and divorced.separated had significant 

negative effect on desire lor more children while never married had a sigtiifieunl positive 

elTcct on desire for more children at n = 0.05.

and l.uo had positive one. All the categories produced statistically insignificant effect on

desire tor more children relative to reference category at u 0.05.

ten



Table 4.17. Deterininunts of Desire lor More C hildren based on Logistic

Regression Model

Variables r<.eir (Hi Sol Krrur I'lM lH Sijjinfii iim 1
r.ducaixm Level
I’nnuiv l.duulo'ii iKel i
S o  Lilocuiiim 0.23 7 O.IIO 1 267 O I6S__________
Seconders 1 Jucutu*n ♦ 0,554 0.076 1 ' l l 0  4MNI
rim e «'f Residence
Rural iR ell
LiIsmi • l l ’IN 0.104 0  7 t*l 0 005
< urrrni rmployment 
Status

I mployed iRcl.i
LllipIlOvXl •IIIIIS 0.078 0 1'«t 0 5U5
Urliuuiii
lVtK«̂ l4fll i Ref. i

\  iiiM u •0.041 (1.07.1 0.060 0.577
Muslim 0.543 (1 |64 1.410 n U.if»
Ollier o.25l 0 201 1 2X0 11,211

Hi’Hi.m ill Krinltnir
Kill \  allv*\ i Ref i
Nairobi o |4K 0.1X0 i 160 11.4.31
CVtitful -0.IW2 (1 167 0,021 0  M2
l lU'l 0 .'M 0 IMi 1 2'*X 0  l o t _____
1 itslcni -o 2"2 0  164 0 747 < 1 (»-^

\va iu a 0 IVill 0.156 1 <162 0 .0*) 7
V\ I'l.n i 0 14.S 0 to* 1 15" 0

Auc l.luup
I5-1*> tllel 1
20-21 -1 063 0 130 0 345 0 0(HI
2 -2.03** 0 147 0.110 0 4 *0(1
Jo-J l •2,706 0.14‘) 0 061 0  000
15- W -3 X4(> II 100 0 026
40-44 -1.5“ 4 II 21 Ml 0 010 0  OKI

45-lo -<X'2 0 316 IHKl.l 4) * MX!

( urrcni Mnriul Status
lurrcnth Married Iftcf.l
V m  Married o 403 || ||7  l 1 (>37 (1IKX*
\\  Ulrovctl • i no1) II 164 (1 V>5 (1IMX)
D iuucol icparatcJ •II 43l> 0.204 0 6S<» 11.003

Ltli tile in
l )iher I ltd. 1
Knkstiin •0 133 0 156 0X73 II *̂7̂

Kumki 0 ?4h II 1 Its 1 2?o 111 ibv

Kikuui -0.0X7 6.154 0,617 0.573

1 ubvn 0.06b II |SH I.OiiH 0 676

|.uo 0.168 o i :v 1 181 II I"4
i ontrncepiisr 1 *r
Ne'er 1 >ed (Kef l
1 III 1 ss-tl •4171.3 0.072 0 47(. H.lWU
IIIN VIDS Kltk IVreenili.il
NnKisk iKef) ,
M Risk 0.053 0,072 1 054 0.466

( nnsluitl 2 5'x 0  193 (1 < ■ H1
2 Lou I .............. . bl.SI.l4H________ On-i ee <1111 <limn -  2*> Model Signifininee n <nm



(d |. Proximate factors:

Relative to never use. ever use o f contraceptives had a significant negative effect on 

desire lot more children at u 0,05. In comparison to being til no I l l \  -infection risk, 

being at risk lud  insignificant positive effect on desire for more children tit u 0.05.
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C H A P T E R  H V E

s t  MM \ K \ , <  O M  LI SION AM) RF.C OMMKNDA I ION

5.1. INI KOIM ( I ION

I his chapter gives summary o f  main research findings, conclusion and recommendation 

ol the study. Due to the numeric nature ol data on the dependent variable, multiple 

regression was used to establish the nature o f effect o f the various selected fertility 

determinants on fertility patterns as measured in terms of number o f children ever bom 

and ideal number of children for families, < >n the other hand, to determine the effect of 

these fertility determinants on desire for more children, a multiple logistic analysis was 

performed Ibis was preferred due to the dichotomous nature o f data on desire lor more 

children. Cross-tabulations were also carried out to establish the distribution ol 

respondents by fertility measures and correlates, and the relationship between III\ AIDS 

perceived risk of infection and prevalence rate on fertility measures.

5.2. Si MMAUY OF FINDINGS

One ol' the objectives of this study was to establish the impact ol selected fertility 

determinants on HIV AlDS-tisk perception
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The hypotheses examined were:

I \ \  omen o f no education are likely it' be at risk o f HlV-inlcction.

2. HIV \II)S perceived risk o f  infection does not \ ary by type of place of residence.

3. Being widowed, divorccd/separated or never married increases the chance ol 

HIV AIDS risk o f  infection.

4. \ \  omen in the age group 45*40 are less likely to be at risk o f HIV AIDS-inicciion 

than those in the 20-24 age group.

5. Fvcr use o f contraceptive is likely to have a negative effect on risk o f  HlV- 

inlcction.

According to this study's findings, it was realized that while only 66 per cent o f  those ol 

primary level o f education reported to be at risk, about 70 and 60 per cent o f their 

counterparts w ith no education and secondary and above level o f  education respectively 

reported to be at iisk. I his is a clear indication that women o f  no education, relative to 

those with some higher levels o f education were at slightly greater risk of 111\ -infection 

perhaps because ol then lower bargaining power on issues relating to sexuality and also 

inefficient, low or non-eoniruceplivc use. Ibis confirms the study hypothesis that 

women ol no education arc likely to be at a higher risk of111V-infection.



Among women in urban type o f residence, only 65 per cent reported to be :it risk while 

about 68 per cent o f their rural resident colleagues rural reported the same. I he slightly 

higher proportion o f those at risk among the rural dwellers could be explained by among 

other things high-risk behaviour patterns like widow inheritance, serial or polygynou.s 

marriage and non-use inefficient use and or practice o f modem contraception. I his 

disapproves the studs hypothesis that there is no variation in 111 \  AIDS perceived risk 

o f infection b\ l> pe of place of residence.

Considering the current marital status, marriage was found to he still universal in Kenya. 

Despite the fact that there vv.» a general expectation that there could be comparatively 

lower proportion ol those at risk o f HlV-infection among the currently married, the 

never married reported the lowest proportion (57%) o f  those w ho perceived themselves 

to he .u risk followed by the widowed (6V<.) and divorced separated (71%). I he 

currently married reported the highest proportion o f  about 73 percent being at risk, fins 

could be showing the relatively higher level of concern married couple- attach to the 

pandemic. The finding disapproves the study hypothesis that being widowed, 

divorced separated or never married increases the chance of HIV \II)S perceived risk ol 

infection

\ge has been taken as one o f the major factors in HIV AIDS-infection variations. In 

Kenya, the majority o f women in the age group 15-49 reported to he at risk irrespective 

ol age. However variations existed and as hypothesized, women in the age group 45-49



were less likely to he at risk compared lo their counterparts aged 20-24 years. I he risk 

was highest among those aged 25-44 years.

Despite the fact that slightly higher number o f respondents reported to have never 

contrnccpted. unexpectedly higher proportion 172%) of those who had ever contracepted 

reported to he at rtsk compared to only 62 per cent among the ne\er contraceptors. I he 

hypothesis that ever use of contraceptives is likely to he negatively related to risk o1 

HIV AlDS-infection is disapproved. Hus could be due to among other things, high 

proportion o f ’never had sex’ among the never contraceptors. and perhaps this could be 

an indication o f inconsistency in use practice o f contraception.

I he second objective was to examine the effect o f  prevalence rate on fertility patterns.

I he hypothesis examined was:

I The lower the level o f HIV AIDS prevalence, the lower the number o f children ever 

horn.

According to this study 's  finding the proportion o f respondents decreased consistently 

with the increase in number o f children ever horn irrespective o f zonal prevalence. Ibis 

is a clear indication that prevalence rate was not a major factor in altering actual fertility 

patterns as measured in terms the number of children ever bom.
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I he third objective o f the study was It' investigate the extent to which HIV AIDS 

perceived risk o f  infection affects fertility patterns.

I he following hypotheses were considered:

I IIIY AIDS perceived risk o f infection is likely to he havinga negative effect on ideal 

numher o f children.

2. Women who perceive themselves to he at risk are likely not to desire for more 

children.

I he study ’s findings revealed that being .it risk had a significant negative effect oil ideal 

number o f  children relative to hoing at no risk This confirms the study hypothesis that 

11IV' MDS perceived risk o f infection is likely to have a negative effect on ideal number 

o f children This was contrary to this study's other findings based on the number of 

children ever horn and desire for more children where the effect was found to he positive 

though statistically insignificant at u 0.05. However, ideal number o f children is 

known to lx- a weak measure o f  fertility levels and hence patterns. Its potential effect on 

fertility is minimal in relation to other fertility indicators. I f  s by and large an indicator 

o f  the general community fertility norm, which may not necessarily tally with individual 

fertility intentions. Mtcmativcly. this could have been due to a general negative 

community attitude tow ards higher number o f children in order to reduce burden related 

to HIV AIDS infection, death and related effects.
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On the other hand being at risk though hypothesized to haw  a negative effect on desire 

for more children; the study shows that the reverse was true. However, the effect was 

found to he statistically significant at ir = 0.05.

5.3. CONCI.HSION

I he findings o f this study revealed that IIIV AIDS perceived risk o f infection has an 

insignificant positive effect on the number of children ever horn (assuming that risk 

perception remained unchanging over time) and desire for more children. I hough 

insignificant, this effect could he attributed to the impact o f  the scourge on morbidity and 

mortality especially tin infant and child mortality, which is known to affect fertility 

positively Such deaths often shorten post partum umeitorrhoca due to curtailed 

breastfeeding period hence high fertility (other factors being constant) In such high 

infant and child morbidity and mortality environment, families tend to have more 

children than they would actually desire hoard' and or replace the dead children I'hcsc 

effects induced by l l l \  \ l l ) s  pandemic normally impact on fertility positively

However, the study established that HIV \II>S risk perception has a significant negative 

effect on ideal number o f  children. I hough this measure ol fertility is known to he a poor 

one especially with tegurd to estimation o f fertility levels from which patterns ate 

gauged, it confirms the study hypothesis that HIV \II)S  risk perception is likely to have
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a negative effect on the number o f children considered ideal lor families. Ideal number of 

children, being largely used to predict the general community fertility norm expectation, 

could be taken in this case and context to suggest an emerging trend o f negative attitude 

o f  the Kenyan society towards higher number o f children. I his could be to reduce burden 

on community upon disabling sickness or death resulting from l l l \  AIDS scourge.

5.4. RECOM.MLNDA I IONS

5.4.1. Policy KceomiticndatioiiN

The following arc policy recommendations based on the findings o f this study;

(i) Front the findings o f this study, women o f no education Were more likely to 

be at risk and therefore the need to increase both primary and secondary 

enrolments especially in high prevalence zones This shall not only help 

control population growth through birth control, but will also improve their 

bargaining power on issues relating to their sexuality.

iii> I he government should do everything possible to narrow the rural-urban gap 

in terms of infrastructural facilities and services. Ibis would help curb high 

incidences o f HIV risk among the rural women dwellers in Kenya especially 

those in their reproductive age.



(iii) Family planning awareness and/or services programmes should be enhanced 

In areas vvIktc such programmes are already existing. expansion is necessary, 

and areas where they do not exist, such lx* set-up I his is as a result ot the 

study ’s realization that contraceptive never users were more than ever users 

among Kenyan women.

5.4.2. Recommendations for lu rtlic i Research

I he following are the recommendations for further research bused on the findings of

this study

lit Research methodologies need to he re-examined particularly the application 

o f  "fertility models" to determine und hence recommend the most suitable 

model for the most effective analysis o f IIIY \ID S This study borrowed from 

the Ikmgaarf* model among other fertility models (hat exist. Although the 

results were satisfactory and in some circumstances in line with the existing 

literature and expectations of the study, they nonetheless did not fully satisfy 

the theoretical assumptions o f  the model.

i hi Re-dellnilion ol IIIV'AlDS-risk perception and accompanied follow-up of 

individual cases in order to establish which components ol it could perhaps 

alter fertility patterns. I his would enable researchers to understand why some 

women would have lower fertility and others maintain higher fertility alter
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being exposed to similar conditions o f  risk as sonic results o f  this study have 

suggested.

(iii) There is need for methodologies that would enhance the conversion ol 

sentinel surveillance data into reliable community district level estimates ul 

HIV AIDS prevalence rates.
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