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Preface
 

World experience provides unmistakable evidence that certain
 
patterns of family formation are associated with specified
 
risks to the health of mothers and children. If this can be 
proven to be true in Africa ar;well, a convincing case can then
 
be made for family planning in African countries based on the 
health rationale. There is certainly a need to document this 
health rationale using data and literature from African commu
nities. To date, no systematic assessment of the African expe
rience in this regard !is been made. 

In this project , we have undertake2n the task of colle:ctinq, 
sortingJ, and synthesizing the African experience. The first 
steJ (and the most difficult undtaking) was to locate relevant 
and sclentificalily valid Afri cii studies to develop an argument 
for or against t., health ra' for famil',' planning. For 
that pur le, wu conducted a t ojrough literature search using 
all available intjrnational journals, African journals available 
in Unite:d States l.ibraries, and files of such international 
agencies as the United Nations IFnd for Population Activities 
(PU1]FPA) , the World Healtih Organization (Who) , the U.S. Agency 
for Inttorational Developmeunt (Al U) , and the Natifonal Center for 
iiealth .rtatistics in D.C. W c over 

, 

(NC11S) Wa:-;h ing ton, examinod 
2eA journals from at least a ten-year time, span for articles 
relevant to the health rishs of unplanned fertility in Africa. 
We askt:d a numobr of assistants and colleagues working in Af

rica to locate relevant material. In addition, three African 
scholars contributed r.;ional synth(_ses of health and family 
formtion. bath of ovur i, ;00 articles %,;as carefully examined 
for rcleivance, mntodology , sampling, analytic efficiency, and 
validity of conclusions. A cons;iderable number were excluded 
because of i)oor methodology or lack of relcvance to our purpose. 
We '..'ere, ne1vertiheless, pleasantly surprised to locate reasonably 

grod studies for most facets of the prcject.
 

Organization of the Monograph 

The monograph begins with an executive summiary--or overview-
of the whole study, depicting the salient themes and conclurions
 
(Chapter 1). Chapter 2 is devoted entirely to examining the
 
African evidence for the health risks associaued with unplanned
 
fertilitv, earticularly parity and family si(e Factor I) 
maternal age and p.r, gnancy timing (Factor .2 '1o1o birth interval 
and child sl aclnU (Iactor 2). A catalcgue: of ,tudies summariz
ing African findingjs is given for each factor. 

ix 



In order to supplement the Tinural account of the African
studies, three more chapter' jrovid-: personal r}(rspectives.

Arkutu discusses the hcalt- risks of childbearingijn East Africa (Chapter 3) , EI-Shurini cons;idersi Lih 1ath 
 rationale forfamily planning in North Africa (chat(r ,4), and (ojoprovides asynthesis of fertility requl. It.Lon in Africa (Clii .r 5) , includ
ing culcural and religious factors r i vant to ilnc 
 folmation.
In Cha er 6, Johnston revi.ws th,- traditionil African rcligions
and the cultural attatudces toward family p lanninq; ;ran xamines (Cha ,t(-r 7) Islam an! fact; i lannin; in Africa; andBurgeesa gjv. a, account. iCc ci, t(-l o of hrist an it-, and family
planninjin-
ill iAfric ,;itili , l] Y ,C to Cattil] I Sill. 

liI clon;Ig cciit- r ! i Id !; LIIt d ir lq I- ic nii I( altlI coIIt(Xt
for the 011a-t101t iWd,]m);iji , fri ccc i of the
de.mograihic fatL; . rvt.; fni tLn inal chca}.tr !o ,as not 
to dctract from tIlL, , t cl: t
Of : ico cg la , scci I._'ltilatfam;tily cl m cigiI1c nivrcll indicated in Africi f)f il,a]th

reasois cigardl l:;
()1 t*i dchi
doqralhic prcssurS.
 

Cairo and Chapel Hill, 1984 
 Abdel R. Omran
 

http:chca}.tr


Family Planning for 
Health in Africa: 

Executive Summary 
and Overview 

Abdel R.Omran, M.D., Dr.P.H. 

This monograph begins with the prcmise that the future of Africa 
will depend on the physical, intellectual, cultural, and techno
logical preparation of th, new genrationsb of African childr-,n. 
It is for love of life that '.c exlblore tilte means, tiirough family 
j fanning to ensure thu h(eal t of tLI . African moth(:r and child. 
A pia or factor affecting tie hiealth of the, African child is thu 
poor fanily-forination patt -rn in inost of t;,,u, contilnAt. This 
includes 01 pngnancy poor mini closuoor I lanning, ti and st acing 
of chilidren, la eu sibshi size , and grand ultiparit' (parities 
uxc(eding fuulr )r five). !,ot only does such un loaned child
hcarngc aff ct ti . :eal th of African childrnC(and mothes) , thu 
rsultin; leag, numbers of childrlen reduce also tu o ility of 
tiei African fam l to provide tne a rol riate ocial , education
]I, arId int ,lllctual envi ronment for thu child. This is oftel 
com ounded furtiour an unsanitar.' .vironment, ;oOr nutri tion 
and irlad, riot u ' , . 

It follows tiaL tu ilt of African chi ldrtin and mothlers ',ill 
beCfit icantly frignifron famil',' loaniJng ;liminating thebyi, 
risks associated with Xc'lyesive and un.lanned cihildbearing. The 
most cosi'i.ncino; documentation to dat, of tiu htealth risks asso
ciated vith unilannt-d '(srtility comes from developed and non-
African dveloiing countrij.s; thut fore, thl, relevance to the 
African population can b, i, tifiabi':' Ciu-s tioned. This monograph 
provides a res.onse t such, oust1's . t: ihave screened over 
200 journals (African and international) for African studies in 
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the process. In addition, this work includes syntheses by col
leagues with considerable experience in African culture and
 
heal th. 

Health Risks of Unplanned Fertility 

Studies in Africa have documented increased health risks with 
certain patterns of childbearing and family formation. Three 
main factors hav Leen identified to he the determinants of 
these health risks: Factor 1 is high parity, particularly grand
multiparity, and at,,: family size; Factor 2 relates to poor

timing of pregnancies to occur at "risky" maternal ages--under

20 or over 35 years; Factor 3 relatfs to poer child spacing, 
particularly short birth ilt rvl. 

To demonstrate tie iia}act of these factor., on health, specific 
healtL indicattrs w slccted for thesr_, Loth mother and child. 
The indici-s for t'iL, motir included maternal mortality, diseases 
of pregnancy, and ti ierformance., cst c The indices for the 
child includ-l :'tal Jo ;s, erin tal mortality, infant mortality,
mortality undter ag iv,, malnutrition, physical development,
intel Ligence guot iciit ( ) aidn cii ldhood diseases. 

Effects of Parity and Family Size 

Parity denotes the numi-e-r of liv, Lirths a woman has had, while 
family sizo is the numiier of living children in a nuclear fami
ly. Another related te:rm used in tie literature is the birth 
order of a child. The effect of parity and family size on child 
and mother health is outlintd ol. 

Fetal loss and perinatal mortality in relation to parity. Sev
eral studies in various parts of the continent have demonstrated 
health risks among African children similar or close to those 
revealed Iy. .;orld <}Lience. Thus, an African :oman is at 
greater risk of losing her child during . reqnancy or in the p<ri
natal period if shi.is gor(:cant for the fourth or later time 
than if sie is :r gnant for the seconrl or third time. The first 
pregnancy is usualy associatd with some risk of being lost 
according to world exj erienc,-. Such a patt ernl is described as 
being J-shal ed in relation to p arity or pre gnancy order, that 
is, th risk is so,.what ihigh for the first Iregnancy, it then 
declinesr for toe ast.cond and tiiird i regnanclos, and incr:ases 
again progrsively witp arity or pregnancy order. This Tat
tern is also found in certain harts in Africa. In most African 
countries, articularly thos,_ in sul-Saiaran regions, ti . risk 
associated w!tch first.. regnancy is mu(:! -ig,:.- than world expe
rience, resul.;imig in wnat re-sirnlas a U-shapgd relationship with 
parity or preg.ancy order. T increased risk for The first 
pregnancy in Africa is probahly Lecause of the very young age at 
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pregnancy and relative immaturity of young girls becoming preg
nant for the first time, as well as poor or lack of prenatal 
care. 

Infant and child mortalitq; in relation to parity. I ik- th - ,,orld 
experience, infant and child mrtalit-, in Africa have a J-!shapd 
relationship to irity. This mcaln; again a reiv,,ie' i risk 
for the first horn, itt,r chalnces of survival for ald;tc ,'Cnd 

third born, and su s,-Iucet decline in .urvival c.inc( s for ti ose 
born after th c tir(I child. This has been shown, not only in 
community or iiels i tal a tudi es, i,ut also in national surveys. 
Some detailed African studis hay, ilndiCatedI that fami ly social 
status has a rent iiniflu ,ic-on t]i,rii.k of infant and child 
mortaj.i t,'. Childr,n ,r to .(,or fami i.is have c-...'er1b rn chances 
of survival than tiie- bon to rich fami]i i:; iat rich and 1()or 

alike, th r,.larjvi' ]inclr- ae of infant asd c11.1 m)rtalitv with 
increasing }arity I,rsist.. withil !acb nii , u.. 

Child devlopin t and malnu tri tion i n relation to pari t; and 
family size. - -vral African .;tudbi-,. ccnfirmo a citrimental ef
fect ()f " ud Iarg' fa:ily r;i- )11the l1hysical develliqh pari t itv n 

Omnt :t of the ciiiId. The effect 1e',' mani F,St i tsel f even at the 
moment of i)irti if, tie forr of ,r,maturity, or critically low 
birth weight (undur gram'i). at, d 11irmal..',:) (-mle to children, 
premature chii lidrn are more! pron- to a vari, ty, of- health prob
lims and ;e-a r sturvival chances. MIalnutrition in elienral in
creases ,with iii;:ih lirtii order or large_ family size. 

Intellectual development in relation to famili size. There is a 
mo0st disquieting olservati cn that later horn ciii dren, or chil

dren lorn after so many 1;rothrs and sisters, are at risk of 
having a lower I.". than thos -, born in small families. This 
fact has been aundantly documented in various countries in the 
world and hias ien recently reperted in a number of African 
studies. Tis situation is disquieting because the future of 
Africa depends on the lero}Ier intellectual (and physical) devel
cpm :nt of its children. There is no doubt that the leaders of 

Africa and the educated African parents arc concerned about the 
intellectual devlopment of their children. 

Child dIseases in relation to parity. Several disease condi
tions, such as diariha and },arasitic iiifection, are more fre
quent in large tian in small sibshiij sizes. , 

Maternal mortalltmq in relation to pari ty. Pregnancy is a natural 
pihelons-non, and no nter should die because of it. And, yet, 
tihousands of African women die every year from causes related to 

r(gnriancy, labor, and puelrlerium (collectively, maternal deaths) 
all of wlici are related to high parity. African studies have 
documented a significant increase in maternal mortality with 
increasing parity. 



Maternal morbidity and obstetric difficulties in relation to

pari ty. When high parity does 
 not result in maternal deaths, itfrequently results in oor health, por obstetric performance,
and several gyncological problems. Ep'idemiolog ic and clinicals-udies in many African countri cs have r-vialed a ro'latively
high prevalencf! of condlitions kno,..n to I,,, rolatd to high parity. 
Examples includ-,: 

I. Rupt urtd utc -us 

2. Abnorma]it, of pA eces La 

3. Nal~rsemtat en of fetus 

4. Need for lied trainsfus;ion 

Anemia and n icital h,-mo)rrhage 

0. Difficult- re l-bgCi or obstructed labor 

7. Prolaj;, (f tin: uterus; 

8. Cardiovascular diseases and hypertension 

9. Diabete; 

10. Rheumatoid affliction 

11. Crvical cancer 

Rultured uterus, to take one example, is a condition that has

bee.n rapidly disappearing in Europe 
 and the United States, but
is still encountered in many African maternity 
centers. This
condition results from progressive thinning of the uterine wall

because of rupated stretching 
 in previous pregnancies, to an
extent that ;t ruptures and may end 
 in the loss of the child or

motjnr, or both. Furthermore, 
 milk yield in lactating mothers 
i!;negativul. affected by high parity, and may lead to child
malnutrition in ce2rtain situations. Kwashiorkor, unique to the
tro ices and eutroj ics and bearing a Gilanaian name which denotes

it a; th 0 
 die,, of the deposed child, is prevalent in Africa.

Its victims ari, usuelly infants 
and young children rece2ntly

wL-ained. rasKhiorkor is 
 a form of protein/calor4 malnutrition

which occurs when a lactating 
 mother becomes pregnant and stops
 
bre--as t feedimn.
 

Effects of Maternal Age and Pregnancy Timing 

To ti genera] pub ic, the4 definition of family planning is re
s trict(.d to famil, siz:; howvr, it siould include, maternal age
and child 5s;acing a!;w, l1. Fortunately, African investigators
wer, ahead of oti,:er ill this re.gard, and gave maternal age its
du. emphasis in their studi Os. Close to 50 studies have beenr.evie..d for the section dealing with maternal age. A multitud. 
of studies in Africa suggests an age band in the fortility sp~anduring which reproductive risks are low. This band extends from 



age 18 to age 34 or, more conservatively from 20 to 30. On
 
either side of this safe age range, the risk increases. The 
result is a J- or U-shaped relationship with age. Demographic
studies in Africa indicate thot liv. hirths to w.o'omen 1,s].ow age 
20 and above- age 34 range from 14 pI_rcent (Zambia) to 4(1 Ixercent 
(West Cameroon) , with an avuray,_, of 25 percent. 'Phi: mallna that 

oil- of ev.ry foaur ci ildren in Africa is born to a mother whose age is outs id, the saft range. Japan, in contrast, offers con
vincing evidesice that rcJroductionl can ii limited to the matear. 
nal atg s of minimum risk (95 percent of all 1,irths are to women 
age .20 to 34). 

Child mortalit;l in relation t-o maternal age. Child mortality,
 
wh;lethI_-r duriig f, til lif', th.'. i r'ilnata 
 i criod, the neonatal 

cl,,iod, infancy, or i.ari'.,childhiood, is seriouIsly influencd by
matrial Atgj. :ortality during thes ages .is ty ical]'y high for 
off:; ring PI i Istie sol ' , a' ,:cili'v in Africa '.'he.re the 
ra:es ar, t, i* o t iii tl '."orld; the rates dcl ine to low 
luv ls for tL ,;' and .! to 3,), or "o to 34, afte-r .hicl they
increase e;ain, '.lo.siv].African reveal;.ost studies 

this U-siiai ,d or J- gel Iit,]aio i iij . '111j.; is quite 
 evident
 
not only i l()s it -1 studi-;, lUt a15;o in community-based
 
studie.s of liltioa1 SaillS, 
 suci0 as those in Ghana, Sierra
 
Leone), and Ii s i,,.
 

Ch-ild health .ind(idevlopment in relation to maternal age. Af
rican studi,- conficm: the 'ord expleri nc in re gard to the 
seriot; 1i 5or icatud wi th teenage ureqnancies and pregnan
ci' a occurri nJ at aje,.s 3% or over. Pro miturity and malnutrition 
d. ;criI)- J- or U-.;ia ed reat Jonshi}js i maternal age. There 
-in' , it iddi tiou, sl, ci Fi serilus condi tions that prevail with 
ayt''; S]do,r thin 35. 

Mat,_ znal mortality in relation to maternal age. The risk of
 
mat,.rn,il m(,rtality in Africa describcs 
 again a parabolic or 
J-'i;;' ,', d curve wi th matel-inal age. Thus, the mother's health in

Africa, as anywhere else, is seriously affected by poorly timed
 

U'go ona;c-- those occurring to teenage mothers or to premeno-

Iaus al mot Irs. ,ost of the mortality is caused by hemorrhage, 

ciami.si andia, alI ia. 

ateurnal rrbidit ill relation to maternal age. Teenace preg
0 andes art-, ,:'rti, iI il, p rone to an array of health 
problems of
 
s},(ccial iliter', st 
 inl Africa w _Ire teenage c,r,_.gnancy is common. 
'li(,se condition;; , maidc ( lack ofmor serious by prenatal care and 
th" motie r's on: rg aredness or ignorance, include- anemia, toxe
mia of regnalcv, mal. rf.s-'uitation of fetus, i rolonged laor, 
Cesarean-section delivery, hemorrhage, and sepsis. 
 Many of
 
these conditions prevail also in older mothers who sustain, in 
addition, the risk of cardiovascular diseases according to sev
eral African studies. Pregnancy in older mothers seems also 

http:ciami.si
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to aqgravate preexisting cancer by increasing the chance of
 
matastasis.
 

Effects of Birth Interval or Spacing 

It is surprising that the old African tradition of child spacing 
has not received more attention from medical investicjators, as 
it should. Studies to evaluate scientifically the benefits (or 
risks) of spacing in relation to the health of mothers and 
children are few. This may L)e a reflection of tie belief that 
spacing does not need investigation to prove its usefulness. 

There is, however, a small b~ut mounting number of African stud
ies on the effects of Fpacing. Few as thL-se, studies may be, 
they are excel tionally good and unequivocally saupjort the world
wide prevailine medical opinion that siacing would allow restora

the iirs thetion of motv lea1th and ;afeguard health of off
spring. 

Spacing and child mortalitq. African studies, including the 
nationwide stud, of sibligrigs in Chana, confirm that the proba
bility of dying during infancy or early childhood is greater for 
children horn soon after a previous hirth than for children 
separa.ted by lonycer hirth int(i-v ils. 'T1,( risk is thr(-ec to four 
times greater for childron born at c riods ci; than a year 
apart comparcd to those Porn at al interval of te to three 
,jears. One stud,, ( xamined and confirmed the 110tion that tile 
birth of a second child afte'r a short interval causes, indirect
ly, the death of the j r,ivious cii d. FPtal loss las also found 
to be inversely rc.lat.d to 1)irtll nterval , b-ing very high for 
a iriod of less than oi_ yar. 

Spacing and child morbidity. Short birth interval is notorious
ly associated with poor child health, including low birth weight, 
prematurity, and poor resistance to infection. Of particular
 
interest, as already noted, is kwashiorkor, common among African
 
children who are deposed from breast feeding because their moth
ers became pregnant while nursing them.
 

Spacing and maternal health. During I rtqnancy, the, biological 
resources of a ia)thler are syste-maticai]!v depletted. To rebuild 
these resources again for another pregnancy requires sufficient 
time (from two to four years). If this factor is neglected and 
pregnancies occur at short birth intervals, tb, mother's health 
deteriorates progressively, leading to what Jelliffe (1966) 
called the maternal depletion syndrome. This syndrome is com
monly seen in Africa. 
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Selected Regional Evidence 

In addition to the continent-wide evidence described above, we 
pravide additional syntheses for two African regions: East Af
rica and North Africa. These are supplemented further by a 
qynecologi ;t's view of the overall situation, along with a con
sideration .f tL.e health aspects of fertility regulation. 

Health Risks of Unplanned Childbearing:
The Situation in East Africa 

"rkutu give s a detail,-d account in Chapter 3 of the health risks 
associated with un.lannd childbearing in East Africa based on 
his firstha1 nd knowledgc of that region. fie surveys the demo
graphic and he-alth problems (which ar- numerous, especially 
among mothers and childron) in the region with the underly.inrg 
assump tion that family plan ning can be a factor in mitigating 
some of thenu;2 1(2. ci-te 'several rosoarch inI rol liL studies 
tanst Al'ila on family formnation 1a tterns and health , and pre
.senlts unliiold data from a r>ctmtit large study in Dar-es-
Salaam. These data de2monstrate increased risk, with parity that 
include antejartum and nostcartum horrhage , retane-d placenta, 

Sreel am1 ni a, mall resen ta tion , and antimia of }rognancy. Both 
maternal and periniatal mortality are related to parity. Arkutu 
ci tes research ,' otthlrs in Eist Africa to suport hiis own find-
I lnqs. ihialso revics famil. I lanning olicy in East Africa and 
finds that lew' i oljci-:n 1ed to !)ede'veloped il this area. His 

ali;}pir ti v i Lhat: 

0 	 "amily i Iainning i a I,lograihic and develop ment tool. 

* 	 There in con i jder-ihl lack: of information about family
 
planning .-jhich would i inrove accel)tance of the concept.
 

* 	 health benefits of family planning will constitute a major
 
challe-nge for the medical services in East Africa. Such 
 a 
challenge should lad to a positive and more active family 
planning program. 

o 	 Family planning is a human right as declared by the countries 
in East Africa which allowed family planning on these grounds 
even before the Bucharest Conference in 1974. 

* 
The synergistic effects of infection, malnutrition, and un
regulated fertility are maintaining high maternal and infant
 
morbidity and mortality; family planning should be seen as a 
part of the package to solve these problems. 

* 	 Family planning will help the practices of breast feeding 
and child spacing in Africa.
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* Hazards of family planning methods to African women are
 
relatively slight, especially if safeguards are taken to
 
ensure that family planning is provided within the frame
work of national health core services. This should include 
medical backup facilities and i'ersonnel. 

* Considerable research is needed and should be undertaken. 

The Health Rationale for Family Planning:

The Situation in North Africa
 

North Africa has two important features: (1) the countries in
 
this region are all Arab and predominantly Muslim and (2) many
 
of these countries have already adopted national 
population

policies and family planning 
 programs. EI-Sherbini discusses
 
these aspects in Chapter 4 and cnphasizes once. more the impor
tance of understanding the health henefits 
of family planning.

Such an understanding will give a considerable 
 boost to the
 
demographic rationalu, in counuries 
 with a population policy. 

Additional evidence Northfrom Africa documents further the 
health risks associated with unplanned and excessive fertil
ity. Some new features are added.
 

* The health of the fathe;r is men tioned an a possible consid
eration. A few :.studies InI Egyp't found that fathers of three 
or more chi ldrc-n ncored higher oi scales of psychosomatic 
reaction, phobia, oh;,fs.;ions, and anxiuety than fathers with 
fewer children. The ni}, ical nealth of the father is not 
spared eithe r. A non-African study is cited which found a 
positive correlation I t tic ulcir and number of 
children among employed in-n. 

* The family as a whole is also affected b1. excussive, un
planned fertility, including marital ad]ustment. 

o Crowding is found to affect the health of children adversely. 
Crowding, of course, results from a family of many members 
occupying a limited s;,ace. 

* High frtilit/ is shown to have negative demographic, social, 
and health conse-quences for the society at large. 

Recommendations we re made to promote family planning for health 
gains. The hest approach in that regard is the family-oriented 
integrated health care system. This includes providing contra
ceptive guidance and methods supported by physical and health 
care.
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Health &Family Planning in Africa 

Ojo, in Chapter 5, lends considerable support to the health 
rationale for family planning in Africa. lie consideis several 
themes. One is the attitude of African physicians, most of 
whom he believes are still influenced by their pronatal.'.st cul
tural uphbringing. As a gynecologist, he considers thu prohl1em
of grand multi; arity and advises against excessive fertility
because of the increased health risks associated sit h it. 1ie 

lists some of the health and social bene fi ts of family planning, 
and thn considers the heal It aspuct of various contra ceptive
methods. lie adds an African con text tl( iis di!scus aion and con
siders the accel talil ity and (:xIA!i ncu of African countries 
with these mthods. li consid ,rs ;oi,' ()f the social and medical 
constraints; to family paniiing, 11. f1 Is tiat family planninq
in the form of spacing is not foreign to Africa. The Yorubas of 
Nigeria; the Kikuyus, the Luos, and Ganda: in Kenya; the Chaga,
Meru, Mbeere, Giriama, Lugbara, LIngo, and Somalis in East Africa
 
have built-in cultural birth-spacing systems.
 

Sconc ud,; I,",y r,Coipinundi.ng thait family I Lanninq ;i'u i he
 
ten]coura(j2d, Inot onl ' for ti( .ur,.ose of ; pulation control, hut
 
ale a a mens of imniroving t!; gualit,, of life.. Sue'uh a ;iro
gram snould be an integral part of a family health irogrars.

i 1nlly, the
he calls on divelo" ed coultries to hltl', the d evel

oping couwtif.- to reduce mate rnal, eYinata] , and infant mor
tality, and to us;! their funds to fight 
world ,overtv and suf
E(.ring.
 

Cultural and Religious Factors 
Related to Family Planning in Africa 

To he effectiv, a family planning program must be grounded in 
an understanding of cultural traditions, as well as current 
social, economic, and political conditions. In Africa, tradi
tional social structure and customs are changing rapidly as a 
result of modernization, yet many undoerlying beliefs, values, 
and practices continue as 2rs istent influ',nces on attitudes 
an'. patterns of behavior. 

Johnston discusses these concepts in some detail; 
he surveys the
 
various African cultures and religious traditions in relation to
 
health and family planning in Chapter 6. lie considers age at mar
riage, polygamy, marital stability, and traditional methods of
 
family planning, such as contraceptive herbs, abortifacients, mag
ic, and charms. 
 Johnston looks into African traditional medicine 
and its relation to family planning. ile considers also atti
tudes towards modern family plannins and finds reasons to be 
o[timistic, especially if education programs, whichishould be 
culturally sensitive, promote and benefitsshe social health of 

http:Coipinundi.ng
http:pronatal.'.st
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family planning to the individual family rather than the whole 
society. 

Islam and Family Planning in Africa 

Almost half of Africa's population is Muslim and the Islamic 
way of life and thinking has permeated much of the African cul
ture for several ce.nturius. Omran documents the Iisitive Is
lamic attitude toward family 1 ]anning ill Chapter 7. Quotations 
from th, ur'aan and tint tradition of the Prophet Mohammad dem

onstrate thonse attitud s. . uci atttitudes;, nowover, are not 
clearly unlderetool i 1 i i in Africa, some of whom have 
the mincancuptcrei that I lam i - ,.hiianty ronatalin tic. In 
tiireu conferlceo-. on Isliiii and fa il,..' i (o11naini Pabat 
[o'71] , nm inlHan jul f1 )71 , iiid 'oln ,iII 1)ikal.Ir (1 H2]) lit-empts 

w re inade to dini el, tihi; mii , I i,fs and to r,:i t,,ra t L i, ipo- i 
tiv0 ios ition of Islia ir, .1a1n1,.oci It 

'Ph ,fo- tniaul I, i 1ill, d dlgi INuslims in Africa will d,
e,2ndto I t oi1 h i],u}; ill the atti tudus of local
r X'tL'It c a-i 

Imams '..'ho 11r :;!I II1 luctlnit to i roiote, family planning on the 
assumption tiiat ti ..ould rtduc, the.- Muslim Iuopulatioll. Con

idra L I iiltio llIIjad d 'ducati IiaJ activiti ' r -ededl t to
 

enlhic u, furth,r 1(c,'!tollmctof faiiij I, planning alimio; African
 
MIus i to'1-.
 

Christianity and Family Planning 

Chr t-;ti ity I I i'..'i ,it Ia ral,id ri t in Africa. AuIthcugh
 
}o)inai,Cat holI - r, l it-, Ir, t of 
African Christians, 
t CIlu l icel l1iTult, ; n ;hrd ir- rocr(atinn stro ljy Influnt'C
 
thl, attitudes a li-st faruily 1an1i . With thin illmind,
 
Iiur e n' ;IvI s ('O:;idIhrahu I att 1Lti)II alnd dtail, to the posi tioI 
of tilt"Catholic Church in (Il ter H. Ib: follows carefully the 
vo Iut iol (It ic u,ht r -Io'mtiic) and familyof o tiilo alut 

i,Iann i nj from tim' foUr th cICtury tOo h.P r,sun1t . bering this 
[oig pmriod, in ilfI ii, attitud, agailnt contrac,: tion 
tVolv*{] nId dl '.nlcot t'o-iic ii} iv ll,.{i ill .- ars.ft I/d, ''l 
This ''mu :id lnt- ill iiuman Vi tl, it , . Pol l Iaul I ud in
 
li '..'h ; . Irtifi.iai] t ilti
ia I l o , coitr, , Po, Johin 
Pauil II ir,. ifiiu ii I'. it ti ; - theul L'-d t t,', i m thiaL 
visit of :'o:' . ci Ii' caulII to hfri,' d id il,;it ,, it iz. hill to 

i I iii H Athe ovr , i l,I i,]" 1 il lT 

'Th(e lon-Catholic ehiulu' , ii V,, cil Li ()tilt hand, 1lon iflOii' 
IosituvL o(.-.arn !iV- I ]'.,' iiim. 'i': ta ti~ n t of tL, Natioial 
Council IOf thu, 1)f ri in Pnited(chLirUil, -*01 t the. statns of 
Amurica (1)61) cl-a]' i : crts family planning, -si,'ciaily for 
health reasons. 
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The Demographic and Health Context 

The demograpihic colntext of tLie isa lLh ratiollalc for family plan
ning ill Africa appears in th(- final chapter of tliis i ionoiraph. 
'Tilt dumographic icture should not take awa'.' from Lh, !;erious
iiess and validt'Ly of tie heal iti rationale for family plaingia in 

that continent. It .:ould hh.a disservice,, liowve r, to dismiss 
demographijc pressur' as a rationale for famil3 y plarininmg and 
population policy in much of ATfrica. The population t,1ofile is 
one of a highi growti rati , 'ouI'iJ and ihetorogelieous ethnic 
comlp.sition, mal di.-trilutlol, and T()o1 econll ic and health 
s ta Lus. 

'TI, pa; ulation siz !, growth, conmos itio. , distribution, and
socioeconomic ciaract ristics of African countries are outlined 

brie ffly in the texc, and world regional comparative data 
are provided. Tue maga itudU of the [.oulat ion roblem in Africa 
J.oilits La the need for plann, d, regulated p.op ulation growth, ac
coin;an ied by Cquivalent increasls in the capacity of the eco
nomic, social, e:ducational, and i:ealth systems, and in the sup
ples of watLr, fooud , en,_my' , ann iCouilag. 

Th, ferti Ii ty ,rofiL, of Africa aid tiue various indice:s used to 
Minasuru fe rtility are revi .wetd. Th( fert-ility rate, by all 
measures, is juite high; the ave rage African woman has six 
childr,:an ii ii r lifetime.-. A special discussion of the problem 
of infiifrtility follows . Mortality and health indices--covering 
]iif , deia th, and acces to health facilities--are addressed. 
2iiese ihta1thi tae;ur.s ,rovid,, a l:olulation-iased overlay for 
the hi(alth rttional, for family .1ann~nq in Africa. 

Finally, the population policies of African nations are summa
rized, including the evolution and rationale for current poli
cies and the availability of family planning services. A simple 
classification of population policies according to their implicit 
or explicit rationale rounds out the chapter. 

Conclusions 

While a few African leaders appreciate. th demiqographic returns 
from siowiig down tile rate of Population growth, it is the 
iealth ra tionial, for family planning that 11 gain wide accept
ance . It is ex; ected that more political leaders, ; olicy 
makeurs, healtli professionals, and tii educate-d in Africa can be 
con',vinced to accept family i lann~ing on the ground of its health 
returns to inothers and children. 

'Idia, African xp,-ririce confirms th, world cxl,( rienca, that, in 
order to safeguard thUe health of mothers and children and to 
contribute to better physical and intel Ictual developiment of the 
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coming generations, the following guidelines should be 	 cfiiowed: 

1. 	 Pregnancies at a very early age (under 20 and certainly
under 18) should be discouraged; ] ik.wisc, regnancies at 
ages 35 and over should J)b avoided. 

2. 	 Pregnancies should be sp actd pro ,orly with two to three 
years in butw,,en. 

3. 	 Grand iultiijarity of ov.,r four hirths should be advisedagainst, and family sic,. of two, to three children should 
be encourage;. 

4. 	 Family planning me,.thods ;hould be made available as a human 
right to all who ned(.d th(m. 

5. 	 Family planning information should be disseminated throughout Africa thriujii -ducational., cultural, and 	 other channels. 

6. 	 Illegal ,bortion siould beu prevented through the use of 
coil t racep ti o n. 

7. 	 Breast feeding should be the 	 rule for every child and alactating mothtr should endeavor to prevent another pregnancy until her cihild is at least two 	 years old. 

8. 	 Infertilit,' cc beta in Africa should cartcd withb, for tho 
same e:ntusiasm L, h'altl, authorti(,. ,0; they (exhibit for 
family planni 1;. 

9. 	 Religious and :ultural I, ad,.r should ibe attracted to the
famil1,l lanningITv:, it jsdt on the hcjalth rationale;certainl,, thy -;iould not be antagonized or ridiculed. 

10. Ti;e role of the father should be emphasizt:d as far as his
responsibility in collaborating with his wife in planniny
their fami ly. 
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Family Formation 

Patterns and Health: 
A Review of 

the African Evidence 

Abdel R. Omran, M.D., Dr.P.H. 

World experience has most convincingly documented the health 
hazards associated with specific patterns of childbearino. The 
three most important factors involved in the safety of child
bearing are (1) parity and family size, hure-in called Factor 
One; (2) maternal age, h,-rein called Factor 'P.:o; and (3) birth 
4nto val, called IIroe. epidomichnorein Factor Medical and 
logical ex;erience indicates that health hazards increase with 
parity and family size, as well as with pregnancies that are 
clusely slpaced or those occurring vo teenagers or at later ages 
of 35+. There can be little doubt that oor family formation in 
Africa carries great risks to th,; African family, particularly 
th,,. moth,-r and child. It is also commonly recognized that the 
healti of mothers and cilidren in Africa is generally poor. As 
a si gni ficant com on ,nt of a family heialth ;rogram, the African 
famil.'/ s hould! 'i, al .. d along aI ropriate healti. guidelines. 
This will tab: a Yud dneal of effort by tib cli ical , cultural, 
and mudicaj cnorunit ns In Arrica, as well as by the African 
families tI .se].ves. In t-hi: monngra1sh , we provide evidence 
based on gelnuin Afrcican e:. rinc, , and gleaned from hundreds 
of African: studi-s o-nd re -, the impact of family formaef 
tion patterns and hualth in Africa. 

To describe the African pattern o nea.lth risks associated with 
parity or family size , maternal age, and birth interval, propo
sitions b)ased on wcrld experience are },rovided for the major 
sections. These pr-)positio;is describe a wider scope of rela
tionshies Letween family formation and health risks than can be 
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expected from the literature available from Africa. Jloweve2r,
fhe wider scope servos only as a juidu.lijms for 4frican research 
where serious gaps 2xist. 

The African $Zxjerienc., iS SUIfla Ci;'. thesd in hr,, ca ta logues of
studies which classify tle African studies acc(rdl n) to tle. dif
ferent health risks they invstigated. Because, of the consis
tency in the resutts of most studies only a few studieis are
 
included in the text for ilustrativ, purposes. Thu tabl's
 
should, tLerefore, ie cnnsulted 
 for a more complete account of
 
the Varios studies.
 

FACTOR ONE: PARITY AND FAMILY SIZE 

Fetal and Child Mortality
in Relation to Paritv/Birth Order 

Experience Based on World Literature 

The gell' ral att r tLt e-mf.reis from studies in both 
industrializf. 1 and devUlo'linj Coul t-r',-s indcat'es 
that til ri:nk of late(2 fetal death (ntl] illri)tn ) i!i 
re.latively hiqh for first deir,',';to' fiths, seC
ond and third Lirh rises ;;-, Ih , fr fourth 1and 
f ifth i .rtihs, and increases iricii m.r,' sharl 1, : t or 
lat -r i 1,ictn. .;uc, a patt rn l Ii j,'twiltl"'
 
deni i,,,i ,-s ,a J- ihipeo or ,ar hIV,.
ole _'uv
tip-- ris~k ()I fa , ta k,athl for fi~l t i~il:ths is 
v'ry h gil , i : 001U 5 I 'corn''s U-slial ,6. 

The relation.''' , _ n,:onatal sxortalt, rates
 
and irtil ord 
 " ,; ular U-sna, d or J-shaeed 
pattern. Postnlm;atal iol totil infa t mortality 
rates i thf.-r f' lo,' the s i t tern or increase
 
steadily ith ncrasing 
 1,i t' re as do tile
 
mortality 
 rat,_ for tarly _-i 1I od(,d (1- 4 years).
 
If maternal a;,ip! is
ie rdi :1 -l )usliy, ill
fant ortal i t .t,'S CuOl tinu'- to I Atady

increase 'sit}: }xty, 
 or thy lla'' tak,. tiie form of
 
a U-shaped coirv,, ,s, ,'all' 
 for '1(h r llin .cs 

Some of th( moie d(tai]_,d ';tudi, s indicire tilat,
 
althoughi 
 a ;troodg invers''e re].ati'nI iI , exists
 
between mortalit,.' and social 
 class, tue varintions
 
in mortality' with hirth 
(rder are maintainlled with
in each social class. Iihe patto"rns also occur
 
among all cultures and racial groups 
 and persist
 
over time des.i tc considerable decline 
 in mortal
ity lesvels.
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Finally, thtu hirtn ronk c f1,,cts on health may h(. 
mcdiat, d throuili ti,: sizt? o tjho family or the 
Lotal niumhr uf pir;iioiicc; (jravidity) iil tilt 
biological iiami 1,,. (;)Ilran , I')]. :IH) 

The African Experience
 

vetal los!; and i ria tal mortalitti. Svral :;tudiea, il ,orious 

parts of th cont. j.lint itav, nh'iontrctd h, aith risks imon'j Af
1rican cliii' ,.li 1 lar Irw cl - L t his r vald l,y'.: id Ox

pe 'i I anc s i , ho',: V.C, a t rikiI tujr,. ii t, fri canl 

ext, ( ri lc (C 'Ia IJ u IU, l) llh. '' ;.:,-. :i,(i1 7'- i i i,1 r ! ik . a tt(,( 
wi t first I ''ii' , t c ol ' ,' ,LaO ' of ti' V"1y ',")lllJ
 

miaternai igc , s i i i-t liio ' ,'. 
 l ( '. V 1titia of 
totli fta J ; and i liatot] mortal it, it riit i or'
 

Uikl, a U-sil,!p I _ Irv, ratotj l" thlcin th' J-;ia ,d curv,, d,. :rtih.d
 
by ,ur I-I 1C,.
 

iiarrisuii (1 '7Q th- t. 17,-77 ocortci of 12,262 womin who 
had ti . r K" I at- Aihmadu h,. lo illi , o crcn- ofi tal 4icr,: 

th, ti rtis iii Aaria (irti< hrii , i,.;-i i, tik,' jlac,. The i. 
natal [urtal it as .. l1 ,'a
t 'I.rat, 0 -rI total sin l , hirth, a d 
213. o jr 1,-) , toti I multit1 1, 1irtis. A U-sha1 i i Y-,] ationlsi 1) 
)- n I, ri'11t'1- :1.)1 t aLII t.'i' and 1irit ,'"'as vid i i fur cti ffur
,lh t- T.[h jil( U ,.;. [!1 (,th,. : , fo;;ri- 7 _,a '} lhtii ~ h] ,RIt-, ,r(,up,, 

CttItI t l rI ' I 1t -':' t,Lt , .. '!l1.- ii u i t I i n i o,ra; , c_'<cur-,ascd 
for :-o i'+ni aiid tiniIi i !!.i, i, z trli-i, hcr I a ini for 
fourt iid highur orders (Figure 2.1). Harrison concludes that 

a'.t 1 il ''mat, r il au ' I <i,l rt ]it could ,, 
!r..v-.it, .1 throughj~ im;llb OV-l'l its 1 1, ,,:<l tf, an~d 1 lv .n st~ilndands , 

1u,,l .t .I ,, rai 1- : , ali ,, ai ltl-os . 

I1 a -t t ',, I' } i' (tlad 'i,,r , 4t4i7 '..1...7 tr_ for ill
c3mi 1,t a ,rt-;oi ni i tao rt i,, itdl; ii KI ,i tojui:, SUdaln. 

hi lo , i r 1,,) liv InrtLs a i t ' I ir ti.,; I aid 2, 
d ,cr asc-d to its lowest Oii , anth, t 1 and -, anidi in
creasod for soari'tt-it ti- (!a-i ,- 2.2). Ini lKiaitu:, 
orti IIos i.1 11 i I ; .... ill l tl ot., LuI , i Il a , .d . '... thlh.. O}h f 

hoo a Is,11-,!, IL tooIta -n, 1'-j-, 01J '1h it (i , ,II t' -'' 1 t It .((0.Ia it I 11. Illit ortal I ',, llim,"" Al-iica l c~hiidr,.Il 

, rail' h--r, i. ,o 1,,i rr' t hti : it (L a

. -l]o .-;Ivi' c . ri-ll anl r i'I ii ii, la tI- r1ogtons 
in G1sai:,t tr, 'in) ii,hi ilt' lvi,'.1 with 
j,3 2 '.'orm , (6, '.:, urdain al ,36,1 rural). Kno,.-ni ,u uho Silling 
Surv y in. (;Matia (Add,) aid mod', I 7) , it ,_,i-t-rato-i that 
mortal ity undr nc- y-:ar an higih for irt artty, ci.cromood 
slightly for tirou';h2-,ar;tics 4, amid ton i ,0rc.as d : tc:adily 
thercaftUr with increasilgo Iariry (.'igurf. 2. 3) . A similar 

http:c~hiidr,.Il
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relationship with parity was found for child mortality, between
 
the ages of one and four years.
 

Figure 2.1. Perinatal Mortality by Maternal Age and Birth Order
 
--Zaria, Nigeria, 1976-77
 

150. +/ ,30 years 
/ 

0 (16 ye ars 
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0 5
0
 

II I I | 
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Birth Oider 

Source: Adapted from Harrison (1979), p. 1231
 

Another example of a nation al ;t udy come; from a recenL compre
hensive report ILy tioe Ministr,' of Health in Sierra Leone ad
the World Health nrgaiiz itioi ]i e. 'I'h is study describes a
community-b;ast.d survw',' in C;r{t. r Feetow the western ecea,
and Naktni in Nhorti.rn ov , rra Leone, conducted in
1IJ'73-7T. Th,. aurv, contain , et rutlroii;Jctiye and ipo
tive comi n 

cec
rt,d ii -atia.tA] 2 house'iholds to discern

fertilit'.', m(,rt-I i a11it ., aid l ca, u1v-15;. Infant mortalit', 
rates for IIdicrii,t, ; ', ert a U-saaju d rcAationshiy with 
parity ('i :ur-

Child mortalit ,. )ncL more, because of the relatively high risk 
to the, first iirn, :iid mortalityZ rates in Africa describ a 
J-shaped curvt, in relation to parity or birth order (Cat&.iogue 

http:Nhorti.rn
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Figure 2.2. Fetal Loss by Parity--Khartoum, The Sudan, 1974-76
 

120

,,-haroumNorth 
90 Hospital 

LO 

0. 

0.
 
O 
 .- Khartoum General 

Hospital 

30 

.'Omdurman 
- Hospital 

1-2 3-4 5-6 7+
 

Parity
 

Source: Adapted from Rushwan (1979) , p. 71 

1) . For exun',1e, Cantrelle and Leridon (1971) examined child 
movtality in a rural area of Senegal. it house-to-house survey 
.as conducted of .,:omen having a liv, birth during the period 
1962-68 (8,456 live birtis) . Birth order was among the vari
ables studid. The2 itfant mortality rate was 210 per 1,000 for 
the first year of lifa,2J2 ir 1,000 for the second, and 355 
per 1,000 fir ages one-, to five yarn. Vie findings also indi-
Cate that tie rat, of infalint and cIiild mcrtalIty %.,as at a mini
mum at internmediate, parities . For infarits loss than one year, 
there was al.proximately a 24 pe.rcent robabiility of dying for 
parity 1; this probability decreased to 18 ercent for parities 
2 to 3, and increased consistntly there-after for parities 4 to 
6 and 7+ (19 and 24 ;trcent, nes}.tctively). A similar pattern 
by parity was present for the probability of dying at age one. 
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Figure 2.3. 
 Infant and Child Mortality by Parity--Ghana, 1972
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Source: Based on data from Addo aad Goody (1975)
 

Child Health and Development
in Relation to 
Birth Order and Family Size 

Experience Based on World Literature
 

Several studies describe a detrimental effect of
 
large family (or s ibsbip) size arid high birth order 
on p'hysical and intellectual development. However, 
in vio.., of the many comp eting variables (qenetic 
and environmental) and the difficultie; of i!;s2; s
ing int]l,,ictual attainimv nt in deve loiinq socio ties, 
these data must hu interpreted cautious. iy. 

Birthweiulit and prematurity }(revidc. m asures of in
fant physical davelopmnont. Controversy exists 
about the relationaj;ii, r f birthwcigoh t and pre
maturity to birth order. M(_an birthweight seems 
to increasu with birth order (although not consis
tentlv), while the rates for prematurity (defined 
as a birthweight of 2. kg or 1,ss) iiav ,citior a 
linear or a J-shaped relationship to birtn rrler. 
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Figure 2.4. Infant Mortality by Parity--Sierra Leone, 1973-74
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Source: 	 Adapted from Sierra Leone, Ministry of Health and World
 
Health Organization (1980), p. 130
 

As measured by weigilit, heiiht, and sexual maturity, 
the physical jrowth of childr<n from liar(j fcauili .I; 
compares unfavourabiy with that cf ohiidr n from 
sma fami 1 ies. 'rhe diff,,rence-, ;I sll L.;evovr, 
and is .-vident mainly ill .ari. sftudies. 

In reqgard to int,.1].ctual d,,v, loi,.nLt, increasinq 
evidence shw.; tat cili ldr.n frm ]arij- faIttilifs 
obtain reJiattv Iv' li.er scorts thlanPntlligno 
those froiri si-a faFinii, s. y, 0 tar -,ia rda tioII 
also is positiv+Ly ,:eoat.d with family i..' 

r.juire, further 

especially in th+' dove lo i 1ng( ,..'orid.
 

This area, r, 'ill r.o'.:v r, sea'rch, 

A number of child health conditions have also ben 
linked to family size and birth order (as well a, 
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maternal age). Included are congenital mal
formation, Ihysi a l hand ica i -, malnutrition, 
dental uroblems, infecious di asis, emotionai 

soie 
like malnutr iLion, ar(. l.rurabl dv r( ctly related 
to increase.d strain en fami lv and maternal rc
sources with each additional child; in the case 
of common in fections , arg r family size may 
simply lad to more fr;111u-lit cxj-osur. to infec
tious ag(nLtS tLrough other famil Immbers (Omran, 

problems, and minLta] inmesc. , conditions, 

1981:23)
 

The African Experience
 

Malnutrition. Studies of InalltritiLion il re:lation to parity 
among African clilidr(,n ar wyerv few.r, inid are. hased on small-sized 
samples. A few of th-su studi :s at.: gi ven illCatalogue I. While 
they ggest an inc r Ise of maIliut ritloi in later-horn children, 
this )roIem 4S in ii nd of intLenai and carefully designed ri
search in sev ral I arts of Africa. In1 vi.:w of the rnval]sce 
of kwashiorkor in Africa, malnutrition should Ie iiV,.stigtd in 
relation to family, '1]anniny. 

Birth wei ght and pBeiatori . hirth wi g t has h_on widel.y 
studied becaus> cata are avila.l,- for virtually all hosl i tal 
births; furthcriwr , it givs sor-, indication of an infant's
 
healti; and mateurity. Alt h<uglh a U -a. African studie-s show no
 
clear rc lationsii, h- tai--.i ,irity and birth w.ight (here, ti( 
lack of rcl r sclntat;v,-n(- sa of hosital-based studies should be 
kept in navemind), most fitudi s in Africa h e;firmed tUe osi
tive relationsiiii, ihtw;. .n parity slid 
 birth wiciht . ihe t.vidence 
from these. studi,; ind~icitts that Iat, r-orn childre.n may have 
all advalntacge of rllati v.l iier ;irth weight over e arlier
born cilidron, altiouch thert 
 is somi indication that hirth
weight may decre:asut againl for very high lirth orders. TV,.oob
servations are in ord<ir, however. First, most African primi
paras are teenag rs and the lo, birth i-si ght may' be a cc f]ction
of young maternal aje rather thar, I arity. S(c-lcond, studies in 
Europe and Lith nUitcd States hLaave sho.'n that wi.le theur: is a
 
tendency for tit i,.an h irth ,.,i, iht to increase vitii jarity (a

result of th. ahility of tue ut,-.rus to str(tch -ith successiv 
pregnancaies) , IMaturity' or the crucial 1 0c.irti weigit of 
under 2. 5 kilograms te-nd also to increas, with iarity or to 
have a J- or U-shal, with it. This Iflans that risks associated 
with low birth weiglht (p rematuri ty) tend to incrk.<ase with Iariy, 
at least after the se conci or third birth order. Increasing 
birth weight with increasin i arity was found in sevral studies 
(Cacalogue 1) and is spec i fi call i A- I lustrated in Rcinihardt and 
colleagues' study of dcliveries at tLe Adjame Maternity HosIital, 
Abidjan, Ivory Coast (Figure 2.5) 
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Figure 2.5. 	 Mean Birth Weight of Child by Parity and Sex--

Abidjan, Ivory Coast, 1974-75
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Source: Adapted from Reinhardt et al. (1978b), p. 13
 

Parasitic disease. in a WHO study in Assiut, Egypt, 3,787 rural 
and urban children under age fivw w(erj- ,Yxamined for the presence
of parasitic infestation. The rat, of infestation increased 
with family s-iz. (Figure 2.6). In larger families, there were 
increased chances of infestation because of crowding at home and
lack of supervision of childr, n's outdoor activities (bid et al., 
198].). 

Intellectual development. Thu future of Africa depends on the 
proper physical and intellectual development of its children. 
There is no doubt tha% the leaders of Africa and educated Af
rican parents are concerned about the intcllectual develoement 
of their children. A negative association hetweeni family size 
and children's I.Q. scores has been repeatedly document(d in 
Europe, North America, and in other more developed countries. 
More recently, two sets of WHO studies in developing countries
 
confirmed a decline in mean 
I.Q. scores with incre.sing family

size in Pakistan (Ajmal and Zaidi, 1981), the Philippines (Balder
rama-Guzman, Tayag, and Eustaquio, 1976), 
and Turkey (Bertan,

Sumbuloglu, and Fisek, 1976).
 

African studies of family formation and I.Q. are greatly lacking.

However, two studies in Egypt by Hammam et al. 
(1981) and
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Figure 2.6. P,-evalence of Parasitic Infestation in Children
 
under Age 5 by Family Size and Residence--Assiut,
 
Egypt, 1972-76 
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Source: Adapted from 	Eid et al. (1981), p. 23}8
 

Guinecsa ut a] . (I b ) 	 h~avy fosil I (1001 1]no iSl tLs, mcas 1..'. 
scores is ilalx[' o11,! [icrt~as,. Liop''h}tor' 4) . 1Ii i1< mort' 
intn.<;ivc arnd ,:.:tlans vc L;udi : i.y,.a sld fanrii'y '-V'l arnosqc01 

ttih, toLoli :] 


tilt: jtaLt~lr. iii , *' I diff,*,. from thm 


Afr- Caln c}i [i,lr 'i- ' d,.d LId 15 10{ (1.501 ,ovo that 
!igiisanl,' 	 Wstrn 

OX'crIon i ,o. 'i. cJ:,[ I; fa-i lx]' aiiroi, .lOsl t.qLos siiztj [I .y. scoruF, 
is of qlO<t: C(O1C<. sI Iid .,flicas l~dorls lid aros~Lts shiould take 
this into aCCos'!L is s lln~sy Lis ; I oas aoimlv7. 

Maternal Mortality in Relatiorn to Parity 

Experience Basu," on World Literature 

S v ral :si cdi,.;, Loih 	 ,.il',' asd resc,,lt, hiLve found that 
7' multLilarityv, osjrtciall gjrains] mlilor ty , carried in

croastd risks of inato rnal mortalitLy asld morbidity. The 
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classical triad of maternal mortality in industrialized
 
countries used to be toxemia, hemorrhage, and sepsis. 
These conditions have been on the decline in recent 
years and are being displaced by complications of anaes
thesia and amniotic fluid embolism, with toxemia continu
ing to be a 	 problem. (Omran, 1981:28) 

The African 	Experience 

The African 	 literature on maternal mortality is sizable. Most 
studies revi.:d were clinical series which give details about 
the deceased .'omun hut do not provide information on the number 
of hirths by iarity or age for proper calculation of rates. 
Most of 'eee oullished works resort to numerator analysis in
 
which the -.ercentaoge distribution of deathe ny age and parity
 
is u'sed, 
 as.- j's-C to tothe deaths per 1,0o hirths at each age
 
or parity category. 
 Soein- of these studies are, nevertheless,
 
included in Catalogue. 1.
 

An example (of ajprol riiteAy calculated risks can be found in 
Radovic's leeb :;tudy of the: adverse consequences of high parity
in 56 maternal cases (with 56'. births) during a ten-month pe
riod at Tma (Isleral liosi ital, Ghana. Iln addition to looking 
at fi tal mSrtalitLv, badovic also exalnij nd materna mortality tad 
morbi 'it'' and found a p'ositive rel ationshi1 - Itwn hiqh parity 
and [ae comp lications, (e'e arean scctione, nd maternal mortal
ity. S1 -ci fica ,, no i,rimrn aras di e-d, .hi the rates ,e 

i. , rc-n t for thos w,: i f 'r tian foui d ! iv, ri,.s , and 2. 2 
rcfi t for the ,. i t li mor( tLan four ,i rtihs (l)Iable- 2.1) . This 

led Padovic to recoinmnd hirLh tr] shouldthat L-on I)(. started 
he,for', it is too late te r-.,nt th' eerie,.uencee of high 

dcrity. 

Table 2.1. 	 Maternal Mortality by Parity--Tema General Hospital,
 
Ghana
 

No. of Maternal Maternal
 
Parity Births 
 Deaths Mortality Rate (()
 

Primiparas 220 0 
 0.00 
MIul ti paras 217 I o.46 

(4 births)
 
Grand multiparas 132 3 
 2.27
 

Total 	 569 4 
 0.70
 

Source: 
 Radovic (1966). Reprinted with permission of the
 
American Journal of Obstetrics and Gnecoloy.
 



24 

Maternal Morbidity in Relation to Parity 

Experience Based on World Literature
 

In the developing countrit.s, grand multiparity is still 
prevalent and is associated with high mortality and mor
bidity from hemorrhage, sepsis, toxemia, rupture of 
uterus, and anemia. S me evidunce also links high pari-
ty witn gynecological problems, such as prolapse, cer
vicitis, cervical erosion, cancer of the cervix, as well 
as nonobstetric problclnr,, particularly diabetes and 
rheumatic conditions. Tihc evidence for hypertension in 
relation -.o parity i<;still equivocal. Cervical cancer 
may increase with par: ty, 
cancer may be invrre I r 
30) 

.'i[,1 breast 
tclatedto parity. 

and ovarian 
(Umran, 1981; 

The African Experience 

Maternal morbidit;. African studies of maternal morbidity,
though chiefly hospital data, seem to parallel the world expe
rience. In a cross-national study (omran, 1978) coordinated 
by the International Pertili t'Research Program, data from 
maternity centers in Mluslim countries of Africa and Asia were 
compared -ithi similar dati froi norn-Muc im countries of Africa, 
Asia, and turni t. Thsstud'i iii cluded five Afr ican Muslim 
centers, tv;o in Jaito and tO tee in Khartoum, and a center in 
Ihadan, as an exam ],.of a ionI-Musis African country. 

The study found maternal morbidity was higher for women of high
 
parity. The prevalence of antenatal health problems (e.g.,
 
eclampsia, hypertension, blood disorders, antepartum hemorrhage)
 
increased with parity within thie 
Muslim centers. Two indicators
 
were used to guage the condition of women at labor or in the
 
early puerperiumn: the need for Cesarean-section delivery and
 
for blood transfusion. Within each center, both indicators are
 
positively associated with parity. That is, grand multiparas
 
are at higher risk of requiring Cesarean-section delivery and 
blood transfusions compared to women at lower parity. Occasion
ally, primilaras , especially tuenayers , are also at high risk 
of surgical intervention and need for blood transfusion. This 
is most obvious in Ibadan (Figure 2. 7). 
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Figure 2.7. Percentage of Deliveries Requiring Blood
 
Transfusions by Parity--Selected African Centers,
 
1977-78
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FACTOR TWO: MATERNAL AGE AND PREGNANCY TIMING 

People usually perceive unplanned fertility as referring to
 
parents flaving large 
numbers of children. This notion is not
complete from a health viewpoint. Family planning goes beyond
regulating the number of children a couple could have to include 
pregnancy timing (choosing the age whiere health risks are mini
mal) and pregnancy spacing (havino children at 
an appropriate 
distance one from the other). 

In this section, emphasis is given to the African research ex
perience regarding the health risks associated with maternal 
age while child spacing jIs discussed in the following section. 
As indicated above, there seems to be an age range in the repro
ductive span associated with minimal risks to mothers and chil
dren. 
 The societal health impact of fertility outside this op
timal range depends on both the general level of reproductive

risks in that particular society and 
on the proportion of births
 
occurring 
to women in the young and old age groups. Figure 2.8
 
presents available data 
on births by age of mother for selected
 
countries in Africa and for several developed and developing
 



Figure 2.8. 
 Live Births Out of "Safe" Range by Maternal Age, for Selected Countries--1959-79
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countries for comparison. The proportion of live births to wo
men under 20 and over 35 for African countries ranges from .3.6 
percent (South African whites) to .1 i percent (West Cameroon). 
As I show ldter, these age bands are a!;sociated with higher re
productive 1 than ti,_ 20-to-34 band. For 16 of the 24 Afri
can countries included in thlis5 graph, the proortion of 1births to 
women unir 20 anid ovr 35 is more then 25 1,ercent. Cameroon, 
Seyshe 1is , and Midagascar have the highe roportions (23-32 
percent) cf tt: naqe hiirths; the Congo, Gabon, Pgyl t, and Tuni sia 
havo the sic'i! st ro:ortions (20-25 percent) o)f births to women 
35 and oldor. 

FPatterns. s, ,ind d,_,clp.. ,.5 a;dtres-,:>!< Jocdwi--norn-AJL jean 

reveal that Afric- is not alone in this po tuntial health risk to 
mothers; -in boti, 3) aecent of live birth- are out of the safe 
age rangep. .<w.:eden and the United Kirgdom typ>ify the pattern in 
develoj e.d counlririe:, ar aozt 5erceat of births occur in 
the safe age band. ost ti:: Japan where 95 percent of 
births are concentrated a a ge goaup of 20 to 34. Japan 
thus offers conviacin vien' of Ii ulation's capacity to 
1 im it i t,, rolroduction to th atrnl ages with minimal health 
risk. The United Scat,_,s and tv o'avict Union are atypical of de
velop-ed countries: eenuage i-snan y i.- relatively frequent in 
the U.S. (16.6 o'rrent) , whi le older maternal age is relatively 
frequent in the USP (13.2 percent). 

Maternal Age and Child Mortality 

Experience, Cased o0;World Literature 

A multitude of studies has revealed a consistent asso
ciation between maternal age and both morbidity and 
mortality in mothers and children. These studies uni
formly suggest that there is an age-band in the fertil
ity span of a :.iri during which the reproductive 
risks are at a minisms; on either side of this relativ
ly safe age-baand, the risks rrogressively increase, de
scribing a J-shaped, a U-shaped or, occasionally, a re
versed J-shaped curve. These patterns are iearticularly 
typical of late fetal detahs, perinetal mortality and 
infant mortality. (Omran, 1981:33-34)
 

The African Experience
 

There is a gr:.yg vof from Africane evidnc: tht_ continent 
on the r<luticnsi: betveen maternal age and fetal and child 
mortalit',. Th.- study of age-relat,_d healtLb risks in Africa 
j:rovidos sup} ort for limiting renroduction to the ags: span be
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tween 20 and 30 or, at most, betwecn ages 18 and 34, the peri
ods of least relative risk to the health of methers and chil.
dren (Catalogue 2). 1.lany of th, 1ulisiid wever,vltuir are
based mainly on hospital r* co rds and tu!; tav sri us 1imita-
tions as to thUi ro2 t1ttve.s j ttoularl it the. Af
rican C% s hfit 0r.o oni, a sminai 1. !acoti(n of d(.1i takesv.ri(2s
place in a health fa(cilit''. It s O1L .)uraging that :;'vt.ra]de
tailed Conm uni t - a dCVstu-15;sc.ti td 'sh U riL.1- the 
lat,. ]u7)c. 

Fe.tal loss and /-'i ataemortaliti. .iv,.ral African authors
havt concilu d that tii,_ - , f ta ...-as;tage and perinatal
 
mortalit s clu..;t 
r t *i't ccddi, ri,! ruductivo. age .and (ages 

to 3,)) , '..t, i r;, dsd mortality bor luth thce younger (< age
2 ,)ate olrdI r '.'mcn (ag,_, 3o.) . hT r.i at' (-o hi, describe-d by
most: studies is J-, revcersted J-, or U-s<i Forl.d" -xample,

icnaind F~),jomaohI (1,);7) examinricd a t - tilric and neonatal 
causs o fa c..,asta,.aind perinatal mortality Lt a referral
 
ios; i tal in .tIndeI State, 
 N ig r1a. 'i study Io!uIation con
sasteed of 1,31, coiisecutive .irtis eetwte 1174 4an.d 1,J75. 
 The
 
late. fetal death (or sti III'rti,,)rat,- descri ts a U-sha ed rela
tiorcshil witic maternal ag.. Wiijur,. .) . T a rate was greatest 

Figure 2.9. 
 Fetal Death Rate by Maternal Age--Bendel State,
 
Nigeria, 1974- 75
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for young women between the aqes of 15 to 19 (9.4 peicent); '/.I
 
percent of fetal deaths occurred to women age 40 and over. The
 
lowest stillbirth rate was in the 25 to 29 age group (2.5 per
cent).
 

Voorhoeve, Muller, and O'igo (1979) conducted an investigation of
 
factors associated with maternal and child health (perinatal mor
tality, in particular) in Machakos, a rural area of Kenya. The
 
study covered 3,700 households with 2,246 births. The perinatal
 
and neonatal mortality rates were relatively low: 46.7 and 27.4
 
per 1,000 births, respectively; however, the rates were higher
 
for maternal ages under 25 and over 34.
 

In another investigation at three hospitals in Ibadan, Nigeria,
 
of 12,09 births Nylander (1971) found the familiar J-shaped re
lationship between maternal age and perinatal mortality (Figure 
2.10). The rate was 61 per 1,000 births for mothers age 15 to 
19, falling to 47 per 1,000 live births in the 20 to 24 group, 
and rising steeply to 9 per 1,000 total births at 40 and over. 

Figure 2.10. 	 Peruiatal Mortality Rates by Maternal Age and
 
Nu:,ber of Birth';--lbadan, Nigeria, !967-68
 

100
 

All births
80 

, Single births 

S0 60
 
_0
 

0 

40" 	 . 

Age of Mother 

Source: Adapted from Nylander (1971), p. 176
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Infant morLality. 
 Several African studies demonstrate the J
shaped relationship of infant mortality with maternal age, with 
younger and older ages associated with higher child mortality.

In a Ghanaian national study (Tawiah, 1979) , the 1971 infant mor
tality rate for all maternal ages was 87 per 1,000 live births 
(67.8, urban; 93.6, rural). Intermediate maternal ages (20 to 34
years) were associated with lower infant mortality, while younqer
and older ages _xperienced higher risks in a J-shaped fashion. 
This was true for urban and rural areas (Figure 2.11.) and both 
sexes (Figure 2.12) , although the urban pattern was not consis
tent for the younger ages. 

Figure 2.11. Infant 
Death Rates by Maternal Age ind Residence--

Ghana, 1971
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Maternal Age and Birth Weight 

Experience Based on World Literature 

>Nany studie:s ;Iav shon a consiitent relationshii he-
I eun maternal age and child health and dcv loment. 
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Figure 2.12. 	 Infant Death Rates by Maternal Age and Sex of
 
Child--Ghana, 1971
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In re.gari to Lirt'weight and p.re.maturity!, teenage girls 

and older inotiaers 'iav i.e,<n found to he more likely to 

bear a low ,..:eignit bahy. 

Maternal aIe ;.ias i found to ,-.the favi Iv folmation 

variable most strong1': corr Iatud '. ti conpi:nita iral
formation and anal ing conditions in childr(n. 
These conditions, espc cilall y wn s ;vndrome, have 
been" shown to increase in incidence witL increasing 

maternal age, us} eicially after age 30. (Omran, 1081:36) 

The African Experience
 

Birth weight and preinaturit]. Birth weigit and iprematuri ty 

provide measures of infant physical deve loiment. Because hirth 
weight data are available at virtually all hospitals, they are 

frequently used to give an indication of a newiorn infant's 

health and maturitv". While most studies subport the general 
relationship of increasing hirth weight as maternal age in

creases, prematurity of less t:nan .,5c0 grams (usually associated 

with high morbidity and mortality) , is more frequent in teenage 
pregnancy. Some African studies of birth weight and prematurity 

are summarized in Catalogue 2. 
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Maternal Age and Maternal Health 

Experience Based on 
World Literature
 

The risk of mat,2rnal mortality describes a parabolic, 
or J-sha1 ed, curve with mat, Tnal ay . M'linimial risk 
occurs for maternal ayes i tho early twenties, with 
high risk for p,lagJ and hiyher risk fort 'reynancies, 

older mat ae-s 
ov- 3,. This relationsh i, w:ith maternal 
agi i:;0 )und for ali ma' or causes t:mart Aitc, includ
illy , s1i, ia, OlldLoxelO ' iiaifrhlage, a1nd 11Lcountries 
at al I v,I of lnatornaI mortalitcy
 

A large 
 of011,.cIt u criajlhealtoi c.niditions 11avi- Leen
ass(ciattl, -. maternal ayg{. Alontenatal co l icati ons, 
Irotraction disorders, di a L ,.,tio an( ( ,tt n ion h aVe
all )-('i sloCw,,l to illc(.L "" I I r1 ilt, 111:1] aucis. 
1'lal0 rt0 jll1:j (:!; lV 1 iL :FA1i t J inll1', 01-C a111(f iiajor 

soulrce of uoliiCorn and 1)(:I 1-So . to carry a high
risk ofo-roioito.,emia, ijcd la)or, Caesarian section, 
ciLrvi cal laceration, and ot.h : ohshtetriC complications
and maternal leal tii 10i slms. (mlalr,, 1)81 :37-36) 

The African Experience
 

Mothers' iiualiti 
in Aarsc, s an,'',v -ra els', is seriously af-
fected by 1oarl,, t lm,d i'roancis- -those occurring v<,r earl'
(unde r aye- 20) or lat, (uv:.r age 32) . At these ages, -'reyllan
cioes carry hiih,_.r than normal risk of maternal mortality and 
morbidity, as well as ioor ru;.roductive performance. 

Maternal mortality. 
 The risk of maternal mortality has a para
bolic or J-shaped relationship with maternal age. Minimal risk
 
occurs for maternal ages in the early 20s, with high risk for
teenage pregnancies, and higher risk for mothers 
over 35. In a
 
study of 2,791 Tanzanian primiparas, Arkutu (1978a) found inci
dence rates of maternal mortality were 3.5 per 1,000 for those
 
under 20 and 1.3 for those aged 20-25. There were no maternal
 
deaths at ages more than 26; however, the number of older primi
paras in this study (typical of African norms) 
was small.
 

Obstetric ourform-ia ncalda mat rnal :o ditp Om can and Omran 
(1J77) corp ared tchrrr:.roductivu '-riormance of teenayirs and
of :ome-Il aged 2 c i' Afri-an and Alsdal. maternity
centers. T-.nt,-fi, .- rcenl of t;,( toe-lagura had more than 
one pregnancy and 5 pterctnt iad a nistory of abortion. F-or
those aged 20 to 24, 34 ,rc lt ;ad more tilan olle pre-gnancy and12.4 percent had a nistor,. of a-ortion. '11e tunaqers and their 
offspring fared worse tnian tieeolder woilen (Table 2.2) : teenage 
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mothers had higher risks of preterm deliveries, prolonged labor, 
hemorrhage, and puerperal complications. Babies born to teenage 
mothers had higher risks of perinatal or neonatal death. The 
purpose of this study was to convince teenage wive!s in Africa 
and Asia of the health benefits of postponing their rjgnancies 
until they are 20 years or older. 

Similar results were found in a study K'Arkutu (1 :)70h) in 
Tanzania in which 259 primigravida agcd 15 or under had higiher 

Table 2.2. 	 Reproductive Performance and Pregnancy Complications 
by Maternal Age--Seven Maternity Centers, Africa and 

Asia, 1976-77 

Maternal Age
 

of Teenage < of Mothers 

Mothers Aged 20-24 
Condition (N = 624) (N 2273) 

Multipara 25.3 53.9
 

History of abortion 5.8 12.4
 

Antenatal conditions
 

s,,enmia 2.9 2.7
 

Preeclampsia & hypertension 6.8 7.9
 

Preterm (< 37 weeks) deliveries 17.9 13.2
 

Labor conditions
 

Spontaneous deliveries 78.4 71.9
 

Prolonged labor 19.3 18.8
 

Cesarian section 12.6 10.3
 

Hemorrhage 3.5 2.5
 

Puerperal complication 6.5 4.2
 

Premature births 	 19.6 12.2
 

Mortality
 

Neonatal deaths 4.5 3.5
 

Perinatal mortality among
 

first deliveries
 

Without antenata: care 6.1 5.7
 

With antenatal care 7.4 3.3
 

Source: Omran and Omran (1977)
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L i3 1i.u thall t..O IOurs coin
01 th. a_;, ;.tv, of ight

mnaterllll (i] it p ;i id2 )0CC'l011..d 
 rco t of thLI
deIall; .
 y Mo ci 0 I'riiata riiotalit'v studyill this 

rose. .st, dilv .i .
 

,' J-.iih c.i.d t it iiitellial[ aiyJ Was also found in 
otiil" - tud )l:0;t trior conditions such as anmmia (Corrua
,,t al, 1 7 ) , pulmonat-r'' d,ma (1,atamhiu'o (t il., 1J17,) , per 
,artulir,,oui oarciit fa-1il].Ur (S ftc) alsldSUso;S r, 1')61) , utitC ille ru, ore ):-ahil and )rouin, 107cr) , and pait-L. rol;s, (Cox and 

li'cu;strr, 1 i7 . 

Figure 2.13. 
 Incidence of Antenatal Complications by Age of
 
Mlother--Dar-es-Saloam, Tanzania, 
1976-77
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FACTOR THREE: BIRTH INTERVAL AND CHILD SPACING 

A woman needs two to three years between pregnancies to recover
 
fully from one and prepare for another. With a shorter birth 
int,.rval, there is a jrator risk of mortality for both the 
toothier and b 'th, ttrm birth interval is;often used inlie r Tb 


thei t ntu,: '.I' iu1 t lnl r dufftinit on. Descrihed below are
 
five di ffrtt of itrth intrv s.
 

rn terhi t:ii1: 1, , . i'it int :IV, ten t<,:o sucCessive 

:itr t-is,I t Id I I v ' ti i i t i' t ,ir ,tdthe interbirth 

i;iter a .l t it i i i:I III Ili )%, n gnoncI endinI in 
abortion oi : t I o ; i I t t i, 'liid ]; bJorn Jrematurely, 
tle, int0.rv . u , - t .n tiIl".,t ' ( ti' ofIweeks. 

l'il-. i!; a];i f: d a lC , llld(te I~tiI ,o!;.-;il~i iIt-":o ll l" t l- fir] 

of -Li [Liiitii. 

]nt r~vb rth ilt! ~ T.l'< mt .l-wl] '.tt ',.o: "-,s.;ive, 

Iv, :r 1
[ it t,, liti- bi in , i adi 1 .t trch terki one 

V O I- tUi... itt it i i t Ot if Lit th-v ll 0, ' ,' oly 
J.riltcIlUdtI t I (i it t !:;, ' I0,1I* I -t,( 1or i'preu t llin-I 1, ct 

ifa t:r{ ' do t)t ,to ii ,i it l - ll LI .'Ut 1', xn i i btt i, Oi -le 
L'tit: I.hf I,oi it te l, -1ild i ; i'() t l'5r in 

Citt~il itiii~ ttUitjvii ~ iCU i cu, 1 I d-titif i fl-] r,,ii- tc; [I ty CU:;.IO ~ lionl t. tt'i rgnsnrveytI~mb '.lil -

Intecrconcc [Ptioli iitt,1-va]J Oi oI.;(?t,-to-on.;,t-t lt('')Y.'~l~l[ in

. I; iLeicoinicc n:ltd li t 
Jti,(/li it ] ' no etnj -t o , i t Up u iII; it L ,' I s iH2teolt 1. 

d tV,)I t' ail t:i'oil ,il t ttrvVt. , t't'llo('rrin 
I,' i.n 

rt hi t it;,I I tlt 0 ICi' I01<:' t 1 it; XL oi ito, .j'ancy 
,


C anot thlno 1 l occuit :]o i t 11 iterv alU . IVi e 
].f oitc't, i,ot it i ,Itlll let t ii I ortcin,f rnlot , o (re

L,.m fll-ill s i to -ullso inte.t e: l~ttVVl[ ttq./tic~ l i 


Ij(1Ar o f.I L-I' , n it "lt Lthe l ( of it l'1d to '
'omn, '..t. ,it-tl,
th(2 o iLt ; 1 10.1- !;tilli,irth, of1: f-,It-,l lO!SS) and 

Life ;: o( f I .t ;ili ,If'(Ill, Ilit-i 1:'( j It,I!IC"' , U ;it11 ]1 I1111 ,'1S L1021 -;llc 

elate' of ti-1,, III-At rulil . alt'r-". lla ,t-Ill, ri lhi:; ;],o tr) 

,-]]I:;q)rluingj, I- " i(. s)rg : , s Iuf17)t i I o :5I Ili L' ,f )tJi' ~ off 

tllld,:'K,.i~ot [Ii: :)I[otlitcoll,.ssf )IL ( II ' 11ll di fficl,ky ill aICcl

ra t( :i o-f , o. i l iiH::ft 11la c,i (1,itt Ifi on Lii , f]{ I;E ,i I 

Pre,nanctq int-orvai or c-,znd-to-(.nd inturp, inanc,' initerwal. TIiI. 
[)royjnanuc; .ntt~rl] r:()il;:h(t, itlt-he ld of oil, } r,:gllalnC' (re
qardJ] ,-ii;of (j t ) , lla thl( 5l: e kllt pr(-crnalncyLit LOTl wol ind11(t t~i: of 

(again, egardless of the outcome). A source of bias is the
 
underreporting of unsuccessful outcomes
 

http:c-,znd-to-(.nd
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Birth Interval and Child Health 

Experience Based on World Literature
 

Prevailing me.iic.l opinions favor spacing of pregnan
cies in order to allow restoration of healtt of mot rs,to safeguard the health of the offspring and to en.mothers to breastfeed their children without the added 
burden of a new pregnancy. 
Studies from developed countries and r- c-ntly from
developing countries have shown an association ofshort birth intervals and higher risks of poor outcoine
of subsequent pregnancy, child mortality and malnutrition, poor physical and intellectual development. aswell as hgh maternal risks. The effects are not onlyassociated with the preceding, but also with the succeecing intervals. It follows that both the displaced
child and the dis-lacing child are affected. Birth
interval effects are by no means <,ntirely independent
of those of age and parity. 
Research concerning the influence of birth interval onfamily health is relatively scanty and fraught withmethodological problems. This is an area for furtherinvestigation, especially in developing countries wherethe factors of lactation and nutrition riay an important
part in these interactions. (Omran, 1981:40) 

The African Experience
 

The African experience documents the increased hazards associated with short pregnancy intervals, particularly those less 
than twc years lCatalogue 3).
 

Fetal loss. IKamel et al. (1974) found an inverse relationship
between fetal wastage (for both stillbirths and abortions) andinterpregnancy interval among 350 currently married women 15 to45 years of age in rural Kome El-Biirkah, 1gypt (Figure 2.14).
Fetal wastage was lowest for interpregnancy intervals of more
thian 36 months; indeed, there were no stillbirths among women in 
this group.
 

Using a more refined measure of pregnancy interval, El-Sherbini
et al. 
(1981) found an additional increase in pregnancy wastage
at more prolonged pregnancy intervals 
(more than six years), resulting in a reverse 
 J-shaped relationship with pregnancy inter
val 
(see Chapter 4 for details of El Sherbini's study).
 

Infant and child mortality. Addo theand Goody (1975, examined
impact of birth interval on infant or child mortality in thenationwide study of siblings in Ghana based on interview of
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Figure 2.14. 	Type of Pregnancy Wastage by Duration of Interpreg
nancy Interval--Kome EI-Birkah, Egypt, 1969-70
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Source: Based on data from Kamel et al. (19741)
 

9,392 women (6,028 urban and 3,364 rural). Table 2.3 shows that 
mortality levels were higher in rural thlan urban areas and 
higher in infancy than at ages one to tour years. Within each 
residential category, children born soon after a previous birth 
had a greater probability of dying during infancy or early 
childhood than chlildren separated by longer birth intervals. 
This pattern was observed at each perity indicating an influence 
independent of earity. For examp:le, there were as many as three 
to four times 	 thle proi~ortion of infant mortality among the 
children born 	 at periods less thtan a wear a:9art than among 
children spread hetween thlree to four y'ear> aeart. 

Nutritional value of breast milk. Kadt<r et al. (1972) studied 
the effects of age, parity, anid interdeliverv interval on the 
composition of breast milk. The samel]e consisted of 238 women 
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Table 2.3. Proportion of Child Deaths by Birth 
Interval, Age
 
at Death, and kesidence--Ghan-, 1972
 

of Child Deaths by Age
 

Birth No. of
 
Interval 0 1-4 5+ Children
 
(years) 
 U R U R U R U R
 

0 16.5 23.0 12.1 7.9 5.1 2.1 389 191
 

I 10.4 10.5 9.6 10.2 3.7 3.5 1534 1191
 
2 5.0 6.7 4.1 6.4 2.1 1.7 7923 4539
 
3 2.7 6.7 
 2.7 5.0 2.2 1.5 4304 2640
 
4 1.7 4.5 
 3.1 4.8 1.8 1.8 1495 1197
 
5+ 2.4 5.2 2.2 
 3.7 2.2 1.9 1395 980
 

All
 
intervals 
 4.7 7.0 4.2 6.1 2.3 1.9 17030 10666
 

Source: 
 Adapted from Addo and Goody (1975), p. 59
 
Note: U = urban; R = rural
 

who had normal deliveries at Al-Azhar University Ilospital
 
Cairo. 

,

The .omen were chocotn at random from patients with low 

socioeconomic status and rang<d li rCtheir atpys from 3;'years. 
The milk w.,asanal,'zud for protein, liplid, and lactose content 
at on(e-month intervals durinq first ofthe year lactation. The
authors found that the quality of hreast milk declined markudly
after six months of lac tation. ithin that six-montii period,
the, level of protein content of the milk was found to be re
lated to interdelivery interval (Figure 2.15) . This study in
dicates that long hirth intervals improve the nutritional status 
of the index child, although supplements are necessary after 
six months, no matter how long the interval. 
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Figure 2.15. 
 Protein Content of Milk by Month of Lactation and
 
Interdelivery Interval --Egypt
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Source: Adapted from Kader et al. (1972), p. 44
 



CATALOGUE 1. PARITY/BIRTH ORDER CORRELATES 
0 

dtulv 
Author(s) *: :gie:'Po: ulation Findings 

Fetal Mortality 

<.t alt. 
I i -i /l. ::andria , 

Asiut, ! :t 
24, ,7 r-,gnancies 
r,: ortcd by 4,861 

Total 1 reanancy wastage in
cr.ased with pregnancy order 

Reinhardt 
,t al. 
(1976b) 

174-7:2 Adjam,' Materniitv. 
Absi:ital,Aidjan, 

Ivor*,, Coast 

7,433 deliveries Incidenc, 
abortion 
U-sha:ed 

of s;ontaneous 
2.8,'100 duliveries; 
relationshi:, between 

a;Iontanmous a'bortion & parity 

Rushwan 
(1979) 

1974-76 3 major hospitals, 
?:hartoum, Sudan 

2,447 patients 
for incomplete 

treated 
abortion 

U-saa: ed rulationship between 
incomplote ab ortion & parity 

Radovic 
(1966) 

Not 
stated 

T,.-ma gsneral 
Hospital, Ghana 

569 maternity cases Fetal 
multi 

mortality., rate for 
ara (4+) = 6 times 

prirmipara' s 

Roberts 
& Tanner 

1952-57 Murgwanza Maternity 
Ciinic, Tanzania 

1,624 
women 

pregnant Hangaza Mean no. 
nancies 

unsuc-e.ussful preg
increased with 

1.)63) 
pari t 

Neonatal and Perinatal Mortality 
Harrison 
(197 ) 

1e7C-77 Ahmadu 
Zaria, 

Bhllo ljospital, 
Nigtria 

12,262 hospital 
maternity cases 

U-shaped relationship between 
perinatal mortality & parity 

for all age groulps 



Author(s) 


Armon & 


Alwani 

(1978) 


Meme 

(1978) 


Omran 


(1978) 


Nylander 

(1971) 


Sierra Leone, 
MOH & WHO 
(1980) 

Blacker 


(1979) 


Study 
Period 


1973-78 


1975 


1977-78 


1967, 

1968 


1973-75 


1977-78 


Region Population 


Kilimanjaro Christian %O()sincgle-tn brech 

Medical Center, Mosi, deliveries of 20,275 

Tanzania 
 hospital deliveries 

Kenyatta National 
 276 cases analyzed out 

Hospital, Nairobi, 
 of 1,595 live births 

Kenya 

12 maternity centers 50,779 maternity 

in Africa, Asia & cases 

Europe 

3 hospitals, Ibadan, 
 12,809 hospital births 

Nigeria 


Infant Mortality 

Greater Freetown, 3,229 households 
the Western Area & 
Makeni, Sierra Leone 

Kenya 
 Birth histories from 
Kenya Fertility Survey 

(number not stated) 


Findings
 

Brech delivery incidence 

2.19'; multigravidas almost
 
twice fetal loss of primi

gcravidas (6.2t mortality vs.
 
3.61')
 

Neonatal mortality rate 53.3/
 
1,i)00 live births; U-shaped
 
relationshie hetween neo
natal mortality & birth order 

Increase in perinatal mor
tality for higher birth
order children; higher risk 
for first-born in some 
centers
 

J-shaped relationship between
 
perinatal mortality & parity
 

Flattened J-shaped relation
ship between infant mortality 
rate & parity
 

First-order births subject to 
infant mortality rate 35%
 
higher than 2nd-, 3rd-, 4th
order births
 



Author(s) Study
Period Reg4 iojn 'o Ilation r dinn, 

Ayeni & 
Oduntan 
(1978) 

1971-75 Igb-Ora, Nigeria ,576 
tration 

corr<ctud 
returns 

regis- 5-'.ar 
, ' 

0,o1iti. 
, 

infant mortzlity rate 
i v births; 

r lationshil between 

I"' & l-rth order 

Addo & 
Good, 

(1975) 

1972 Ghana (national data) 
(6,028 
rural) 

-om.n intervieweda 
urban, 3,364 

s,3a2J -a -o 
infant --
par i tv 

riA-tionshi} tween 
mortality & 

Child Mortality 
Cantrelle 

Leridon 
(1971) 

P1962-66 Sine (Niakhar) 
rural Sen-gal 

area, House-to-house survey 

of women liaving birthis 
(8,456) 

Pme'ahilt 

a iF 

arits; 

,f mortality at 
i ttrmdiate 

mortalitv higher in 

St .ifor Jrand multi-
Sar1t} (?t 

Hauck 
(19 6 3 ) 

1960 Awo Omamma 
Ho me , I Lo . 

Maternitv 
i e r i a 

4,-3 women with 2,174 
rt v i c u s Fr e nanc I .e-

tal 
anc i 

ath-
e- ; t 

in 1i of pregn d towa rd h ig h e r 

recister.d at ant-.natal c:ild portali witl. increas-

Nutrition 
Khan 
& Gupta 
(1979) 

1976 Children's (Univer-
sitv Teachina) dos-
pital, Lusaka, 

2V. malnourished 

drcn admittud to 
hos; tal 

chil- m--ationsVi- t..:n mal
nutrition a large family 
size (coupled with poor 

Zambia socioeconomic status) 



Author(s) 


El-Behairy 

et al. 

(1976) 


Morley 

et al. 

(1968) 


Hefnawi 

et al. 

(1972) 


Omran 

(1978) 


Study
 
Period 


Not 

stated 


1957-62 


Not 

stated 


1977-78 


Region 	 Population 


Al-Hussein Hospital, 208 children under 

Cairo, Egypt pediatric care 


Imesi, Nigeria 	 104 children selected 

from records of 405 
children < 5 in Imrnsi 

Al-Azhar University 	 238 women aged 18-36 

Cairo, Egypt 	 with normal deliveries 


randomly selected from 


lower socioeconomic 

classes 


Preterm Delivery 
12 maternity centers 	 50,779 maternity cases 

in Africa, Asia, 


Euro ,
 

Findings 

Statistically higher case 
fatality among malnourished 
childr( n (27.4%) than normal 

(]6.8:); malnutrition more 
fr. qu1t from 3rd birth 

ordt.r orn 

Unde-r-,eight children more fre
quently above birth order 7, 
especially if mother under

weight 

Milk yields increased signifi
cantly from 2nd month to maxi
mum at 7th month, then gradu

ally decreased; milk yields 
hetter in womem aged 21-30 
with parities 2-4 than in 
younger primipara and older 

multipara (4+) women 

U-curve relationship between 
prematurity rate & parity 

Z_ 
%,, 



Author(s) 


Rehan & 

Tafida 


(1979) 


Reinhardt 

et al. 

(1978a) 


Reinhardt 

et al. 


(1978b) 


Gebre-Medhin 

et al. 

(1976) 


Oduntan & 

Ayeni 


(1976) 


Lewis 


(1974) 


Study
 
Period 


Not 

stated 


1975 


1974-75 


1964-68 


Not 

stated 


1953-55 


1962-64 


1971-73 


Region 


Northern Nigeria 


Adjame Maternity 

Hospital, Abidjan, 

Ivory Coast 


Adjam6 Maternity 

Hospital, Abidjan, 

Ivory Coast 


Ghandi Memerial 

Hospital, Addis 

Ababa, Ethiopia 


Maternal & Child 

Health Units, Ibadan 

& Igho-Oro, Nigeria 


3 hospitals & 6 
health centers, 

rural Cameroon 

Population 


Birth Weight 

1,460 Hausa infants 


204 consecutive de-

liveries 


Records of 7,433 

deliveries 


9,070 deliveries 


541 urban & 570 rural 

singleton deliveries 

to low socioeconomic 


status mothers 


8,071 singleton 


deliveries 


Findings
 

Increasing birth order asso
ciated with higher birth
 

weight irrespective of ma
ternal age
 

U-curve relationship between
 
rate of prematurity & parity,
 
with lowest rates at parities
 
2 & 3; birth weight increases
 
with parity
 

Significantly lower mean
 
birth weight in primiparas
 
than multiparas
 

Tendency for birth weight 
to
 
increase systematically with
 
maternal age & parity
 

Reverse J-curve relationship
 
between parity & incidence
 
of low birth weight, with
 

lowest rates at parities 2& 3
 

Mean birth weight increases
 
for multiparas
 



Author(s) 


Cavelier & 

Le Berre 


(1973) 


Courtney 

(1973) 


Roberts & 
Panner 

11963) 

Eid et al. 
(1981) 

Hammam 
et al. 
(1981) 

Hickey & 
Kasonde 
(1977) 

Study
 
Period 


1968 


1970-71 


1952-57 


1972-76 


1972-76 

1974-76 

Region Population 

Yaounde, Cameroon 1,609 birth weights 
recoilod at maternity 

clinic 

General Hospital, 5,000 deli%-_-ies 

Benin City, Nigeria 


Murgwanza, Tanzania 1,624 pregnant Hangaza 

women 


Parasitic Disease 

Rural S urban are-as, 3,787 children < 5 
Assiut, igypt years of aye 

Intellectual Development 

Industrial area, 1,330 children ages 
Alexandria, Egypt' 6-15 years 

Maternal Mortality 

University Teaching 80 maternal deaths in 
Hospital, Lusaka, 51,386 deliveries 
Zambia 

Findings
 

Birth weight increased with
 
increasing birth order 

M-an birth weight for
 
)rimiparas 

Birth weight increases with
 
parity
 

Previlence of parasitic in
festation decreased with 
family size 

Standardized I.Q. scores de
creased gradually with in
crease in family size; higher 
I.Q. scores associated with
 
lower birth orders k< 7) 

Maternal mortality rate 1.5/ 
1,000 live births; risk of 
mortality higher among grand 

multiparas (numerator analysis) 



Author(s) 


Ojo & 


Savage 


(1974) 


Oram 


(1974) 


Radovic 


(1966) 


Omran 


(1978) 


Ftudy
 
Period 


1962-71 


1970-73 


Not 


stated 


1977-78 


Region 


University College 


Hospital, Ibadan, 


Nigeria 


Mjidio Maternity 


Hospital, Zimbabwe 


Tema General 

Hospital, Ghana 


Population 


183 maternal deaths 


in 22,280 deliveries 


500 consecutive grand 

multipara (8+) patients 


admitted to maternity 


hospital in 22,000
 

cases
 

569 m"-ernity cases 


Maternal Morbidity 
12 maternity centers 
 50,779 maternity cases 

in Africa, Asia, & 


Europe 


Findings 
 o
 

Maternal mortality rate 8.2/
 

1,000 live births; rsk of
 
mortality h ,jher at high
 

parities (numerator analysis)
 

Maternal mortality rate 2.0/
 
1,000 live births to grand
 

multipaias
 

Positive relationship between
 
high parity & labor complica

t~,~1-sarian section,
 

maternal mortality
 

Positive association between
 
parity & anemia, Cesarean
 

section, need for blood
 

transfusion, prevalence of
 
antenatal conditions
 



CATALOGUE 2. MATERNAL AGE CORRELATES 

Study
 

Author(s) Period Region Population 


Fetal Mortality 

Omene & 1974-75 University of Benin 1,310 consecutive 
Diejomaoh reaching Hospital, births 
(1977) Nigeria 

Oronsaje 1974-77 University of Benin 8,982 women admitted 
(1979) Teaching Hospital, for delivery 

Nigeria 

Sierra Lenne, 1973-75 Freetown, Sierra 3,229 households 
MOH & WHO Leone 
(1980) 

Kamel et al. Not Kome El-Birkah, 305 married women 
(1974) stated Egypt 

Gebre-Medhin 1964-68 Ghandi Memorial 9,070 maternity 
-t al. Hospital, Addis hospital deliveries 
(1976) Ababa, Ethiopia 

EI-Sherbini 1972-76 Alexandria & Assiut, 4,861 married women 
et al. Egypt < age 45 
(1981) 

Findings
 

Fetal death rate has reverse
 
J-curve relationship with 
maternal age 

Rate of previous abortions
 
increased with maternal age 

Stillbirth ratio has J-curve
 

relationship with maternal 
age
 

High rates of spontaneous 
abortion in women age 20 or
 
less 

Stillbirth rate increased 
steadily with maternal age 

U-curve relationshi between 
maternal age & stillbirths for 
urban women; U-sha>< less 
uniform for rural & industrial 
women; J-curve relationship 
between maternal age & total 
pregnancy wastage 



Study
Author(s) Period Region 
 Population Findings 
 O 

Neonatal and Perinatal Mortality 
Meme 

(P'78) 


Voorhoeve 

et al. 

(1979) 


Arkutu 

(1978a) 


Nylander 

(1971) 


Harrison 


(1979) 


Tawiah 


(1979) 


Ayeni & 

Oduntan 


(1978) 


1975 


1975-76 


1976-77 


1967-68 


1976, 


1977 


Not 


stated 


1971-75 


Kenyatta National 

Hospital, Nairobi, 


Kenya 


Rural area, 

Machokos, Kenya 


Dar-es-Salaam, 

Tanzania 


3 hospitals, 
Ibadan, Nigeria 


Ahmadu Bello Univer-

sity Hospital, Zaria, 


Nigeria 


1,595 total hospital 

births 


3,700 households with 

2,246 births 


2,791 primiparas 

delivered 


12,809 hospital 
births 


12,262 hospital 

maternal cases 


Infant Mortility 
Ghana (national data) 18,982 births 


J-curve relationship between
 
neonatal deaths & maternal
 
age
 

Maternal age 25 
& 34+, breech
 
delivery, history of previous
 
[erinatal deaths associated
 

with high perinatal mortality 

Perinata± mortality risk in
creased with maternal age
 

J-curve relationship between
 
maternal age & perinatal
 

mortality
 

Maternal age & parity asso
ciated with perinatal
 

mortality
 

J-curve relationship between
 
maternal age & infant death
 

rates
 
Ibgo-Ora, Nigeria 
 6,576 registered births, J-curve relationship between
 

580 registered infant 
 maternal age & infant mortal
deaths 
 ity
 



Author(s) 


Sierra Leone, 

MOl & WHO 


(1980) 


Arkutu 

(1978b) 


Eifong & 
Banjoko 


(1975) 


Gebre-Medhin 

et al. 
(1' 76) 

Oduntan & 
Aeni 

(1976) 


Oduntan et al. 

Study
 
Period 


1973-75 


1976-77 


1967 
1973 


1972-73 


1964-68 


Not 
stated 


Region Population 


Sierra Leone 3,229 households 


Child Health/LOW Birth Weight 

Dar-es-Salaam, 259 primigravidas aged 
Tanzania < 15, 377 primigravidas 

age 21-25 

Lagos University 200 primigravidas 
Teaching Hospital, < age 16, 100 controls 
Nigeria age 22 

Addis Ababa, 9,070 maternity 
Ethiopia hospital deliveries 

Ibadan & 540 urban, 571 rural 
Ibgo-Ora, Nigeria Nigerian babies 


Findings
 

U-curve relationship between
 
maternal agu & infant mortal
ity rates
 

< age 15 had statistically
 
higher proportion low birth
 
weight babies (30% vs. 12.7%) 

< ag< 16 had 14% low birth 
weight bebies; controls had 
8%
 

Birth weight positively re
lated to maternal age; low 
birth weight prevaler:-e 13.4% 

in ages 15-19; 5.9% in ages
 
40-44 

Low birth weiqht incidence, 
ages 15-19 = 16.9%, 10.2%,
 
ages 20-24; in primiparas,
 
incidence = 21.5% (ages 15
19) ; 9.6 (ages 20-24); 8.7% 
(ages 25-29) ; 10.2% (ages
 
30-34)
 



0 
Author(s) 


Rehan & 

Tafida 

(1979) 


Adelusi & 

Ladipo 


(1976) 


Simpkiss 


(1968) 


Omran 

(1978) 


Omran & 

Omran 

(1977) 


Arkutu 


(10 ?8a) 


Study

Period 


1975-76 


1973-74 


1956-57 


1977-78 


1976-77 


1976-77 


Region Population 

Katsina, Nigeria 1,460 singleton Hausa 
babies 

University College 
 1,193 Nigerian women, 

Hospital, Ibadan, 
 1,290 deliveries 

Nigeria 


Mulago Hospital, 2,068 consecutive 

Kampala, Uganda 
 deliveries 


12 maternity centers, 
 50,779 maternity cases 

Africa, Asia, & 


Europe 


Maternal Health 

7 African & Asian 
 624 teenagers, 2,273 

maternity centers 
 women age 20-24 


Dar-es-Salaam, 
 2,791 primiparous 

Tanzania 
 deliveries 


Findings 


Highest incidence of low
 
birth weight babies among
 
ages 18 years or less; even
 
greater association between
 
low birth weight and parity
 

No relationship between ma
ternal age & fetal birth
 
weight
 

At constant parity, maternal
 
age has no effect on birth
 

weight except in very young
 
mothers
 

U-curve relationship of pre
maturity rate with maternal
 

age
 

Hiaher prevalence of preterm
 
deliveries, prolonged labor,
 
hemorrhage & puerperal com

plication in teenage mothers;
 
their babies had higher risks
 
of perinatal & neonatal death
 

Preeclampsia incidence in
creased with maternal age
 



S tudy 
Author(s) Pericd Region Population Findings 

Arkutu 1976-77 Dar-es-Salaam, Maternity hospital < age 15 had higher incidence 
(1978b) Tanzania cases: 259 ;.rimi- of anemia (30.5% vs. 22.0%), 

gravidas < age 15, 377 premature labor (18.9% vs. 
primigravidas age 21-2j 10.9,) , low birth weight 

(30.1' vs. 12.7-); lower in
cidence of mild preeclampsia 

(03.1>1 vs. 13.3%) 

Osinusi 1968-69 University College Case re: orts: 496 Positive relationship between 
(1976) Hospital, Ibadan, primigravidas maternal age & labor duration 

Nigeria 

Efiong & 1967-73 Lagos University 200 primigravidas < age Higher incidence of preeclamp-
Banjoko reaching Hospital, 1c (95 with adequate sia & low birth weight among 
(1975) Nigeria antenatal care, 105 teenage mothers, especially 

without), 100 controls those with inadequate ante
age 22 natal care 

Correa etal. Not Dakar, Senegal 412 pregnant women Anemia more prevalent in 
(1975) stated women age 15-19 than in older 

women 

Onifade 1966-69 University College 6,590 deliveries Higher incidence of eclampsia 
et al. Hospital, Ibadan, in young mothers 
(1970) Nigeria 

%.n 



Author(s) 


Akinkugbe 

(1976) 


Nhonoli 

(1974) 


Fathalla & 
Kamal 

(1964) 

Batambuze 


et al. 

(1976) 


Nasah & 
Drcuin 
(1978) 


Study
 
Period 


1967-71 


1971-72 


1962 


1962-72 


1973-76 

Region 


Urban residents, 

Ile-Ife, Nigeria 


Dar-es-Salaam, 

Nigeria 


Cairo, Egypt 


Mulago Hospital, 

Kampala, Uganda 


University of 
Yaounde Hospital, 
Cameroon 


Population 


4,590 deliveries 


170 pregnant women 


300 pregnant women 


137 case records of 

cardiovascular disease 


70 ruptared uterus 
cases in 36,977 
d]liveries 


Findings
 

Highest incidence of severe
 
jr,--,clampsia in young primi

gravida; incidence rates
 
rising in relation to increas
incg parity after 3rd pregnancy 

"o variation in mean hemo
globin lt:vels between age 

grou; s 

Anemis more 1-r, valent among 
high aritv 

Corre-lation I tw.en maternal 
age & incidence of pulmonary 
edema: ages -20 (24.2,,) 

21-36 (2u.) ), 3()+ (36.4s ) 

Grand mu]tivarity & maternal 
age 3D+ most imiortant risk 
factors associated with uter

ine rupture 



CATALOGUE 3. BIRTH INTERVAL CORRELATES 

Studv 
Author(s) Period Region Population 

Infant/Child Mortality 

Kamel et al. 1,j69-70 Kome El-Birkah, 350 currently married 
(1974) Egjypt women aged 15-45 

Ei-Sherbini 1972-76 Alexandria & Assiut, 24,979 pregnancies 
et al. Egypt reported by 4 ,861 
(1981) women 

Addo & 1972 
 Ghana (national 9,392 ..1terviewed 

Goody data) 
 women (6,028 urban 
(1975) 
 and 3,364 rural) 

Findinus 

Si~oat intprreonancv inter
val-s oisoelat _d with high 
1 a wastag.,, in stillbirths 

,abrtions 

P. , s J-curv relationship 
-t. pr<gnancy wastage arid 

0 -iancv int, rval: highest 

propoction .vhen interval 

Witin <oac rtesidential cate
gor'v at efach parity level, 
Ci,ildr,en horn soon after pre
vious birt iad greater t)rob
abiIit. of in during 
inn-,.c:, hildhood than 
thoses~ - h longer 
birth interval ; 3-4 times mort
infant d,.aths among childr,2n 

of intervals - I ,ear than 
at 3-4 },<atintervals 

u



Author(s) 
S tudy 
Period Region "P'CUationLg Faid " 

Doyle 
(1978) 

et al. 1962-69 Imtsi , Western 
Nigeria 

537 
int 

Im,si 
.c 

nt r S r 
-;,cv.-

rt: 
'v 

intervals did not 
rtf. child sur

i "rvt:.. . . authors 
- , '!tW ' t.s as 

co ns,,aortions 

it, arti-

Child Health and Development 
El-Behairy 
et al. 

(1976) 

Not 
stated 

Al-Hussein Hospital, 
Cairo, Egyot 

2 8 chi idr'-n attendi. 
out; atiunt clinic 

. iith 
hid 

l 

tv .teen 
N i-. :J sib
.iongjr in normal 

<.'hiir n t'iin in t.-rvai for 
Iai, . :;i: do ; othn r 
tors: ag,- o c , birth 

Or, 1-, i. tory of } r<vious 

Kader 
et al. 
(1972) 

Not 
stated 

Al-Azhar Universit}, 
Hospital, Cairo, 
Egypt 

238 low socioeconomic 
status women age 16-
36 v'ears. who had 

1i 
!iii, Ia t'i. 

r arolv 

uaity (Crotein, 
contnt) de

;in' rt, months' 
normal hospital dc- Itoi; 1,': irti inter
liveries 1': ro. >uitci ional sta

tUs ')f i1' -::.<.N. I;, thIougih 

su, 1 "T t -sa rv fter 6 
months, r-gcardL,-ss of hirt;h 

interval 



Study 
Author(s) Period Region Population Findings 

Omran 1977-78 7 maternity centers, 13,844 maternity cases ReiaLivc risk of prematurity: 
(1978) Africa, Asia, & 1.5-2.0 for short (21 months) 

Europe vs. long (30+ months) birth 

intervals in 5 of 7 centers 
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Health Risks
 

of Childbearing
 
in East Africa
 

Andrew R.Arkutu, M.B.Ch.B., M.R.C.O.G. 

Anyone attempting to write about the health situation in Africa 
is immediately confronted by two facts: (M) tLe basic similari
ty of the health problems throughout the con tinent and (2) the 
lack of relevant and r(,Iiable data on which tu base2 firm and 
valid concluion. 

In this chapter, I discuss i att,erns of' h,.alth risks of chi Id
bearing against the background of existing health service s and 
practices in four East African countries: EtIhiopia, Kenya,
Tanzania, and Ug,anda. In lsd2 , th(es-e four countries had a com
bined population of over &J million 121 lo}, (Ethio},ia, 30.5 
Rmillion; Kenya, 17.9 million; Tanzanii, 19.' million; and 
Uganda, 13.7 million) sPread over an area of some 2,980,000 
square kilomet rs. ,'ith the exce-ption of Kenya, these countries 
are among the -- ;oorest in the ,'orld. 

In common 'nLbh othr Afric,- i and doveioping eountries, they 
share certain dtemogcraphic characteri Atics: 

o 	 A relatively young population 

* 	 More than -;t ercent of the population comprised of women in 
the rtm.roductive age group (15 to 44) and children under 15 
years 

* 	 Uneven population distribution 
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0 A predominantly rural population with the majority of peoplje 
living in small scattered villages 

* High rates of popuiati.on increase attributed to relatively 
high fertility rates which are, in turn, associated with 
declining mortality rates 

Mortality and Morbidity
 
Levels in East Africa
 

No one knows for sure how many women Jn East Africa die every 
year from the comiplications of pregnancy or childl'irth, nor is 
there an accurate account of how mliniy ch.i.dren die from lirth 
complications, infections, or malinutrit-ion hjefor,, the.Lr fifth 
birthday. Ce rtainly e iiee uuct ale ki, of inmoridity, chronic 
ill health, ph,:'ical and intal injuly,, or pain and suffe ring 

orreesa: :itresulting from r C1h]di . 

None of !.le East African cUttr-s 0 a sin. of vital regis
tration enforcea!,!(e tdreugiiut i- . u tc.. Fv,, ,.i , til. law 
re:scribes it, as for ,xami 1. ii in aid TalizuIia, the.re is 

.seriou:; unhrr,ortitig of marii ',, , iciy-, ald lath ,ve in 
the major ' ti s and to n:;. t; , r 1 - i , rt ort- of' f;lch 
event:; are the i ' t it rati, r thCiii ti rlel In''cttl

it'y and mord idit i r. a-e oill, 1 iin ic ll I.t(
 
returns, iinostl'y fion Oiliii lie it'1l; l in At i.;t,
 

. fi.ial 

.
 
these esti',, te reflct the,. 
 -rii of tih r, irtili; ii;titii
tions and r', vi no c-.li ail< indi :,itii )nl of .it 1a' i),. ih,1 ti
ing iil th1C COoUl ' a a li 'i ill t I, -Lral a-.ca(;. 

Mortality rates diff, c.i dr y from ,ruini to ,-i oniwi dis;trict 
to district (Armon, 117,j; ;rcb, auf-a, and'Tiu.-:'l, Ii ,); 
rural. death rat,-s at, general ',',v'ral tim-s hiih(r thaii ulrban 
rates (c;aisiu, I7:76) ; urban-rural and r-;lional difiurence s can 
often e Ilain,d the basis of tib( ortioin of inhabitantsxb,. oil Il, 
wilo lv: access to and ui,i, tbI ca tr fax ilities (Gruch, Galea, 
and Truse:ll, 1-a') 

Maternal Mortality and Morbidity 

Maternal. mortality rates in Eaut Africa, as in other parts of 
the coitinent, a re alpallingly high and are, in g(neral, 10 to 
20 times highi, r than ill the ioro developed coun tries (IYable 3.1). 
A comparison of data from various institutions in Fast Africa 
(Table 3.2) riv{Eals six clinical entiti. a;1d Colstitutincg the 
major causes of mate(rnal mortality and morbidi.ty. Bantu lpelvis 
(Sibtihorpe and Allbrook , 111 ) , so common iii East Africa, pro<.
disposes a vwoman to prolonged and oIlst:rui:t,,d labor. :specially 
with repeated pregnancies, this :(,Iditiol l,.ads to a high irici
uence of ruptured uterus, intrautrin, in fect i li, perinatal 

http:morbidi.ty
http:popuiati.on


58
 

fetal 
loss, maternal death, and morbidity. Death may be due 
to
 
a combination of shock and exhaustion in many of these cases.
 

Table 3.1. A comparison of Maternal 
Mortality Rates
 
(MMR)--East Africa and Selected Countries
 
1970-78
 

Year Country 
 MMR Per 100,000
 

1974 Uganda 
 295
 

1978 Tanzania 
 270
 

1978 Ethiopia 
 200
 

1970 Kenya 
 188
 
1977 England & Wales 
 11.9
 

1976 United States 
 11.8
 
1978 Sweden 
 6.4
 

Source: UNDIESA (1980) 
and estimations by author
 

5tz fJ
O t. ql C~lt] (. ;](! r -mh~t~L}irt rzil
I tlir-l oJ f iii-m }[opar~v 


longJd labor, oI , !-ttiv,. r o1r' tloll, 1i1 , illWoilf-1i 
with lo,i:tr - ti ac , i o . ul n ;n ,rV, l,adivj rapidly
to do di. Tlnt:ri ci s, IL .r;.; y . fVrcig ill
tile ..vrds, 0)or !;ti ii t on f iLLrt.IIrl,.; and -qui mnwLt, and 

!IiU~l/O rrii;.~ (anL.~t(, Ltl , U,5I aIt tlic, .ii hw'ri .i'pj i:t;Lcjit:ii 

.,iti al ortion or ri: 1 Li -,_I -'Loi IC !, sr-Itln)l) ro a:nk-,t L11' Innootc 

i111 Ol-Lalit j'Vi ll! llI;tof 
 ItI Lrlltal choaths in hi. COUIi
tries. iI ril a, 14 ol-tell I illjor coiti}rj uLor factor in 
deaths art riijutotd to 
L caons ritch i ill Luriq'it ltrus or
Cusz-i'li cLi ). It:3 } O ilhill rorn(1;. '{ of d Ith is rlated 
tii t- o :',L 'tllia ' 01tuati :t Lihn (iOlp lricit iiw:, of . tavcre 

I;!r, "::I .;t i /mtLi rm al1 1i Tli wichi ac ravat, ; ,.v,in r. 1ativ(l,
IIliiiir io;;0 .; )I I luo, I iai Lilt' scarciL' of 1ankud i, .od i nmo;t
oL tricC iii tL. 

a I'.Lclal,t; IiA :1(: .(A ,r--;,I aI-,- .'d jc i t1ii a d .ii iI-i r i Idki lil
 
CIustf, 
 -ma tIhaL afL ill !:,i;Kt Alfica, ut tho-r, ii-,, witd,,
rugJioiha] v''riaL tioi clin, iic d stv4-rit.. For :xalnplo,
the coiditioll Is uncommoun if :Lt' in nrtheast aid iiortiiv.'vst (Mwanza
and ,cuscii) ofTnza coii.ar.d , fLi, ciaota,tl rt'gJins and thtilm 
area aro id . ii- . (ian. I CLhiiination of sovor a[ factmors,
notabl, po r L act, aoulid a sLorta;, of train,,-d and expe
riencud p,--rsoiul, L~tinut+,- casro ata it.to a high 

Anothtor causeo of mnaternail mortality iii Africa is abortion 



Table 3.2 Comparative Statistics for Maternal Deaths--East Africa and the United Kingdom
 

% of total 

deaths from: 


Ruptured
 
uterus 


Hemorrhage 


Sepsis 


EPH gestosis 


Abortion 


Pulmonary
 
embolism 


Miscellaneous
 
obstetric
 
causes 


Associated
 
disesse 


Total 


United Kingdom 
1967-69 
(confidential 
enquiries HMSO)' 
N = 698 

2.6 


5.9 


3.7 


7.6 


17.5 


10.7 


17.2 


34.8 


100 


Kampala, Uganda 

(departmental 

report) i 


N 69 


21.7 


13.0 


15.9 


5.8 


11.6 


1.0 


3.4 


27.6 


100 


Muhimbili Med-Centre 
1978 (departmental 
report) Dar-es-Salaam, 
Tanzania 2 N = 50 

12.0 


i8.0 


18.0 


18.o 


20.0 


2.0 


2.0 


10.0 


100 


Sources: (1) Armon (1979); (2) Muhimbili Med-Centre (1978).
 

KCMC Tanzania
 
1971-77
 
(present report)' 
N = 80 

12.5
 

13.8
 

7.5
 

8.7
 

7.5
 

1.3
 

5.0
 

43.7
 

1O
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complications. 
 Although it is difficult to comp,,te reliable
figires of induced abortion, estimates from the urban 
centers

such as Addis Ababa, Dar-es-Salaam, Kampala, Nairobi, and oth, rsiLidicate that this condition is not uncorimnon. Death, in these 
cases, is frequently caused by hemorrhage, sepsis, or jerfora
tion of the uterus with injury to internal organs. 

A large number of ,ru(gnant wom,.in die from diseases a;ssociated
with pregnancy (Armon, 1979) . in East Africa, the major asso
ciated diseases sho.. regional variations and include anemia,

sickle cell 
disuas,.,, -ntcirocoliti.;, infectious hepatitis, andmalaria. Although morbidity statistics are not kept, ever by
major institutieons, act1iii. (ver)!eictetri-cian in East Africa
knows from expori once the magi itlud- oF tl. 1roillem of maltLrnal
morbidity and the' te-rril ] o r mny wometn endure- as a result of pregnani or o hildkirth comiplicat ions. Chronic poor

health and suIScelitililit,' 
to mInor i]]neisscs taused I y lowered 
rCSJc s taLnotU, an1em11ia , 11l ;ii1 cli nic-i I m~i lnut it i oll , ama the common 
lot of the African grand multipara. Pelvic inflammatory disease

and secondary infertility resulting from previous pregnancies

prevail. Cervical 
cancer is occasionally encountered.
 

Infant Mortality and Morbidity 

Hard data on perinatl, infant, and early childhood deathu andmorbidity a r- evln mort ,carc-o than statistics on maternal inortalityi, ecaus,, of :-,orious unde.I-l.i o rt i n . Periinatal and neonatal death rotoei; am, high, averagi,;ing ov,_r 50 ]per 10),iuO
 
births. t'urtii-rillIr, 
 r-; orted figure; only r Lite to deaths
occiurrinitIiin Liinii,) 'iity ward or I fuic..1100mothers
aiad theirilui',0rll J, i a C Iiii'u i ',oIIl ;1'd i (s- d the 1losli
tal winit:il 24 sa o !vetr,,,, ulcss tierI is a gjood reason 
for dtttinll. ii t i , o,l i()nL d i,
a may -,vkn higher be.ccause
deaths- occurrinlg Lai I It Lit lo( may not b, reported. By farthe most cOiulilliOl] Cat.; fo ri Ita] deathLs are prematuritv, low
hi rth w .igl ,t, ill 17,tin, ilI C I
d ',Cii dIe to inadequate iltra-Sartum~ car, aid i te tiaultl
 

Fn La..t Africa, othi ri c dtveloping regions withloor tnviron
mental sail itat sin, four groij ,- o)f diseases account for the ma
jority of infint and 
 arly childhood deaths: 

1. Disoase s tr1,yiiitt d hyhuman feces, for example, the in
tLstinal 
 0,1aLi nd diarriheal diseases: typhoid, cholera, 
and polioIryelit s 

2. Airborn 
 di such as Ineasles, tuberculosis, whooping 
cough, Ironliii ti !, tnd I eurnonia 

3. Protein malnutrition and avitaminosis 
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4. Malaria, meningitis, and tetanus contribute to early child
hood deaths; in parts of Uganda and northwest Tanzania, 

sickle cell. disease is an important cause of death. 

Determinants of Family Formation Patterns 

In traditional African society, family formation patterns are 

influenced by cultural and social values which place a high 

premium on fertility. Marriag is universal. Early marriage 

is the rule and, in most thnic group s, girls are often be

trothud by the time of menarciht . In rural areas of Ethiopia, 

Tanzania, and Kenyi the- ]egya ago to ma rr' is 15 years for 

girls and 18 years t ho' s.1'rnaoey and the bi rth of the 

first cil Id oftoii occur toin to .aro of macri 

PuLysamy is un iversal, Iractice..d aid asesi tLI P, . venl among 

the educatod. 'i vorc is cols ar i, I'.': l y asy to obtain, 'ith 

infertility and chi ldhs s a (I.r'dcgrouids for divorce. On 

the othe~r hand, focundit':' and ii gi arity art rqarde.d as great 

attributes and blessing 

A large family eonfoirs sc a I r(1,stgi c, and childre are, re

garchd as an econlmic asst in tho short rui, the._ provide a 
ready and cheat, 1a1t rforc; ir tie long run, they I rovide so

cial and economloic scurity in Old aqu. Traditional practices 

and taboos suci as I rolonged hreast fI.coding and oital absti

nence during lactation ''0 rs d-si=gn.d to pro Post the health of 
children and not to limit fa i iz. 

The high ratios of in1fallt a.1, cilI(dIlocd mortalit cause pareLs 

to ovUrilsure againsict ant isc at11 ch5 ild ] ssos , o ctial ly when 
sucI lOsSe;s occur earl',' r_.iroductiIv, lit i,. As a consequence 

for millions of women in Last tfrc, as in orhr parts of Af

rica, early marri agc is tel low , thr>, docade s of an unregu

lated succession of pregnancies, i;i4dlrt, and lactation. Hut 

each roejnancy ,iltails a risk of injury cc tliu lifo- or salto of 

the motne r and effsI ring. I ver' successive i. 5 ananc'drainisr 

on tihe imothim:r's physical, iutritioial, aid emuotional r,-sources. 

Maternal Age 

Most Africans do not know their exact age and few reliable
 

studies involve the age of mothers. In Tanzania, 70 percent of
 

primiparas are below the age of 20 and most first births occur
 

between ages 16 and 17. In a study of 2,791 Tanzanian primip
aras, Arkutu (1978a) found a refersed J-shaped correlation be

tween maternal age and th, risk of death. 'ihe risk of ftal 

death disp.lays the fami liar U-shia.ed correlation with maternal 

age found in studies ulst,..'here. Clinical experience also sug

gests that the risk of postnonatal or infant death is greatest 

http:U-shia.ed
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among very young mothers and those over age 40.
 

Parity 

The influence of parity on the health of the mother and the outcome of pregnancy has been extensively studied since James
Matthews Duncan first drew attention to the hazards of increasing parity Duncan, 1866). 
 The first birth carries a slightly
higher risk of maternal and fetal 
death than the second or
third. However, the risk of complications, maternal death,
stillbirth, 
 infant and childhood mortality begins ro rise steeply with the fourth and every successive child. This has beenshown to be true in all societies and at all socioeconomic levels. 
 in Africa, however, the association of maternal mortalitywith increasing parity awaits further research. Results from
 an unpublished study of mine in Tanzania involving 25,000 deliveries confirm the curvilinear relationship with various obstetric complications, but fail to demonstrate a positive
relation between 

cor
maternal death and parity. 

Family Size 

The large family undoubtedly has an adverse effect on the survival chances of the offspring. Children from a large familyare more 
likely to suffer from undernourishment and to bc
posed to more infections 
ex

to which they readily succumb, particu
larly in the poorest families. 

Birth Order 

Birth order significantly influences the risk of morbidity and
mortality, a fact well known in many African societies. 
The
first-born is at greater risk than the second, third, or fourth
child, but the magnitude of tile risk 
to the fifth-born equals
that of tile first-born. 
Speed (1970) reported that in Rwanda,
20 percent of fifth-born and 40 percent of ninth-born 
infants
 
died before their first birthday.
 

Birth Interval 

The relationship of birth interval to maternal and infant morbidity and mortality has 
long been recognized in the 
traditional
African society which frowns on closely spaced pregnancies.

practice of wives returning 

The
 
to their parents' home for up to two
years after giving birth and the 
taboo on coitus by nursing
mothers were invoked to prevent kwashiorkor and to safeguard the
good health and nutritional status of the baby. It is a sourceof social embarrassment for a woman to conceive before the lastbaby has been weaned, or is able to walk. 
 Jelliffe (1966) describes the effects of too many pregnancies too close together
on the health of the mother as the maternal deplletion syndrome. 
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Research on Family Formation Patterns
 
and Health in East Africa
 

There has been : urprisingly little recent research in East Af
rica in the substantive area of maternal and child health 
 and
 
family planning. The scarcity of research results 
 is compounded 
by a number of factors: 

1. 	Most studies have focused on 
the clinical rather than the
 
epidemiological aspects of disease. 
This reflects the pro
fessional orientation and interest of the researchers and
 
the 	 bias of the African health services towards curative, 
hospital-based practice.
 

2. 	 Studies designed to identify health issues of community or
 
national concern, to examine approaches to health care de
livery, or to establish a rational basis for health-sector 
planning and resource allocation have, in general, received 
little attention from physicians and health planners. 

3. 	 Most studies have been too poorly designed from tne epide
miological point of view to provide valid answers to health
sector problems in developing countries, mainly b'cause of 
the lack of relevcnt research experience, and r(sources. 

4. 	 Often, research findings have (either not been published at 
all or have been published outside the countries involved. 
As a result, Important information is not readily available 
to national planners. Consequently, the research has not 
had the direct impact on health policies or programs as 
might have been expected. Fortunately, there exist a few 
relevant studies in East Africa of which the following one, 
carried out in Dar-es-Salaam, is an example. 

Arkutu (1978a) studied the influence of age at first birth on 
the outcome of pregnancy in Tanzanian women. The most prevalent 
age to begin childbearinj was between 16 and 17 years, and fewer 
than 5 percent of primiparas were 26 or older. While the risks 
of p-eeclampsia, difficult delivery, and perinatal deaths rose 
with advancing maternal age, maternal death was confined to 
patients 20 years or younger.
 

In my unpublished study of 25,696 women who delivered in the 
maternity unit at :1uhimbili Medical Centre, bar-es-Salaar,., there 
was a high incidence (340 per 1,000) of complications during 
pregnancy and/or lahc-. 
Anemia was the most common complication.
 
Anemia exhibited a U-shaped relationship with i)arity as did 
both preeclampsia and eclampsia. Antepartum and po.tparLum 
hemorrhage and breech %ere positively associated with parity 
(Figure 3.1). Most complications shwed a peak incidence after 
parity 7 (Table 3.3). A higher incidence of multiple complica



Figure 3.1. 
 Incidence of Pregnancy Complications by Parity-
Doi-es-Salaam, Tanzania, 1978
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tions at both lo.1,and high pari ties demonstrated the U-shape
again (Figure 
 3.2) . The(re wasv no consistent correlat. on betweenmaternal death and parity; pe.rinatal mortality was, however,

high for primiparas and grand sultiplaras (Figure 3.3).
 

In Tanzani.a, the Na'.ional fond Nutritionand Cntre (TFNC) hascarried out a number of valuahle studies on the ir cidence anddistribution of malnutrition and beenhas concerned with nutrition education and the design of suitable.'eaniny foods fromlocally availabh: source s. However, much of the work of theQ

TFHC remains Uriublished.
 

In P)61 , Moll.r described th. traditions, religious beliefs,attituds, and practiccs of some of the major tribes in Tangan
yi.ka (now Tanzania) with rcgard to marriage, pr,,gnancy, and childbearing. The study is important in detailing the ofage marriage, the age of first pregnancy and childbirth, food tabooswhich may influence the nutritional status of the pregnantwoman, the place of birth, and the p.ractice of traditional mid
wifery, including the use of indigenous drugs. 



Table 3.3. Incidence of Pregnancy Complications, Perinatal and Maternal Deaths by Parity--


Muhimbili Medical Centre, Dar-es-Salaam, Tanzania, 1978 

Parity 

Compiication 0 2 3 5 6 7 8 9 O10 TOTAL 

Total with 

one or more 
complications 

N 

% 

1762 

28.8 

987 

19.0 

746 

18.0 

577 

16.8 

589 

24.5 

381 

22.0 

316 

30.9 

189 

28.3 

85 

17.7 

54 

21.4 

58 

23.7 

8744 

34.0 

Anemia N 

% 

621 

10.1 

294 

5.7 

180 

4.3 

147 

4.3 

123 

5.1 

92 

5.3 

71 

6.9 

64 

9.6 

60 

12.5 

39 

15.5 

24 

9.8 

1715 

6.7 

Preeclampsia N 

% 

300 

4.9 

124 

2.4 

141 

3.4 

90 

2.6 

104 

4.3 

101 

5.8 

68 

6.6 

49 

7.3 

29 

6.0 

28 

11.1 

25 

10.2 

1059 

4.1 

Eclampsia N 

% 

46 

0.7 

9 

0.2 

9 

0.2 

2 

0.06 

5 

0.2 

2 

0.1 

3 

0.3 

2 

0.3 

1 

0.2 

0 

0.0 

2 

0.8 

81 

0.3 

Preeclampsia 
& eclampsia 

N 
% 

346 
5.7 

133 
2.6 

150 
3.6 

92 
2.7 

109 
4.5 

103 
6.0 

71 
6.9 

51 
7.6 

30 
6.3 

28 
11.1 

27 
11.0 

1140 
4.4 

Antepartum 
hemorrhage 

N 
% 

60 
1.0 

59 
1.0 

47 
1.1 

56 
1.6 

73 
3.0 

39 
2.3 

24 
2.3 

17 
2.5 

6 
1.3 

4 
1.6 

7 
2.9 

384 
1.5 

Twins N 

% 

43 

0.7 

76 

1.5 

70 

1.7 

65 

1.9 

51 

2.1 

38 

2.2 

35 

3.4 

19 

2.8 

17 

3.5 

11 

4.4 

5 

2.0 

430 

1.7 
a,
%., 



Table 3.3--Continued 

ON 

Complication 

Preterm 
delivery 

N 
% 

0 

379 
6.2 

1 

136 
2.6 

2 

97 
2.3 

3 

81 
2.4 

4 

93 
3.9 

Parity 

5 

46 
2.7 

6 

42 
4.1 

7 

27 
4.0 

8 

29 
6.0 

9 

9 
3.6 

10 

9 
3.7 

TOTAL 

948 
3.7 

a, 

Postpartum 
hemorrhage 

N 
% 

53 
0.9 

17 
0.3 

23 
0.6 

IE 
0.5 

16 
0.7 

17 
1.0 

15 
0.5 

8 
1.2 

10 
2.1 

II 
4.4 

9 
3.7 

195 
0.8 

Retained 
placenta 

N 
% 

10 
0.2 

2 
0.04 

4 
0.1 

2 
0.06 

1 
0.04 

2 
0.m 

1 
0.1 

1 
0.2 

1 
0.2 

0 
0.0 

0 
0.0 

24 
0.1 

Ruptured 

uterus 
N 
% 

2 
0.03 

6 
0.2 

4 
0.1 

1 
0.03 

4 
0.2 

3 
0.2 

1 
0.1 

0 
0.0 

2 
0.4 

0 
0.0 

0 
0.0 

252 
0.1 

Vacuum 

extraction 

N 

% 

164 

2.7 

43 

0.8 

31 

0.8 

34 
1.0 

20 
0.8 

15 
0.9 

10 
1.0 

5 
0.7 

3 
0.6 

9 
3.6 

3 
1.2 

337 
1.3 

Cesarian 

sectiondelivery 

Breech 
delivery 

N 

N 
% 

342 

5.6 

74 
1.2 

187 

3.6 

35 
0.7 

158 

,3.8 

51 
1.2 

71 

2.1 

38 
1.1 

65 

2.7 

33 
1.4 

38 

2.2 

33 
1.9 

34 

".3 

15 
1.5 

17 

2.5 

20 
3.0 

20 

4.2 

12 
2.5 

9 

3.6 

7 
2.8 

5 

2.0 

8 
3.3 

946 

3.7 

326 
1.3 



Table 3.3--Continued 

Parity 

Complication 0 1 2 3 4 5 6 7 8 9 10 TOTAL 

Malpre- N 21 17 12 13 6 2 4 3 5 2 5 90 
sentation % 0.3 0.3 0.3 0.4 0.3 0.1 0.4 0.5 1.0 0.8 2.0 0.3 

Perinatal 
deaths 

N 
% 

380 
6.2 

237 
4.6 

173 
4.2 

122 
3.6 

102 
4.2 

65 
3.8 

53 
5.2 

33 
4.9 

39 
8.1 

9 
3.6 

21 
8.6 

1234 
4.8 

Maternal N i2 7 4 7 6 3 5 1 3 0 2 50 
deaths % 0.2 0.1 0.1 0.2 0.3 0.2 0.5 0.2 0.6 0.0 0.8 0.2 

Total each 
parity 6119 5200 4141 3436 2403 1731 1022 667 480 252 245 25696 
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Figure 3.2. Incidence of Multiple Pregnancy Complications by
 
Parity--Dar-es-Salaam, Tanzania, 1978
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Figure 3.3. 	 Incidence of Perinatal and Maternal Deaths by
 
Parity--Dar-es-Salaam, Tanzania, 1978
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Masters (1970) also exarrines th(2 usI, Of local. 11.rbs alid tradi
tional medicine during pregilailc' and iaLor Lo uxi d,,]itt(, ivery 
or control ;,ostpartum hl o.rrhago, lb( found a higIh ill(:-idiiice of 
various obstttric Com1 I I .cItions (rupturud utc2ru , s1 Ii rtiis 
and neonatal nd death) to he as- i'lt,0 w- ideath, 11t1rnal 
the use Of licCal h,-.rh aid trilitional I)iudicii .:-,.If, found thet, 
Use of a wide varI ' of tr aditional nlllicinto; to iw fairly coin
non, thus c ,lfirmint til,.clinical ,:zli :icu of 1m,n' pihsicians. 
MastermsASO tradiLio dhsil-y for large_, families, 
but fouiid tlat !1 az]Iy I Ircuft of t lie tl.i-ii iitrv iwcd 
favor(id chi Id s,. cin) if- t , '.....
 

Rinarkl;]P., iitt  11. on t-L, i ti;iT pact of 
traditioiia L ,ittt, rnis i f faui l, fonInition or tLhe psyCio-social
 
dotorminait-; o i,.u iol u; v,. Phaviot in. African socie.ty. 
 Thore 
is IIo' wea t11 of iIIform tion n i: i f,-Lt! of vaiou; contraa f 

ci Live; on '..'-o i in di y(t'v, ''.dcokntii ,-iLnd iii a fill .a devil
e'iIng countriI. o datL, v, tL hw ,n no detailed 
or -pid(miologicaii y sounid .'tudit on thif. ,,il r ,d ,in.; 

associated with contrac'jtiv- nlo amonw Af.ican woxmn. The fact 
that family p anin g 'rograms haia . 1 unchd in many African 
countries witiout an l anungfui ittL.'i t:; to 'iosess the imp..act 
of contrac(,ptiv-.s oil tihf. h,tl i of w ''tioy;s, la;s lI.d to criti
cisno ndchlarig ts tia t faint], !arwing adivocat,. lack real cCi
corn for t~L h0 alt;; and '.1- i of African wclnn. This is a 
serious iss, nicic African .is iaic;, rsarcler;,, and advo
cates of family Ia: in g mut 

Resuarcii along the 1:uI idi' , is not oh;l, <:s'sential in it
self, it must he S lS a all IitL''Ja] art of fati ly tlanning 

raluni ng . 
data on fainily I annincg accti tors should Ltu iuilt 
Ilnrogi Th, cal aciL'.., to culh.cL ind analyz,; basic relevant 

into every 
family planninq prog ram. OIjportun1ti us !iou] a1so is; created 
for national family i lanning prograin maiag---r; and coordinators 
to study eI idiemiolog ical ruse'arch duhsijn and metiodology 

Family Planning in East Africa: 
A Personal Perspective 

Fainily plaming in Ea;;t Africa has had a precar'.ous existence 
since tho early 1'.h s and still face; an uncertain future. 
There is little popular support for family },lanning programs 
even .,hen ndorsed by the gove rnmutL and ''en services are pro
vided free or at littl, cost. This is paradoxical because the!r 
is clear need for family planning and a desire oi the part of 
many women to use modern cointraceptivt: incthods for spacing their 
pregnancies (Masters, 1,70) . There art, several r(asons for the 
lack of enthusiasm and patronagcp, of fami ly planning services. 

http:socie.ty


70 

Poor Image of Family Planning 

Family planning is often seen as a foreign import, out of tulle 
with Afrilcan cultural valucs, of doubtfuil relevance to the im
mediate nee2ds aid asiIrations of Africans, and possibly injuri
ous to th h,o Lut of tuh nidilvi duaI , as wall as society in gen
eral. clrtaiilt, the ; of 'ontracestien as a demoqraliic tool 
to reducl: f§ rti lt, and tcat Frel o ulatijen lrowtth co ltradicts
 
thue tradit inal iq0 
 vain lacd on largt, fami]I si' u, and theview that f, ttlr 1 tu, an I a I(ssin(j. It is roqret
tabl , tLhat ti, ait ] . v lo, in ILt imacLt cf io)ulattoil (growth has 

e'.en the ia er initial ,al iittien for jushirn; family'' planning
iln the d.vpb ing counitI . ,Wimloi!i-;t African Iradirs see a
 
link between ojol d so
Ulati0 rM IC (:onOmi dv, on int, many are 
sal tial of lm 0 it L io0 , i,! ,:Si0 c 0ee1o dV.V1l,)jIT mit is 
iainly or o. ', a. gh rat's o1f lot)*tl1t l l r

ti it fi 1 ', , ,nni vi' ] revrs, thi r (conomic tri!h; ind
 
uss.<r i1 aii 'ri ef 
 ro tr. and rapid d(voloI !lnet, . o,;t African 
lt:adtr!; ,!-,. tii Iqo ulation as a valuabl. and r.ail availa l
 

d vloi,ii't 
 reurc. l.aides, seeit is doubtful if coupl,es 

tieir :.: i I..:, or thle fulfillment of their ciotionlot ;ied psy
choir 
 i cal ii.,Us il terms of national fiv-yi,.ar b1V li,Vii~lt 

Safety of Family Planning Methods 

Leaders in Aflican countries such as Tanzania are naturally and 
righltl',' concirn(d about ,ossible harmful effects of contracep-
Livts oi thLe women iii. 

to p lay down reports of side offorts of 


health of Family planning advoca tos tend 
con trac-Lives whihI_.
 

tlw ir optonen ts dramatize them. it is hoi ed 
 th,it f1r111y plall
nihnj cnl US( the bene fits 
 of mode.rn tochnoloqy to re inforce tra
ditional I ract icos i 'y the ase ofof safe an:l eff.ctiv, i methods 

contracelption. 
 In fact, for the majority of African women, the 
ri:ks of pregnancy and childbirth are greater than the risks 
associate-d with contraceptive use. There are, how(ever, real and 

otrtial tealth iazards associated with cio tracoption. 

Delivery Systems 

In advocating family planning for health raons, o_, ifust em
phasize thie need for family planning so rvices to bu -rovidd 

withil the. framework of national htalth care sorv ics. Tti 
health of family planning acceptors in Africa mu:st I,., safe
guarded by the provision of adequatf in,, i a I back-u focilities 
and personnel. Lxisting facilitie:is witiin ti. national health 
care systen should usedin, for the ru-f.- ral and medi(2al super
visioin of conltraceptive use:rs. lxtr,.-m- vi; i lIimi! must in., main
tai.d in order to doetect and treat c5m0I 1!stions early and ef
fectively. 

http:fiv-yi,.ar
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Great care, should L '1, 1k nz - i;.ij j ,chtr; and i;5,rate
jicis for dol \ ,Ili ,. .,-,rij ;.rvlc.; ".'ico c,, mt coi
flict with aldntioc, ofci" hivior. .!o.r ., Li. u:;e 

d'r'uq Coll 
i- .,xitrj 


if 1-11); 111'i 1. 'ill li 'Jj l Ii I (, i I il. fi t I ',' ]a inni
.')il':I , Lil,' t I) i )q, til il nfl- 11,11r,, i t fa 

tht kl.It. ()t t lr ll ,n I , I 'IlI t l lI I i, I'rt-il i ,t. ItiLit - i -.. f)',, ti" ,:t t j!I 


c n ,.1"', " ;t tfi !1 )ll il,i I /'I , I;,,i !", ; o"f{.t}Di "rCOMU llli L",' -.V.: I I -

liin.,. Lii. 1, L. ,1i 111[ !;1 rvii ; id mak, ilet 

Ili)rC ticc t al,!, 

Lack of Information 

!:Avk'I* JOVFIl IIIrtscii r haVy. ,idori;k I fait, 'I piiininqJ for oil( 
.1rOli ()I-llotihr ilave- lacked the cotnI arp or will to prOIlOte 

, 111[i 1 ,lalnini:j in rormati i anld educatLion activtly. Possibole 
,i€.,l;oir,, for tili; inc lud,- their .i !;k.'rticiSirtI urri' ol wide
:caC-ld c1Lici si of iiv l , l iiinj a;; 1A 1,*v.1ol mint too] and, 

I ( ! t ,1}'li f-'ar: IIf i ossi; i le i Litc, l I ,; er f ;r;noii;. III 'T'anzania, 
c:iidj l ii l-iii. is Iart if a'j iat.*rote lld co r 'li ivV ()vOerni-
Itunt 1 Ir a inofI n .r i ,Il d II 'i iuIt and ;ervi c. is ar,.
 

w:,'id,..d a iI.,It f,L i
c a.1 I 1 II ; . . tho'", v , r a ii 1' i1,11ui1nj 
rt lJL" Il( i 11fo I 1,,'I 1 )I , a-n d U: i ,.I till, 1I ( t I ()II I ; h , 't-lk ,- 1 ! , I
t)-',err, I(, : I I .J VIuv I ,IIt ti1, .m i..rf t.t I:ll.;It i ihI I1 

, f, foh 1-it A f r .c'IC.aic ourt :.,- O -1il' t-o I,,iV(i:,Lt till!'' I;j i
i 1(,It I k ll t 1o0 1 r r' , d i*itl , O IIi( fo0 tL(!:;lo)(; l I ,II i - l [i'i~tI I t 

I'' .1V, , In I rio LI. %.irkr io'd oiloIi. i nam ioni,! Li I1I c''1-i t 
'
. ; Iit .ti'ytiptic' anld tilt,' I!; w) ttroll'; , tr,tIt ']' 

, ,%:: ,L ,i!ll I.~~il ll 'hlcit-ioll i - [ 1 !: h af,i k'' l'll. o ~ 
i l,li thi,:di ;r I,;r' ,c i of 

-
'idv,-.rt.isir contra

, V, '.7lI;ch ()It t. pl, o t-. It ,_ f). 111 , (-,I 1,,.l,lV 'h,I};,-d ..' thos llt. a 

i 1-i ;1; ', iI, ' Iii ,i-o; " firli ]." 1,111ilqI ;i .ii.cid(.spr,ad 
ii, .,ot ri . .-- i: l fi. i,out: 'm r llllwi' mLetihods; thrives! 


',. !::if ili i lIo)Ismi iOiil , llid lyil. lld '-i;t -Inii II, '11A ill turn 
< i m!: ( ,I (jll - I -'. F,1:11 irl t I; . li.t!:P, ., i q i I o .Jr,n i I lave 

I.: tvi IL''i i 'ir. '' it , ' d,: Lt h, I, l o fiv:lo ,,t t; 

iI-,.r;. r,tiI'iI'i... of ',.,(inI ii , inrur1i 1 nave.) Li. -r, ] no 
notion of, let alone access to, family planning services. 

Resources 

r a! nih';, 3
' iL; 


i -a . :-Fy I: ,':;oirct !3 f olill iii'.-i r iil, s to localI
 

% - ' - t i-nj 0. t i: involvinj the 
t koi;,i t-a I 


r i:n. v hilth t:,iar- liro,ircmns, and from o'UraLiv( to preventive
 
'(-(,d' in(et 

)f i C:iii;in,; i,1,-ilL tre ,',rvic,,s witlin tiie rach of the major

-1:1 ;ct c vii i,'i;, ' I: Ii I( ed to tile objectives 

vi. i c-, liit' of r,,vail.inq econoic uonditions in all four 
o,,t th,. ,,cc,.rii.. of ist investments in the healthr-i,'rand 
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sector, it is unlikely, even with national and governmenc com
mitment, that signi ficant imaprovements in the health status of
 
women and childrk n will occur without some attoimlit to reduc,
 
the neg Ia t InrcT-latt,ai f'1nr JU 1 tI d lfu rt Ii Ly. 'The ,tive '2,11tt 
duction of Ir-atltri[il o!'d infant iorhiidit 1 and morti ity rat'-s to 
acc ptalble 1vel iI a Y' l';i ab {l,t can1 0oly ach i,'ved:1ii be 
throughI a com r.. < and illt(,Jratt~d lhaltit program, of .hIlici 
famil i p1aln in g is allt ,.t ial collipoli t. L"m l1 i",]nin 
should, ill thlis 1wnIA:.;t,in. as;I t a afkaj of s,I n i rv
iceCs deSei gmt:d toto teihigh tll ,! ilunlal iLvs caused by 
the triad of infuctiou!; di uos , malnutrition, and high fer
tility and hot ju:;t as I. of limit ig Li rtils. 

Family Planning Health Benefits: 
Some Comments in Closing 

By far the most compelling reason and tie most important justi
fication for family planning is its positive influence on mater
nal, child, and family heaith and welfare. Health in this con
text encompasses the physical, mental, and social well-being of
 
the individual and not just the absence of disease.
 

Ccm't~ai a I 7; i l itti o If2 Il 1 t:. jr, d, f il it('I ' kn:i'. to 
h a v, ,Ill il]Jf , ):1 tL1,' hit lit }i , H . - If- '..' l, l {h llji , "'111 , irk,; d 

: J(pchi I( -t.n !1i ,l - alitr , iarit'y,Ilh ] , of init,rva ls, and 

famil cill, . i lhi lioii , th . xist, 1(i ()i foti"it i1,-dicat coll
di tiol!;, [or , c!X-1;', I , le it s5i' Oll, ih al di 5, nutniti-uni] 
almia, iii ;i !, c li, , imjy all infIlu,.nc, tbh> risks of 

I.'IlgalC' a'd1cl li t Fa iil'I , lanli n } ri vid.,c a woman 
..it ti m an; to infa_,.ince dirtC:tly iwr o.1 ii ,aith statu; by 
co; I'tro I I ir; o mrau) fiil hr,.rtiity. Through family planning, 
a . i ,liI,, to c(ii t-l tin, numbr and timing of her pregnan
cl, s ill t il" iltt rt-st of natr av.n iioatui as ,.c;otl as that of her 
family. Tiiis ai. Lit-,,, to influnct- th hiealth impact of her for
tiiit i:, orf [ ,.at i -tiic since the mo_)ther's health 
;tatus di ,ct! amid clos f ly influonces that of the rest of. the 

famiii . 

TIh necd for ua, 1 :; to r-,imu ath ir fertility in the interest 
of the we.lfIare and uphbringing of their children was clcarly ex
pressed by tMwalimu Julius !tyor(are , the -resident of 'Tanzania, iii 
a speech introducing the second five-year national develop ment 
plan in 1969. "Giviiig hirth," the president s;aid: 

is something :i wiich miankind and animals (equal.are 
,
But rearing t "=oug, and esi ecia l', educi ting them 

for many .,harc;, ils "iiicii i.;tiinja unique (lift 
aid r:cj n l i i ty of i,,n. It i.s for this reason that 
it. is iiiuort~int for humal i hoi gs to put -ovlphasis on 
caring for :Iiilidrei and thi: ahility to Look after them 

http:infIlu,.nc
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properly rather than thinking only about the number of 
children and the ability to give birth. For it often 
happens that men's ability to give birth is greater
than their ability to bring uLp the ciidren in a 
propor manner. (Nyer, re, 1)74:18) 

Nyerere rcite rat d hi; interest in ,oj illation and child spacing
when oelhing a two-d8ay 2enril Council Conference of the Tan
zania Parent.,' Organiz. tion (Wazazt) , held in Zanzibar, August
27-28, 1 Tht. prc.>i, nt ioted that child slacing ;s "the 
iLeSt method of -esurill t; haIlti of both tht, mother and her 
chiIid, i nul I chi Id i rt 'ir-i houmnd to iiepai r [the nlother's 
health." He oh'>cv idthat:
 

the challn'eb It ,ii 1 fl i I] Il till requtl .Sitt chi Id
 
care to a ,oint iIl-tl 
 I; ,I d 11el 1ed 
to sta 1ld ol I '; owl,; L; 

1 1e )',l h) (.-uil 
en 1l iiot thikl of
 

rio roc ucing without rl''iictlii; i ili on :.oiaeimty tn
 

care for tl llew lriva 1. 

w.ailimu addeJ, "Althougjh all ,-(2r(. of the problem, 'we ap
aremit' efoel achaimcid of discunj it.." lie concluded: .'It
 
is ilortant 
 to note that ol; i}lnot hor:n i,,i a hoe in his 
hlands. r f the, hardworkiing Tai'.ill ',romean depended on the hoe 
to ed ilore.l, and tiic famil y--including time child--then it 

ia- t time tilw eoi it:ddrcss thewmselves seriously toniql 

ch Ild s! acinml. m(.- I82 :1)m 

B,,' Irotectinnj .umf -grtm unmUn ted prf'gnaincies, family planning
;'remotes th,-i- iiyaic i ,alti, enhances their sense of social 
and I,, oo, wel]-..ig, and enables tein to make eveni ii 
greater contributions towards tie welfare of their families and 
comnunities. 
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The Health Rationale
 
for Family Planning
 

in North Africa
 
with Special Reference
 

to Egypt
 

Ahmed Fuaad EI-Sherbini, M.D., M.P.H. 

North Africa .i.; cilc :ar t j ;,,..I ,; thos: A dtm -s mkiu
 
countri norti if tii Cri at 
 Sdicir~I..:}olc Iidjoi C':i liclm i.; 
TSlIami. 'Tihe oci c t o(jic] fciit -t ! of Lth: ,ll rIio h11 vc
a grc t ililI(:L (m th, 2ilViorl, of !Jitli At ric,m is d d tinijuishi 
tLi.o ccu mLm ,!:i 1-r ill cmii/ u At- i lli 1 tici(;) ;. II lLl[i coLi in
c. dd ill North r :nji r dc w, A.ri , ii 1i ,'a,
 
Egyptt, dlid :-dlin.i tani,, T j lcut i, ind lo 
 l J ii dv(i thu
 
.i-tini culttr lII l nlinILcr -- 1 1 
 o1 11gilltiLd Alud 01 ,.nia 

- cl I .I , cU .u I I I'I/ on. ; i dtrcd irL of NortIi Africa al tioughi 
thuv dr: liot i Crt,if tht Slial'. 

All North f ic iliric.::mt rt..' cc< ucldcr so dc'g:'cc_ of Luroj~eanl 

C'dJIIm.£tl)ni dUtilid tLc f-i rf;t hlIf of thic p'n.i2It cuntury and 
cci ,.v.d 1 } ,hilC. L't',1.'i'li ].)20 and 1 1T). 'lhe occuplj/inj

i(:cirC. Ic k i .Crita, ri.',chi, l td indcc, liii Sjdi.. l ,;. AccordLi:,r
1i(3 to tald ,l (l timi) d .rad-n i l ;), ai Spnolih.iAo rd

procus hiad a lijdtiVc t-f',,,ct o l i i 1'/ .l: 11i ,j practi'-c;.
Nevcrthcl,ii-i;, ti~i. n,;ion of Atiric, .L t ,i , of t wi 
continent inani/ d,_lmo raphic i d i' , tlth ti .turi.c; 'ii icclid,, 
rapid popiu lation (1ro:Li, t ,irl , It drl 1i,,g iLih ftntili -i',

g h 
h-4 infant and cild 11 mortlit,, and ii 1 rn< diL lifu ex,,ct
01lC.'. 

The Effect of Fertility on Health 

In North Africa, tiirc is an incr(asing concern about the health 
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r. l'.I:r tll;II l :iiiit I l] d,(1lItid, tI,) o r u:.: , .-; V, i 

TiI d illOt(]1 1, '1 i r (] tI I III lo II i]i - i] ILII,J IPh Li dhII ', Ci ltiIl
 
1I1 IIettd C ll tlI I I' - ii i ; i ,iili rL'tri(:klil l'1y I ': ], t
 
Mol',cco, ,Il(d 'I'II I 1't ), ''Ut , 1,.tIttI lCti(li,11 f i ' I i 


;It' ut. 	 ul o fi-v I i ty 

ll -
I 11 3 I ; tih1 :' ::(,I" I! I 11'ill I i i 'I ,ll!;. IL I:; ,I-tI1(21-

ISr '.- IiaiLc,: .I!t , t:( I -,'II ji' Itt lti ! f ijcld o-'Ofl:; -'l t i Vr-t I_'ujI. 
Til lr,, , (1I i tilt, 'W ltl tloll!; i'Cioi.il'iA l , 


iv - t JIIt,,' I , ,iI- . c ilI II t' ,I tLi :orIf I A oIi ca
 

o it .1 	 ui:;!t t 11 

rIjSit ir -: I t' rl I - x ( I;,. i ,- a iIi 1 ,'C t - I ' itL
 
oif l - l hl ti, r t i i, ; I L r,l ' iti I t il ,1- , t ,. f Iail l itL, -. I d
 

aIi; rtI.- ,)1l ""', i,!,I ut( olt lh , . I: I I I ,.II ', l I L Ilfi sco.o
(- f- -;. c' ( viorth 
1:( , ill f'Cl :; vi'c }1(1tbilh lI bcauseI l lol k ti t thw a tl ,I ' of- L owi

iJloI I ,, , Il'lnI ,f F t c. ofof* Iarq( fFn]i,.; 1, Il, t! I II , I ItAhI 
I i I i 1:-Li Ii tyi on11 ;()(2i. : i ,aI Iho1,-.. 

I)( )C; Il, lll lI :, It I(oil I a ,;'.'( ( I il o rt h A Iir ( -,hI ;t u o f t '-; V I-y i Il

o 	 tIiI t- . It.,1 -, -I i I, t:., I ' ili oL d it' a I t-it t.s not all 
: I , I!>; k, l, I it 1~ {:m : 1%:,,1 J :[ -1 " , Lv lic< is soughjiti:' Lt CJv(d 

rom' ' r, It.1 , t::, <:(, it ! i, !; !.I, I r.', i 1 I is fortuatc, 
i; ,' II- IIw t:-, '-)iFi:; &j tg lastr ow cad or so, 

1 . i, i , ,Ivd t [i; I, i t- 1i t 1:it L iii ttt i 11 ifjoiii. . K 

I' 1 'u' til I, ii 1 jiitL Lill r'''i ion to O; ',l ' uard 

dl!!:[(]lI~{).;r L f :i ; , lrv v:,lii at l ,1o ',rc 'Iii r'tu.' CrUiti -;r. '"ic 

'1, i tItiii I.- ~ th 1.Is(vll I-; r;cu ;; it' Cats. lll,!tInnt. ilC sIry tslltc i ,Isil ixI lut .'A uL fL-1'';d (A, 117'Iji tnoIa t
Effects of Excessive Pregnancieson tihe Health] of ttle Moth~er 

I i c II ti 'wi' • it1 : ' 71)~A rl:s 'l I t' .tL io eroutn;, i I ilt 
a L ii,; . I,. it , ':', t-., 1W. r i dl,l ting he1r own biological;kl fL o li1t-'t;. It;.'!II'iii I I,. i II ! Lilir,:;,':r:,: t. :: '',] t~h, o,: 	 Ti mef{r , : of ] n fetus inl utero. Ot.; o 

n:II'- i tc, I-, ill 1(! t:i,'-;,: s u - I ,!t<r d 2]jV(21rY; sore2 haveJ 

; ii;: i, _tt:;ji ' iLk L( tv,.',o r r-,Iigji oil[:lif;t ii:slaillic 
a I d -!,, II -,Lir, - ; ,d i,, rT. 1 t , tL i l- ac'.t i C:: o f hI 5;}lac ill';I ,; 

,!' i f,, ( 1 r ' 1 ,71 ar,. :;,I t. fi-oi ll) Io iii iIrlul I inor: til It 

l.U t1lti. ll t ; 'i i , lI ". fut I I ita II Li ]t.C17 ,:i.l't, so diir 
i, ',1 

: Li;!,: ., : ,.: . t, , ! t r i :, t l- lII (2I i o ll ; :;u(:: a.s- p ro 
,.e ,<: J u ruj.t:ur(!

:I (i:- ,'; '.'*I,,)o I _ 1 ,id, {li ! ,ri od fo r r(,(:owtry prL.

,.c]dmp ia,:;., , : c,',Ld d]:orL.I: , ,rin,: real, 

Presentation, and hemorrhage (Omran, 1974). 

T l: Ili i .. ",r rd11 i :, ;dll..'I,':; ,11.;rI ii l t ll Iit, t lV,' 11.jact oil] InalteQI- a .[ 

i,,: tltil,~~~~.:; ',!< a < r , :i;h-,;,.,U icjl,S (11rad 111-1tiiparas ) 
}l: V ,< !1 fCuulld to il V,: ',' I- 1,:Ii i, L l or ( g-: , Ili75). 

Fatha]_la alhd K"Ima] U ! ,,) ;tudikd tLil, l- ,.v l.lC. of allf.Alllia in 
!:g;/,tian ., l im_ld folu:1d tLi,at I.t; parity i c-a ,d, so did 
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anemia (Table 4.1).
 

Table 4.1. Hemoglobin Levels by Parity 
in 300 Pregnant Women
 
at Term--Egypt
 

Parity (excluding present pregnancy)
 

0 I 
 2 3 
 4+
 

% of total 
 20.5 14.5 
 19.0 31.0 
 15.0
 

Average gm/l00 ml. 12.4 
 1!.9 12.1 10.2 8.5
 

Source: FathalIa and Kamal 
(1964)
 

'Tihu- effects on the mother o1 frequent prognanciE: ire not limited to physical changes, but also include emoti, ia[ changesthat may occur during pregnancy. S. Eid (1977) iound that pregnant women in Alexandria, Egypt, who had larg, - milies had scores on scales of obsession, depressioi,, anxi,.tj, 
high 

and phobia. 

Effects of Excessive Fertility
 
on the Health of the Father
 

The effect of frequent pregnancies and large families is not
limited tu the mother; the 
 father is also affected. S. Fid
(1977) found that Alcxardrian fathers with three 
or more children scored higher on scal of psychosomatic reaction, phobia,

obsessions, and anxiety than fathers 
with fewer than three children. In addition, fathers married fewer than six years scored
high r on m, asures of I-sychosomauic reactions 
 and anxiety thanthose married more than six years. The physical he-alth of the
father is not spared, either. In a non-African study, Chien and
Cobb (]gul) 
 found a positive relationship be tween the frequencyof peptic ulcer and the number of children among a proul. of employed men. Peptic ulcer, however, has psychosomatic factors

in its etiology, 
 ,hich offers some support to Eid's findings. 

The Psychological Effect of 
Excessive Fertility on the Family 

Studies suggest that the inc.-ea;ed emotional problems of _owingfamilies may not :.ave time to -, bside if pregnancies closely
follow one another. Therefore, repeated pregnancies at shortintervals may result in a conFstant high level of neurotic symptoms which could strain family ties and family relations. S.Eid (1977) found that the relationship between spouses who n.resmall families is often better than between spouses witn larger
families. This was true Yoth belore and dim-ing pregnancy. 

http:anxi,.tj
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Effects of Excessive Fertility 
on the Outcome of the Pregnancy 

Pregnancy outcome is related to the length of the preceding
 
pregnancy interval. Pregnancy wastage is greatest for the
 
shortest intervals and lowest tor intervals of intermediate
 
length. As part of a WHO International Collaborative Study,
 
El-Sherbini et al. (1981) have shown that the risk of poor 
pregnancy outcome among Egyptian women is highest when the in
terval is under two years (Figure 4.1 and Table 4.2). 

Figure 4.1. 	 Type of Pregnancy Wastage by Duration of Preceding
 
Pregnancy Interval--Assuit, Egypt, 1972-76
 

40 

Stillbirth 

Abortion 

30 

>, 20 
20 

c 

C 

10
 

0 

<2 2-3 3-4 4-5 5-.6 > 

Preceding Pregnancy Interval 
years 

Source: Adapted from EI-Sherbini et al. (1981), p. 163 

Maternal age plays an important part in dtermining prcnancy 
outcome as Gouda (1975) shows in Alexandria (Table 4.3). The
 



78
 

Table 4.2. Percentage of Pregnancy Wastage by Duration of
 
Preceding Interval--Egypt
 

Preceding

Pregnancy 
 TotoI Total Pregnancies

Interval Stillbirth Abortion Wastage than IstOther 


< 2 years 3.2 
 26.6 29.8 
 1054
2-3 years 2.4 
 11.9 14.3

3-4 years 1.4 6.2 

6210
 
7.6 7176li-5 years 1.3 3.9 5.2 


5-6 years 0.8 
2742
 

3.4 4.2 
 952
6+ 0.7 6.3 7.0 396 

Source: EI-Sherbini et a). (1981)
 

Table 4.3. 
 Progress of Pregnancy and Delivery by Mother's Age--

Alexandria, Egypt
 

Mother's Age

Progress of
 
Pregnancy 
 20-2!. 
 25-29 
 30-35

& Delivery No. ' / No. / TotalNo. 

Hypertens ion
 
during 
pregnancy
 

No 185 93.9 103 80.5 23 76.7 311
 
12 6.1
Yes 25 !9.5 7 23.3 44
 

Total 
 197 100.0 
 128 100.0 30 100.0 355
 

Delivery
 

Spontaneous 
 359 93.5 
 140 87.5 24 66.7 523
Complicated 
 25 6.5 20 12.5 12 33.3 57
 
Total 
 384 1O0.0 160 !00.0 36 100.0 580 

Abort ion
 

No 
 352 91.7 139 86.9 29 80.6 520
Yes 8.3 21 13.1 7 19.4
32 
 60
 
Total 
 384 lO0.0 160 
 100.0 36 100.0 580
 

Source: Gouda (1975)
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1rct0-,;ortioll of loolicti '.[Li ii\'ptrttis iol durin; 'r,'paticy incir",ast:d 
from 0 .I c( n L it acpa; 2I 1. - , ' , - (:F'It aLa :-; 2j to24 , 
2 , u i , 23. 3 ; rcnL a t a , 3 ., t: . ( i Gr-Ln;Lloi of 

!;II i I l Ft ll c-( lt1 (1'.1 ii rh i'itd rl l also 

acpq and ' ocdrt , jan'ci', I-; c l I tIc'h t d st-s',ona; i111tii;y 
!.:j',7;.t (1;-.'5icritfii, , ai. 1 a] . "lir -, t aniv wastage 
inlct--aan;'td as jr," . ' rilt I ilcr, i I. t'." rlral. ald Urban 

Table 4. 4. 	 Perceni tage if Pregnaicy Wa',taqe by 
Pregnancy Order and Residence--Egypt 

Pregnanc' Wastage
P regnancy 
Order Rura I Urban Indus t r ial 

I 	 7.4 7.9 5.8 
2 	 6.7 8.7 5.7 
3 	 8.1 9.5 4.8 
4 	 7.9 9.6 7.4 
5 	 7.1 0. 14 6.2 
6 	 10.5 12.5 1 1.4 
7 	 10.8 10. 7 12.6 
8 	 10.9 13.6 9.3 
9 	 18.3 10.4 8.2 

I0+ 	 16.5 17.7 15. 4 

Source: EI-Sheraini et al. (1981) 

Effects of Excessive Fertility 
on Children's Health in the Family 

As earle/ as 1 I , Last ian found a rclationshil) between prematu
rity and sIaort rt erpr ,'nancy intrvalis. El-Sierbini and 
Attal ah (]'t',)) '0 scrii tile relationship between birth wiqht 
at)(] tile ", riod th,it elapsed between the previous and pr(-sent 
Irenany' .	 the intirva ,.,as less tian 12 InotiLhs, mealt 

s tire, 'lebirth w..iiw than . Tlograms lIghUest mean 
bictir wtl gut 'l' found '.,itil -', ilnt .rval of .21 t) 3 ) montils 
(Tabie1n;i L5. arit r resu.t I '..' I o Fi1-G tid' (1',74). 
The n1t gativ i.' L 'H II, i l.*..r rt , 1in1 ' ii I(val u d cn

t-il :iliLd adulth A;a (1J77) this 
findinjq. H,- studi-.i ti .1' i(-i-;.I fI t ., cf ih,.,icaL ducation 
female, atu itO ill AH,,xatdria i f ound Liat tin, I or at in
tervals of twu t tir,,,ia '',itr from tiwir sitlings fared better 

, 

tinu i; 	 a it' t ocd. , upl ort;: 

than ti;-: i)ri at v.r siort or r ]ong riads. The poorest 
resu] ts re associated .iti inte(rvals of on,-' year or less 
(Tabl' 4.(:) . 
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Table 4.5. 	 Relationship between Birth
 
Interval and Birth Weight--

Egypt
 

Interpregnancy 
 Mean Birth
 
Period 
 Weight (kg)
 

< 12 months 
 2.920
 
12-17 months 
 3.350
 
18-23 months 
 3.060
 
24-29 months 
 3.540
 
30-35 months 
 3.360
 
36+ 
 3.440
 

Source: EI-Sherbini and Attallah (1960)
 
Table 4.6. Physical 
Fitness in Relation to Interpregnancy
 

Interval--Egypt
 

Physical Fitness Rating 

Interpregnancy 
Interval 

Very 
Low Low Average 

Above 
Average High Total 

I year N 10 76 701 30 4 227 
% 4.4 33.5 47.1 13.2 1.8 100 

2-3 years N 9 150 231 87 25 502 

4+ years 

% 

N 

1.8 

3 

29.9 

38 

46.0 

48 

17.3 

16 

5.0 

1 

100 

IO6 
% 2.8 35.8 45.3 15.1 1.0 100 

Total N 22 264 386 133 30 835 
% 2.6 31.6 46.2 15.9 3.6 99.9 

Source: Based on data from Azab (19771 

Studies in many countries have shown that neonatal, infant, and

child mortality rates were highest in 
 he group with the short
est birth interval (Omran, 1974). 
 The Inte-national Planned

Parenthood Federation 
(1970) showed that chances of survival

increase during the postneonatai period and early childhood as
 
the birth interval increases.
 

The arrival 	of a new child in the family has an influence on the
preceding siblings. An example of this is the effect on a nursing child when a new baby is born. 
Grant (1964) has shown that

the addition of a new child to the family may have a negative

effect on the physical growth and development of older siblings.
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The effect of large family size is not limited to the physical 
aspects but includes the intellectual development of the child. 
Zaghloul and Eid (19/9) have shown that the larger the family, 
the lower the I.Q. score among primary school children (Table
4.7). This result may also be related to tl-- effect of the 
mother's age on the intrauterine environmei.t in which the fetus 
develops. The agxng of the mother may have led to change s in 
the uterus that could influence subsequent intellectual develop
ment of the child. 

Table 4.7. 
 The Relation between I.Q. and Family Size--Beida 
Deyers School, Egypt 

Family No. of 
 Standard
 
Size Children Mean I.Q. 
 Deviation
 

3-5 
 82 103.5 ± 16.7
 
6-7 
 4 1 101.3 + 16.2
 
8 330 
 l00.4 ± 17.2
 
9+ 
 467 100.0 + 15.6 

Source: Zaghloul and Eid (1979)
 

In a recent study of I.Q. in the Assiut area of Ecypt, Guinena
 
et al. (1982) examined 1,092 primary school children using the
 
Pictorial Intelligence Test of A Z. Saleh, a groue tst de
signed to suit the Egyptian culture. When m(e-asured against the 
Stanford-Binet Intelligence Test, the reliability cocfficient
 
of Saleh's test was 0.832 or 82 percent. On tne avrage,, urban
 
children had significantly 
higher scoret s than rural children.
 
For each group, and for the total samplle, tie mean I.Q. score
 
(standardized according 
 to the test tables) declined progres
sively with increasing sibship] size. In the urban sample
 
(N = 640), the mean score declined from 105.1 for only children 
to 94.8 for sibships of 6+ (p < .01) . The correspond-ing I.Q. 
scores for the rural areas were 100.7 and 91.4, res ec ively
(p < .31) . Likewise, the I.Q. scores declined consistently with 
birth order. In relation to maternal age, the I.Q. scores were 
very low for children born to teenage mothers; they rose for 
maternal ages between 20-34 only to fall again for children born 
to older mothers (Figure 4.2).
 

Effects of Family Size 
on Parental Responsibility 

The parents have the responsibility of maintaining the family 
as a socio-biological unit of 
the human society. In the Islamic 
culture, the mother is the stabilizing factor of the family; she
 
is responsible for its intrinsic activities and functions. Her 
role includes helping family members handle external stress. 
The father acts as a channel of communication between society 
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and the family. ihe also ), .U till ill),Wt) ilt jo. It J(0L()t ctjl_
the fami ly as t .iI. Iqaill t . lvi rollm.tal ;tF.,esorl. The 
a-ustnc, L- I aIiIt II(--h wh I oi tqI I , I I t (,Ihll( I liII y X

1Lu d i l t , ;( ) ;,I'f (fI ,ir on0 1 ~jj (;, 1 y, 

Stra tt:d 1" ; . 1Kid ( 1. 1-,"7) '11d dii ;.: _11-1,<it, r thi!.; a {! ill c ~ 

Figure 4.2. 
 Mean I.Q. Scores 
of Urban and Rural School Children
 
by Parity, Birth Order, 
and Maternal Age--Assiut,
 
Egypt, 1980-81
 

105 
Urban 


Uba
 

Urban Uran Urban 

]100 

LII 

,' 9 5 

Rural ', Rural Ruril 

90 

1 2 3 4 5 6- 1 2 3 4 5 6#* 
, % % , 

, 
ParIty Birtn Order Matemal Age 

Source: 
 Adapted from Guinena et a]. (1982)
 

Gener,1 ly, the ] agIr tI(, family, the old.r tift parents. This 
creates all ad]d Lold f-r tilu fatmi ly becau;l: as parents age they
may be (Irpti1 andnds 11.ss abl1 to to]l1rate stress. Wray
(i1)71) quot st11<, .11(o.2ilg a positive association between 
rIi. umatotl. aLthriti; and pi),arcoits of a large famil.y, an]
that 1otil 1; i'/!IU ca ILd I th-nta hl alt jproi].ems are common alUiviI 
paren t; of Larg. fani ] 1 : . In the Sudan, lialim (1979) foun!
 
i(ncid,nce 
 oi) i almLt .; ((n(2( aged 3u to 60 and women aged 30
 
to 41, itcr<.l 21 
 i lt sIi zy3e. 

Effects of Crowding on Children 

A larq., nmItll (,r of- (21i. t.(i in I family may cause overcrowding in 
the ious,o2(i a ; m,,asurtidIhy a crowding index (ithe number of 
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1-ersons pler room of thie hiouse) . Threa; StUd i(1:0 hVe. foonld a 
relationsh ip be twuen cl7owdjntJ and ch ildhood i Ha-n.Was fy
 
(1976) showodl that thc jprevao I oiL of 11(.Illi a amTIonI'; IIJypt ianl
 

school chi] irt-n ii crea:;od a!; to', er''d113iU c;, .
 

S ii la rI',, a ly ( 1 7'T) hI'' il L _11on(3 .- 36 a ; ti in:m t! (7 c ic I
 

chi 1dr, it dill Lit- iliii)oIit, 'mi(e from 2cI.(1 a ;'
 
I,; I-i2 IT7, -c1iH2 '1i
lhi Ul;, Uil ( .) or ao ; o2af t s1 

C12;''Il2;222' Lil.' i 2 'c
1 

2,2~ lit-,'" ofI 'cl' >j;pl li1211 tI ilt ilb-; n.Jd 

ill 12(2 . 10 l'.02 illi ti;uv 1',' ;d~~ Ity 11 illim) 2)) 011) ' 2 i catm (lt Caus2itliq 

I M' r> II i t( 1i, itilt-ll L ,, n V - 1( I ~ i ,11: Il clIfi i 

(7(2122 uf !17201 In t; 1; LI oft2122 tItion. 2! illll l" r' i I2I1) 

-c IM(*i r H. 1 I) 1' :1 )1 C I fit I I t L t! ; I F Ml i I F 

f 21 I I m L' t i i i. l1' liti( !i! 22 i t :i i 1 ri .t- I o217.120 IC( 

)1)t ' , 2 1,-t L" I-22 ;I 'tilt2; 1 ( 01 1 2i, lt-, Lilit' I of222i I
 

d 2 2>iI h-; ;l 212 '' In' i 1'iI 1 1it 2> 22 a I i( it 221<1 

Ili ;m ; l O t ''. .' i; lri Ilo 22' n, t 1; i '1 ()f;l Ii .2 ; c-111 l I l',.>'.Ir
 

Ufi I t ~;I . I I ';2c 2212nL.i1iv i 1 ir it OH tilid I n i.
o : it, t_- , 222027-

Ti"f'ft l 1702of ':)i (20) 111 1 "22 2lo271111 - i 1-d LO t~w f am 

'HI, n-)121ato,'' Lo i ; l2-2,tIo'. () 2.2lci lo t ol chi)rtaiity. 

ti; it1 22:I I i;7onl IIlI~o ,l Ira! i t ior:d rf;,asu 

11(fof'111 1 1 2 12 I :2i,1I . .1 Ie'j21 Il It 22251i222 10' 1 , ('t 11 (7. 
arlt I (1r d I2 .1 of: I ~Ill i122 I I tuill a r, 220> 222(111tl. e '' 2 l 1 . f: 

'Ire,2 tik 1 21 IIU)' 1 ll1221'X2, f 112221 (in, L'/ nIli ''1 i221 

CII l~ r , (2 I221l t(I f f f ,11 It.: il I fiou-1. 

1112< 'l c2(I.1 (I2, 222-1) 211,2 (I' 2h'! 2 if; [1cI'll it4 -I. 2 1l 1' 1rI1 2l 

ill f7 1(21 Ll~ o and ~li iv7ii Id lt of- I 'o7122,122(I2 ;1,2 f1o I '1)2 I 1J2q .,I-; i 

f i ILIt .',C1! t 2(11 ' [l'' i 111 (2- o (,(11 i; I til I- 'li i q _- t-hlljla 

[10 'Ii' m f,- 12 k y t I, -2131I.2 (I I2o;21.1 1 L( n lywi, if thi I lo, d 

221,1 LI: ill . 012 t-"201227-t1>10S 220! 'f2 M r 1' ill' !)01 1)1211 I. 217I- i I tIlj 

tis ot lIm 171:1 t1111 )Auti''2of'I foll 122>201I-or c ilLr,11'It22, 

i 1 Fl't i u ; a I2I2d )11r, I ; LitC: dIi f;,21 )0722Cc nf 1', '1I21/1(2o27, a72nId 

(;017d012, 116H) 

'Thet stres;nf 13 aus~t by' ovO rrcowdint) ifliy IlIlVLt an1 effect o11 tihe 
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mental healt.i of the members of a society which can contribute 
to an increase in crime, accidents, and drug abuse. high fer
tility leads to a hih proiortion of thle i>ojulation JInder age
15, high levels of ruT'roduct ive act ivji e! among mothI rs , and 
high tension levels undLr which fathers Mu';t fnct ion. Such a
situation increase, h. .,i service foed. A.:r s~oirs of the 
societ'. If avai lani lit' of medical Care i> un suffi:,t more
health Iwrobi will dovlo.. The quality and -juantit'. of
 
medical carn--i Ii , there for' , be 
 poor and '.I ] iihrow Lib }hurden 
on curative. ontd rtJhalilitativ care. TI si t.- of care is ex
pe1nsive ad lid.; a neodative i mIact on tlh(e iu'itli sa tus of the 

Childrun aie moat likely Lo suff,_r from a low 	 level of health in
tn'2 	 socity. The younger ti- children, the more susceptible

they are to morbidity and mortality whci leads to 
high rates
 
of infant and (.arly childhood mortality. Wyon and Gordon 
 (1971)
have sihiwn tha t hi ';h rates of chi Ld loss are paired with high
 
birth rates.
 

Intervention for Fertility Regulation 

The 	 philosophy behind any int,.rvfention for fertility regulation
is to induce a qualitative imp rovement in the human health levi-]
through quantitat:, v- chane. Tlh. oi, e(ctivie is to control ff-r
tiiitv in order to prevent the physic-al, mental, and social
 
healtih COstuser ct's r -vie-.w't.d -ert
 

The Strategy for Fertility Regulation 

Methods of ferti..ity regiluiton should have tht 	 following goals: 

1. 	 To enabl(I the mother to maintain optimal reproductiv, fit
ness biological 1y., mentally, and socially. 

2. 	 To enable pare2nts, to p rnvid< a stable environment and pre-jer 
care for t-i r gro-ing and drve1o0 i ng chi ldren. '1his uoal 
canl be achieve:d by eclucati nj both parenc'; about their role 
and -roviding tin an opportunity to dove lo and practic, 
their skilsi us parents. 

3. 	 To mak( im,':dical ,-ar, far the ci dren and arerIts highly
accessib].t:, b-,ra- gJivlnj them L p portuLnity to prevent
health roblecms and to r._-Julateo theii physiological, psycho
logical, and soc i logical h,_altI functions. Outreach proj
ects call bring health and Imedi cal servico.s to the home 
rather than aiLing for the 	 needy to seek out such services. 
This-; in l lx- important in tb1i, area of 1'roneition. 

4. 	 To control thos -ctors that lead to high childhood 
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mortality, especially in infancy and early childhood. 

5. 	 To develop a social. securtty ileC!ianisim that will g ivu the
 
family confidence 
 in tlir society and environmunt. State 
and CoimUlln it'' ma sure s canl [ncrl'aso f,imi ly tal i jty , funlc
tionin ;, and iitaIlth thirough ft.rt i tt 1::,;ilaft on. 

F'ertili ty tijnlatiol I a rit Inu!-;tr I; a:ctoral 1 '.. I.'( ltt JCatt d 
in) the ov, ral I } 1i ,1 l 171 ili h.1 ,lti. F, YLi l ,L ig,i ul is11 tion 
a ohelaviral Ift ,not y : ut contrace ,. I- ;i di'", i ttr ng 

tiVe_ tUoo * l o On-i-
 ir t; u--; i -i i at, in iracticiie, fertil
ity r{ lai, ,n. P'i, ; ln i,:i to (.cdnation of - ouses
 
and a;i, ic i ml i;J; .1, IL 1 -;,i..2 11 as to 
 m an to
 
re.gular.: to itr Fli I I 
 'u-; rvic should t mnld, available 

cUtL ,.l !I IinI' a lrAt ' :', t-1La 'a'- to Cr ij .ct.1i1s 

The 	 most ef.:ctilv ethod of f Qrti l: ty ,gul ti0n is ti' fami ly
oriCnteId intt.jrat, (i Ia t care syt,.. sicich inc nd-; rovidincg 
con itrace ti. gjuidanct arid me thuds. Ii add i tion, .;u port i ve 
pi;ysicli and mlita I heahi care i s ussentLial for ie '.hol,. fami
1''. 'li:e s( aorvic(s shou]i he delivered primal-ily at Ihnte'. Oth
or morc p;oihisticated services must be made available in health 
clinic.z and hospitals, and must be in op eration for a nmlo r of
 
consecutive generat-ions until 
 they become a fixed cultural norm. 

Summary 

'liiis diacussion has demonstrated the health ri.sks associated 
with exc(essive fertility in regard to r family as a unit,. cach 
famiy1 member, and society as a whole. ,se health risks in
clude 'a' 'nancy complications, anenia, an psychological effects 
in moti rs; p.nychosonatic reactions and poor physical health in 
fathers; Ior )pregnancy outcOme; and poor health and development 
of children. Such health ;azards can lu p reventeed by prolper 
p lanning of family sitze and F:rugnancy interval and iy choosincg 
the time in a woman's r:-prodactive s an where risks are minimal, 
namely be tween the ages of 20 and 34. 
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Fertility Regulation,
 
and Health in Africa:


The View of 
an African Gynecologist 

Olusola A. Ojo, M.D., M.R.C.O.G. 
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throughout the years from puberty to menopause (Caldwell and 
Caldwell, 1976a). Added to this is the rising cost of living
 
resulting from inflation and rapid urban:ization (Castle and 
Sapire, 1'.76) , inciudinq the cost of educating cihi dren (Ware, 
1976). All these factors have provided thc, impetus for the 
need to reguolate fertility. 

My inittontion is to revi-' w Oxistlng p ractice:s of family formation 

in Africa, identify the Jlrohl c-; involved withi them, and develop 
strategi>: for solving those problems. 

Health Risks of Unplanned Fertility 

The mortalitry risk for a mother and hir first baby is usually 
high. Thereafter, mortality decreases with subsequent births 
until the fourth hirth wh, n it rises steadily with hiigher parity 
(Oinraln, 1971). :orhi ditv and mortality increase fi vefold after 
the fifth .eglnaricy (l'ichtr (et. al. , 1975) . It is generally ac

ted that a '.'oman treju ire; an interval of two to three years 
Pet,.,ennirths to rcover ph,'!;log09ically from tlle- effects of 
the_' preivious delivory ('/' rue;h liny, .1945). j'r,mu t hirthis at 
short inteurvals have de-lete.rious effects on ti 2 mother and hear 
infant (Omra , 1.)7,) . 

The African Grand Multipara 

'I'hl(hazards U f g-,eld multiiparit' (lthe stato of having hi-I fivi. 
or inoe,-delIiv a:;) '-11 doculimeited. The fetal wascage illri i 
tie grnnd 1tlltin e ,-i .a five c tie;; ii;ii,:r than in a .womnan havingI 
ho'r :ceod, t.hird, or fouth deliv,-ry ani ahout thre times as 
high ae; iSn A wom i:avi nj h . ir d I vry. 'The shorter the 
Lirth int-rva]!.; th' iigh(r the incidenc, of perinatal, infant, 

(-ii.d (Qnra, .and e'vun eo lit (Omran, l)70) . A oman 'o giv-,s hirth 
to habies It sAhort ilt.rvals is; il-ejltp d to look after her 
newiborn infat. Th, risk of a ,rec ding child dying from 
kwashiorkor and maramur is hiqh he cause of lac k of iectessary 
care and oor nwitrition (Bi-Ichr at ai., J1); Mor y an( Cut

ting, 1974).
 

Another ;-rious (ff,-ct of high par ity on a 'oman of advanc ingl 
age is ti, ic re, sod incicdnce of congenital fetal ahnormiali
ties;. With i.croa;inj parity rind agep, there is a t,.ndency to 
develom, hi'':.reens.ion. ()thier co:litcatiwn in; pregnancy, such 
as anemi a, ,acly acir(-)rtioi (Itkjn trinte ,Us or irsduc', ht. h-'ji-rtf.n
sive vascular dis-a;;,', j t cl.:itjsi, <ciem'si a, rd Irofuse 
alitepartum ienorriat, adversely affct the jr'ro'ln;;is for tile 
mother and ahy alik,: (!'all i z ,'t al., l;71). 

Thu effects cf high pa rity aid short irtlh intefrvals are not 
confined to the motiher and hftr newhorn baby (Radovic, 1966) . If 



88 
the infants from previous cdliveres surviv, there may he over

crowding in the houso, espcial .,,if the fai.ly is in the low 
sociouconomic stratum (A soci t'y. ( yercrod.. din and inadt(huate
nutrition lnrparte thi jround for il he:alth. 'i ' e ' wit-h
 
which communicliii diis 
 ar(,d-moniIm hn , i ig (reat.
Such an imo r,, in a' hon, is hardly n,luciv, to faVorable, 
infant 0r liysical onsful,clliIkivi) m, rov.,'tnis
 
ofte0 t rd Id , iationshi;. iLtteei-
 ii h lrit. in ile
 
mot;: I- d 0m1T, i l1 q
'1:1(l -;l i fg.C(, quotieIt in tilt infant in not 
qui t- !o or. 

I -w ( , p , mit. ii; -ihlintervals (two to thr(e , _ars) and 
low ai lI-' , I r',anonda, good protjnosisi for the mother
 
and i. ilaitllt, en a1' 
 if th( mother is hetwe(en 20 and 30 
a''dr;; I ,-,'. [In 'ildi t i on, it ,e1nhallces tit- CluaI i ty .ifeof of 

th. ;ihl in, m1, forii ae a hal iia r hone. 

,ou !;tuldl (' jo, ladijo , dnd Ad_'.1owo, 1981) , based on late!rnity 
clle milii torill(] Ild a r.'vi-',' of 'asos of ruptu'r. of the ut(rus, 
'.:en1irn d uIjlivorCa 1',' ti,.' in,d for rUeJulati on of fertility 
i. Jil, .,roil-; 'om . Ii 1 77-78 at tilt,Uiiversity Col lege tlos-


Jtal], lifa llan, tii-, I ei if Ire-clantic tox'inia in 'rand
 
mul ti;aran-
 ,.1 ii ' ;, ,iC. till! ilcido,d c( ill ott(.r multiparas:4.1] ;rc'. v(r;l-; .. ', 10' i~i . 'reecc reo s(ntat ionl occurred 

in 7. 3 1 'rcent _1 'iand iitltipatd. ant COi iretd to '4.1) pf(-erit 
it oth .1 onultipar-,s. 

'Il i qh, t ih of' erillata dathatls aIoll]i cases Of brech
 
ros':station dcrn-,I
in t ,: ;raiid iultil aras. Prolonged oh

struct(od I'i!or ,2tirri- lI ] fIrllnt of the jrand Iultiparas
 
dad .' c ,coLtof 00ti-inlt ii arn. Il OUr 
 naLldy of ruptur(, of 
ti, LIL LIi. ar onn nit_Lli -;raind mult fipira faredtii(,rrilalp, 

'.rs than Otisr iultipari,;, and iort iiity fron ruptu- of the 

utertl; and losop artum i,:'nmurrha,, ''as hightr illti (Igrand multi-
I ard ; tuian il thl, r Imillti i ra; . E:xuludiij thi. Jirimiiravidas who 
hay,, vt.ry s-,v, r(, folic 
 cid d( ficr .iic' anlun,Ia tesul ti iig from
 
In11af,-i t i, I raid iii I t i 
 laI I '..5 ior. su.:c,. tiIl' to the devel-

Of iltelit- ' - . I,- i
oI ' VC" lli ;Ii, in',' thll ut;h(r iflnu ltiip aras. It 

j i'..;,i; ;l!;o :-Init;:I I ; that. ,, foll Li,- - hiq.h(est... l i i-

The Health Consequences of Unwanted Pregnancy 

SIi, , -, i - aij u s ' i ic allfy in Coun
-.:, ' ,:, .,,'1 are as scvere for 

t, oIdl,.r ::,I t I. i , I -1- ii, y)u'f adole scont qirl. 
T .I t.'.1 1 1 ,11 1 :,It. ;(1 l to ''ant to t irmi

li[ ,' 1 , . '.,,l l : I l :' d : t ' , Ih
!, ' 2 . ( t)l -i 't h [ t L[ w:y
 

o'')' 1 {lli ','-11 11,I,It, d t toa.I 
r 7 th,-il; h, '11hl (C;hi (,tI!, rtI , , I i' , t I ii - ,,nI,-fu , nt-d , t luIIi l, 

I i,"ui:;ki I I'.In at t_,,inalnt ,nid ii ;'fualid !turrauuIdigujs, tiit,ri:;ks 
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from complications such as uterine perforation, hemorrhage, and 
sepsis are high (Chi et al. , 1977; Lwanga, 1977). The death 
toll from tetanus infection is usually high (Akinla, 1970). If 
the victim of an illegally procured abortion is lucky enough to 
survive, she is likely to be sentenced to a state of permanent 
sterility (Lwanga, 1h77; Ojo, 1966). 

In sununary, the consequences of higi, parity and short birth in
tervals are grave for the mothu-r and her infant, and indeed for 
the entire family and the community at large. The sequelae of
 
illegal abortions are serious in tole grand multipara and cer
tainly more serious in the young adolescent girl 'hose prospects 
of motherhood and furthering h,3r education after abortion may be 
bleak. 

Fertility-Regulating Methods: 

Present Knowledge in Africa 

Traditional Birth Spacing 

Family planning in the form of spacing births is not foreign to 
Africa (Molnos, 1968; Mumford and Coles, 1975; Ware, 1976; 
Williams, 1173). For many years the Yorubas, and other ethnic 
groups in ligeria, as well as the Kikuyus, the Luos, and Gandas 
in Kenya ( Molnos, I ) have had in their eu I ture a huoi t- in systm 
for spacing births. Birth spacing is also prajcticed among the 
Chaga, Giridm, lango, Luqbara, Mis-ore, Meru, and Somalis in 
East Africa (bl.ek, 1l't) . For examplle, in many African cul
tures, intercourse is cohihited during lactation (Molnos , I8G6), 
wihich in African women by tradition uf;ua.1ly lasts two to three 
years (Bleek, 1j76; olnos, 1),6H) . in addition, over the years, 
the Yorubas have duveloped amulets, pssaries, and ,otions de
sag (pd to ,revel; t conce',tion when and if the need aris, s. While 
tiv idea of spacing births is not foreign to Africans, the idea 
of limiini births is foreign to the African culture. 'I '( use 
of modern cootracoptiv methods is even more alien (King, 1-)73; 
Minkl(r, 1')7'!) , although; there has been a change in the attitude 
of some African countries regarding fertility regulation. A 
brief description of the methods used to achieve fe rtility regu
lation and th ,i reliovance-, to the African setting follows. 

Nonappliance Methods of Birth Control 

Abstinence. Ab-tin-rnco- has lhen in use. since the beginning of 
miinkind. It is culturally acceptable in Africa, and indeed 
practiced, for sexual intercourse is often prohibited during 
lactation (Van Ba Ien and Ntalouivura, 1976). Modern African 
women unfortunately do not breast fef,,d the.ir infants for longer 
than six months on the average. Some women, because of their 
need to reumu work, cannot breast feed their infants at all. 



In Nigeria and Kenya, for example, the parturient oman is sent 
to her ,arents-in-law-.'h:herc she stays until the infant is
 
weaned, usually threu wears or 
so after birth. However, this
 
method of hirth control,inviolviing prolungpc abstine.nce, 
 is not 
suitable for till' m1odern Afr-i e, a c 1UlI(. 

Postpart:urs nnc,. to mane' traditional African comilnunit.'es, 
p:ostiarturi all ti1, eneurr, airtqutlt :nee cof Ltl erturii :ever: 

,nt Mlr()hri I r , t il, 
 a,.u tal, ,i- tii t ut-rellla of )11 dek liv(r1


1),2i -t, ( iarl i :! r l othlr ill, 1 
J ,, -. ' I ii 
 f i!3 h(ld that 

if a illiti,,; In d dtvxi -lu, r e r h't f-sd infant 
i a .d, tI,, ". 1,V.i 1 }ai . .'II orkOrand t t n tel' die,
 

of 5tamVaLin , I
,I Pi t l'tival 1)n1 eu-litl ton. , llt''l OUr which 
mlllght c 'suIt ir . i ; o)rlliit'd hltil(I! t h' },1 ellyO .6
 
1erio d of I ,i t t - ' I. i i i 
 ;, t11 1. lfor , - I 1-attiral ,
 
alibeit ,[Tletlollll r 
 I-' uit 1 )], In, tiod of }iirth a -i nj (Mo]lios, 
1P068; Ware, I 

Periodic alst;IWInc. ti, methods; of tl-rieIdi air-it 1n1 IcO, in1
eluding tiln calirnlar and Jr'vrma rhythm, cerYvical mUcuS and
 
scm;lto- thema] ilt thc i;, 
 di> del'-nd nt on accura te_, prediction of 
thre tim(- of ovulatiton Cnd aisolute . ,t ili-c> durill fertile 

eriod;. Periodic absLinence is of doulitful dlfjlicallj]jty to
the majority of African '.oiren because of th i ii.,it di fficul
ties ini identiying the fa)rt i I period ill, > and ilailitaliainiq higil 
mtlotivation. 

Coitus int.urrupturi. (:1tue iii t rruptus has a higi failure rat,
 
and ma ,e unaccejta,1 to many Africans of the prosont genera
tioll. Withdrawa] can Icad to psychological aiid emotional p rob

1liems an requires a iligi d:-jre( of rnotivation. To be (affective,
it requires the complete cooperation of husband and wife. 

Appliance Meclods of Birth Control 

Condoms. C;ondoms have t!ie merit of offering protection against
 
venereal disease, in additicn to their 
efficacy as a birth con
trol method. When used with spermicides, the efficacy of the 
condom is increased, but this increased protection requires 
high motivation on the part of both partners for effective pro
tection. 
 In order for the condom to be widely used in Africa, 
the stigma of its association with prostitution would nave to 
be reduced. 

Barriers. Barrier methods, such as diaphragms, vimules, and 
cervical caps, must he initially fitted by trained medical per
soneul. The nee~d for a nigh degree of sustained motivation 
militates against the contraceptive effectiveness of diaphragms 
and other harrier methods for many African women. 



91 

Intravaginal spermicida] agents. Spermicides have the advantage 
of buing eLas ly ,urdlasud in a .,larrawcy without consuLiltg a 
physician. Gun ralLy, only sol hist'cated African women u!;e 
modtrn intravagin al spermi 1ildes for conLtracel tion. 'Tli. il I it,..r
ate African ':om.ni may unwittinly I]:;,- a orro;iv! intrav'-ltillal 
ptes:-al,' to ,h.t coiltric._'t ~onor to tre aL inrt Il. it'' o: sec
oiidary am ' li)rllwa. :)ftt2ll Lh', IsI;arl( 0 (:a112;! sv('r ill cal 
Valnitis which, i,,li , illaft,'r i !lt"s fil.ro:2is, ;,. condlary 
x.'nat r .si a with itc; 1(Jla 'l12ei 1 . 

;teroids. -;elr iioi il O1t 2,i ; 1 I ncre inLd ' t1vi l i.l1( 
Africa. Ti,': mi. 1w iinterod (rally, aronterally, as sub
fiscial implants, 1itr,221, rinu]y, or i, ravajioial y. 

Oral contracopt-:rv, . i, u. , of oral. 1(tr1 L vtv2 ih Ilaily 

family 1 .allning cioic. 1n 2Ilca ho..; a hiljh rat'' of de2fault
ra (Cro,:ker et at. , t')7] ) ; co pi.ll,:ltly, it- 1 not ea ', to 
'Vaiuat - to, ( ft:':t 1VI 11, .; of- oral -- lntra ' tlvf in .iuch clinic 

po[lulat. ons. It is i '1.'1 .v,'-, wI] I kria,.%,!, ti at oral contracejt ives 
c ffer almost O)i p 12l2' It rI.0 iti01. pre (tiO1 JllalaliLt in2 women 

who attead tile cln1i rtejulari, a:d tak the ir talets r,li
giousl.. Tojh tin I';i 00Mt1l;,

t (1JL 01N oral :olt-raoTl-tv' must 
daily'.; 13 aiih)e taken i,12c1,, t i ,!; 1 t 1 a. io; u! 

A great deal 01 12. c! .2as In dofn i t--,L:f , dvl t of 
oral 'olltirac1 tivI);, a l tO l CauilOcasils ill terh cultures. 
Bh; far t:i:. mr,,.t imiort-at sici. ffcta of oral contraceptiva 
docotliet, d 2t1, Li,) ;. (" tii , cardiova ;cular oyst 'l, including 
t!1COlp elltil~l i!;IlU allb.i ,.'l! Vat-iol o[ i'lood i~ (s 'r . llTe ,ss ll 

iIgativ Atfects of oral iIv..trac l IV !; (Ii tjI, . lrodu(tjv(2 sys-
tr ar r(-,- ; , d am~iorrhI'a, 1Il.rP-througi . ,di ng, and an in

creas,-,d .;usceptipilit to candida -jl i cai-s infectioni. (tior,, 

possiil ffects on tL'.: r,_lrod ci * m ar ill sizeuctiv,,-0y1 incre-ase 
of iIrX,. t 1I' fKi 12 dS and dowtfil 122Carc2no;,ic 1 ffits on the 

titerU:s and c. rvix. * 

InljectabI2e cOntracoptives. Two long-acting, or tihrou-monti. in

jD ctol,- :oiitracqtisvcs. [ot iiidroxprogestrone acetat: 
(DelO-I IVI1221) and lortIlistetrone uathate (le 1 o 1;estagen, 

Noristerat, Port :ot), are, being us.ed in clinics in Africa 
(DaV' aind Po .rtsn, 1173; llornsbVy, I 7) , and in tie Wile Col

laborating 'n.;itnrs for Clinical kue12arch in Iluman Relroducr.ion 

*Edi tor's no te: R~cent epidemitological evidence indi cates that 

oral conitracel)tives significantly reduce ovarian cancer, benign 
1reast tumors, menstrual irregularities, and iron-deficiency 
aliumia. These advantages have to be weighed against tic pos
sihi, riskr found in Caucasian women. Further epidemiologic 
studies are needed to assess these risks in African women. 
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in Africa. The rate of defaulters among clients on in-Jctablecontraceptives is muci, lower than among oral contraceptive cli
enl-. Injectables are independent of coitus and do not requirecontinued motivation. Tihe prolonged amenorrhea that follows injectable contraceptiv therapy after discontinuation of the injections militat,-; against ready acceptance of the me-thod. N, vertheless, the continuation rate in some clinics in East Africais very high for women on Depo-Provera. One major advantage ofnjectables is that they do not inferfere with lactation; on the 
contrary, they may increase the quality and quantity of mother's 
milk.
 

Anemia, abnormal hemoglobin, helminthic infestation, >2 malnutrition are common in many African countries. A thtaough preliminary assessment of the womar for contraindications seems
mandatory before steroid hormonal contrace ptives are prescribed.However, the lack of physicians and nurses ha; lud some to arguetor distribution of ral contraceptives by nonmedical personnel,
since a woman at ig risk would not necessarily be identifiedthrough clinical examination (uher and fluber, 1976). The risks
of oral and injectah B contraceptives need to be seriously
weighed against the risks of grand multiparity arid induced ahor
ti': . 

Intrauteri]ne devices (IUDs). IL>; have been introduced into
 
many family planning programs 
 in Af-tca because they have been
found to he relatively safe, v,!ry 
 inexpensive, and independent
of coitus; hence, they do not require continued motivation on
the part of the woman once t;h.y have beern 
 inserted. Intrauter
ine devices are highlly 
 efft ctiwy in preventing pregnancy. The pregnancy rate in many clinics iiiAfrica is of the order of 1.4to 4.9 per I0)0 women-years of use deptridizig en the type of device and whether it has been in place for 12 months or more7Ojo, 3a, 19739) . Th< expulsion rate
(Akinla, 1968; 19 

it thefirst year is 1.2 to 12.4, per 100 users (Neumann et al. 1976;

Ojo, 1973a). Some T-shaped device; and 
 the M-2-1 devices have
 
a low expulsion rate.
 

The greatest drawback of the intrauterine device is the high

rate of removal for pain or bleeding, which varies 
with the
device used and th,- clinic copulation. In the African experience, rat,:, of re-moval for pain or bleeding range between
and 14.>(9 ,rcnt (,la, 7 2.9 

3a, 19731) . In Ibadan, the rate for
removal for ti,,- Iij :, :s loop is 2.9 percent and for the M-211device, 4.3 ,:,t ',;jo, l973a, 1373b) . The bleeding may prevent Muslim "onen from pe-rforming their prayers if they equatethe bleeding eiisodes. .iti. the menstrual loss (during menstrua
tion, Muslim ',.omrn are- forbidden to perform their prayers).
Thus, it is extrmely important to explain the possild.e compli
cations of the intraute rirne de--vice to women in Africa before 
inserting a device (Pradervand, 1973).
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Anemia is very common in women in Africa. The grand multipara, 
a prime candidate for intrauterine contraception, is particu
larly at risk b-cause previous frequent conceptions may have 
rendered her anemic (Palliez et al. , 1971). Women with abnormal 
hemoglobin, particularly sicklers, are in a chronic state cf 
anemia. This cat(,gory of wcmen has a low tolerance for blood 
loss; therefore it is important to exclude anemia before insert
ing intrauterine devices, unless the progesterone IUD is used, 
in which case menstrual blood loss is reduced. 

Other complications associated with the device are pelvic in
flammatory disease, cervicitis, mucop)urulent vaginal discharge, 
and a doubtful increls(, in the incidetncr of ectopic (tubal) 
,sregnancics. Migratioen of the device ti fallopian tubes'L.-


or peritoneal cavity and fmhedding of tle( d(e-i, , in the myo
metrium (Ojo, 197 ) hav aIsoe, re orc.d. 'ragmeltation of 
the device and loss of the( nylon thread at the end of the- device 
are other possible complications. 

Intrauterine contraceptive clinics reqlire trainlld and skilled 
medical or paramedical pursonnel, a scarce commodity in Africa. 
Even in )laces with acute shortages of medical personnel, nurses 
and other param,.dical personnel could be trained to insert the 
intrautcrine dvice and carry out routine follow-up of patients 
(Hartfleld, 11'68). 

Cycloprov,.!ra vaginal rings. Vayinal rings are not yet widely 
used in .sub-Saharan black Africa. Experience in the use of 
intracervical and intravaginal rings is limited to research 
departments.
 

Postcoital Contraception 

Many African women routinely carry on vaginal douching in the
 
morning on wakire up and last thing at night before retiring to 
bed. This procedure is purely for perceived hygienic rasorls. 
Postcoital douching, a well-known method of contraceptiorl all 
over the world, is of questionable efficacy, however. 

B, th steroidal and nonsteroidal estroge-ns ihave been used post
coitally to prevent pregnancy. To be effective they must be 
taken soon after intercours,. Few African v,;,ten take tablets 
postcoJ.tally to I revelnt concution. 

The insertion of a copper intrauterine device has also been used 
as a method of postcoital contraception. For Pftective preven
tion of pregnancy, the device has to be inserted not more than 
72 to 96 hours after intercourse. 
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Sterilization 

Sterilization, male 
or female, is viewed with disfavor in many

African countries. Male sterilization is almost 
totally unac
ceptable in 
the qreat majority of countries in Africa (inkler,
±972). This may well be fcr r easons of male chauvinism and the 
common belief that vasectomy causes impotence. Female steri I i
zation , on the oLe r hand, is gradually beimy accepted in a
 
number of Africi couitri,.;, :iot-l ]1y Niqeria and 
Uganda


mnk le r , l)72) . 'e sons fu nunst~.11i za tion , even 
 -Li) multi
parous woman, nayi a:ini i:bIia L of t-he s(ex(es of children,
lack of con,( nt of bosh, .:i, ani fe-ar of int-ido 1ity. Attitudes 
art changing, and II i many eas 's, cens ,nt is more readily given
if th, 'oman hay had fiv, I more living childr,-: or has had
se2veral Cesortl!u; s':t iss. 

Pregnancy Termir-tion 

In many A ri a;5 in unlries, the law prohibits induced abortion 
other thin ;I r;tit halth grounds; therefore, pregnancy ter-
Tintation inIhas:o"~itais iwen done only for health reasons and
in womejn in eiom various contraceptive methods have failed to
 
port-v::nt I :a:'y/. 
 Thi is art icularly the ease in tbadan.NotwitLhstanIdlnj tiis situation, it is fruitful to anticipate a 
Ch ng, 
 at t tud, to'..'arus pregnancy tferminatien and -xamine
 
it!; implications for present-day 
 Africa. Given these restric
tiv,- abortion laws, llegal abortioni5 are procured cl;nedestinely
with tou, (,(lami in a number of cases. If tile lawscotis,, uences 

on abortion wure
t relaxed and abortion ott demand liermitted, the
flood gates would b'2 opened. The already inadequately staffed
 
hospitals 
and health centers would not 
be able to cop(, with the
 
deluje of cases.
 

Th solution would seem 
to lie in the 
use of effective contra
ceptives, reserving pregnancy termination for cases of failed
 
contraception or 
for those with medical indications. With such
 
a program, it follows that 
adequate health and sex educationshould he given at all levels, and the provision of family plan
ning servi,':es should not be restricted to the urban centers. 

Constraints of Fertility Regulation in Africa 

Sociocultural Constraints 

le-rtilit r1:eulatioI in the form of limiting births does not 
conform to th, social norms in most African societies. In Af
rican culture, chiildren are regarded as 9ifts from: God and it
is, therefore, sinful to practicu birth ccntrol. Some Chris
tians quote extensively from the book of Genesis and some Mus
15ms invoke Qur'aanic laws 
to support tt.s contention. They
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fulfill the traditional commandment to multiply and fill the 
earth with their offspring, and consider it a Divine edict 
(Adler, Katz, and Yehzkiel, 1975).
 

In addition, children are a sign of a man's virility and proof 
cf a woman's fertility. They guarant-ee the security of the 
woman in her matrimonial home. Children are also seen i' tile 

African context as symbols of prosperity and prestige (bavey 

and Robertson, 1973). Barrenness is a social stigma in Africa, 
and in many cultures associated with witchcraft. The. position 
of a childless: woman in a typical African marriage sv' tem is 
precarious. If she is loved anO favored by her husband, her 
childlessness is tolecrated for a short time. The husoand may 
even seek varotvssmuans of ensutring tht si s tecomes pregnant. 
If these measures fail, the woman is usually ostraciz(id and 
sometimes regarded tos;se:m it:;. Aipart from theas ilgi I;in 
above, maniy Africranihusbands se. fert ility-regulatinvj methods 
as a of ,rom(tlnj 1 riit-icu ity ald .icourainj thLeir wives 
to he unfaithful (1.ray, 17:,ko;is ard Mointa oe, 1975). 

In an agrarian economyi, uli]iren I .ii 5 (T, I as a Means of auj

men ting the labor for(:(-. on t- i; farms. To agingi pirents, they 
ar as insurance agoaiist Old p. or instau-(c., the acep table 
limit of fimily size among to, Yorulas and flos is six or seven 
surviving crlildren (Lucas and Uka l')u, Wars!, 1J75) .i77; Such 
views of chLildren are among the.-robhlcm; that beset fertility 
regulation in the African sociocultural milieu. 

Political Constraints 

In African coutries with democrati': parliamentary systems, 
politicians r-cognize thl advantages of a large constituency 
and are therefore suspicious of any measure to promote tirth 
control in their ethnic group. Since the ruling ethnic group 
wants to remain dominaiit, the other ethnic groups struggle to 
maintain a political equililrium which will cnsure an equitable 
sharing of and distribution of amenities. Al; att.mpt to 
introduc< any form of fertility control is viewed with suspicion 
and dismay. 

Medical Constraints 

Although mortality rates are declining in a number of African 
countri s, they are still very high when compared to figures 

from developed countries. Maternal mortality in many parts of 
Africa is of tie order of 6 per 1,000, about V0 times higher 
than time rate in the United States or Great Britain (Ojo and 

Savage, 1074) . Perinatal mortality rates vary from 60 to 100 
per 1,000 as compared to about ii or less per 1,000 in Sweden. 
Infant mortality rates are a]so phenomenally high iluber and 
Huber, 1976; Okojie and Montague,, J.975) . Against the background 
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of these high mortality rates, there are some parts of Africa
in which about 40 percent of the women remain child1ess alltheir lives (Belsey, 1976). The pop ulation will not he receptive to any form of birth limitation unt] i. there is a guarantee
of continued infant survival (Crocker et al , 171 ). Lost infants must be rep] accai at all costs,and the infertile womanwill go to ally lngth to ensurle her fertility e.ven at great risk 
to her personal health. 

Economic Constraints 

Family planning clinic; art-, usually concentrated in urban cen
ters. Eighty t, p, ofpercent the population in many Africancountries is rural. The omen at risk of unplanned p regnancy
in rural areas ir, usually 0.g ],ected. Even in urban areas,clinics art. oft en located a ,vra kilomete:rs fr-m tv, indigenous
pop-lation. .Tm n 1av, t' t ravt.] long distances (at gr(at costand p.rsonal I : ,v oh .c,) to i, cli ics. Unless the motiva
tiol is 11g1, at.,91 t tat(du3c,. is Lou:id to be low (Castle,
1976.) 1 an.11ade Ini ata uote ly s caffed. Patients already
exhaustt,d ouri-, 

long houIs 


I Li ulot to th iospital are put off oy
of 'ti t i n t. Clinic; consequently, the clinic


colltinatio 
 a i. 1ow. In clinics also used for research,
the walttl tig tlli 1!; (o Iounded b additional tests often re

ui red. 

Other Constraints 

Thert arL, other constraints to the acceptance of birth control
in Africa, iol]uding inadequate information and education on
toe availahility and safety 
of fertility regulating methods
(Havnliolt and Chao, 1974). Ignorance and cultural beliefs furthier complicate the picture. Some African women believe that
th,. us of birth control pills or intrauterine' devices will 
causte ste rility no oniv in this life, but in the next. In addition, some, rel.orts have exaggerated 
 the complications ofvarious I irth cotttrol methods. The e xcessive bleeding resulting
from the- use of the intrauterine device, the 1-rolonged amenorriea cause'd L' the long-acting 
 steroid hormonal injectable contraup,tives, and the episodes of break-through bleeding 
with some oral coitracp ptives deter many women from using those
 
methods.
 

Strategies for Solution 

It is g enr-Ally believed that lower mortality rates coupled
ready availakility of contraceptives will increase the accept-

with 

ance of fertility re:gulating methods in Africa (Ravenholt and
Chao, 1974) . However, solutions to the problem lie not only
low,-r mortality rat.;s and 

in 
wide distribution of contraceptives, 
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but also in improving the socioeconomic status (Castle and 
Sapire, 1976; Geraty, 1975) of the men and women in Africa, 
many of whom live on the Lrink of poverty. Before any fe_ rti'ity 
re-gulation p rogram can uccessfully Launched, there has to ba 
a re al structuaral change in tiwe socioeconomic status of t he 
po ll.1 in the dtevelo inq countri..s (11autvast and lOe Jolge-:, 

1a7) . It is only viien tile social and oliltical climate' is rip, 
that isolici fnidation can 1.aii Fr the-- accpt}a:an e of fer
tility regulation ie Africa. thte. righit climate can lbe ,stah
11 sIId b'" rovidig a6.. ua C informat ion ai iducation on far
tiliI' re gulation it t mcds to oiinion leaders in the community, 
and ly providing 'It,it heiltii facili tics. The chiefs, the 
heads 1 fasin I , it ici aim ma,ut firset i convinced 
of the, InL'- sit,' aJ Frt control. 

Factors Conducive to Ready Acceptance 

Tlili t; ,f at uat;, hi,.altal facilitics, instrumental to a 
maici I tnW.ri ,)n aterll ,id :trinatal mortality rates, and 
to hi'111 i etatt .d iltld surv]ival rates, would he conducive 
to r, idx a c tiIc at I rrt i I , t: re-gulation. To achieve tills, 
.It Is Iiltr, tv.l at italitinisa"?lP art- available, not only 
in uria iut i ru l ars. A; integrated approach to health 
it,: d~iv.. <'; t laratim!;.rtalce. is not eliough()f It to 
av, Iami y lh'uwnrg clii :s: tisf, clinics should b jnt,-grate2d 
,itI a .g-at; imat-riiil child healti. i mportance ofr of and The 
i, iIt- t ducation a, all levels cannot be underestimated. The 
irtt I a:d child health-family planning program should be part 

t 1,' lialtih p)goram (Nctumann et ai., 1976; Willars, 
1, 3; i;i, t, 1973). The concep!t of lia.ath as an individual's 
ro l,e:n _;ilould give wa ' to tiat concept in which the health of 

ti;, total faiil.', is the concern of health practitioners. At the 
ci mary iealth care D.ve. , there. should or not onlyo.iortunities 

for healtih and sex educatialn, but also for immunization against 
co.,tmmunicable diseases, advicef on nutrition, provision of lEod 
su Itl ments where nc c,2ssa/ry, the identification of high-risk 
patle.nts, facilities f,-r returra] of such patients to a district 
or urban }:ospital center, ard the treatment of common ailments, 
such as malaria and diarrheal diseases. 

Adequate Information and Education 

Inforttation arid e tuctici Programs should develop at an equal 

pa:t, with the mmii cal rograiti outlired above. Health educators 
should try to teacii wi.thin the context of the cultural environ
ment and should not he? s en as being iconoclastic. Symbols used 
in information and education materials should be noncontrover
sial and relevnt to the local setting. Market places, churches, 
and mosques are useful places for disseminating information. 
Theluce of radios, newspapers, and where possible, television, 



98 

should be encouraged. Adequate sex education is of paramount
importance. The provision of the above facilities requires
 
money, materials, and personnel. 
 The lack of trained health
personnel is a promirnet fcature, of health proqrams in develop
ing countrios. Money and material; arf not r:adily available 
(Ravenhol t and Chao, 1974); thus, i-nfuistance from international
 
and intercountry organizations is mandatory.
 

Research
 

It is nry to determine research priorities in the field
 
of f:rti lt rurlation, 
 to identify those biomedical research
activities of d vooud countries that ar(, relevant to Africa,
and to asses; tha, efficacy, acceptability, and safety of cur
rently availaoju methods of fertility regulation in African
 
countries. It 
 i also necessary to conduct research into ways
of improvin); current methods and evolving ,jw me(thods acceptable 
to Africa. 

Any research ii this field must look into the effects of fertil
ity regulating methods on tbw various disease entities of Africa.
For insotance, which hormonal contraceptivtes are !.uitable for
 
sicklers? To what degree do oral contra 
 eptives containing
he;atinics prtv,.nt anemia in a s itation 0..;ero,0] (rcunt of

the women are Snnlic.: What aru 
 the et of oral and inject
able storoid eormiial contraco ptives on w -n with known vitamin 
and otnter nutritional d1r icijct c '? I ffet on lactation are
 
important, as 
 It. tln, ffnct! ui: the r I ri of to iflensles and 
fertility aftr c,!;ati(n - rrr id sormonal colrttaciptio . In
view of til ill3 in id:- nl I: , a 11 "s breaist cancor 
ill a 1umJ15r of Africa cu1ni., 1 uci as ,rla, it is neces
sary to 
d t m n f aid to iiot- ,t:.tit oril contraceptives ale
 
associated witi carcioma of 
 rua st crvix 

women. AIthog 


ti i ald is African 
n u incrt.asi inid 10 of tnremboembo lism has


been found in Ca ucasian, taking t C
o idhorional contraceitives,

it .ould k nteresting to know to fftcts on th 0 black African
in wilom tho iiOcid tics Of low.thromo11lJ olism is re}jortedly 

Clinical resoa c. to d t 1rmirio til psychological effects and
 
methods of femal,, 
 1tiiatioi su to thebest Lted cenmIllnity is necessary. In addi tion, rs sarob must be conducted to detertine

the optimum time 
 for pr,gnancy terminratlio and the safest method 
for tills proce(durf. oh:s2archat t]lU IIaltll service delivery
lev l is necese.ary'o determine hat cadire of staff is best 
suited to deliver h,-lth care in rural, Ien urban, and urban 
areas. Researcl intLo nonmodcal distribution of oral contracep
tives is imiortant if the needs of teeming rural populatio.s ate 
to ho met. It is well know that the commercial outlets for
contraccptiv- in Nigeria, Ghana, and Uganda far exceed the 
family plan. :, clitnic distribution (Black, 1972) . Research 

http:prtv,.nt
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into native herbs, some of which may contain abortifacient and 
contraceptive agents, should be (incouraged osp ecially ill dveI
oping countries which have faci ltis of pharmacy in their uni
versi ties. 

Rrns~aich is also i.t'cessal-y L(u ,%,!tiwhat ]'v,'] o" traiinin 
is i ,cded to el.[110,l ,ara, .di ca and u n,-d cal l.rsollil (inclid

ing traIdititnall] birtI ttndnts) (ad.l ivc tanily 1'lanicinq and 
matrnalI and child Al ,Lb.rv i:as saftI,,', If..tivy, and at 
lw cott in rural ,aa;. ti n]I ',' t liat Illist I)(' placid on 
r in. in th, fi,ld of Jiaarcl 	 t, li iy. 

Final Recommendations 

I . treiuouis afforts; alionld1 ' mad( by the more devteloped 
cuntri a !; to h-1, Afri can f:ount.rjas aciuv. a drastic re

dnct ion ini (a) mat rnia mori,idity and mortality, (h) peri
natal mort-l i ty, and (c) infdint and child mortality. 

2. 	 Tecinical tai,itiain, i,tl a s;itanc i l ul.d h. liiven to Af

ricu, cointi-io .; in Lva IIt jar (a) the provision of 

maternal d 'ci i rvi ,i.Lt all dtcple and 
bm hi Im th'fi~ Ivm. IIi A'tallI a'..'. IIt I Af rica. 

3. 	 FamilyI, ktinin should h,, -i()tlrj,.l in Africa, ;.rinmair ly 
as a nai-; of iinlpr)vinqtL nulity, )t life. A program of 
adtequat tiformati'l arid .ducat im a11 ilalth arid fertility 

rtagulattinq ittthu(d ;hould 1,(, r.Iaii .d. 

1
,


. lami-ly IIainiag should 2 n I pairt a lyii it rai ()f fai 

health rogjram ii urban, i-ariurhan, and rural areas of 

A fri ca. Accessihility of clini5; to the people,who most 
necd th(mPl is of paramount impi}ortallce. 

5. 	 Developed countries of the world should use their surplus 

funds to frtc- the teeming po)pulations of the African coun

tries from the ihackle'; of poverty and oppression. Foreign 

aid to African countrics should be relevant to the needs of
 

those countries.
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6 
Traditional African Religions


and Cultural Attitudes
 
towards Family Planning
 

Alan G.Johnston, M.A. 

To be effective, a famly planri eq roqram must 1w gircunded inan understanding of cul Lural triI tionii; a. ws I is of current
social, economic, and j olitica1l 
 conditbios. In Africa, tradi
tional social II.I(uet]r{sad customs ar,, chtrgin; rapidly

reen It of mod rTn2-at on;, 

as a
 
/y(et onihy unld(,rlyin) f val no.;

and cont ritna ji;,;;i.tt;:t iiifle icilloracticesatt L"d, s
 
and pattorn.s of ibiavior. 
 Thi, chaptr co;lo;id,. ;i tsI broad 
raui,(p, of tionaltrad r,]qjnious; and cultural attitudes, bo.iefs,

valu.;;, citstoin;:, . r iS, 
 and pracLic s rcl,,v it to forfamily 

nation 
 attorzs and family planning. 

African Traditional Religions 

Definition 

It is difficult to di.ntinguish between the religious and cul
tural dimensions 
 of beliefs and practices in many African societies. Whoreas 
 reliigion in some societies may be thought of asreferring primarily to the spiritual side of life , in tradition
al Africa there has ben a unity of religion and culture in
which ail disciplines, such medicinL,as sci once, art, religion,
philosophy, social theory, land law, psychology, and pc, ,tics,
form part of a cohesive, systm. The term tradi tiondl religion
as used here refers to the prliterate religions, mostly, from
sub-Saharan Africa. Early writors, and even some social scientists today, referred to these African religions by the terms 
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animism, fetishism, or polytheism. While these labels may have 
been justified in certain contexts, none is adequate as a ho
listic description of African r,.ligious beliefs and practices 
which were not simply magical practices, or the pu~rsonification 
of nature, but almost invariably included worship of a supreme 
being (Parrinder, 117,). 

Characteristics 

The study of African traditional religion is made difficult by 
the great variety and multiplicity of peoples and the lack of a 
central tradition. African traditienal religions developed in 
preliterate times and no ancrent .criptures ixist. Yet there 
is much evidence for the devye lopmei t of r,.]ig ion to be fou.'d in 
a broad range of artistic exf )r.,sion , 'hich has been calld the 
indigenous language of African l,{fief nd theo,_iht (Parrind r, 
1976 ). Att[tude.s toward fertility, health, ,nd filiely plalnIing 
are tied to thjl; system thought arxii, inof and and, fact-, 
the artistic expression of thu desire foi fertility is univer
sally a major theme. 

The fundamental po.ers in African traditi onal rie.gio are life 
(a life force) , God, and ancestors. Continuity w.ith the past 
is an- imp ortant element of these be].i efs. Aficin t -editiona] 
religions have been characterized as orld-affLrni;q or )i.fe
affirming. There is a frank acceptance of the i mort-alice of 
sex, and much sexual symbolismi exists in art and dance. African 
religion covers tie whole of li fe; therefore, th,,re is a large 
social element in the ritualsi, fe;stivitie ;, ';ocioties, and 
bro the rhoods. 

In the affirmation of life, many African tradi tional relig;ions 
seek to ensure the fertility and vitality both of human beings 
and of the land on which they and the other living creatures 
depend. In many societies, spiritual beings (deities, ancestors, 
and otiher spirits) are seen as having the ultimate control of 
fert]it- I , and many rituals are directed toward establishing 
harmonious relations with these spirits. Societies sulch as the 
Bemba, Ganda, Nyakyusa, Swazi, and Yoruba have central communal 
cults texpljcitly concerned with fertility, while others such as 
the Azande, Iamba, Munde, and San seek to control rain, the 
source of fertility of the land (Ki.son, 1976). Fertility of 
both man and the land is thus an important re ligious goal and 
the basis of attitudes and b:havior regarding tie relationship 
between the sexes and other components of family formation. 

Magic: is an aspect of African religions which assumes a very 
prominent role in the field of medicinc. llealers and medicine 
men are important members of their communities. The procedures 
and success of traditional therapies are often di fficult to 
evaluate in terms of th , criteria of Western scientific medicine, 
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partly because of persistent stereotypes about superstition and 
black magic. Although traditi.ona] healers do riot (xcl ude ideas 
of natural and physical i', aso ueauat'ten, much of their influ
ence is based on maqic, witchcraft, and ;iupirstit~in which are 
important factors ia to socio-cultur,l dt1inition1 of !;icknss 
and health (Good, I'l17). , m.nicl dimn 11io0 of- Aft ican In
liefs is '.,'' i inot m (i,,r tlt. pait, lot coot ijou,. 10 di f
ferent forms ili to ,L.r, 

I n modern -,t t , ii.on i ind witcheraft lwe]iIfo 
ought to di !appif .r it I. t I jrow," Ii ,ducation. There 
may be sorie, dI( I ii,i i 1ii r (I',e, IlIot siIce IIf9w teIm 
sionis a-I;;, 11 o-(,l 1' - SC;s, .. i i d ii lI , so men2 
resort to - i q -,,;tif i ol ;, I:v-,n wh l tm ht igher lev
els of rell rJ I or a.io , oI mhan. ml nto a if, faith, 
the lon(-r bev-I t_.nd to() lir.j on. (I il,riiiher, 1)73:5) 

m JA ill 

rites of 


Ali)th12r d in ;ioj i o! 1r Al IiII.]itu l;; col;CeIlis the 
pa am pi,. 0s traditional ritm,ia mark the staqes ill 

the life OF ,i individual from hirth to adolescence , ma rriag,

parelthood, ai1d finuaIlly to dt ath. The only 
muans to ensure sur
vival is to rema in in the m,mor'' of on(,'s childreni and relatives, 
a e(l.f :om(,ti moo referred to as the concept of the "living 

"
 dead. 

Relevance of Traditional Religion
 
to Fertility and Family Planning
 

The 1.i [-a ffi rmin character of African tradi tional rel igi ons
 
leads to .I f. ink acce.ltarice of the sexual aspects of life and
 
giv s a 11]acie of imlportanc(. to procreation and childorn. lnvironmeuntal influences, particularly high infarit mortalit-y rates,
 
limit th(e iumli et of survivin,i children, so the Ilialtni 
 of the
 
childrun and mothe are 
of crucial imortance. lhea,1 th anld sick
ntss, howevy r, are not defined in a narrow hiological idiom, hut 
link spiritual and Maica, force s with natural all physical eti
ologi es. Tie int.roducton of mode mrnmdicine it,an African cu.l.
tural setting must thenri tak( into cotiside rat ion mary Cultural.
 
factors. African 
 luailth car,: con-;;um(rs, including those socking 
to delay or pri~vent a furthlier r(,gnancy, mayinot accept the 
authority of modern ractiti oners and ria,.,move back and forth 
between West(rn arid traditional tlra i-u tic s-ystenms, hoth of 
which have a role to play in e.xpaadiig mnehdical care. systems. 
In api to of the rapid pace of social a nd economi c change, par

ticularly in contljlporary urhan settings, traditional fertility 
ideals persist: even after th,2 social customs to which they were 
once meaningfully linked have be2n abandoned. The impact of 
contemporary economic motivaunon, the conwlvrsion from tradition
al religions to Christianity and Islamti, and the trends toward 
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Western ideas and values and increasing secularization all af
fect. the traditional social and environmental constraints on 
high fertility. These factors will be considered heri, with 
their implications for family planning. 

Tradition and Marriage 

Age at Marriage 

Altilougn aje at marriage for girls has generally been very early 
i Alric , Acsad. (i976) has noted that early marriage was less 

01omnon among som, grouj's, such as the Yoruba of southwestern 
Jigeri , but that th.s did not lead to lower fertility levels 
than In oL. r sari 'tLea whenr- marriage occurred very early. 

The Practice of Polygamy 

Although tie' pJrevaI 'sire of polygamy is decreasing with increas
ing mod. rniza tion and development, Africa still has the highest 
Deron tag, of yuous mal-riages of any continent. The overalla,()log 

corl( ltionl of marital fertility with type of union has been un
clear and incon;iste'nt. 

.era stud 'a have shown a lower fertility among women in 
'o]y'gynou:; union.a (borjahn, 1)59; Muhsam, 1956; Page, 1975; 
UN[iA, (,) . Tn ;uch unions, a husband would have sexual ac'A 
c' ssto ta' co-wiva, making it easier for a woman to maintain 
ta. tr-aditional ,riod of postpartum alstinence. Husbands in 

':'g'.'nou; unions ar. also likely to be older than those ill 
m1ona1paslll UniOllns; t-hi re fore, there may be a tendency for the 
frti lit ',of the wivs to be lowered. On the, Other hand, infer
tility or auhfecundity of a woman may lead a man to take a sec
ond ' i . Another factor which make-; the correlation di fficult 
to inttrm, rtL is that many women currently in polygynous unions 
have 5)1t ',art of" their married lives in monogamous unions. 

Other stu(di.s have shown fertility to be higher in monogamous 
marriages (Ouadjk, , 1968; Olusanya, 1971b1) . This could be a re
sult of monogamous marriages being more common among urban 
dwellurs; who S avL ai,ndoned traditional child-spacing practices 
without a, oplting modrn contrace)'tion. 

Marital Stability 

Consistently lower fertility levels have been reported for cot,
sensual unions t:;an for customary marriages, probably because 
consensual unions tend to he less .tab!e and of shorter duration 
than customary marriages. Infertile women from a previous mar
riage, or women who have yet to bear a child, are more likely to 
be in consensual unions. Once a child is born into a consensual 
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union, or once a woman _n 
such a union has conceived, the mar
ri--c is likely to be formalized.
 

Traditional Attitudes toward
 
Family Planning in African Cultures
 

'In examining attitudes regarding family planning, the approach
of many demogra-pher: has been to study norms about desirable 
famiirr size. 'yon without a specific family-size norm, there
 
are factors in 
African culture that shape attitudes toward fatai
1 }planning. 

Negative Attitudes toward Family Planning 

The principal. attitude which may cr, ecto a ne:gative reaction
 
towaoed family 1 lanning is the universal desire among Africans
 
for many chi]dr~n. '1 ins des is d on
re ras thr, need to assure 
continuity in life, the vaJLe of ci ii dri as lahor and cs an
 
asset in attuiniig material wealth, tie n(ed 
 for old age insur
ance, and tihe !;oc al itacu; ;aJ.n!d }y ar t of ally childr1n.
in addition, hiCJi I eV Is of infaLt nrotlity,' ilIV iade it neces
sary that acli woman gjive birth to _i lar, lul.r of cildren in 
order to ensure that somt ould .tvivi,. It i jeneral Ly found
that attitudes tend to last leol r i t i 

thy orjgin t(d. A n examL,] comim I1nri, i i 


fi l'nt ii, ii which'll 
i t tI r rs issrtce
 

of a negative_, at-ti:oudr 
 to.'ard famil -siz Ljimitthion b.cause of 
the frear that th< ffw childrn iii a limited familiy might. dir.
 
This fear . ersilsuihcr condltio o infant
may ,rvii t0 changed 

mortali ty.
 

lany demographers have i rintd out that firtility deci ne is
 
inrr;t likely to occur whn the, parents focus mor,, on Quality,

rather than quantity. In modern society, ,arents want to invst
 
in the education of childreii as oie asplect of this quality.
Molnos (1972) ;oints out that in traditional socciety there was
 
also a desire for clildrein 
 of quality or witii good character,

hut ,arcents tried to naive as 
 many chjldr n as pOssible to assure 
that at least some would 1r "rgooCI." Illotlier words , they con 
sidered characte:r to he ,redetU>rmined, rather than ie ing shaped
by the environment in wiich t:i(cci ldren wcre raised. 

Misunderstandings abciut how me thoni: of cotitracition work often 
caus( fear of p.ermanent st,rility. For this reason, in particu
lar, there is creolt r sistance to including sterilization as one 
of the methods offered by family planning programns in Africa. 
There is also a fear amiong iany Africans of social pressure
against contraception,and this pressure is espceclally signifi
cant in traditional settings. For many ethnic groups, planning
and forecasting, particularly in regard to family size, are
alien concepts. Some nay believe that limiting the family size 
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is not important as God will proviie for even a large family. 

The timing of births in traditional society is generally not tho 
result of a conscious (ZhOi ce but is determintd within t.h(tsocial
 
context. The first ,reqnancy shiould comn as soon aftt{r marriaye 
as pcssibl: for most ethnic groujs, or even I,,fore marria,(e fo;r 
othter groui,. . tpacing of hirths tlrteafter is not deliberately 
planned in the sense of a prior decision As to what the length 
of the interval should !,t hefore, the next prgnancy. Rather, a 
complex set of continun)usly changjing factors ha a n inp act on 
the decision as to wI t ntercourse.-n sum. 

Positive Attitudes toward 
Family Planning and Child Spacing 

Whil( the factors above may lead to negative attitudes toward 
birta control, fertility in most African societies has not been
 
unlimited. A number of social restrictions have moderated fer
tility. lor example, the importance of maintaining a long in
terval btetween children has been widely recognized. The danger 
of k-washiorkor, the disiease of children too soon displaced from 
the breast by a new infant, is widely known and is seen as the 
principal motive for maintaining a long period of postpartum 
sexual abstinence. Preserving the health of the mother, and 
preventing extramarital pregnancius, would also be strong mo
tives for the use of family planning. Trhat strong positive at
ticudes toward family p lainniig exist ii; traditional society is 
evidenced by t;e Irevali.ncei of a wide variety of traditional 
methods of I irtlh control as indicatf d below. 

Traditional Methods of Family Planning 

Every society has historically regulated its fertility by a 
nuo)er ,f voluntary measures affecting reproduction which form 
a "cultural pattern of very great antiquity" (Polgar, 1971:6). 
In most parts of Africa, the use of modern forms of contracep
tion is extremely limited, yet even the hign crude birth rates 
found in much of Africa fall short of what might have been re
garded as unlimited "natural" fertility (Caldwell, 1976) . Sev
eral factors can account for this limitation of high fertility, 
despite near universal marriage and general eQarly age at mar
riage. One factor to which low birth rates may be attributed 
is the practice of traditional contraceptive, techniques. They 
include, besides the observance of a period of abstinence from 
sexual relations after the birth of a child, a broad range of 
abortifacients and contraceptive mixtures, locally made sponges 
and suppositories, withdrawal, douche, rhythm, and various forms 
of magic (Himes, 1963). While many of these methods may not 
have been very effective in controlling fertility, their use is
 
evi,1'1-- of acceptance of and a motivation to control fertility.
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The study of these traditional methods can be of great practical

value to health specialists concerned with reducing birth rates
 
and building on earlier ferti]ity regulating practices for the 
introduction of newer methods. 

The followinq is a brie:f review of traditional contraceptive
 
measures found to be widespread in Africa.
 

Abstinence 

The principal method of regulating fertility has been a pre
scribed period of abstinence from sexual relations after child
birth. This may he link.d to the adverse effect of a new preg
nancy while the, mot-hi r is still hr,.ast fe,:d/ino another child. 
A euestion on this topic was asktd of women in three communi
ti.s in southwestern Nigeria (Taole 6.1) .
 

Table 6.1. Opinion in Percentages as to Whether Pregnancy
 
or Sexual Intercourse Has Adverse Effect on 
Unweaned Child--Nigeria
 

Community Agree 
 Disagree Do Not Know
 

Ibadan 42.8 45.8 11.4 
2
Ife 63.2 30.8 
 6.0
 

Oyo 2 
66.2 23.0 
 IO.8
 

Sources: (I) Olusanya (1967); (2) Olusanya 
(1969)
 

The pro;ortion agreeing that pregnancy or sexual intercourse
 
has 
 '1n adverse effect on the unweaned child varied from about

rour-fifths in the 
most urbanized of the communiti(:i to two
thirds in the least urbanized. In Yoruba socie;t', the pre
scribed period of abstinence 
 variud from ]8 to 36 months, and 
similar periods have nen d scriled frcm all sections of Nieria
 
(Olusanya, 1'69) . The custom of 
 a yo~n; weman's returning to
 
her parents' home for delivery, or 
 after dlivery, frequent]y

for a long period of tine:, w...asan imprtant factor in maintain
ing these long periods of abstinence. The practice of husbands
 
and wives slooepinig in separate2 buildingmy; also facilitated the 
maintenance of aostinence in such periods when it was socially
prescribed. In some. societies, terminal sexual abstinence is
 
practiced 
 w.hen it is no longer considered proper for a woman tobecome pregnant (Caldwell and Caldwell, 1976b). Such situations 
would include the case of a woman whose daughter becomes preg
nant or whose daughter-in-law joins the extended household. 
Terminal sexual abstinence may also be practiced when the health 
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pregof a woman would be seriously threateneu by an aaditional 

nancy. In general, terminal sexual abstinence is practiced 

because of role definition and not because uf reprooucLive 

norms. 

Abortifacients 

Olusanya (1969) describes induced abortion as the second most 

common method of traditional contraception among the Yoruba. 

Abortifacients involve various mixtures taken internally, or a 

variety of v;eginal suppositories. For pregnancies not more 

than a month old, potash is adde d to lime juice ond taken three 

times daily for about thr(oe days. Another method consists of 

mixing cactus juict! 'ith frush tiqgn . 'Irhe addition of bluing 

and local gin resLlts iin very dang cous and powerful concoctions. 

Quinine. preparations inave also oeon usekd. Inducud aLortion 

through physical means is a mt thod keno,..jn throughout Africa. 

i-'ysical manipulation of tie wo aolnd tightly constrictinq the 

abdomen with a cloth are methods '''rich n uVsused both for 

contrace1tion and to induce abortion. 

The fre uoncy of induced aLortions is very i fficult to assess, 

especially in countries where it i!; iilgal. It is certain, 

however, that in many cities, and iii many rural ar('as as well, 

abortions have been performesd 1y prof -. sional ahortionists, 

native doctors, and the women O.s,.ives . Deaths from complica

tions of induced abortion are not rare:, And nospitals report a 

considerable num;er of tic; easi's. In traditional cultures in 

Africa, whore fertility re l, cts a :.oman's status and where in

fertility can lead to diverc, Lt is unlike:ly that induced abor

tion would play a major ro)e in childlessness. 

Withdrawal or Coitus Interruptus 

Common in many areas of Africa before contact with Luropeans, 

withdrawal has been used particularly in premarital sexual life 

(along with several forms of incomplete intercourse2), during 

the period a child is suckling, and in casual unions (Lorimer, 

1)54; Molnos, 1)72) . That it had been given a name in various 

languages--adaye in Yoruba, chode in jaluo, and nywiko ir. 

Kikuyu--attests to its institutionalization. In Morgan's 1974 

study in Lagos, -,ercent of respond'nts had heard of this 

method and 6i percent had used it. When lausa wome.n in the 

northern Nigerian city of Sokoto were asked aiboiit traditional 

methods of birth control, many of them did not think that they 

could ask their husbands to practice withdrawal because it would 

be unfair to them or be;cause: their nushands might reject them in 

favor of otiher wives (Trevor, 1u75). Tho practice of withdrawal 

may be well known in Africa, but has probably been used to only 

a limited extent within marriage. 
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Rhythm
 

One form of periodic abstinence 
 is based on iCeas about the fortile period in a woman's menstrual cycle. Rlany soci(eti,2s incorrectly believe that the days following a w'oman' menstrualperiod are the most fertile. Coui,I2s concenltrate thleir sexualactivity during this period to insure pregnancy, but avoid itif they wish to avoid pregnancy (j resumai, with the re'verseresults). Acsadi (1)76) rup;orts, iowever, that some Yorubawomen are sensi tivu enough to recognize thie time of their ovulation and to a void Coitus tihen if tey wished not to become pregnant. Although kneledge of the, rhythm method is fairly common,corrc' ci knowd., clout the safe lad is rather roor, makingthe erfectivn,.:s of th muthod doubtful. What is important isthat tie idtao taking concrete steps to space childr n or toplan ,nirths is part of tradition and not an innovation imlportedfrom outside th, society. Rather, this history of attemptsspace or ilan 1irths suggesto; that effective 
to 

modern contraceptives introducucd in a culturally sensitive program may be ac-Ce! t(d as suIst itut s for the less effective traditional methods. 

Contraceptive Mixtures 

Although most charms and herbal medicines are tradit:ionally directed at promoting frtility, a variety of mineral and vegetable materials are used as contraceptives. The:se include saltywater or various herbal mixtures consumed immediately after intercourse and various pastes, veqetable plugs, rags, or grassinserted in the- vagjina prior to intercourse (Molnos, 1972) 

Magical Charms 

A variety of magi cal methods of contraception has been usedthroughout Africa. Those methods include a black iron ring wornon the woman's finger during intercourse, a loather belt stuffedwith charms and .orn around the woman's waist, and various armlets, heads , and pins (Acs~di , 1976; Ol iLsaiya, '69). Accordingto Himes (1,)63) , a Ipossible magical }ractic,, in North Africa isfor the women to wear a girdle with a Our'aanic inscri t ion.Although such magical acts might be con;!;idered worth less oreffective, inth{er, is evidence that psychological 'tates may have
 
an impact on fe rti lity.
 

Knowledge of Traditional Methods 

The extent of kno-lodge and use of traditional methods of birthcontrol varies widely among different ethnic groups and countries in Africa and is not easily ascertained through Focialsurveys. Similar surveys within the same ethnic group and inthe same country have provided inconsistont results (Caldwelland Igun, 1970; %lorcan, 1974). What apears certain, however, 



is that the 	 meth'dc are w(idely known and indeed day a signifi
cant role in all traditimonaL societies, ,lersi.sting evliu 1in ur
ban, nont:radi. tional settings today. AS an "Xam.i le of: the extent 
of knowledge, of these method.,, Acscdi 197( ,) ~rovde data from 
a ;urvey 	 in sothwcstuxn Nigeria on the kowlod(; -ild :;e of 
tLa.L .ion-v 	 mc lhods of contracipt ol (Tah]- 0,.z ) and on knowl
edge of sma,.i-ific nagIcal and hir!hiA Imcorh1no Tacl; 0.3). 

Table 6.2. 	 Folk Methods of Contraception--Yorubaland, Nigeria 

of Womer
 

t-ethods 	 Heard of Known of Had Used 

Abstinence 90 83 65 
Breast feeding 45 35 25 
Rhythm 38 26 15 
W i thdrawal 29 18 9 
Douche 13 7 3 
Other 16 5 3 

Source: 	 Acs idi (1976:134). Reprinted wiith permission of the
 
Carol ina Pop lat in C( ter, Un iver,- ity of North
 
Carolina at Chapel Hill.
 

Table 6.3. 	 Knowledge of Traditional Birth Control Methods--

Yorubaland, Nigeria
 

Total (Couples)
 

Methods 	 Males Females No. %
 

Magic (rings, belts, armlets,
 
Ltc.) 207 88 259 39.3
 

Womb turning 110 103 191 29.0
 
Local medicines, herbs,
 

concoctions 72 46 1114 17.3
 
Traditional chemical
 

abortifacients 12 31 40 6.1
 
With traditional doctor's
 

contribution (abortion,
 
traditional 	injection, etc.) 15 7 22 3.3
 

Physical actions, positions 3 4 6 0.9
 
Other, unspecified or un

identi fied 13 14 27 4. 1
 

Total 	 432 293 659 100.0
 

Source: 	 Adapted from Acs~di (1976:141)
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Traditional Medicine and Practitioners:
 
Their Relationship to Family Planning
 

A large proportion of pioplt. .i; Africa rely on traditional in
di genous mcdi cal racLitiooers for primary care. 
 Vor ma,'; mil
l.oiej: of i[I.' ! i rur1- ar.a- , wheru the need is greatest, tile 
only recours( is to tilt'traditional birth attendant, t healer,
and the herhali st. While many prcctic.S are soies cic-ntific from 
a Weste-is biomedical point of vie'w-, tradit ora] medicine is
 
logical, valid, and re levar t 
 in its siwze cia,,'ioia1 s',tLjIic.

Indeed, 
 the sysLem of tradi tioral medicii e dei -l rooted in 
tie lieis, vlues, swlcia] organiza tion, id cus tomary behavior 
latterns of thu, piacticiIcg cornInun iti-)s (ahre-,a, J'.74; ;ood,
I77) . i'ven in urban areas-,hit-1 thtre may I- a choice of
 
health care facilitic.s, traditional medicini ;urvives 
 because 
it satisfies four essential us( r':: criteria: accessihility,

availarility, 
 acceptabilJt, and deipndalbilit:y (Ucelinda, 197(-). 

Traditional healers and oth -r traitLJo-ar.1 mcdical Iracti tioners 
havr been identified as a o It ,ource of SuJpJort for family
planning programs (Goc:,i, 1 77; Ilarri!son, 11Tl7.|-75) hecaucse the'
 
a ce a part of the uulturc- -ic t-:d share common 
 ialiiefs, value.s, 
and symhols of communication. A tigoan ih'a Ito eIducItor, ,(.A. 
Ademuwagun, has r(- coinit,nded usir, ii rdit ional he hr; ,Id nidi
c.os in public hct-altL iograns 'stiaols
for t ld i,<.CaL:;, 
they oo.sc-ss skills in dijs}, if,';Igcurativ , I 1,1,1,t IV , ,od r,.
habilitative caru. ihy are ,i i t in som ,f
 
chosomatic mudicine ii,tI - I nt-
LI 0 1, i d I n 11,fo . to ,tic
 
treatment and, 1ecausec th--' v. i to-,: t:-i-c-llill ,, thoy v-V
skills in int ur'(rsonal relatioin-;. 11i inc.; :leth ai lJt,
 
to counsel wit}] sy;ill athiiy, 
 m11at ,ntl d: ci.lciri and t- taJlih
 
trust and 
 rapport with Jt t.,t ; (Har-ison, 1',7.1-7%) 

Wi i e indigen aus medicinal time r-i is undmiub tC,., ,1roy ided social
 
benefits in terms of emotional 
 suj -':rt and tension reduction,
 
they ma,. also inadvertently he ph,'.sicall y di.trjmental to the
 
individual. For example, fault-,, 
 1w: fe.ry ailca.-ad to se_.psis 
r.usulting in infertilit, or to increas.d still irths and neo
natal deaths, thereby lowering natality ([Iongo, 1964; Spring,
[976) . 'Ihe skills of the traditional medical practitioners 
nec-d to be enhanced through train iI in modorn me-dical prac
tices, and research 
 in a inumlur of African countries has shown
that nT iri tv of ti:,_se practition.rs ;s imunal-J,? to and even 
enthusiastic about such training (Ekan(-:m, Eclighola, and igun, 
11)75; Siml; on-e ert e.t a I. , 1.98()). 

The duvloj ment of tracditional tnleral .atic techniques in a mod
ern framework would-i erianic, th: acceptability of a family i lan
ning program, while the participaton of traditional medical 
practitioners woul.d also ,nsure its greater accessibility. The
foremost example of t;.is typ of integration is the Chinese 

http:practition.rs
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medical system. By integrating traditional practitioners, such 
as herbalists and acupuncturist ;, with doctors aril nurses
 
trained in 
 Westorn medi ciine,, China has realized remarkable ad
vanci_,s in infect ious di (,ase centrol, nutritional standards,
 
and th, d-ist.rihution of mternal. od clild health 
 car and fami
lv 1aliiilg storvi res. Indeed, the ")barefoot doctors" hav( leen 
accorded subsant.autia], critdit for thira's reported s sn ics ro
ducing fertility ( taundes and Luukkainen, [)72) . 

An African exam;'Ih of incorporating traditional imedical practi
tliolr , il a family ' llinlgI pregram is the National Family
Planninq Program of s;iiana for 1 '/ to 1 D7H. One of the opera
tinnal targtts ot tnlt_- arorm .'as to recruit and trairn tradi
tional birth a tteldants to ,evid. health and fami.ly planning

service.s at th villagj i v l (,Amjofo et 
 a]., 1.O77; Arinar,
 
1j7'). Simi ar work in in urban setttnj has lootn carried out
 
oi a smalil c l- at o;('v- r ] sites in 1: qyi 
 t, includingj one, under 
the Al,:xanidria Fami 1 I lanning Assocaiation (Bruce and !Schi_.arer 
i ;7) . Traditiona. cihirtii att(endants were also tran.doi as part

of the Mate.rna and child liea lthl/Family Planning Project
1-uril 

of thl. Cross; hive-r Sati [stry of H.alth 
 in Calahar, Nigeria.

Ian,,,i I al i,;roj ct; incorporating traditional mi-i;ves nave 
alio t,i d ii Lil(.ria, Sierra l.,,,oi;, and Sudai, (Sil;ipson

,.h, rt , t Iii. , 1 4) . 

Iio,_ te. f traditional heialth iraetitilners ilas recently
 
jain.d a muh iioai,!- aWCt11tatice in Africa asi many nations ro

oyiit t'. ir h. altil programs and policie-s to focus on primary
 
;i' alt i re at a locail [eve i (;ishi, ]-7,i) . The clinical valid
it',' of iaiy crad ioinal ;n'd i:ini'- and thorapies also has gained

int:rnational eec-j(niLion .'t. tsl,: estall'shmi,-nt of the: Insti
tuto Ita lo-Af c-am le n;- aC; 
 th. first collaborating center
 
for traditional m.licino of 
 tiie World Healthi Organization (Laud,
1)7)) . hot; of thse d,.vloj mints point to the imj ortant roles 
that traditional mndicin,: and traditional med ical practitioners 
will ,i y in ilialth-ori, nt(.d family il.anniO o,rogratis. 

Traditional Religion and Contemporary Change 

Traditiotial African re]i gions and c.:ultural attitudes rectarding
fo.rtilL'i- and famn !, p1anni ig are increasingly subject to pres
sure for esange from th, t rend in mode rn Africa toward Wes tern
i;,ation, s-cu artzation, aid contemporary economic motivations. 
Whil,. traditional rituals - many 
values and ,-li efs 

may b neglected, traditional 
i.rs Ist as basic sources of cultural support 

in this e.ried of ralid social snd economic change. 

Conversion to Clin irianity has ho, n occurrinq at a rajpidly ex
panding ace, yet Christianity in Africa mias undergone a process
of Africanization to incorporate many of the forms, rituals, and 
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beliefs of traditional religion (Barrett, l(K{b, ]970 ; Jules-
Rosette, 1979). The acceltance of Chri;tianit as be.en tem
pered by all underlying pe rs;i.stent faith in ma..: traditional
 
forces. An African thiiiogiaun descriLes Lhi i ro,-iss:
 

While, as ,.."Uhave said, 'v,'r'}, African al.- i to h e 
regardt-d as connected wii one or to, o thL (f thlie two 
fash ienable reli g ions, tost art at eIart t t II attochod 
to their own indi gencas belifs. It is no,. comi.ng 
clear to thbc most e1,timisti- Christian ( VaMnlists that 
the main pro e-nt of the church in Africa today is the 
divided loyaltiu ,F most of he r memeers between Chris
ti a it': w.. t.;ithitste-tern categories and p ractices en 
one hald, and te. traditional re-ligion on the other. 
It is w [ known that in e trictlv persoia] matters re
lating5 to tihe passages of lif.-, African traditional 
re ligion is regarded as the final succor by most Afri
cans. In hosepitals, for example, pejopl, who on admis
sion have. decl arod tlhmTsieve.s Christians and indeed 
are practi.cing Chri!st.ians, have medicine prepared in 
the traditional way s:nuglcd in to them simply because, 
psychologically at least, that is; more effective in 
that it is consocratud medicine itI, the touch of the 
divine healer, in contrast to the Eurolpsans' mere
 
coloured wa ter 
or mere I i.l;. In martre concerning 
l-rovidctice, he:alilg, and (en'ora 1w'l Il-Luin;, therefore, 
most Africans still look up to ti(.i r own rli gon as 
tno. way. (Idowu , 1973:205) 

The si read of Islam and the imposition of Islamic Law has had a 
ma j or impact on African Life . Though conflicting with some (oe
monts of Lradt tionol re] igions in Africa, Islam is closely coin
patib.le wsith African religions in ihs ideas ahout faith and 
conduct, reward and pin ishmnt, and life aft-r death. The itt
[act of African traditional reli gi ions on islam is seen in tile

assimi lation of many African rituals and customs relating to
 
c:irsrcltlT loago,n , mart and f[i1, roIs, a we as various11 ferftivals. 
I slam i!-o has l)(en .nfluence:d profoundly in this ceitury by 
tEsw spread of West r education and forms of government. The 
economic anC social clanges in African soci(t-., today have pro
duce d Islamic 1,,id.,:re whosC outlook has :1 towardsturn concerns 
about dcveol0m,int and away from old Islamic legal, social, and 
marital conc.rns. 

FP'nally, .conomic aid social changes occurring in Africa today
have had a significant impact en traditional values and atti
tues related to social organizations, fertilie, and family 
planning. Education, urbanization, improved health status, and
contemlorary economic motivations have all led to changes ili 
the traditional factors regulating fertility and have introduced 
new motivations for family planning. Less integrated family and 

http:patib.le
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kinship networks, increasing marital instability, a decline in
 
the importance of premarital chastity, declines in the periods
 
of breast feeding and abstinence, and improved nutritional
 
status leading to duclines in the age at menarche and to a de
cline in subfecundity, all have an effect on fertility. The
 
increases 
 in fucundity because, cf improved nutrition and health 
care, combined with tno, shortening of traditional periods of 
nreast feeding and postpartu'mL ahl;tinence, have been chieufly re
sponsible fo al ai. aient increase in fertility during the early 
stages of socioec(''omIj doe] epmert in Tfrica (Acoadi, 1976; 
Molnos, 1')72; c usanya , 1)71i). 

Whil. Il anty ()f tilt!trod itiaI volu<;;,; ]ad;ng to n.gative atti
tudes toward 'Lamilv .ln; ng i ]t;r; in contf-,mj eraiy African 
socit'y, additi,) cj- ii tvy tti tude; may rg,. a; a ret-u]t 
of (C:cO(i ihiLtonli( Itietia oiilct with W,,;t, rn ir(?as. AsTira

votUrio!tions; for (,ducat iiqci l -:, ani I in v Ait; tproLill
 
of t; F: l , arc is r! Ily f .l d ith -otu I ,lerIn;mi Ii,-s.
 

11 ,ei<iitionl, a conidence in s1"-alth rvic o 'Ind :ltodci- child
Cur' - Ic (l],,:lo}! a! infallt inortalit levels dreg On 01 the 

ma jor a, -t.(n); th, (n. to,which tli ! largqti research o lct is 
add',i!-;., it an increasing conc.rn for maternal haltn and an 
inireda undr- tanding of th, hf.,alth consuquences for bot.h 
inoth,,r and child of iaving a long series of clos, ]y spaced 

O i.rhs. 



114 

7 
Islam and 

Family Planning 
in Africa 

Abdel R. Omran, M.D., Dr.P.H. 

Almost half oF Africa's population is MUlilI and ti.p Islamic 

way of life and thin}iIvj has jvrm,.ated much ,f African cu.tur,: 
for sevral. contui The ISOUl, of family I unni g in Africa, 

!1 ',:dthrefoe, call)t di.ScU; witouut- Clue consideration of the 
Slanlc vr..:loint In ar d tU family formation and family plan-

Si.ng. Participant ; it 11,7'-9 African confer(--nce onl family plani
iiinj rucogniz,,d thi s as follow

uene p1anning to 

w?ithin reach of the African pcopele, the African Muslim 
and the )osition of Islam with regard to family planning 
must ibeu tak,.n into account. (Ii las, Nabwiso , and Dossou-

If tih fits f family are be brought 

Yore, 1 T7j :7) 

It is fortunate, indeed, that Islam caters to the family as the 

basic unit of tile Islamic society, sanctioning family planning 
in general and atrong l/ sulorting it for health indications. 

A Historical Note 

Only nine, y,xar; afto.-r tu deati of }te P roilhot Mohammnad, Islam 

came to Afri ..:h, Ecyt became a Muslim nation under Aunt 1iii
-I A' a., on. ()f tf; Proph(-t's companions. The sp r-ad of Isalan 
was particulairly fast in Nlorth Africa, hut e:xceudinqly. slow in 
sub-Saharan A fri sa wle re [;lamic tecichinsa in soite areas may 
still Ive- i:.:,d witi traditional reli (lions. 
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The CLirrent Status of Islari in Africa 

While Islam is the Predominant religion throughout North Africa, 
Muslims form si.qnificant minorities in a broad belt across the 
Sahelian region of West Africa, into Central Africa, and in the 
coastal regions of East Africa (see Figure 7.1) . While the West 
and East African Muslim mopulations are on the periphery of the 
Islamic world qeocraphjcaliy, many of these Islamic communities 
are among the most traditional and conservative. The Islamic re
ligion thus continues tr) have a substantial impact on family for
mation patterns and a 1tti,ls toward family planning in Africa. 

Figure 7.1, DistribuLion of Mws im,--Afr ica 
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Islamic Teachings about Family Planning 

Although the term family planning does nct appear in the tradi
tional Islamic texts, the :oncept of preventing or postponing 
pregnancy is not new to Muslim couples. The method ill use at 
the time of the P rop~hoet was al-azl, or withdrawal. The term 
al-avl literally means separation, and implies separation of
the husband's sernm from thiu wife asovum. There are indications 
that barrier methods wec also . he Islamic medical texts 
from the tenth to ture sevent'eenth centuries (for exomple, thoseof Rhazcs, AviL,-nna, and al-Jurt ani) described various methods 
of contrac.t i'n. T'P_,S, works were the authoritative texts of
medical piractI:ce at tlat. t ':,i't not only iii the Middle East, but
also in E uile, vt''; .lamf ami Ily planningq in a wide context 
of the total Ii'mmial and 1ocl,-tal wlfare. it considers the
ahility of 
 tih family to rlovide for its memijtrs and to raise
 
good and lees citizene< within ctrta in 
 ph.>sica], emotional, and 
financial constraints. 

Sources of Islamic Jurisprudence 

The rules that gov,,rn the life and attitudes of Muslims come
 
from four fundamental sources. 
 They are, in descending order: 

1. The Holy Qur'aan 

2. The Prophet's tradition, including his sayings (as related 
by successive authorities), his deeds, arid his tacit ap
proval of certain issues
 

3. Consensus (Tjma'a) of theologians ('Ilamaa) 

4. Ruling by analogy (al-Qiyas). 

Several other sources may be uscd at times, including considera
tion of the public welfare.
 

The Qur'aan. No verse in the Qur'aan categorically prohibits alazi or ether birth control methods. On the contrary, some verses 
have been intervreted as sanctioning family planninq. Imam al-
Shafei, founde.r of a Itjor sect, interprets Verse 3 in Sura IV,
which deals i tili o ',,jamy, as an encoureenm-,nt to marry only 
one wife as a ,w,, to aweid having too many children. 

The yur'aan also endorses br, ast feeding: "Tht moth(ors shall
give suck to their babies for two whole years, J f they dL-sire to
complete the term" (Sura 1I :233) This. means minimal spacing of 
two years during -..icch conception is discouraged through either
abstinence or use of al-azl. 'The Qui 'aan is also the source for 
many general rules that can :ne taken as direct n;upport for the 
concept of family planning. 
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The 	 Prophet's tradition. The Prophet's tradc tion includes sev
eral direct and precise judgments on al-azl. The question was 
raised because. the companions of the Prophet were using it and 
had 	 some, conce:rn Lust the ,cactice- was prechibited i, religion. 
Jabir, a celbrated companion of the Prophet's, related, "W( 
usd to hayoV recourse, to al-azl at the time of the Prophet, 
whitilt h )ur'aan ws being revealed," imply.ing if it were 
interdicted by religi on, the Qur'aan would have prohibited it. 

Or another or-asion, Jabir said, "We used to practice al-azl at 
the 	 tim(>e f Lh Prophet. The Prophet came to know of it, but 
did 	not pIe.rVtt us from practicing it." Thuo, neither the 
%yur'aan,nor the,. Prophet, prevented the Muslims from practicing 
al-a, L. 

One direct quote from the Prophet relates to the practice of
 
avoiding pregnancy during the lactation period of two years.
 
Su IL d practice coincides with basic African traditions. The 
Proph(,t referrs to the possible harm to the child who is breast 
f d 	 be a ,regoant woman, that the harm may appear only when the 
child has grown into all adult. 

Consensus of theologians. The leading mad-habs, which are the 
different schools of fiqh (or Islamic jurisprudence), sanction
 
the principle of al-azl. The Mad-habs differ, however, in the 
deqgro C of permissiveness a!; to ntor is juslification;'h'iet th(r( 
and wether th,. wi fe should giv'_-h(r consent or not. Most 
jurist; require her consent, except in exceptional cases. Per
mi;sion of the wife is not required if, for example, at the time 
oif th marriage contract, it is specified that family planning 
would he practiced. 

The 	approved historical justifications Lor al-azl are:
 

1. 	When the woman has tendencies for successive pregnancies
 
that come close together while she is too weak to sustain
 
repeated physiologic burden
 

2. 	The presence of a disease in one or ooth parents that may
 
be transmitted to the offspring
 

3. 	 The possibility of endangering the health and safety of the 
woman from repeated pregnancies 

4. 	The inability of the father (or family) to support a larger
 
family and the danger that he might follow wrong pursuits 
to fulfill his financial obligation
 

5. 	Protection of the woman's beauty which could be impaired by
 
pregnancy and child rearing. (Sharabassy, 1974:8-9)
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Ruling by analogy. AI-Qiyas is tile source of jurisprudence in
voked when biith control me,hods other thar al-azl are consid
ered. Contemporary theologians have sanctioned modern methods 
of contraception as being analogous in purpose to al-azl. 

Present day theologians produce fatwas, or religicus judgment,

b ased on the above 
 sources of Islamic jurisprudence. As early 
a< 1937, Sheikh Abdel--MLajeud Selim, then Grand Mufti of Egypt 
(The official theologian who LIs the last word in fatwas) sanc
tioned the use 
of al-azl, barrier methuds, and other methods 
known at the time. Since: then, fitwas sanctioning modern meth
ods have oe-n IarI d b,,., th(olo lans and muftis all over the 
Muslim world. nof Lh most rucnt twas sanctioning family
planning was annouac d y .2ik Gad tl Haq, in ]980, when he 
was the Grand Mufti of Egyj t; currently hke is the Grand Imam of 
Islam in Ejypt. 

Othei sources. C Irtijrifundamental lee ornceof IFiqi can be 
invoked ueuen in th absice of any e:oecified sanctions fcr an 
issue. This adds to tiie flexinil Ly of Islam and its ability 
to handlt issues tii itav_, no analogy to tao early days of Islam. 
In relation to family planning, these Qcur'aanic princieles are 
the principle of ease,, the i.rinci: 1e of noC hiarm, and the prrinci
ple of obligation witii ability. Th(se principles o!' Islam can 
be invoked to sanction famiroly planning as a means (1) safeco 

guard the h.alth of the mother and ohidren, (2) ward )ff eco
nomic difficulties for the family, and (3) 
 avoid social and
 
econoic cons'enco_,s of rapid population growth 
 in relation to 
the nation as a whole. Of all of these, the most appealing to
 
the Muslim tIleologians is tl'e health argument for family plan
ning.
 

hIteraction between Islam 
and African Traditions 

Islamic practicas in Africa have been as much affected by the
 
traditional and tribal customs 
 and religions as they have af
fected tieso traditions. For example, 
 moth Islam and African 
traditions aqree- that the family is the central and most impor
tant unit in sociuty, that children are highly valued, that 
parents have iilertant respnsib- lities towards their children, 
and that the fIderly should be cared for by their children and 
society. The', both recognize the obvious neer for a large 
family as a source of solidarity, social supiort, ethnic group 
defense, and manpower for tilling the vast areas of land. 

In relaticn to family lanning, both African and Islamic tradi
tions have emphas z,2d child spacing and have warned against 
feeding a baby a pregnant mother's milk. Nonitheless, family 
planning is not liberally practiced by African Muslims and 
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Some hold negative attitudes towards it.
 

Sources of NegatIve Attitudes 
among the Muslims In Africa 

It is apparent that the African Muslims have not taken advantage 
of the relatively liberal policies of Islam regarding family 
planning. African Muslims probably have one of the highest fer
tility rates in the world because of several factors: (1) uni
versality of marriage; (2) early age at marriage, (3) low prev
alence of contraception, and (4) abandonment of the African 
custom of abstinence and physical separation of husband and 
wife during lactation.
 

Scientific surveys and evaluations suggest that African Muslims 
have strong negative feelings against family planning, with 
only a few exceptions in orth Africa. Some African Muslims 
mistakenly hold the following beliefs: 

* 	 Family elanning conflicts with the dcsire of Islam for 
Muslim- to reproduce and populate the earth (numbers being 
uuuaced with p-ower) . They also share the view of other 
Africans that ihe continent needs extensive manpower to 
develop its vast resources.
 

Family planning is ecuated with genocide. 

* 	 Family planning is an interference with the will of God and 
represents a disbelief in the providence and in the divine 
responsibility to take care of each child born on earth. 

* 	 Family planning would distort the familial system of organi
zation and inheritance, especially if it yields few or no 
sons. 

* 	 Family planning taay encourage promiscuity among the youth. 

* 	 Family planning will increase the number of barren women, 
or women with vecy few children. (Barren women lose their 
social prestige in the African societ', and are often social
 
cutcasts.)
 

0 Family planning is an imperialist plot by colonial powers 
against Islam and African growth.
 

It is obvious that these are misconceptions thai- should be dis
pelled.
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Recent Debates on Family Planning

inAfrica: Ralat,Banjul, Dakar
 
The North .' -ican countries were first to declare positive attitudes toward tamily planning, both individually and officially.
Reference has been made to fatwas )y theologians in Egypt, sanctioning the use of al-azl, as early as 1937. Many authoritative 
declarations hove followed from Egypt and other countries in 
North Africa.
 

The Rabat Conference on Islam
 
and Family Planning (1971)
 
The movement in 
favor of family planning reached a peak at the
 
International Confe ence 
on Islam and Family 1'lanning held

Rabat, Morocco, in l-)71 (Nazer, Karmi, 

in 
and Zayid, 1974). Inthat meeting, 
Muslim scholars from religious and civil institu

tions, representing 
 muslim comiwuni-.ties in the Middle East, Asia,

and the Far East, discussed 
 these, issue!; and resolved that Islam
does sanction family plonning. When health reasons exist, thesanction is indis utabl and family ,lanning may become manda
tory to safeguard tiehealth 
 of mothecrs and children. 

The Banjul Conference on Islam 
and Family Planning (1979) 

In 197, a confer nec,1On Islam and family planning for sub-

Saharan Africa was h -d in Banjul, 'flhe Gambia. The conferonce 
was well jttended and 
 , v(ral authoritative statements were 
made. Pecause of },articu lar sigrnificance of this confer
ence, selected t *-:,"rpts of its; di,scussions are quoted from the
final report as r :port' 4 Mi la;, Nabwi: _),and Dossou-Yovo 
(197) :
 

The }aprs an] diussens roight OUt tie2 fact that 
family i annig sq i t ni in African culture, nor in
 
Islamic ratI cue. 
 ami I il lasi in the context of 
birth inig aI en a a sct of African culture
 
from tim,- immmoria .1 :;1am l 
so I,]ac, w11u. 1)irthvis 0. 

spacingsq t rough tl,. 
Korn, Ir rcOmmendatiec of two full 
years of fofrding ..i . (p). 13)f tIl 

Other Africans ti.iik 
that ]slam is against family plani
ring. In tlis regard, 
the Gui,.as dc],gatiol cited a
 
statemen:t of the Constiitutional Council 
of tht. Islamic
 
World 
Leagu,, .hich descrihed famil 1.Linnin 
as "all ag
gression against- thce Muc lim religion, personal libe-rty
 
and human ri jhts", addinsg that consfquently "'The Guinean
Party and P-vernment were opposed to generalized family
 
planning and would 
 never adopt any favorableF to thisso-calird fimily planning". The same ]l.gates said that 
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their government's policy was to encourage increased 
natality and to provide to each and every person the 
opportunity to live in freedom and dignity. They fur
ther claimed that Africa has limitless resources which 
need to be exploited by a larger population and that 
according to the Koran, anyone who fears God always 
receives from Him the means of resolving his problems. 

Many participants expressed serious reservations about 
the above-mentioned concepeions. It was pointed out 
that although many African countries have been under 
the influence of Islam for several centuries, there 
have not been t erious conflicts between Islam and fami
ly planning. Islam is not against family planning and 
is a dynamic and progre.ssive religion '.,hich has sought 
to improve the cultural and moral lives of its followers 
and to acceierate the development of Muslim nations. 

(P. 14) 

It was shown that whur( family planning (birth spacing) 
is needed in terms of the health of mother and child, 
it is encouraged by Islam.... (p. 14) 

The participants discussed thoroughly the various 
papers presented and the relevant referenoes of tile 
Holy Koran and the Sunna and found ample evidence to 
support the acc(:I~taility of family planning in Islam. 
They then recommended that family planning should bc 
encouraged in all Muslim societies in Africa and ex
plained within the teachings of Islam with emphasis on 
responsible parenthood. They defined family planning 
as follows: 

Family planning aims at promoting responsible 
parenthood by enabling couples to space their 
children through mutual agreement; by all 
legitimate and safe means within the framework 
of Islam and to enable countries to plan for 
their people in such a way that they will have 
a high quality of life and thereby help to cre
ate happy, stable, and healthy families through
out the world. (p. 15) 

The Dakar Seminar on Islam 
and Family Planning (1982) 

Still another African interchange of views on Islam and family 
planning was held in Dakar, Senegal, in April 1982. More than 
200 persons attended, among them eminent Islamists, religious 
leaders, and key members of the Senegalese 9overnment. During 
the seminar, the following points were made. 
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1. 	 Islam considers the family to be the basic unit of society
and the foundation of all nations. For 	 this reason, mar
riage is placed at the first order of duties to be fulfilled 
by every Muslim, because without marriage there could be no 
families and children to assure fAc continuation of the 
Muslim nation in quantity and quality. 

2. 	 As accepted in Islam, family planning or the planning of
 
births enhances tie familys wel -being.
 

3. 	 Furthermore, family pIanning is seen in Islam from the
viewpoint of protecting the rights of children and shelter
ing them from poverty, igInoraincx,, and sickness, and attend
ing to tLeir physical , moral , and religious education. 

4. 	 All the authors of papcrs agr :(.d on conditions under which
 
family planning cu.]d I, ra ti i d y 
 ti1, '.u!;1im family.
The consensus was tiat famnily ilanning is authorized if: 

a. 	 The woman is not abl,. to carr; closely-spaced t)reg
nancies to term 

b. 	 She suffers from a cortajious disease which could be 
passed on to he.:r childrcii 

c. 	 Tile parerits ar_ afraid of not being able to protect
their progeny and [rovidt, for their needs. The 
Prophet MohImmad said, "It is better that your heirs 
be left in a comfortable situation rather than in 
poverty and ne,d. " 

d. 	 The woman is breast feeding a child, she should not 
get pregnant. 

There was, however, some disigreement in regard to national 
programs. One author suggested that Islam permits family plan
ning on an individual basis, but does not 
tolerate the imposi
tion of family planning on a society. Others were tolerantmore
and 	 suggested that governments are responsible for the welfare 
of their people, including family planning. Tihe seminar par
ticipants expressed the desire that Senegal adopt a family plan
ning system which takes into consideration the teachings of the
Muslim religion and the necessity to protect the happiness and 
prosperity of tile Senegalese fami.Ly. 

Conclusion 

It is quite evident that Islam sanctions family planning and 
that the companions of the Prophet practiced birth control even
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when the Muslim nation was in a stage of rapid qrowth and expan
sion. Birth spacing is indisputable in Is] am and is in qreat 
harmony with African cultures and tradition. Family tlanning 
to safeguard against potential health risks to family infmbers 
is not only sanctioned, but actually encouraged, by Islam. 
These health risks have be(:n documented from African , .xl ri once 

in previous chapters. 

Three recent African conferences on fami].y planning were in 
agreemont that family ,lanning is sanctified by Islam for the 
healt and w.lfare of the African family and for the love Gf 
the African peole. 

To quote the Banjul conferes cu: 

Family plarning aims at promoting responsible parenthood 
by enabl]ing couples to spaco tl.eir children through mu
tual agretment; by all legitimate and safo means within 
the framework of Islam and to enable countries to plan 
for their pe.j do in such a way that they wiLl have a 
high quality of life and thereby help to create happy, 
stable, and healthy families tLhroughout the world. 
(Milas, Nabwiso, and Dossou-Yovo, 1U7!):15) 

As expressed in the Dakar Seminar: 

Family planning is seen fin Islam] from the angle of 
protecting the rights of children and sheltering them 
from poverty, ignorance, and sickness, and attending to 
their physical, moral, and religious education. 
(Battelle Poi)ulation and bevelopment Policy Program, 
1983:6) 

It is hoped, theiefore, that Muslims in Africa (and elsewhere) 
will take advantage of the liberal and wise attitudes of Islam 
towaids family planning.
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Christianity and
 
Family Planning
 

in AM~a
 
with Spelai Reference
 

to Catholicism
 

Paul Burgess, M.S.P.H., L.Th. 

Christianity is growing at a rapid rate in Africa. Currently,
Christians constitute o-',r 40 percent of the ,otu!ittion. It is,
therefore, important to exaininc the infl utiice f Christian
 
teaciings on family planning.
 

Christianity 011 to rkd Africa in the. first cc:ntury wiln its toach
ing- were carrit:d to E::ypt. and til' Sudan i, i th' first mission
ari's in tico early , ars of tho Church. H,, 3LA1 A.D., t:iiere

Were small dockets c)f ristanhit, ill 
 art of Africa. The
spl-riai of Islam tu Afr ica in the sw,vnth c :ntury slowed down
 
the diff.usion 
of Christ io,ity. Durin( t 'oi sjXteonth century,
lowevwr, Chiritian 55.1io1ari s rt or'0'', 
 iout ,:.nr,- not prevalent
o0 th., otant 0itIunt tIe_1nej lqt u Cl u ''. Arriving from

Ge rfranv , Drital-
 'raic,., S}ain , ,l, aodta114 t , United 
Stat s, tre :lolarIs setsie up. schools and clilics, as well ascjhurchOl,. , al1 , -re(ently ),:ut 36,0 0 ) lnissiollari', s in 
Africa, 6( 1,rco-(-n t-1 f are from the( UniteJd States. 

Al tiough Roman (,atholic r-pr,,s-nt on0y1 onm-fourth of the Afri-
Cal) tL1r1,ia thll d'ahol'c position oil pricreation strongly
influences tio aqrglmIlt against family Iplanning. For this rea
son, thi O'volUtioe) of Catholicthe stance on birth control will
be discussed as it sLid ically relates to Africa. The non-
Catholic Christian attitude will then be considered. 
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The Catholic Church 

Birth Control and the
 
Early Christian Church
 

'rim! racticcu of tirti, control does -ot. seem to have preoccUlied 
thc formulators cf early Christian doctrine, at least not ini
tially. It wan only whun the practice of cont raception was as
sociltecditi iis and practices ".hicii t~Liro-atened },rincipi.es 
at tiee2 coF1 'f t :A Catho.c dognat ic thtolojy that the chach 
formulat',: I Iich c ].n rm-aln nntitall''wa-a to l unchanged 
until th, ,it,, a'xtt(: ,lo 0l'la ' tio l fn- l the 0ld 
Teatai':I toviddl ii[111 i'a. that ad11arrineetlin' Procrea
tion o-f lil - rt i!t . -... . . ........ 4 

han b1c :;(A . Altol ijl th. church d ei-a.i r, Ilxvnit (Lootations 
of ti t,)d and .'. I ;talh Iit.-; to coh-ctruc :t i tl; doctri na I tdi-
fic,, t Ii.: Cat( l i c u Ii-!I lot ' an II an d rI <;oI f'' ( ;' 'as 
foundati.ci for th, ;'iminitL 1 ,i s":'u l ,'t Ilic and a pwi tion 

cln contracption. ' .al ic: eolc:lnUniI ga',r my r.coc

i'i'''d that thc vita ll, l' I.'; c 'fhill al a ss gt. is; that. 
""ilich t4r church gives i . 

F"ctorm suei a, -t i' t ought influ i . , t-i int ,irlir t ition of tIe 
v r itt ,','.-d a a:; l a lta n ll, d in tc' , I11 1i'I1, ' stairo.qItS. Stoi-

C] am, 1 ac a13 ih IsoV , tc-d l "t .IO1,1]ectu a] int hman 
tions, (xtot l d '<;1ll-cont rol , and stri,; -(( toL'- vi rtuc's of d,
corum, coidt'', 'n i' froim bodily 41 ali!;ea,manif ,sta-
I o f tru tiian christianiit"',' rad ,,'nstl' l -i opirit. 

mcritt]adopted chIi a;oic doct, 11'. , that maiti'l inat '1112;'' norally 
trjicrit ool' if it: lrios, w -' 1,ro'c, -at iv, '.'T'il:; ix',m tihe, 'r rq'd 

<'nr t i in 1osCion on i'Itnd 1 C'l'-;cl ad a ~li0C l~tiol, h1lnrlfonizilnn 
wit: ao :oo ; of Cilouh t at the time. floctrilia1 d.-v' lop
menit. in Vtl rI ra .latinq to birth control, oi tile oth.,r hand, 
''as a rcactioll, a hardtninq and a clarifying of ort Iiodox posi
tion ill 0' 'o!it 10 to i.osition identified as threatening to 
uinermne nbasic ,nets )f (athmolic dogma. 

The Patres 

In the ear,, ''hurch, tii ;tanteiniit and dcvelomel(-t of theory in 
dogmatic andi moral. thC.ology -.as almost (xclus:V ly in tile hands 
of the paitrts (father!). rt in impo)rtant to aj.pIrociate the pre
em.ileit pn;iLtjo thIr;o' .bai;li'rd men ,e reaccordihd by the Chris
tian community and lh, d, gr' to liijch tii church relied on 
the r 'ronouncu.ii!.it aj(d w'rit.ing. as Jindicatore of the official 
position of the church ini matira of faith arld morals. In re
futing lieresy, tIme proilunceimnerIts of the patres emtrge as severe 
condemnations, lunding a particularly, intransigent air to the 
adopted official position and cutting the issue off from further 

discussion.
 

http:ronouncu.ii!.it
http:foundati.ci
http:rincipi.es
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St. Augustine of Hippo (354-430 A. 1D.) is one of the most out
standing patres; the impact of his thinking was reflected ill
 
Catholic moral 
 and dogmatic affairs for centurie.;. In the mat
ter of birth control, St. Augustine's influence, was e-normous. 
His overall r,.spected Iosition aI; a theoloqian ,A)lired his in
dividual theories against que t: ioni 12g3 and his vi ,n'!; Ol tIe no
rality of the se.x act became entrlnchwd for ccnt uriF; as Catho
lic dogma. 

Catholic doctrine on hirt.:1 control during( the Monastic era
 
(500--100d A.D.) was irmaril' -;r'''ted 1,y the monks.
 

Partly an a orejpctlen of th(jr Il (.' ex tir:ICe of
 
monastic ngralic;atioll t1,:%" 
 n ,i on coll.ctive 
standards for all Christtianq; t, 1 , react ionl to 
an age of eiiormou, di.-or h., thi-y valt,,-! r1 ].,. . In 
the specific ,r.a ot ;'Xua' -ii avi Li l ,, .l -re fear
fUl and inclilld to extron, in oI; !!)I i2 di oteu t was 
usually not tnImor.d by any cl n ai, ,clitlei of 
marriage, . . in tit ;ormatiol of- thi'; f lastjc code, 
the patristic teachillg aga inst c;rtr actloll..'as ,jvon 
a precise loegal form. (Noonan , 1i' ,7 :]143) 

When oine con dec-; ! . ;oci, l eo;idi I :Of thoe ceituris
 
doescribed as th, MIonast i:c I:ra, 
 i t i., nct Loo di ificult t o under
stand how tile monks' code went- knique!;t i ned. Appallin health 
condi tions and lack of medical 1eSC ulrc,,S made ]if eV:ll more 
precariDOut-; tLan ill th, Roman 1:1li1r,. Mi I. tarI barbarism con
tributea evi.n to
furthei Jdi1dli i } ,'Iula tljOIn. Ill such an
 
environment, contrac(i,tio a;cokLOd 
 liplon 1i t simil-, as at
tacking the good of mar ia gi 
 , 1t Of dl'i vii.n~I thl world of 
much-needed men. (le- result of 'r,'a1linij 0:hri0tian thought in 
this respect was the firs t 1, al legisnlation against con, racep
tion . Pope Cr,e'ory IX ellactd legislation01 (1:34 A. D. ) declaring 
null and void a marriage e:nt(_-r1 d into with a condition to avoid 
having children (Nooilan, i,_) ). Pronouncements on the matter 
of birth control Jn succC.edi ng ,it i s changeld little and ap
pear in theological writings as simply variations on a fixed 
theme. 

Origins of Attitude Change 

The first indications of a chalge in thought regarding the issue 
of birth control ar, seen in the writings of Martin Leaistre 
(1432-81) . Ife established the general lawfulness of the mari
tal act without recourse to sacramental theory. His work was 
the beginning of a new stage in the Catholic- approach to mar
riage. The sex act was accorded a human value in itself alld a 
respect for tile Christian couple began to be_ contsidered an im
portant aspect in drawing up marital l:gislation. !,elaistr'' s 
thinking had a distinct influcnce on the leading theologians 
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of subsequent c,-n tLris. 

The wri.t-in:s of tle theologian A. J. I.,ectmL, (I1H2-81) , who had 
a kofowldc (1ooq, tile impact, of ;i I:tifi cIrnkdihl r-veal 

c int, I. I l i I11 18 .3,
nI thI )irth IIl ) I SSL '. th, j !;Il of Amil,'s, 


' 
;oiu I ;. dVi ,( rt ro ll l t hlow d,2a 'it ;(AI 1l F'' ,t Io t I L1 F 1 - ,l Ir
-;oils in th'. Cri f*.-;J ll .Ilio, "r,>l',ijlioil t il. opi lioll () 
;,kiI 1,d dloctors,;-)l,...- : i i hl't tlh,_rk v.t'rt.",;(,vt.r,1[I (Liy 

111('11it 11ti ilr : il~ : ,~h :' l I }l a %,olllj co( l llot talkt! I ,ll. 

1 .1)1' r, 0(11 it' ILt "I o ilo t '%.:Lom '- ask-. ir,, nOt to Is'
<tii;tIrl '-'.1 '.i othll q .'Cwich isi 'onception Ire.. 

, i t ityit L (-

. ,I .
 

v,.: (d" -il ' I lJ. ,i lh- rt i (-I, iiro lIimuIt 

' ' 1' to I I' Ii 'io. otf Ami tLIiA;, LComt,' L hrouyh 
1 it !tn .tt, t, d to taok, thl ola xiull ,iccoilnit of th,- nin,:

" , _.s lihout ,,' u!-. 1Iv jvtulatil I 17' .:tII 1i 11. tilrouIlv 
t),t:7, t .ihui:;'ol til- "safe i orjo(A" I; 1:rmlitt,,d to cath

,1" P1,11 ,.-i ,).,1: i'.; ,1: a II ethod of lirtl coitrol 

The Catholic Church 
and the Population Prcolern 

A,; i. .jeon 'ral ly t'cogjaiz .,I,on,- of tho, 111onSt prt.ssiiig human and 
.ot:j i. i1 IY .IALl facing mankind iin this celtury is the plopJulation 
roh ,I. 'i',o c'atiolic church, particularly sincet World War If, 

it-- n !O.vi Iy involw d in iprorams aimed it dealinq with th 
otulation tproi l,'12. 'I'h,:.e,ffortta .. aid and dev,Ahave ;Lr,.sseod 

)IlIwilt to Third rlOd I'ountri-s Ioy working throu(;h the interna

t iolial aigpcy, itc' Rolio-f S(rviAca. 

InI '1,.., i.o:,, '3,1) V1, tenftss lhe t it coml exities of the 
p0plOutlioll rohlIem wt.r'e Such that he did not ilOLvttie answer 
hires, If, ,. tahlishod a conmisf-ion on forti lity and the family 
to studi th0 prol1(em. Tile collission was comlpris;d of some: 64 
oxI ,rtS--th eolocians, medical doctors, dtlmoqraphcrs, sociolo
gtsis, and family counsellors. M1any' ft it tlat the work of tie 
coIuni ss1on re , rrsntd aln unllI)r<(ctLh' teld o I ortuniLty to al igqI 
t1I i,.'hrcih I osi tion oh hi rth con t rol wi ti L!aI:a'LI Iiti US of til 
twtcilti('th ccintury, partj.cular.ly Lin th Afracalal conlti.llfent. liI 
AJ1ltI 1. )6(, th colmfission tumitted it: r, to the 1.o01 ,ort 
r.-'olnm.ll~ding a liheral i;ation (If tile bii r coi1trol 2!2W)), .witholt 
rustrictil1j t1(, 0 (If ColtrdCic~ptiv', I71mtlod. 'lih! p-oie' r<
spo0ndtd, mot,' tlLli -'.r y ; i I 1.1 I hat-orl,v' lfumana2u 
Vitae (Io. Ii Paul VI , 1(,H). Ii /Ium'ana Vi tae, Pope Paul VL re
sta ted th,_ tra1i Zlal tlance1on contractttion, thereby rejcut
ing tile, comi;i-("' , ; r,-:1 ,r~t. 

Ne-Clss to !;ay, ti: - i'.cyclical ,.,assubject to critical analysis 
b' mail,, ConC,.rled aiout t io polpulation problem. Ill a publication 
by tile Po1 ulation Pe,'urultC Bureau, th, follow'inq commont was 
made: "Essentiall.,'.,, tile encyclical was an authoritative state
merit relying o. tradition and the Pe)p('s doctrinal suipremacy 
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fa tiIOr than o -i IIt iargujum irumOIiL [ ori it,1_]; or IJU,(1'11oir SOI Iii 
stu .or.-ti n thi coiit.itlticm tilat t_v.[r- ac x 1Lc~oliljqil hii to 
ope, Lu Lh., tra smi;:-;uioi of Lif,,'" (,lu5mphi ' i Friict , 1975:21-

Nar t' iolic .1ciiolarsI ;iii ,d xt-atci it:; ii.l1 illg Lilt' dt-I.J
iiilLs ill I Ihe ui:yclic ] li. O l i; out t iiLii, i rlcljt_ o zLraditiOnISi ill Ile i ,ap1L. ilhI;i tL, Gat! t110 Unitiv<e klld _Uro;:, I i . 

- ofl,2O jIiIal9 ii i, t, rcOUrs,' could not IP' s,,1.acatd . uGlixct 
(Jr\ f 1 1 . 11r Li c( ii!O iisuu.; tIIl t N ) ' I'llIlI V I,
ix S '11 i ; ; 11 t 1., t ra i t ioa it, dctri Ln, or tfii church, 
iid r ,fu . c. Ld i , :*kio'.,.'icd I .i I, . r isi '- Ii (cid i r lOuii.:; of ovtr

u
0 ii aLtuIi , ik :1i1 . .' ill t , d - l, I Ii '.vorl I. Io'.,,:Vc , Lit1 

iop., i i ; ini , ' I C i 1 i f ufl] i rufr ,litfled from
d.;i ; i It1 itI I ;t a;i Lii ifi l lii , aiii adiii Ittid that cotijugal 
coit ..' a 1,' it .. dLlr i l t ii ' p,'r od';, thus; u1,h0oldiigj
 
tsr i.Ojifiii uy if Lii' ri'ILtin 
llIiid of ,irt'h coitri)i. Vaticall 
(:01,11C'1 I I , i , V , auh9,Ld t~Il i I l-Oaich to iiarriajt 0 , and family
Ii U ch:it1 i ii i'p v' in oiL th rsi~oiiiitY to
 
d .trri , 
 t:, :U: i, Of cit li drn11 t ,.v .';ould hav :, aOid that det,,mi a~i n ;:lu[,i it. t , ,I.d th,. cond~iitionis of thf)Jr ffamily, 
ti I, I t t-i -)I] , ,lld Lit! rK IO(. 

The Catholic Church
 
and Birth Control in Africa
 

i imO' Afri,ii . -Jltrrit~s, Catholictie C11urch is a minori.ty
curtr( ti n,il:; I Iok to Rome2 rather than the people for s tau,;
aiid rccli it ji, . 'Ii' O-; African.s, iirotiouricem(u-its from Poiie,
 
io'.r,.r 1 t_,lt io
1.. -i ,i and doctrinally sound, have little
 
r,','vanno i I ct 
 ilti-. '',r,: rihalism is still tie 'onio.iogiial
l-okio~ii, of most .uiis, Iarticularly south of the !lhara.
 
OIn a coiLtiirlit sili , 
 for th iiOst. art, the ovu.rridiin coiucmcrii
 
is For filling ti,' most hasic 
humani htds, the talk of ovcr o u
latioi and di i;ion itiin Litc Catholic church on Li sll it
 
of coitraci 
 i 'cion i Yr1lvanLt to the concerns of th. i oi~ll.. 
For Li ;> r1ons, L tiollc church's official Io.s;iol on

Lirth coitrol is ulikel], to iiavt: a 
 major impact oi ths ,oiul.a-Li on iqso, in Africa0. 

The Pope's Visit to Africa, 1980 

Pop, Johi iul Ii, I .' , I ,I ' v i :it : 1 ,iqLt:; natimis of CutiLtIrL 
Africa. u i ;i :x :i i' ;i 1:J01iit,l , th . l opl outll.d 
thu churcll': Y - iti.,tti. fi,r t oiat ioial, a! .. an the: spirit
al, 'tt-l -l ii , ' 
 .0, 1c i i ,liig f r the. adapta

tj.oI of iii L o cult.it, f Lis. At i . l., ih,.
Stre ss-i i- ir t_i_*Ilri faini I i:i : l t:adti of th, chlltil'llt:. 
'Ti Jclitl ff 1.:] ()1 1 i PoI ncl r _,',t for th f ii v and tiic,
good of dl, 1,i;] -lilt of toa di:;tincti... A frica L '. wor i. 
Ill nIl, ii La i , V ', di LiI I * a ll,I i O th( rotl'oiii 
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confronting individual famiii c; and nations caused by ov',rpoi)u
lation. Hofr genoric ference to didbt'yond ; tc '01yjaily, John 
Paul II con:-id,r tice rctalistic difficult.i,s among the African 
o,;oj, a maciorit%', of whom stiI ie in ethnic grourings where 
the nerion ccl Iao ly i ,,; differ; gr(eat]y from thei l.uropeal coll
cI' . aIctfahs .as brouqht (,t c],,rly in the response-, of the 
I'a ;toral Councii of Ario;h a in ianzania to the agenda for tile 
(ctCobe Lid" iuomanc Synod of ishop s dealing witl family. Cha 1
1 lq in th,.:i al ,II asse t ion that the Greco-Roman ideal of monog
ally a tl, only ossllyoI iCexpression of the Christian idea of 

council for ojun debate the1 1rwah, t} c called an ol realities 
()I mariiao,' i:; ,.'ccii:need by various people around the world 
.;1g],*.sti1 a ;o"ss-.i-b]e .authe:ntic pluralism in the synod's recom

:*;II i., the dilmma for tit,, Catholic church in Africa today.
 
Sll 'C', the Catholic church must be ale to count 
onI maximupi 

S;uport illiOntJ it: atolp if it is to have any hope of providing
1, ad:rs Ii in resolving the ' op ulation problem. Thce real issue 
-l ln,, of developi ng lecldershi , wi t he African Catholic 
church w'i1h will vigorously addre-ss Africa's population problem.
d oil'', te leadership will come from young African prelates


cluoe -o thet people and who, . oth figuratively and literally,

call iiceak their languag, and identify with ther ceople as
piraLion- and concerns. What i; most feedd is a workable,

uzcdcratandahle hirth control. irogram iln th, formulation of which 
African c] crics particip ate because of tileir recogtnized solid
 
ties witl tLt1 ,'tchic groups and vi]lagj :;.
 

Protestant Churches and Birth Control 

Non-,<atholic Christian church.as were singularly quiet on the 
mattLr of 1cirtil cont rol during th, iuriods in modern history
'.all (Jc witnessed Mlalthusianism, the birth control movement, th(
wm(n~'s rights incvemeont, and puLl £c advocacy of birth control
by various lat~or move;me.nts. The first: religious propolents of 
hi rth contro l were the Uniwyrsalists and the Unitarians. Ill 
1.)3' , tille Lanmeth Confert2nce. of the Church of England recognizll
abstinence as the ordinary means of limiting hirthcs, but allowed 
contraceptiv, methods where ai-stiinence p roved impossible. T1ie 
followircg year, 1931, tile Cocinitte oil I'larray and Home of tile 
Fede-ral Council of Churche-s in th United States, allowed a
"care-fuil and restrained" ise of contraceptive devices (Murphy
ar,' Erhait, 1675 ). With the exception of tile most fundamental 
cliurches and some Lutheran churches, this precedeLnt was accepted
t-1 all major I rote;; tant denominations. Contemporary non-Cath
olic tenets hold that the basic, purpose of marriage includes tie 
need for responsibIle parenthood, including considerations of the 
number and spacing of hirths. 

http:church.as
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It is evident tlat non-Catholic Christian churches clearly base
their position on two generally ag reed upon conclusions concurn
in "contemporary need" and 
the "ends of marriage" as contained 
in a statnenlt adop ted by the General Board theof National 
Council of Churches b Because(196]_ . of the importance of this
d.cummt, we will quote the ;(ct ions doaling with reasons; for 
f!ail, 'ianinin'], and muthods of .amily planning. 

Prisons for 1.amil; Planni ng 

Within thk. iurj:os,- f ,are iaU: ordained by God, there 
at a nUmitiber of coe'ideraLions c nce rning parenthood

whidi ned 
to I- La into account in trying to deter
mine the numb ir of 

siderations; inc ud ,
 

. efrquncy prgnancio s. These con

(1) the right of t.t. cL,id itd, loed, 
cared for, (_,ducat,.d, ali har, e in Lh, disci
)iii' and mn tr-lction of th . ' ,rd (ih. :4). 
Tle rigts of ,A i Lil chiidrean to parntal 
care! have I i( j" r C l . 

(2) the 'i t: ,L ofrostitf a future, child, if 
medica] and w ii-nic vid,nc s(erm i.toativelI 
Co IC.Is iv . 

(3) the hbalth and .lifar, cf the 1nemthr-wife , and 
the nuid !'ort : ! ,iacingof cchit ldr,n to s;afc
qu. ' 'i1 t a l! 

(4) the sCeial !;itulL ion, ''bee rapid lonulation 
tJrowth ,t dingio o thcri-coerce on mellsan 
of liveihod n nd tiQni.i-M s the social order. 

Le'alOIIs suCh al tie ' et-er inito tie( (a] el]at.i.iiiiS of re
5 'OliS~ibl, *latir lth,.)od. a',
At" i1 n t.Lilm., are.:ts ie 
to rem !rii r t-hat l ii Ci..vi i v' inlituail7 fg it.il,
 
rt2li in e - Iih'aelil'' of '! ii 
 t d ct nf iT1-, il l '
 
(joodm"''is. Too' c oeelLti ; ,j r i l or
tItlly et:;[l; 

1.)'2as' Jr.eat. 111 '-r-)i d.; fi'i tult, to lift 
 th, t;od-(J Iivll 

0owr of procr,. t.ion I rh,. 1-v,.) of eLbical decisioll. 

1th1:thadi ofo;/ !i' 1i1 

Christians arat, air,..:d tLhat the limtiitation of ,rocreaLion 
fmay is- rigiht and loj r for aireilLs undet certain colndi
tions hut diffrtic 
 a.'isc iii regjard to o.rcuiistaLncc.
 
and me thods. I' OrthodoX ChUrcji fohloat 
 the tra7d itional 
teach-ig whici sancti ons marit.a] alstcn.ncic, as th. me:ans
 
of family ']ali .ng blest 
of t',P'rotiemait churches hold
 
contraci-ption aid j 'leriodicconLti nece Lo b, morally rigjhL 
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when the motives are right. They believ that couples 
arc free to use the gifts of science for conscientious 
family limitation, provided the means are mutually ac
ceptable, non-injuriois to health, and aj propriate to 
the degree of effectiveness required in the specific 
situation. Periodic continence (the rhythm method) is 
suitable for some couples, but is not inher'ently supe
rior from a moral point of view. The general Protes
tant conviction Is that motives, rather than methods, 
form the primary moral issue, provided the methods are 
limited to the prevention of concePtion. 

Protestant Christians are agreed in condemning abortion 
or any method whicl destroys human iife, except when 
the health or life of tL mother is at stake. The de
struction of life. already begun cannot be condoned as a 
,pethod of family .Limitation. The ethical complexities 
involved in the practice of aotion related to abnormal 
circumstances need additional loudy by Christian schol
ars. 

Another fai iiap proac -o 1 rtion is voluntary 
sterilization. Because medical science cannot guarantee 
tiat the procedure is reversiblle, it presents the Chris
tian conscience with s!oecial problems. Responsible 
parenthood is seen by many as a day to day process of 
decision-making which sterilization may negate. On the 
other hand, whore reasons of health or the obligat.ions 
of parenthood argue for the use of the most effective 
means of family limitation, sterilization represents 
one sure method now available. Pe.cognizing the dilemmas 
confronting Christian doctors an(I parents, particularly 
in some of the poorer societies ..':,hre realistic alter
natives seem to be lacking, wu are constrained to point 
out the hazards in sterili cation, and to stress the pos
sibility of its use only after the most thoughtful con
sideration of all the factors involved. Additional 
study of the.se factors and of the moral issues !ntailed 
needs to he undertaken by Christian scholars. 'ational 
Council of the Churcihes of Christ in the United States 
of America, 191:4-5) 

The actual number of Christians in Africa may be somewhat less 
than the available figures indicate. Christianity (as well as 
Islam) has such a high prestige in some African countries that 
some may claim to bu Christian who do not actually practice thc 
religion (Parrinder, 1976). 

A large number of Africans who convert to Christianity continue 
to maintain many traditional beliefs. Traditional practices 
are often relied upon in matters of personal importance, such 
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as rites of passage and crises of life. 

There has also been a movument among African Christians to

break away from the Cristian mission 
 churches to set up inde
pendent African churches. in 1976, thtru w( cur, approximately
4,300 separate indeptndunt churchus in Africa. They dum to 
have spLrung from the same sji it that 'as pushilng for political
independencec during the 150s andiUij (Parri nde , 1976). The
clergy is Lecomig increasingly African. ior -xal:Iple, of the 
16,000 Catholic .priesL in Afri ca, b,e00 are African. While 
they retain the Bible, and the praler and hymn books, native
language(, music, dance, and dress are integrated into African 
services.
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PopulatioJn, Health, 
and Population Policy 

in Africa 

Abdel R. Omran, M.D., Dr.PH 
Alan G.Johnston, M.A. 
Victoria Fontenot, B.S. 
Novie Beth Ragan, B.A. 

In the preceding chapters, evideLunce has Leen presented to docu
ment the health risks associat-,,d with certain patterns of fami
ly fcrmation. The evidence makes it clear that in order to 
avoid thesu health risks, childhearing in Africa should conform 
witn the safeguards advocated by tie health community. These 
3re: 

1. 	 Spacing twa to three years between p)regnancies 

2. 	 Avoiding h1igL I arit' , particu]arly high grand multiparity 
(parities of 4,) 

3. 	 Timing prLgrnancius to occur at the safest maternal ages 
(20 to 2(uyears, ()r at most, 18 to 34 years). 

Thus, the health rationale for famil, planning is sufficient in 
itself to endorse organized --fforts to sp;ace and regulate fer
tility in Africa. It is also clear that lopulation pressure in 
Africa is an added im':etus for family l]anning. It is with this 
in mind that the demographic situation in Africa deserves at 
least a brief consideration. To this will be added considera
tion of the family planning policy in African countries and the 
place of the health rationale therein. 
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The Population Profile in Africa 

Population Size 

The population profile of Africa has changed dramatically
this century. In 1920, the total population of Africa was 

over
estimated to be 1.13 million. The mid-1983 estimate of the population of Africa reached 513 million, a three-and-one-half foldincrease in only 63 years. Most of the increase occurred afterWorld War II wher, mortality started to decline, while fertilityremained at high levels, resulting 4n a rate of increase of 3.0percent per year. At this rate, by far thu highest among allcontinents, Africa's population could double its(lIf in 23 years;by 2006, there may be one billion people in Africa. Fre':; thenationalistic view-,oint, there is nothing wrong with having onebillion Africans; the problem is that the pace of increase hasstrained the current resources of the continent and may delayits economic development. More devloped countries, in contrast, have a much longer doubling time, many over !00 years,not to mention their more readily available and abundant resources. Perhais more importantly, as has been demonstrated inthis volume, continuing excessive fertility adversely affects


the health 
 of mothers and children in Africa.
 

Population size 
within Africa varies extensively, from approximately 84 million in Nigeria to 100,000 in Seychelles; nevertheless, tere is an almost universal tendency for rapid populationgrowth in all countries (Table ).1). Kenya stands out with thehighest rate of growth in Africa and the whole world; its rateof 4.1 percent per year is a product of a high birth rate (54
per 1,000) and 
 a low death rate (13 per 1,000) . If this growthrate persists, Kenya will double its population in less than 17
 
years.
 

Population Composition and Distribution 

Three features of the population composition of Africa are ofspecial relevance to this study: ethnic, religious, and agecompositions. 
The religious composition of Africa is examined
in detail elsewhere in this monograph. Africa has at least 800
distinct ethnic 
divisions, whose people speak more than 1,000languages and dialects. The inevitable competi ti on betweenthese divisions has enhanced the desire for large family sizes.The underlying perception of equating numbers with lower makesthe demographic argument for family planning unacceptable. Itis hoped, however, that the health rationale will prove to be amore cogent argument for family planning because of the concernof all ethnic groups for the health of their mothers and chil
dren. 
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In regard to age, all African nations have young populations,
 
with one-third to one-half of the population under age 15, and 
high child dependency ratios. This is a function of both high 
fertility and relatively short life expectancy. The proportion 
of the population under age 15 has also been yrowing( rapidly, 
thus increasing the pressure on the educational systems and on 
housing. One advantage, however, is that this segment of the 
population is the source for the labor force of the future, if 
vocational training and job opportunities are provided. 

The total population density of the African continent is rela
tively low (approximately l.6 persons 1),jr square kilometer) as 
compared to the other continents. For .xample, the population 
density of the European continent is approximatcly 98 persons 
per squale kilometer. This compaarison is misleading in; view of 
the fact that much of the land in Africa is unsuitable for sup
port of human life, being covered with dceserts, swamps, tropical 
rain fore_sts, and badly leached soils. A more accurate measure 
of density is thi: numbur of p.orsons i,(:r square kilometer of 
arable land. Table 1.1 de.monstrates the contrast between the 
total population density and the arable, land density for Africa. 
For example, the total d.nsity for vgypt is 42 persons per 
square kilometer, whereas the arable, land densjty is 1,489 per
sons per sguare kilometer. The pressure of population on re
sources in terms of land available to grow food will increase 
rapidly with time unless major steps ar( taken both to limit 
population gro'., -h and improve the productive capability of cur
rently useless i and. 

Four areas of the contin,ent have fairly dense concentrat-ons of 
population: (1) along the Gulf of Guinea in West Africa (in
cluding Nigeria, Ghana, Benin, and Tog); (2) the Nile Valley; 
(3) the East Africa highlands (including Ethiopia, eastern 
Zaire, Rwanda, Burundi, and Tanzania); and (4) the eastern and 
southern coast of South Africa.
 

Rapid urban growth contributes to the changinj population dis
tribution in Africa. This grcv:th is, in part, attributable to 
the rapid influx of migrants from rural areas in search of jobs 
-nd better social dnd economic opportunities. The tnult has 
been crowded cities, depleted rural areas, and thus decreased 
agricultural output. The impact of the added numbers in already 
crowded cities is all too well known. Several cities in Africa
 
exceed one million in population, including Cairo, Alexandria, 
Kinshasa, Lagos, Ibadan, Casablanca, Algiers, Johannesburg, 
Capetown, and Addis Ababa. 

Social and Economic Characteristics 

Literacy levels in many African countries are low for both men
 



136 

Table 9.1. Population Data
 

Population2 

Mid-1983 Population Rate of 

Density
(per kin2 ) 

Place 
Population 
(millions)' 

Projection 
to 2000' 

Natural 
Increasel 

Total 
Area 

Arable 
Land 

WORLD 4677 6130 1.8 
LDCs 
MDCs 

ASIA 
LATIN AMERICA 
NORTH AMERICA 
EUROPE 
USSR 
OCEANIA 

3519 
I1i58 
2730 
390 
259 
489 
272 
24 

4857 
1273 
3528 
549 
286 
511 
302 
30 

2.1 
0.6 
1.9 
2.3 
0.7 
0.4 
0.8 
1.3 

AFRICA 
Algeria 
Angola 
Benin 
Botswana 
Burundi 

518 
20.7 
7.6 
3.8 
0.9 
4.5 

851 
36.5 
12,2 
6.6 
1.6 
7.0 

3.0 
3.2 
2.5 
3.0 
3.4 
2.4 

7 
5 

31 
1 

160 

267 
366 
122 
58 

357 

Cameroon 
Cape Verde 

9.1 
0.4 

14.o 
0.4 

2.7 
1.8 

17 
75 

115 
750 

Central 
African 
Republic 

Chad 
2.5 
4.7 

3.9 
7.1 

2.5 
2.1 

3 
3 

37 
64 

Comoros 
Congo 
Djibouti 
Egypt 

0.4 
1.7 
0.3 

45.9 

0.7 
2.7 
0.5 

65.5 

2.9 
2.6 
2.7 
3.1 

150 
4 
4 

42 

333 
241 
-

1489 
Equatorial 

Guinea 0.3 0.4 2.5 14 172 

Ethiopia 
Gabon 
Gambia 
Ghana 
Guinea 

31.3 
0.7 
0.6 
13.9 
5.4 

50.6 
0.9 
1.0 

24.1 
8.8 

2.5 
1.5 
2.1 
3.2 
2.5 

26 
2 

54 
48 
20 

237 
387 
230 
433 
119 

Guinea-Bissau 
Ivory Coast 
Kenya 
Lesotho 
Liberia 

0.8 
8.9 
18.6 
1.4 
2.1 

1.2 
14.8 
37.1 
2.2 
3.8 

1.9 
2.9 
4.1 
2.9 
3.2 

16 
24 
27 
43 
17 

210 
87 

736 
366 
519 
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Table 9.1--continued
 

Population
 
Dens ity'
2

kin
(per 
Mid-1983 Population Rate of
 
Population Projection Natural Total Arable
 

Place (millions)1 to 20001 Increase' Arca Land
 

Libyan Arab 
Jamahi riya 3.3 6.1 3.4 I 117 

Madagascar 9.5 15.2 3.0 14 303 
Malawi 6.8 12.0 3.3 51 266 
Mail 7.3 12.1 2.6 5 67 

Mauritania 1.8 3.0 2.8 I 159
 
Mauritius 1.0 1.2 1.9 450 841
 
Morocco 22.9 37.3 3.1 46 268
 
Mozambique 13.1 21.5 2.7 13 334
 
Namibia 1.1 1.8 2.9 1 152
 

Niger 6.1 10.5 2.9 4 36
 
Nigeria 84.2 148.2 3.3 83 323
 
Reunion 0.5 0.7 1.7 166 892
 
Rwanda 5.6 9.9 3.1 196 543
 
Sao Tome &
 

Principe 0.1 0.1 2.9 82 -


Senegal 6.1 9.7 2.6 29 237
 
Seychelles 0.1 0.1 2.2 333 -

Sierra Leone 3.8 6.1 2.6 48 85
 
Somalia 
 5.3 7.2 2.6 2 338 
South Africa 30.2 48.5 2.6 44 195 

Sudan 20.6 33.2 3.0 7 249
 
Swaziland 
 0.6 1.0 3.3 35 346
 
Tanzania 20.5 35.4 3.2 19 295
 
Togo 2.8 4.8 3.0 44 109 
Tunisia 6.8 9.6 2.5 39 147 

Uganda 13.8 24.2 3.1 58 254
 
Upper Volta 6.8 10.9 2.6 25 122
 
Zaire 31.3 50.7 2.8 12 470
 
Zambia 6.2 11.0 3.2 
 7 115
 
Zimbabwe 8.4 15.0 3.4 IC 298
 

Sources: 	 (1) Population Reference Bureau (19d3); (2) Food and
 
Agricultural Organization (1980)
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women. In 18 countries,and fewer than 10 percent of the f(emale
population is literate, and in 6 of these cnuntries, only 10percent of the male population is litcrato (Table 9.2). Se've'ral
countries have realized th, importancu of education and havechanneled large portions of th :ir budgets into education only tofind that tle rate of iucrtjsc 1i1 the nLumber of school-ae chil
dren is too rapid for the ex! ;ton j educational resources 

There are sharp .'ontrasts in the uconomic status of the: 54 Af
rican countries. Some countries (o.y. , ;aboj, Guinea, Liberia,
Libya, Mauritania, Nigy-ria, South Africa, nambia) have largereserves of nin(eraIs and othter natural onis, wh''rt-as other
countries (e.g., Cetral African Poi univ' , Chad, ''Jper Volta)
suffer from ipoor 'sourc, bases; and Ln Iocktd locations.
Libya, by far, hais tn,,e largest total ounual (I'1,' (grloss national
product) 1er Ie rson (US $;(, ,d.H) in lhuTfica soltinent of
Africa, al a -ole, thio nas , ( t;t I}<r ciaita (US $783)relative to oth aont in it', o thI, "'.'orld. 

Another prox-, n usul 'Of -v-.lo: ,n''i.t i. nty ccnsunj tion.

Though c i. 
 pi oduc, d ii 'Irt; of Africa, rany stillr(eionf;
suffr AIr1 roy s )l1ta, ti dr , r , calpita energyconsumplt on aicr-; l oduct:ion and I InurI:easu. Soutl1
Africa, weich has a high 12-l .(.r caj iita (';: 2,' ) hal ti.liqigust cne-rgy cansunv :ion 1*r capitia (3, 1:7 kilogjram ,uiva
lnts of coal) , W11 BIF
uundi and Rwand both .'i tL $di (;HP per
capita, Use only I2 ahd 18 kilogram *o-juivalints{ of coil, r,:sct'wvi. Ev'K- Sip-rio, ,an (Organization of Jetro:um Export-

J1g Countri,,s (OPEC) 
 , us 3t usImbm l%,I e3li kilogram enuivalenjts. 

Fertility Profile 

In Africa, marr,-geC is a universalwoman marrio at Itast on:(ce 111toti on--a].most everyin her .i fitime and family formation 
beg ins at a wy y''o ung age,. Thirty-ffour Jerc,.nt of African 
women lg 1d 1-i- ar in marital )r cens,.saal unins; il fi Vfwcountris--B .11i, Chad, Galon, :1l] i, and Sig(nr--til' j ptrxJortion

is gr,<a-r th!, ( -", Perce'nt (Ta'll 
 -. 3). i 1ld(- riaq c rt inu,,s
throughout tn,' prodUctlve si. caild tIll( 'rt ht I is

t l iv,gulto: iii.'gll, d'-mi I.: social -'u too' it S Jd r ciiJd s -itlcing
Itt! Iiand d(s. 01 tt-t:; of, jiti ft I. t.' i t iI count cis.though t:l(' ratt chii d 1c Al

1-;1 1 1i in A frca, t! iflllumlbet of 
surviving tnc.ldrmi i:-s still llajr, 

Crude Birth Rate 

Crude i;irth rat, (COO) is the most freguentl',' useId :n-aflrt- Of
fertility, aild one for which data are_ more "c2adi]'., avavilaJlethan fo- ther measures. The 1983 CHR for AfriIli as a ,.ho is
46 uor 1,000, three times higher than te'. rat of 1; per ],o(00 

http:Jerc,.nt
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for more dcvt,loped countris , and one an(I a ila]f timnes higher 
than the rato of 33 Lr 1,u(l) in less dUVeeopeli cowltries (cf 
w,,ich much of Africa i: a parti) ('Yable, 1). . Oly thc island 
IIatio;I,, 'cIL V, I-, u rits, l uI ic I i onl, and Seycl t:lo s, have 

lI, 1;; i ,11.; or ii InI six llations, tit' ric, is actu-It: i AU 1,30 .
 
ally , o ) vl];>
r ,.r 1, 

Total Fertility Rate 

o liti gives of theTil total ,.ti ' rote (FIR) another dimension 
iev,1,] of f(rtilit',. Itdcnotes the average number of children 
born 1e 17 c... 1 duri 1, 1r chi ldbearing years. An African woman 

onil, tilt'av,rayi,, u. 5 ch:]dren ir her lifetime, while a
 
E'uIrol ill )r Ami ,rin
,IoIlcn ihas only t-wo. For a majority of Af

ht tol/
ri , .ns t,_rlu it rata' is six or seven children per 
*.ny' .l O eihtwol . itan '.'O;llLnl c i chi]drt on tilu average:, 

moro, cii.ldr - tIhI m: i.i in a1'., otther country in the world. 

Age-Specific Fertility Rate 

Aq ,-i';;, ,c vc t i ciirac:,: jiv. more detail about the pro
0thasion ,)f ,,rtiilt' I iC. mate rnal ae. The African fertility 

iatt, llc'- i :~t t~lw ,c:ma:; frtility begins at a very early
 
a031 i, 1,a' ',t.,,'e: ti: c~t.q of 20 and 291, and continues to the
 

.
lat C ;- , ,) u '. 'i't.'enIiuja pregnjjancy is appari.ntly coilon
* 1aci I' Ioth noI t!,rn anti aubL-SaIaran Africa. Figure t.I
 
si"v.' Util op-I-
gio C liy rates for selected African
 
coun tri !3 ind illuat rate-s thie iproblems of high parity and
 
timiii (If I iIJgiaIcil l Lerms of miaternal age.
 

Infertility in Africa 

A di.scu-.iion of fertility ii. Africa would bo incomiplete without 
a 'ord aioL tb ,roiIobl of i a fetd ite il solne areas on the 

IlasuremnentCoat ilh-Lt. 11ik of inffrtility amloanq Africans is, 
Iho'we' r, V,.r'. difficult I~caual of the absence Lof spocific ej i
dniioloIj icc 1 Studi,_, nI tile toipic. Demlograihic data and infor
mation from hospitalos and cliinic,, provide oil]..,all Ostiliare of 
th number of couli-s aiffI lcted witL involuntary inffertility. 
'lie roblcel of infe(rtility is Co01inoullded I.lt wO)IlII:n in iln

ulol social]'.' l'L 
are used to dicrii, tI di'trih.ucion of infertiit-,, ICiLiding 

fertile ulliOl; dl,' I' ostr!ciL . 15,v.ra1 indices 

rates of cinild.:sane s, lulliparity, an(i the lLilutmlr of ,ie',l 
netVer i re'3nodit. 

Africa .L41ti1 of tii, Slhara has tile hightst prcvalencc of infer
tilit'. ill th world, in an excelent review article on tht 
,-,idLni oUl of ilftatill ty in Fsub-Saharan Africa, Bel!soy (l'i/G)C',' 

estimatea that in so1e croas ui to 40 percent of the women ar
reiort-ed toi hove comi leteid their r.productive yars without 
l-earilg a child. In certain locales in Cameroon, Gabon, tihe 
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Table 9.2. 
 Social and Economic Indices--Africa, 1970-82
 

Energy 
Adults 

Literate 
1970-80' 

GNP per 
Capita 2 

Consumption 
(Kg of Coal 
Equivalent 

Place Male 
-

Female 
1980-81 
(US>) 

per Capita) 
1970-80 

' 

WORLD 73 61 2754 
LDCs 
MDCs 

57 
99 

36 
97 

728 
8657 

ASIA 60 39 968 
LATIN AMERICA 
NORTH AMERICA 

79 
99 

74 
99 

2063 
12405 

EUROPE 97 94 10025 
USSR 100 1O 4701 
OCEANIA 92 91 8864 

AFRICA 
Algeria 
Angola 
Benin 
Botswana 

37 
42 

-

12 
30 

13* 

17 
14 
-
4 

35 

783 
2129 
790 
326 
902 

671 
208 

68 
-

Burundi - 25 - 235 17 

Cameroon 31 7 793 148 
Cape Verde - 37 - 300 
Central African 

Republic 
Chad 

13 
12 

2 
I 

328 
120 

55 
54 

Comoros 66 52 313 -
Congo - 50 - 1108 213 
Djibouti - 476 -
Egypt 57 29 654 565 
Equatorial 

Guinea - 12 - 175 101 

Ethiopia 
Gabon 
Gambia 
Ghana 
Guinea 

8 
22 
9 

43 
14 

4 
5 
3 

18 
4 

142 
3909 
348 
402 
298 

20 
1279 
84 

265 
87 

Guinea-Bissau 
Ivory Coast 
Kenya 

Lesotho 

7 
-

-

44 

20 
40 

3 
-
-

68 

185 
1174 
432 

538 

58 
234 
180 

-
Liberia - 30 - 536 448 
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Table 9.2- -cc tinued 

% Adults 
Energy 
Consumption 

Literate 
1970-80 

GNP per 
CapitaW''3 

(Kg of Coal 
Equivalent 

Place Male Female 
1980-81 
(US/) 

per Capita)'' 
1970-80 

5 

Libyan Arab 
Jamahiriya 67 30 8560 2360 

Madagascar - 50 - 332 94 
Malawi 34 12 200 70 
Mali 4 I 185 30 

Mauricania - 17 - 484 185 
Maur i t ius 72 50 1342 405 
Morocco 34 10 869 315 
Mozambique 15 8 240 139 
Namibia 45 31 141o -

Niger 2 I 336 48 
Nigeria 25 6 873 83 
Reuninn 60 66 3830 -
Rwanda 24 9 250 30 
Sao Tome & 

Principe - - 382 -

Senegal 10 I 499 266 
Seychelles 55 60 1797 -
Sierra Leone 10 4 319 89 
Somal ia - 60 - 282 78 
South Africa 57 57 2509 3479 

Sudan 25 4 380 141 
Swaziland 31 28 844 -
Tanzania - 66 - 299 53 
Togo 27 7 391 117 
Tunisia - 55 - 1417 618 

Uganda 44 26 356 39 
Upper Volta 2 1 237 29 
Zaire - 15 - 225 103 
Zambia 61 34 586 858 
Zimbabwe 48 31 815 791 

Sources: (I) Population Reference Bureau (1981); (2) Population 
Reference Bureau (1982b); (3) Population Reference
 
Bureau (1983); (4) International Bank for Reconstruc-

Lion and Development (1980); (5) World Bank (19 1)

Indicates combined (male and female) percent 
literate.
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Table 9.3. Fertility Data
 

Crude 
 Total
 
WWomen Aged 15-19 Birth Fertility


in Marital Unions' Rates Rate;

Place 
 1970-79 
 1975-81 
 1975-81
 

WORLD 
 28 
 29 
 3.9
LDCs 
 37 
 33 4.5
HDC 
 8 

ASIA 

s 
15 1.9
 
30 
 4.2
LATIN AMERICA 
 15 
 32 
 4.4
NORTH AMERICA 
 II 
 16 
 1.9
EUROPE 
 7 
 14 
 1.9
USSR 
 10 
 18 
 2.3
OCEANIA 
 9 
 21 
 2.7
 

AFRICA 
 34 
 46 
 6.5
Algeria 
 44 
 46 
 7.0
Angola 
 42 
 47 
 6.4
Benin 
 66 
 49 
 6.7
Botswana 
 8 
 51 
 6.5
Burundi 
 II 
 46 
 5.9
 

Came roor, 
 44 
 44 5.7
Cape Verde 
 4 
 28 
 3.0
 
Central African
 

Republic 
 44 
 45 
 5.9
Chad 
 69 
 45 
 5.9
 

Comoros -
 46 
 6.2
Congo 
 56 
 44 6.o
Dj ibout i 

49
Egypt 



16 
 43 
 6.0
 
Equatorial 

Guinea 
 - 42 
 5.7
 

Ethiopia 
 - 48 6.7
Gabon 61 35 4.7
 
Gambia 


49 6.4Ghana 
 29 
 48 6.7Guinea 
 74 
 46 
 6.2
 

Guinea-Bissau 
 44 
 40 
 5.4
Ivory Coast 
 - 47 
 6.7
ke-n1
ya 
 34 
 54 
 8.0
Lesotho 
 22 
 41 5.9Liberia 44 47 6.9
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Table 9.3--continued
 

Crude Total 
% Women Aged 15-19 
in Marital Unions1 

Birth 2 

Rate 
Ferti lity 
Rate' 

Place 1970-79 1975-81 1975-81 

Libyan Arab 
Jamahi riya 37 47 7.3 

Madagascar 34 46 6.4 
Malaw' 31 51 6.9 
Mali 78 47 6.7 

Mauricania - 50 6.9 
Mauritius 13 26 3.1 
Mo-occo 27 44 6.6 
Mozambique 29 45 6.1 
Namibia II 43 5.9 

Niger 84 51 7.1 
Nigeria 50 6.9 
Reunion 7 23 3.1 
Rwanda 17 49 6.S 
Sao Tome & 
Principe - 39 -

Senegal 42 48 7.1 
Seychelles 6 29 4.2 
Sierra Leone - 45 6.1 
Somalia - 46 6.1 
South Africa 8 36 5.1 

Sudan 41 47 6.6 
Swaziland - 49 6.5 
ranzania 50 4u 6.5 
Togo 35 48 6.5 
Tunisia 18 35 5.6 

Uganda 46 46 6.1 
Upper Volta 53 48 6.5 
Zaire 
Zambia 

45 
37 

46 
48 

6.1 
6.9 

Zimbabwe 6 47 6.6 

Sources: (I) Population Reference Bureau 
(1981); (2) Population
 
Reference Bureau (1983)
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Figure 9.1. 
 Age-Specific Fertility Rates--Selected African
 
Countries 

4oo. Egypt I Morocco2 

300. 

200
 

100. 

Tunisia 3 Libya 3
 
400
 

_ Came roon 3 
400. 

100 

200. 

100. 

LL Kny"Caero 

Liber ia 3 
Swazi'!and i 

400. 

300. U. 

1'0 

AGE OF WOMEN 

Sources: Based on data 
from (1) UNECA (1978); (2) Johnson
 
(1980); (3) UNFPA (1979); Blacker (1979)
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Sudan, and Zaire, childlessness ranges between 20 and 40 ]ferc.llt. 
It is striking, -owever, that the overall birth rate in the af
focteci regions is still high (over 40 per 1,000), and in some 
regjion x,ov..r :_ , 00(i Tahl, 9.4). This means that: tho 
focuses of inf, rtilit' are cle2o.raphically circumscriljeui. Never
thole!s , this inferti lity problem sIhould receive the utmost ef
fort for its paruven tion and control. 

'Tht mailn es of infe'rtility are vnercal diseases, particular
ly gonorrhe.a, whica ar( manifested as tubal occlusion in women 
and azep .trmia iin men. Other infections that can lead to ste
rl;]itv includ(e T.] vic infiamnmatory disease, toxoplasmosis, 

biharoias~i , g'In Ltal tuberculosis, infection following abor
tion, and tlh ,I tropimcal i nfections. 

Mortality and Health Profile 

Compared to other world regions, the health in Africa is poor, 
with ej)idemi c and endemic disease prevalent, mortal.ity high, 
and life cxpectancy short. 'Ine main causes for the substandard 
health status include i;oor sanitation, undernutrition, poor ac
c20ss to in.remLiwye or rurttJ vc health care, crowding in the 
home, and unregulated fertility. Children and mothers tend to 
ho the most vulnerable membi)ers of the society and bear the brunt 
of poor environmental and social conditions. Africa stands out 
as the continent with tile highest chiId mortality arid morbidity 
and (excessive losses among women from causes related to child
hearing. Most of the causos of death in Africa among mothers 
and children can he avoided and have been avoided in the more 
fortunate regions of the world. It is important, therefore, to 
charact(-rize the health plrofile of African mothers and children 
as a background for identifying the health risks associated with 
unplanned fertility. Health planners need information on the 
;iZe of tilesL: health problems and their differentials in various 

geographical and sociocultural settings to formulate intelligent 
strategies for comnating the problems. 

Crude Death Rate (CDR) 

Despite some relative health improvement in recent years, the 
annual death rate in Africa is still the highest in the world. 
The CDR is approximately 16 per 1,000 population, compared to 
11 per 1,000 for the world as a whole, and 8 per 1,000 for sev
oral regions. In 1.6 African cotutries the rate reached or ex
ceeded 20 per 1,000 population. Only in some small African is
lands (Cape Verde, Mauritius, Reunion, Sao Tome and Principe, 
and Seychelles) is the rate 10 or less per 1,000 population 
(Table 9.5). 
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Table 9.4. Infertility and General 
Fertility--Central and West
 
Africa 

Crude Live Birth % Childless 

Place 
Rate per 1,000 
Women, 15-44 Years 

Women, Aged 
50+ Years 

Came roon
 
Wes t 

Southeast 

North 


Central African Republic 

Bunda 

Nzakara 

Baya 

Centre Region 

West Region 

River Region 


Congo 

Gabon
 
Wolen N'tei, 

Ogoone Lolo 

Nyaya 


Mali (Toureg) 


Niger 


Senenal 


SLidan 

Bahr el Ghazal 

Blue Nile 

Darfur 

Equatoria 

Kassala 

Khartoum 

Kordofan 

Northern 

Upper Nile 


Upper Volta 


Zaire 

Kwanqo 

S. Kivu 

Equateur 

Tshuapa

Stanleyville 

Bas-Vele 


Haut-Vele 

Nanie-Ma 


Source- Adapted from Belsey (1976)
 

49.8 

36.4 
41.0 


48.0 

40.6 
20.0
 
54.6 

41.o 

53.0 

36.0 


41.1 


37.0 

25.0 

52.0 


52.0 


50.6 


43.3 


51.7 


84.6 

45.7 

41.8 

54.1 

42.6 

40.7 

50.0 

43.0 

69.3 


49.6 


42.7 

48.1 

52.3 

33.7 

30.5 

34.0 

19.1 

2.2 


3 


6.7
 
23.0
 
15.0
 

13.6
 
-

-
15.0
 
10.4
 
19.0
 

15.0
 

31.2
 
46.2
 
17.8
 

15.0
 

5.2
 

5.6
 

9.6
 

4.2
 
8.4
 
7.3
 

21.2
 
13.5
 
9.7
 
9.9
 
7.8
 
2.3
 

6.0
 

17.6
 
3.4
 
4.6
 

40.O 
33.0
 
23.3
 
37.3
 
36.9
 

23.5
 



Table 9.5. Mortality and Health Indices--Africa, 1970-82
 

Crude Infant Life 
Populat ion 

Death 
Rate' 

Mortality 
Rate' 

Expectancy 
at Birth i 

Per Physi-
cian ' 

Per Hosqi-
tal Bed 

Per Nurse 
or Midwife4 

Place 1975-81 1981 1975-81 1977 1970-80 1977 

WORLD 11 84 62 
LDCs 
MDCs 

ASIA 
LATIN AMERICA 
NORTH AMERICA 
EUROPE 
USSR 
OCEANIA 

12 
10 
11 
8 
8 

10 
10 
8 

93 
19 
89 
65 
II 
11 
33 
3F 

58 
73 
60 
64 
74 
72 
70 
72 

AFRICA 
Algeria 
Angola 
Benin 
Botswana 
Burundi 

16 
[4 
22 
19 
17 
22 

120 
116 
153 
153 
82 
121 

50 
56 
42 
47 
50 
42 

5330 
15170 
26880 
-

45020 

370 
370 
780 
340 
760 

1256 
1710 
2434 
1268 
5420 

Cameroon 
Cape Verde 

Central African 
Republic 

Chad 

18 
9 

2C 
23 

108 
81 

147 
147 

47 
61 

43 
40 

16500 
-

17610 
41940 

380 
-

460 
760 

1250 
817 

2155 
3822 

Comoros 
Congo 
Djibouti 

17 
18 
23 

92 
128 

-

47 
47 

-

-

7290 
--

500 
190 

1764 
661 
407 



Table 9.5--continueu 

00 

Crude Infant Life Population 

Place 

Death 
Rate 1 

1975-81 

Mortality 
Ratel 

1981 

Expectancy 
at Birth 1 

1975-81 

Per Physi-
cian2,J 

1977 

Per Hospi-
tal Bed3 

1970-80 

Per Nurse or Midwife 

1977 

Egypt 
Equatorial Guinea 
Ethiopia 
Gabon 
Gambia 

Ghana 
Guinea 

Guinea-Bissau 
Ivory Coast 
Kenya 

12 
18 

23 
20 
28 

16 
21 

21 
18 
13 

102 
142 
146 
116 
197 

102 
164 

147 
126 
86 

56 
47 
40 
45 
42 

50 
45 

42 
47 
55 

1050 
-

75320 
4705 
13120 

9920 
16630 

6750 
15220 
11630 

460 
-

2980 
130 

1291 

60% 
980 

760 
840 
760 

1074 
2116 

19439 
549 

2434 

597 
2116 

1347 
1475 
2574 

Lesotho 
Liberia 

Libyan Arab 
Jamahiriya 

Madagascar 

Malawi 
Mali 
Mauritania 
Mauritius 
Morocco 

Mozambique 

Namibia 

13 
15 

13 
16 

18 
21 
22 

7 
13 

18 

14 

114 
153 

99 
70 

171 
153 
142 

35 
106 

114 

119 

52 
54 

57 
47 

47 
43 
43 
65 
57 

47 

52 

18640 
9260 

900 
10240 

40680 
25150 
15160 

2550 
11040 

33980 

-

560 
690 

240 
410 

760 
1350 
2580 

280 
710 

640 

3120 
1658 

351 
2439 

3846 
2193 
2708 

517 
1820 

4070 



Table 9.5--contirued
 

Population
 
Life
Infant
Crude 


Death Mortality Expectancy Per Physi- Per Hospi- Per Nurse
! 
cian 2 ,  
Rate' Rate at Birth' Bed 3
tal or Midwife4
 

Place 1975-81 1981 1975-81 1977 
 1970-80 1977
 

Niger 22 145 
 43 42720 1200 2514
 
Nigeria 17 
 134 49 15740 1170 1667
 
Reunion 6 16 65  - 277
 
Rwanda 18 106 47 
 38920 790 4923
 
Sao Tome &
 
Principe 10 72 
 - 543
 

Senegal 22 146 
 43 15710 730 1393
 
Seycl,2lles 7 24 
 65  - 433 
Sierra Leone 19 206 47 
 1080 2591
 
Somalia 21 146 43 
 - 70 2947
 
South Africa 10 95 61 
 - 150 288
 

Sudan 17 123 48 
 8690 960 844
 
Swaziland 16 134 47 
 - 290 552
 
Tanzania 14 102 52 
 17550 686 2084
 
Togo 18 108 
 47 17980 680 1377
 
Tunisia 10 98 
 59 4800 410 1013
 
Uganda 15 
 96 54 276U0 640 2385
 
Upper Volta 
 22 210 43 49810 1518 3984
 
Zaire 18 111 47 
 15530 330 
 1660
 
Zambia 16 105 
 50 !0190 250 1966
 
Zimbabwe 13 73 
 53 7030 290 738
 

Sources: (I) Population Reference Bureau (1983); 
(2) World Bank (1981); (3) International Bank
 
for Reconstruction and Development (1980); (4) Population Reference Bureau (1981)
 



150 

Life Expe:tancy at Birth 

Life expectancy in Africa has increased by 13 years since 1950,
yet the African people stillare short-lived compared to other
populations. Life expectancy on 
the continent is cstimated
to be 50 years--23 years less than that for the more developed
countries. Life expectancy differs within Africanthe continent, being highest in southern and northern Africa, and lowestin middle Africa. Considering individual countries, exlifepectancy ranges from 40 years in Ethiopia to 65 years in Reunion and Seychlles. As expected, countries with high life
expectancics usually 
 have joer infant mortality rates. For
 
example, Reunion has an 
infant mortality rate of 16 per 1,000

live births, compared to Upper Volta, where the infant mortality
rate is 210 per 1,000 live births, and life expectancy is 43
 
years (Table 9.5).
 

Access to Doctors, Nurses. and Hospitals 

The African continent as a whole is sparsely served by doctors, 
nurses, and health facilities, particularly hospitals. Withfew exceptions, only one African doctor is available to se rveseveral thousands of people; in som, countries, this rate isunbelievably high (Table 9.5) . For instance, th-u population 
per physician is 75,320 in Ethiopia, 49,810 in Upper Volta, and
45,020 in Chad. The population per nurse or midwife in Ethiopia

is by far Africa's highest--19,439.
 

Actually, the future of health care in everAfrica the next twodecades lies more in the increase and propor d(istribution of
nurses and midwives than on ,'ysicians. The reasons are 
 obvious,
namely, that training of nurses and midwives is less time consuming, less expensive, and can be made problem-orianted and
culturally relevant Africanto situations. It is encouraging,
therefore, to observe a rate of less than 1,000 population pernurse in many countries (Table 9. 5) . Hospitals, as are physicians, are concentrated in the major urban areas. Gabon andThe Congo i.ave the lowest number of people per hospital bed,100 and 220, respectively. In contrast, Ethiopia thehas high
est ratio of 2,980 people per hospital bed.
 

Population Policy in Africa 

Population policy is usually defined as an official statementabout a population problem, including population growth, Iopulation distribution, and migration. someIn cases, the policyis implicit or inferred, rather than explicit. Pefore a govern
mental policy is formulated, the existence of the underlying
health and demographic problems should be reconized. Whilealmost all governments in Africa fecognize the existence of a 
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serious population maldistribution in their countries, only a 
few African leaders view rapid population growth as problemati
cal and, therefore, few countries have explicit official ll
cies to limit population growth through fertility control. Sev
eral reason1s can 1We)cited as tc why so many African leaders are 
reluctant to enact fertilit- cor"i.ol poicies: 

Equating numbLers with power 

* 	 Aeparent low ,poulation densities (based on total area) 

e 	 Lack of comnprehonsive or reliable demographic data (Haupt, 
10) ) 

* 	 View of family planning as a W(eetern a>proach to slow down 
population growth in Africa (the denocid,_ assumption) 

* 	 intertribal cnficts mak., :'oliticialns war.' of sfeemjng at
tempt:; to limit the- orotof rilval groups (Hault, 198 ) 

* 	 Prevalenet o ult.ural ind rc1.ig i ronatalist attitudes 

lligh infant and cii i nertallty 

Pcar tLmat rr occul atne. tCi i i. pol ulation problem will 
take. a.,..ay from eml~aer:- onl (.cnlOlc jrewt. 

That attitud2s may 1,.: ch aning slo.,ly in Africa ix; evident from 
a recent among groups of C andsurvyy jctcd eoveremn private 
olinion makers in four co(intrics (Lesetno, .negal , ':anzania, 
and Togo) conduct(d by Battcll ,'s Intrnational Development 
Study Center (Robinson and McLees, 1982). Among the issues con
sidered in relation to rising concern about rapid population 
growth were rapid growth of cities, overtaxation of agricultural 

land, unchecked movement of people, concern over children's edu
cation in view of the increasing pressure on the schooling sys
tem, and an apparent hreakdown in traditional values and mores,
 
especially as people move to urban areas, with increa. 'g numbers
 
of unwanted pregnancies ending in illegal abortion.
 

In the United Natione,' lates governmlnt oapinion surv(ys, con
ducted by the Population Division (UNPPA, 1979; UN Secretariat, 
1980) , Afri.can leaders ccr asked to charactearize current na
tional fertility levels. Over half dthcried hir country's 
fertility level as satisfactory or low; oci c a third thought it 
to high. Thus, at the official. .1eVtl., tlcrc i! a marked lack 
of public recognition of the ne.,d for reduced ferLilit',' in much 
of Africa. This trend is reflectd in the official population 
policies of African countries (Table 9.6). 

http:cor"i.ol
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Table 9.6. 	 Official Population Policy and Reasoning for Family

Planning Policies--Africa
 

Official Policy
 
to Reduce 
 Policy of
 
Population Growth 
 Nonintervention
 

Demographic 
& Health 
Rationale 

Primari ly
Health 
Rationale 

Inipl ici t 
Health 
Rationale No Policy 

Pronatalist 
Policy 

Algeria 
Botswana 
Egypt 
Kenya 
Lesotho 
Mauri Lius 
Morocco 
Rwanda 
Swaziland 
Tunisia 
Uganda 

Ghana 
Guinea-
Bissau 

Liberia 
Senegal 
Seyche Iles 
South 

Afri ca 

Angola 
Ben in 
Cape Verde 
Ethiopia 
Gamb ia 
Madagascar 
Mali 
Mau ritan ia 
Mozambique 
Nigeria 
Sierra 

Burundi 
Comoros 
Conqo 
Djibouti 
Guinea 
Ivory 
Coast 

Niger 
Sao Tome & 

Principe 
Somalia 

Cameroon 
Cent ral 

African 
Republic 

Chad 
Equatoria: 

Guinea 
Gabon 
Libya 
Malawi 

Leone 
Sudan 

Upper 
Volta 

Tanzania Zimbabwe 
Toga 
Za ire 
Zanib ia 

Source: Based on 
IPPF (19821 	and UN Secretariat (1980) data
 

Family Planning Services 

Countries '..iti official 1,oljcius 
to reduce population growth
usually resort to family planning 1.rograms, whic, can also beavailable from noniovernmnta1 servics. At least 26 	countries

have family 	planning servic,.?s available from government or private agencies. Coverage ..;ithin thus countries varies from just
a few urban faciliti to 'idespread urban and rural covrage.
In an additional ten -ountries, limit d services are available
from private doctors, pharir.acies, or in a limited number of
hoslitals. Of ti.e rtemainirg countrius, five ov... :lrns forhave 
pilot family planning proje--cts (Ce:ntral African fepub.ic:, TheCongo, Guinea-Bissau, ':ozardique, and Ul-ppr Volta) (IP;F, 1982) 

In three studies covering nine African countries (hotswana,
Egypt, Ghana, Kenya, Maurizius, :Morocco, Tanzania, Tunisia, and
Zimbabwe), Files (1980) and Nortunan and llofstatter (1978, 1980)
found that oral contraceptives '.'ere the most frequently used 

http:fepub.ic
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method of birth control . Vhe ID followel in popularity. Male 
and female sterilization w.s available only in Botswana and 
Zirbabwc, while female steri1ization was frequently used in 
Tun isia. Tunisia ws the orlty country of the gjroul in which 
alortion wa;s fr.'utene-.Jy us;td. 

The H~ealth Rationale 
in African Population Policy 

The health ratiuin', w'',n properl,/ prese-nted, is likely to 
Jain IcIIti African countries. the policyin mow;t Reviewinq 
briefs of thi(i, 'lltri r (IJI S ;rotriat, 199), ,0one s left with 
the impr,sion tLat ilirovc mrt.s in maternal and child health 
and child si a'cjng art- th conc,-rrn of most countries, regardless 

of thAr iopulation r. 'icis. 

Th(e cour:tri,r can W. lassified into five categoriis (Table 9.6). 
The fi!.rt c.gu ' irt Iuds 11 countri(is with official lo]icies 
'':here domogjral hic '-101ons sul ervele, but wher' h(,alth ojectives 
ar ofter ervisiomrd. For !xamlu, in Swaziland, the inclusion 
of farily lanning prowrs 'ithin tLW ulA1ic hialti service s 
intend..d to brin al out a d-cline ii f rti lity, a; 'sc)lI as 
c,'at rii LtL to the iofI it f m'vrriia .t r l i d chi[U hw:irth. Even 

cin Ku, r , the polio/' r f-('ir' to h, lti '' nr r-'' [ , ,''ar 
ov' r rncor: ''as tri fir t ;U!a-Sai rh eo'r' t . 'Jorli:orrr
 

a out Lilt e:ffects f i.oruAal r ia aind collojr-ic
 
dov' lo' rnit~t. i~e coo r',' ''sta l fih 1 n o Ifi 1ialnational. farni-


Splarrin ig irogram for th puri ,f lo'..i.ralt th'''at, of 
io ulitlio, increas''. Tis intiolal rii l i Ia I l i rOcran is 

part of an ovi ra]l I W: to stro.litiirLi m rural ' alt'y systi 
and is dlirec i':' ii-.kto to thie r-rovi!iorll o! 'at rni icnd ,ilild 

ihealtt sc rvi i for :,t rn ra.lyis. rsi' ih'n!ci r(H cotior; Ill 

size, iuow<vr, ha, r'pr carefual' avoid ('''"r 19 .7) 

ile;second cat,!gor'' includc's six countri .r tih. i-alth 

ratio:lr, is ' rimarv reason for tLi" r 'o i ulition iolier. 

Ghnara, for examlr, has ompjiasized the v Lithc t Tie iiigh brth 
rate is a il.w ith constraint on sociclecoroulic dAcvuom,..nt. 

'Therefore, Ghar.a' fivu-year !lan state:s the: qoal tihat the }opu
latior groatih rm'-: should Ae reduced from 3. ' i ercent in 1970 
to 1.8 iercernt i/' til, year 2,ai)3 (!; c.!!rra r., [s-80l . 

Sixteen countrie,. are included in toe- third category where, de
spire tie absento of :xIlicit iolic' , tii, cgov,.rr)Irents concede 

the importance oF family planrning and maternal and child health. 
Benin, for examrple, has no ,jxprevssed governm,<rntal population 
policy. Yet, the Miristry of Public iealth is in favor of the 
integration of !raternal and child health and child spacing in 
the basic healtr services (i::; Sfcretariat, 1900). 

http:dAcvuom,..nt
http:utene-.Jy
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The fourth category includes nine countries with no family planning policy and with no concession as theto importance of
 
family planning and maternal 
 and child hea.th. 

The fifth category includes eicght countries with i.ronatalist
 
policies.
 

Althou(h this last chapter leaves no doubt that population pres
sure has nogativel.y affectf-d th 0 process of economic and social
welfare, the Arlihasis throughout this docum(ent has been on the

health impact 
 of unp lotantd frtility. It is hoped that the

evidenc. ro sent ,d 
 ,;il] )ho- instrumental in achieving the
 
following oals:
 

i. Documettiny an important issue in the health and welfare of 
th African pcop, 

2. Stimuatii lotj CittCal 1laders and policy makers in Africa 
to romotu family 1 uinluiig witlin the context of health 

3. Enlisting thi- Africon h alth autloritits to provide advice,
supplifs, and rvis' "'s for flmily plannin I within th, context 
of primary eal P ar,_ througho-ut Africa 

4. Convincill African ''sician that tow 'rosei tio of fan
ily planning Im-thods ts an intF2gra] Iart of uvwryday .rac
ticU and is i,oth a m(dicali aind social re-sonsihility 

5. Persuading Africain couples that it is for their own benefit 
from both the noet tt and sociai points of view that children 
should be conceived at an age with minimal risks, should 
be properly spaced, and their numbers should be in an ac
ceptable range ensureto the health of tht mother and child. 
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89; Mbeere, 9, 89; Mende, Batelle Memorial Institute, 

101; Meru, 9, 89; Nyakyusa, Human Affairs Research Cen

101; San, Somali, 0, 89; ter, International Develop-


Swazi, 101; Yoruba, 9, 89, ment Study Center, 151; Popu

95, 101, 103, 106, 107, 108 lation and Development Policy
 

Africani population: composi-- Program, 123 
tion, 134-35; density, 135, Beiin, 26, 135, 136, 138, 140, 

136-37; per hospital bed, 142, 147, 152, 153 

147-49, 150; per nurse/mid- Bible, the: views on marriage 

wife, 147-49, 150; per phy- and family, 125 

sician, 147-49, 150; projec- Bir'i control. See Contracep

tions, 136-37 tive acents, devices, meth-


African population policy: 7, ods; Family planning.
 

11: 150-52, 153-51; and the Birth interval: and health, 36

health rationale, 153 39, 54, 72; correlates of,
 

African pcpulation profile: 53; defined, 35; long-term 

134, 136-37; crude birth effects of, 79, 80. See also
 

rate: 138-39, 142-43; cri.de Child spacing.
 

death rate, 145, 117-49; Birth order. See Parity.
 

crude live birth rate, 146;
 

fertility rates, age
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Birth weight: 
and birth inter-

val, 79-80; and maternal age,

20, 30-31, 44; 
and parity, 

18, 20-21, 44-45 


Birth weight, low: 
and child 

spacing, 6; 
and high parity, 

3, 20; and large family size, 

3; and maternal age, 34, 
49-

50, 51; and perinatal mortal-

ity, 60 


Blood transfusion: 
need for, 

4, 24, 25, 46 


Botswana, 136, 140, 142, 
147, 

152, 153 


Breast feeding: and birth in-

terval, 37-39; 
and child 

spacing, 
" 12, 36; and kwa-

shiorkor, q, 6, 90, 
105, 106; 

as a means of co,.traception, 

89, 109; recommended, 12. 

See also Lactation. 


Breast milk: 
quality and birth 

interval, 38-39, 54; 
and IUD,

92 


Burundi, 135, 136, 138, 140,

142, 147, 152 


Camerjon, 5, 26, 27, 44, 
45, 

52, 136, 139, 140, 142, 144, 

146, 147, 152 


Cape Verde, 136, 139, 140, 142, 

145, 147, 152 


Central African Republic, 136, 

138, 140, 142, 146, 147, 152 


Chad, 26, 136, 138, 140, 142, 

147, 150, 152 


Child development: and child 

spacing, 36, 54; 

size, 3, 81, 83, 

maternal age, 5; 

3 


Child, first-born: 

survival of, 3 


and family 

85, 88; and 

and parity, 


risks for 


Child spacing, effects on:
 
birth weight, 6, 79-80; 
fetal
 
loss, 6, 36, 77-78; health, 6,

87, 88; mortality, 6, 36-37,
 
53-54; prematurity, 6
 

Childbearing: factors affecting
 
safety of, 13; 
traditional
 
beliefs about, 64, 
138
 

Childbearing, unplanned: of
fects on family, 8; 
on marital
 
adjustment, 8; 
factors of, 2;

health risks of, 1, 2-6, 7-8
 

Children: African views about,
 
94-95, 102, 104, 
118
 

China, 110-11
 
Christianity: Africanization
 

of, 111-112, 132; 
and family
 
planning, 10, 94, 
125-28,
 
129-31; history of in Africa,
 
124
 

Church of England, Lambeth Con
ference: 
on contraception,
 
129
 

Comoros, 136, 140, 142, 147,
 
152
 

Congo, 26, 27, 136, 140, 142,
 

146, 147, 150, 152

Consensual unions, 103-04
 
Constitutional Council of the
 

Islamic World League, 120
 
Contraceptive agents: Depo Ges

tagen, 91; Depo-Provera, 91,

92; estrogens, 93; 
injectable,
 
91-92; mixtures, 105, 108;
 
Norigest, 91; 
Noristerat, 91;
 
oral contraceptiveL, 91, 
96,
 
152; benefits to health, 91;
 
side effects, 91, 96, 98;
 
spermacides, 90, 91; 
steroid
 
hormonal contraceptives, 91,
 
92, 96, 98; vaginal supposi
tory, 105, 
107
 

Contraceptive devices: cervical
Child spacing: and maternal de-
 cap, 90; condoms, 90; 
contrapletion, 75; 
as factor in 
 ceptive sponge, 105; cyclosafe childbirth, 13; 
desire 
 provera vaginal ring, 93;
for, 69; 
favorable attitudes 
 diaphragm, 90; 
intrauterina
toward, 105; optimum, 12, 35; 
 devices, 92, 96, 
153; Lippes
poor as 
risk factor; ration-
 loop, 92; vimule, 90

ale for, 36-38; traditional,
 
89, 108
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Contraceptive methods, 89-94; East Africa, 56-73
 
abstinence, 89-90, 105, 106- Economic status: in Africa,
 
07, 109; appliance methods, 138, 140-41
 
90-93; availability of, 12, Egypt, 8, 21, 24, 25, 26, 27,
 
96; barrier methods, 90; co- 36, 37, 37-38, 40, 43, 45,
 
itus interruptus, 90, 105, 47, 52, 53, 54, 74, 75, 75
107, 109, 116, 117; modern 76, 77-80, 81, 82, 83, 1.11, 
methods and Islam, 118; non- 124, 135, 136, 140, 142, 144, 
appliance methods, 89-90; 1.48, 152 
postcoital, 93; rhythm, 90, Emotional problems. See Mental 
105, 108, 109, 127, 128, 131; health. 
sterilization, 94, 9B, 104, End-to-onset interpregnancy 
131, 153; traditional, 105- interval: defined, 35 
09; vaginal douche, 93, lO5, England, 58 
109; vasectomy, 94 Equatorial Guinea, 136, 140, 

Contraceptives: and African 142, 148, 1.52 
women, 69, 70 Ethiopia, 44, 47, 48, 56, 58, 

Cross River State Ministry of 61, 71, 135, 136, 1.40, 142, 
Health, Rural Maternal and 148, 150, 152
 
Child Health/Family Planning Ethnic groups. and fertility
 
Project, 111 regulation, 95 

Crowding: effects on health, Eurol.e, 21, 41, 43, 46, 50, 55, 
8, 75, 83, 88 136, 140, 142, 147 

Crowding index: defined, 82-83 
Cultural and religious leaders: Family: African views or:, 118; 

role in family planning, 12 effects on of unplanned 
Culture: and family planning, childbearing, 8, 80 

9; and traditional reli(Jon, Family formation: determinants 
111 of, 61-62; patterns of and 

health, ix; poor pattern of, 1 
bakar Seminar on Islam and Family planning: and culture,] 

Family Planning, 121-22, 123 factors, 9, 94-95, 100-14; 
Delivery, complications of: and development, 70, 71; at

anaesthesia, 23; breech, 41, titudes toward, 70, 86-87, 
48, 63, 61, 66, 88; Cesarean 89, 104-05, 110; components 
section, 5, 23, 24, 33, 34, of, 4, 85; constraints toward, 
46, 58, 66, 94; preterm, 33, 94-)6; defined, 121; delivery 
43, 50, 56; spontaneous, 33, systems, 70-71; demograpjhic 
78, 79 context of, 11; dissemination
 

Development: and family 1n- of information on, 12, 71, 96, 
ning, 70, 71, 113-.4; and 97-98; effects of coloniza
tradition, 112-13 tion on, 74; factors affect-

Diseases, infectious: and birth ing acceptance of, 96-90; 
order, family size, and ma- goals, 84-G5; guidelicn s for, 
ternal age, 20; and crowding, 11-12; health rationale for, 
83; and mortality, 59, 60-61 ix, 1, 8, 13, 70; medical 

Divorce, 61 constraints on, 8, 70, 90, 
Djibouti, 74, 136, 140, 142, 91, 92, 93, 95-96; need for 

147, 152 in Africa, 133; recommenda

tions for, 99; resources for,
 

71-72
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Family planning and religion, 
9, 94-95; African traditions, 
102-03; Christianity, 10, 94, 

125-28, 129-31; Islam, 8, 10, 

94, 114-23 


Family planning methods. See 

Contraceptive methods. 


Family planning services, 152-

53 


Family size: and maternal and 

child health, 72; and Parity, 

13, 14-25; and rheumatoid 

arthritis, 82; defined, 2 


Family size, effects on: child 
development, 3, 18, 19)-22, 
83; child health, 18, 19-22, 

62, 79-81, 83; nutrition, 3, 

83; parental responsibility, 

81-82, paternal health, 8,
 
76; optimum, 12 


Father: rolo in family plan-

ning, 12 


Federal Council of Churches, 

committee on Marriage and 

Home: on contraceptives, 129 


Fertility: and African 
 tradi-
tional religion, 101, 102-03; 

and health, 7,1-75; and polyg-

amy, 103; effects of contem-

porary change on, 113-14 


Fertility, excessive. See 

Grand multiparity. 


Fertility profile, African: 11, 

138-39, 142-43, 145 


Fertility regulation. See Con-

traceptive agents, devices, 

methods; Family planning. 


Fetal loss: and child spacing, 

6, 35, 36, 53, 77-78; and 

maternal age, 47, 61; and 

parity, 2-3, 15, 
17, 40, 41, 

62, 79; risk nattern, 14, 15, 

27, 28-29. See also Abor-

tion; Stillbirth. 

Gabon, 26, 27, 136, 138, 139, 

140, 142, 146, 143, 150, 152 


Gambia, 120, 136, 140, 142, 

148, 152 


General Council Conference of 

the Tanzania Parents' 


Organization (Wazazi), 73
 
Ghana, 5, 6, 15, 18, 23, 26, 30,
 

31, 40, 42, 46, 48, 53, 98,
 
111, 135, 136, 140, 142, 148,
 
152, 153; National Family
 
Planning Program, 111
 

Grand multiparity, 87-88; ameng
 
Muslims, 119; defined, 87; 
discouraged, 12; problems of,
 
9, 23, 24; risks of, 2, 15
 

Grand multiparity, effects on:
 
family, 75; pregnancy outcome,
 
75; society, 8
 

Great Britain, 26, 27, 95
 
Guinea, 120-21, 136, 138, 140,
 

142, 148
 
Guinea-Bissau, 136, 140, 142,
 

148, 152
 

Health: and fertility, 74-75,
 
85; in Africa, 145
 

Health, child: and birth inter
val, 6, 36-39; and family 
size, 19-24, 83, 85; and ma
ternal age, 5, 19-20, 
 49-50; 
effects of crowding on, 8, 
83, 88
 

Health, maternal: and child
 
spacing, 6, 36; and family
 
health, 72; and matcrnal
 
age, 32, 50-52
 

Health, paternal: and family
 
size, 8, ?6, 85
 

Health care: and family plon
ning, 97; and la:ge families, 
74
 

Health car( delivery: 85, 98,
 
99, 110-11
 

Health problems-, child, 20; as
phyxia, 60; asthma, 83, con
genital malformations, 20, 31,
 
87, 88; diarrhea, 3, 60;
 
Downs's syndrome, 31; physi
cal handicaps, 20, 31. See
 

also Nutritional disorders.
 
Health problems, gynecological:
 

Candida albicans, 91; cervi
cal erosion, 24; cervicitis,
 
24, 93; genital prolapse, 34;
 
genital tuberculosis, 145;
 
gonorrhea, 145; pelvic
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inflammatory disease, 93, Infection: and perinatal mortal

145; secondary gynpstresia, ity, 60; spread of and large 
91; venereal disease, 145; families, 83. See also Health 

vaginal discharge, 93; vagi- problems; Parasitic infections 
nitis, 91 Infertility, 12, 91, 95, 96, 

Health problems in pregnancy: 103, 110, 119, 138, 139, 145, 
amniotic fluid embolism, 23; 146 

and maternal age, 33; and Instituto Italo-Africano, 111 

parity, 62, 65-67, 68; Bantu Intellectual development: and 
pelvis, 57; blood disorders, birth order, 82; and family 

24; diabetes, 4, 24, 32, 82; size, 3, 18, 19, 21-22, 45, 

eclampsia, 5, 24, 34, 51, 58, 81, 82, 83, 88; and maternal 

63, 64, 65, 75, 87; fetal age, 61, 82 

malpresentation, 4, 5, 67, Interbirth interval: defined, 
75; heart disease, 72; hemo- 35 
globin, abnormal, 92, 93; Interconceltion interval: de

hemorrhage, 4, 5, 23, 24, 32, fined, 35 
33, 50, 58, 59, 60, 63, 64, Interlive birth interval: de
65, 66, 69, 75, 87, 88, 8 ; fined, 35 

hypertension, 4, 24, 32, 33, International Fertility Re
72, 78, 79, 87; hypertensive search Program, 24 

vascular disease, 67; intra- International Planned Parent

uterine infection, 57; per- hood Federation, 80 
forated uterus, 60, 89); per- Islam: and African traditions, 
partum myocardial failure, 118-19; and family planning, 
34; placental disorders, 4, 8, 10, 114-23; and IUDs, 92;
 

66, 75; I-reeclampsia, 33, 50, and North Africa, 74; and
 

51, 52, 58, 63, 64, 65, 75, traditional African religion,
 
87; preratal complications, 112, 114, 118; distribution
 

32, 46; prolapsed uterus, 4, in Africa, 115; family pat

24; protraction disorders, torn in, 81-82
 

32; pulmonary edema, 34, 52; Ivory Coast, 20, 21, 40, 44,
 
puerperal complications, 33, 136, 140, 142, 148, 152
 

50; rheumatic conditions, 24;
 

rheumatoid affliction, 4; Japan, 5, 26, 27
 
ruptured uterus, 4, 24, 34, Jordan, 26, 27
 

52, 57, 58, 59, 66, 69, 75,
 

88; sepsis, 5, 23, 24, 52, Kenya 9, 29, 41, 48, 56, 57,
 

58, 59, 60, 89, 110; sickle 58, 61, 71, 89, 134, 136,
 
cell disease, 61, 72, 93, 98; 139, 140, 142, 144, 148, 152,
 

toxemia, 5, 23, 24, 32, 88; 153
 
toxoplasmosis, 145. See also
 

Obstetric complications. Labor, complications of, 4, 5,
 
Health problems, paternal: 23, 24, 33, 46, 5i, 57-58,
 

peptic ulcer, 8, 76 75, 88; premature, 34, 51;
 

Health rationale: and African prolonged, 5, 33, 34, 50
 
population policy, 133 Lactation: and contraceptives,
 

Hospitals, access to, 147-49, 92, 98; coital abstinence
 

150 	 during, 61, 62, 89; during
 
pregnancy, dangers of, 117,
 
118, 122; effects of high
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parity on, 4. See also 

Breast feeding. 


Latin America, 136, 140, 142, 

147 


Lesotho, 136, 140, 142, 148, 

151, 152 


Liberia, 26, 111, 
136, 138, 

140, 142, 144, 148, 152 


Libya, 26, 74, 137, 
138, 141, 

143, 144, 148, 152 


Literacy, 135, 138, 140-41 

Low birth weight. See Birth 


weight, low. 


Madagascar, 26, 27, 137, 141, 
143, 148, 152 

Magic. See Medicin(,, tradi-
tional. 

Malawi, 26, 137, 141, 143, 
148, 152 

Mali, 137, 138, 141, 143, 1,16, 

148, 152 


Malnutrition, 92; and family 

size, 3; and parity, 3, 20 


Malnutrition, child, 60; and 

child spacing, 36, 54; and 

large family size, 42, 83; 
and maternal age, 5, 20; ef-
fects of parity on, 3, 4 

Marital adjustment: and ;mall 
family size, 76; and un-
planned childbearing, 8 

Marital stability, 103-04 

Marriage: 
age at, 103, 119; 


in Africa, 61, 138, 142-43; 

polygamy, 61, 
103, 116; tra-

ditional beliefs about, 64 


Maternal age: and cancer, 6; 

and fertility, 4-5, 72; and 

morbidity, 5; and pregnancy 

outcome, 63; as factor 
in 

safety of childbearing, 13; 

correlates of, 47-52 


Maternal age, effects on: 
birth 
weight, 20, 30-31, 4V-50; 
child development, 1; child 

health, 5, 19-20; child mal-
nutrition, 5; child mortal-

ity, 5, 27-39, 60-61; child's 
intellectual development, 81; 

fetal loss, 28-29, 47, 61,
 

77, 78; matvrnal morbidity,
 
5-6, 32-34, 88; maternal mor
tality, 5, 32; mother and
 
child, 4-6, 25-34, 47-52;
 
prematurity, 5
 

Maternal depletion syndrome,
 
6, 62, 75 

Mauritania, 74, 137, 13H, 141, 
143, 148, 152 

Mauritius, 137, 130, 141, 143, 
145, 148, 152 

Medical practitioners: modern, 
9, 61o, 102, 147-4_, 150; tra

ditional, 64, 71, 101-02; and 
family I lannring, 110-11 

Medicin, traditional, 64, 6, 
1-02, .lJ, 1,107, 100, 

109, 110, 11? 
Menstrual disorors: (1, 92, 96
 
Mental health: and large family 

size., H, 20, 76, 85 
Mexico, 26, 27 
Midwives, 147-,;o,, -50 
Morbidity, child: and child 

spacing, 6, 62; and large 
family size, 3, 84; and ma
ternal age, 27
 

Morbidity, maternal: and child 
spacing, 62; 
and high parity, 
2-, 24-25, 46, 58, 87; and 

..rnal. age, 5-6 
Mey.- o, 74, 75, 120, 135, 137, 

141, 143, 144, 148, 152 
Mortality, 86, 95-96, 145, 147

49
 
Mortality, child: 
and child
 

spacing 6, 36, 36-37, 38, 
53
54, 62, 80, 87; and large
 
family size, 84; 
and maternal
 
age, 5, 27-30; and parity, 3,
 
14-18, 42, 61, 62
 

Mortality, fetal. 
 See Fetal
 
loss.
 

Mortality, infant: 
and birth
 
interval, 36-37, 53, 80; and
 
maternal age, 14, 
27, 30, 31,
 
48-49, 61-62; and parity, 3,
 
14, 15-16, 18, 19, 41-42, 62,
 
87; declining, 104; in East
 
Africa, 60-61, 62
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Mortality, infant and child: also Malnutrition.
 

causes of, 60-61
 
Mortality, maternal: and age, Obstetric complications, 59, 

5, 32; and parity, 3, 22-23, 63-64, (15--,7, 69, "78, 79, 
45-46, 5R, 62, 64, (,7, 68, 8%; amono t'',ioaors, 32, 33. 
87; in East Africa, 57-(oi See a I(alt i rol,]1.n1s in1so 


Mortality, neonatal: and birth reInaIIc_. 
interval, HU; and maternal Oc( ania, 136, 14(), 142, 147 
age, 29, 33, 48, 50; and OIPLC, 138 
parity, 14 , 41; and trcadi- Orthodox Clurch, 13(

tional, (,di.in 11(l, , 
Mortality , p'.rin Ita]: and Tt,- Iaki stan, 21 

ternal 'a 27, 2, 2 , Iaras itic imtc'ctions: and con
33, 34 , 1 , ,,; , tra1.1 t ion, 2; and crowdinq, 
Iarity, .-3, t), 1 , 4 , .1, >'3; ;ad .arl'.' childhood mor
57-58, (1, (7 ,, '7 ta 1 tt., 1,. ; ad fami ly size, 

Mo;-anuliu,, 13 , 1,It, 143, 148, 21, 22, V,; an ,r t'.', 3; 
152 lii I lacy i as; ; J-1 

Mu.slim.-...siur:. 'srity: and ir it, 18, 
-!; aiid ca , , 24; and 

lamibia , 2 , 1 17, 141 , 1 3, c i ld ior 3, 14-18, 62;t:-It' 

148 and f7.t; lit'' ;nd fletal 
National Citcur for Ilaltl los;, 3, 15, 17, 1, 7); and 

statistic!s, ix family :. , 1 14-25; and 

National ('ouncil of the infant In)r:Ialit-, 3, 14, 15-

Churches of ist in the 1(),18, n; ,eriII Ital
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Unit(od Stat,:s of Atmlerica: riortal it', 3, I ode fi I.Il, 

vil'ws of, to1, 1 3o-31 2; , ct:; of, 2-4, 02, 63, 
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Center ('an::,inia , 6,1 Iri t , '.ffk'(ts on: c;i l de-

Niger, 137, 138, 141, 143, 146, ws 1 (4 t(t; rhild malnutrition, 

14', 1,2 3, 4, 20; chil( moridity, 3; 
Niqeria, 5,, ] o , 1 2 , infarnt ,ot]iy, 19; maternal 

2,., 4 , -1, 42, 43, -1, 45, moriiditZ, 3, 1, 23, 24-25, 
46, 47, 41, I, 5 5 1., 52 , 3 75-76;Imatcrnal mortality, 

54, -2, ' W , 11'7, 22 -23, olt,:t ric4, z rol-Ieis, 

lu., 111, 134, 13 , 1.37, 138, 1, 63; ! TrnatuLrit '.,,3, 18 

1P, 11 , 12 PaItI , , ;i : a ri k fa t-or, 

North Africa, 74-1:) 2, 63
 

North Amrica, 21 , 1 30, 14(), ordr irat.
lar ty/lirthe 

1,12, 147 40-46 

Nursis, 1-17-4't, 1 ,i Pastoral Council Cf Arusia, 129 

[utritiorn: aid coi1tralcuptives, P'atres, 12i-26; vie'...,s on ,on
998 tracel tioi, I 2C6 

:i;utritiona] 1 iC1rdurs : anemia , ,hiil i ilws, 21 
5,5, .).1, .t33,34, 4,1, -A], 52, Phy/sicianIs: cattitLudIUs tow.,ard 

, 63, 14, 115, 7', 7:-7(,, family Ilaii ing, (); and con

13, 155, -7, 811, '1, .':, '3, traceltiv(s, 690
 
16;a ia io ;5, {;k a Pol ation F'f..f-.rAIce Bureau,
 

shiorkor, 4, , 2 , 2, 87, 127-28
 
')0, 1o5; mara.;mus, c17. See
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Pregnancy: 
and breast feeding, 

4, 117, 118, 122; and mater-

nal age, 4-5, 27; traditional 

beliefs about, 64 


Pregnancy, ectopic, 
 93 

Pregnancy, first: 
 risks or, 2-


3, 15 

Pregnancy, late: discouraged, 


12; effects On maternal moi-

bidity and mortality, 5-6, 

32; incide-nce, of, 26-27; 

risks of, 31, 32 


Prucnancv, te1nage: and 
 child 

mortality, 5; discouraged, 

12; incide.nce, of, 26-27,
 
139; risks of, 2-3, 31, 33, 

34 


Pregnancy, teunage., e,.ff2cts on: 

birth wei 25,
n)t, 31, 34; 

I.Q., 81; mat,.rnai morblidity,
5, 24, 32-33; meternaI mor-

tality, 5, 32 


Pregnancy, timing of: as risk 
factor, 2, 32-33; (_ffucts of,

4-6, 25-27, 32-33. See also 

Child spacing; lat.rna] a gu. 


Pregnancy comS iat on. ,,. 

Heal th I roleims ir I r,,1-ancy. 


Pregnancy into rva 1 

35 


Pregnancy termi aio. Ll A 

Abortion, 
 i112(3a1,
indu d 


Pregnanc, wastag. 
 See A r-
tion; Fetal lo.s; Still irth. 

Prematurity: and child slaciri, 

6, 35, 35; and mat.rnal ago, 

5, 31, 33; and arit,, , 3, 10, 

20, 43, 4; and terinatal 

mortality, 6( 


Prenatal care: 
 ack of and 
maternal morhidity, 5; and 
preqnancy loss, 2-3 


Protestant chruc: 1a1d Iirth 

control, 12-32 


Quar-aan: on 1,re:a-;t ,de , 

116, 120; positivt attitude 

of toward family, planning, 
10, 75, 
 116, 120, ]21; prin-

ciples for family 1.anning, 

118; view of children, 4 


Rabat Conference on Islam and
 
Family Planning, 120
 

Religion. See African tradi
tional religion; Christianity; 
Family planning and relPgion; 
Islam.
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 63, 9M-99
 
Reunion, 26, 127, 
 133), 141,
 

143, 145, 141j, 150
 
Roman Catholic Church: 
 and
 

family planning, 10, 125-28,
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Rwanda, 62, 135, 137, 138, 141,
 
143, 149, 152
 

Sac 'Tome and Principo, 26, 137,
 
141, 143, 145, 1.49, 152
 

Senegal, 17, 
 42, 51, 121, 122,
 
137, 141, J43, 146, 149, 151,
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Sex education, 94, 98
 
Seychelles, 26, 27, 134, 137,
 

139, 
 14 , 143, 145, 149, 150,
 
152
 

Sierra Lea no, 5, .6, 19, 41,
 
47, 49, 111, 137, 141, 143,
 
1]49, 152
 

Sociuety: effects of nigh fer
tility on, 83-84
 

,oeCIO'conomic status, 97; 
 ef
frt t on infant and child
 
morta] ty, 3, 14
 

Somalia, 137, 141, 143, 149,
 
152
 

South Africa, 26, 27, 135, 137,
 
130, 141, 143, 149, 152
 

Sterility: and contraception,
 
96, 104
 

Stillbirth, 35, 37, 53, 60, 77
78, 110; and maternal age,
 
47. See also Fetal loss. 

Sto ieiSm: and intercourse, 125
 
Stros,.": and overcrowd 1nig , 83

0
 

Sulff'cundi t'' 1:3
 
SClaln 15, 24 2 , 40, 74, 
82,
 

I1 , 14 , 137, 141, 
143, 145,
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S,'ziIa i-d, 137, 141, 
143, 144,
 
141, 152 ,33 


Sweden, 2Gi, '7, 58, 95
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41, 45, 48, 49, 50, 51, 56, 143, 149, 152, 153 

57, 58, 59, 61, 63, 71, 72, 

73, 129, 135, 137, 141, 143, 

149, 151, 152 

Togo, 26, 135, 137, 141, 143, 

149, 151, 152 
Tunisia; 26, 27, 74, 75, 137, 

141, 143, 144, 149, 152, 
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Turkey, 21 

Uganda, 50, 52, 56, 58, 59, 61, 

65-67, 94, 98, 137, 141, 143, 

149, 152 

USSR, 26, 27, 136, 140, 142, 
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