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ABSTRACT

Background: The large unreported births and deaths and the inefficiencies in the vital registration
systems in the Sub — Saharan African countries have been impeding computations of adjusted
fertility and mortality indices. To track performance and evaluate the impact of govermment
policies and tnternational interventions on infant, child and matemal health in the local

government, estimates of these indicators arc needed which form the main objective of this study

Mcthodology: This s a descriptive cross - scctional study conducted tn. Akinyele local
government area with 874 respondents using a multi — stage sainphng technique. Data were
collected using a scnu — structurcd questionnaire. Direct methods were used to estimate fertility
rates. The Truscll Variant of the Brass indirect technique was employed. for child mortality and P/F
ratio for fertility. The Sisterhood mcthod was used for matemal mortality. Cln — Square Statistic

was used to determine the association between parity level'and socto- demographic variables at 5%

tevel of significance.

Results: The mean age ol respondents was 33.2.+8.85ycars. The chi — Square results showed that
there were statistical significant association between fcrtility (Parity levels) and age (P< .005)
cducational levels (P< .005) and résidence of respondents (P < .005). The mean children ever born
was 3.07 and the contraceptive prevalence rate was 48%.The adjusted total fertility rates was
esbmated at 5.3 childrenper woman while the General Fertility Rate was 167 births per 1,000
women and the Gross. Reproduction Rate was approximately 3 daughters per woeman of
reproductive ages, The smoothed infant inortality rate was 32 infant deaths per 1.000 lhive births
while the child=smortality rate was 38 dcaths per 1.000 [ive births. The lifetime nisk of matemal

dcath was cstunatcd at ® 0281 (1 in 36) while the inatermal montality ratie was 520 matermal deaths

perd 00M00 e births

Conelusion: The adjusted fertihty rate for the study area was high while the nlant and child
mortality rates were extremely low due to sampling and reporting emvors. Torcduce Tertifity rates
and to have a substsnual improvement ininfant, child and matermal health i the study area, co
ordinated ¢(forts between national and tcrnational agencies wie needed to achieve Sustainable

Desvelopment Goal (SDCe) 3 targeted at reducing chuld and mastemal mortality nond tacalitate tannly

v
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planning to increase the uptake of modemn contraceptives with continued focus on Local

Govemment area as unit of interventions of health programmes.

Keywords: Total Fertility Rates, Child mortality, Family Planning, Maternal morlality,

Contraceptive

Word count: 400
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CHAPTER ONE

INTRODUCTION

1.1 BACKGROUND TOTHE STUDY

Fertility, mortality and migration are the principal componcnts of population dynamics of
any country. Fertility refers to reproductive behaviour (the number of children borm to
women) as against the actual ability to reproduce, which is called fecundity(Oyefara, 2013).
Mortality on the other hand refers to decrement process by which living membcrs of a
populanon die out. It tends to have a ncgative impact on the growth and size of the
population particularly the componcnts of the population in which umonality occurs.
Estimatcs ol ferulity rates provide a precisc measurc of human reproduction and 1t 1s based

only on the segineni of the population that detevinines human fertility, women aged 15 — 49.

By 2010-2015. the global total fertihty rate was about 2.5 children per woman. IHowcver,
Sub — Saharan Africa countnes recorded a totalfertility rate of 4.8 clildren per woman.
Nigerta recorded a decreasc of 0.2 from 3.7 barthsper women to 5.5 births per women in the
current fotal fertlity Rates (TFR), Gencral fertihity rate was 190 buths per 1.000 of
reproductive age and Crude birth rates was 39 per 1,000 population. [n Ghana and Niger the
Total fertility rates were 4.0 and 7.6 respectively, (NPC & ICF, 2013). This contrast sharply
with dechining {erttlity rates being cxperienced in other countries of the world. According to
the United Nations Population,Division, wortdwide fertility rates are cxpected to continuc to
decline in the decades toycome. gradually imoving toward replacement level of 2.1 children
per woman. M hich 1s, traditionally viewed as the level required to maintain a stable

populauos T ceuntrics with low mortality rates among the young.

Togtemrihctrend of high fertibty and high birth rates 1 the sub -~ Saharan Africa countries
ihere Whced o elfectively scale up fanuly plonming services provision and 1ts uptake
Bo®des. cltccuve promotion and management of lanuly planming has the potenual ol
reduciny maternal, anfant and cluld monality. Family planning intervention s capable of
nenmy | I all maternal deathy and nearly 10% of child movihiy swhereas 400, of
maternal deasths i Nigenny are due to Crll'l'lpllcllI(lIlS of unsale abotbons necessitated by
uintended pregnancies (A dewale, ¢t ab ¢ 2010) The mvnet nceds for tmmly planming i
Nigerta was 3% wiile contraceptive prevalence rate has heen found to be low m 18% 1y
2013, compared w other coumnes such as the US amd Pakistin (NI'C & 1CE, 2000
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l



TN W e——

Child mortality, tn developing countries, remains disturbingly high despite the significant
decline in most parts of the developed world. Globally, the annual rate of reduction in under
5 mortality has increased from 1.8 to 3.6 per cent between 2000 — 2015, (UNICEF, 2015).
IFlowever, according to the maternal and health survey by UNICEF in 2013, Nigena lost
about 2,300 under — five ycars old making 1t the second largest contributor to child mortality

rate in the world. In Nigena in 2009 and 2013, infant and child mortality were 69 and 128

per 1,000 live births respectively, (NPC & I1CI<. 2013).

Matermnal mortality, that 1s, the death of a woman while pregnant or within 42 days
postpartum {rom any causc rciated to or aggravated by pregnancy or its management, 1s very
high n Sub -~ Saharan African countrics. To mcasure the health status of @country adult and
maternal mortatity indicators arc required. In the 2013 NDEIS reports, maternal dcaths
account for 32 per cent of all deaths among women age 15-49 years. The maternal mortahty
ratc was 1.05 matcmal deaths per 1,000 woman-ycars of cxposure. Whtle the maternal
mortality ratio was 576 maternal deaths per 100,000 live.births. In a study conducted in
Jigawa state in 2017, the estimated maternal anortality ratio 1n the study area was 1,012

maternal deaths per 100,000 hve births and the total lifetime risk of matermal death was

6.6%. (Sharma. ¢t al, 2017)

Adult mortahty 1s the deaths at age 15 and above. It also refers to mortality between exact

age 15 and 60 or mortality that occurs 1n older age of 60 and above. In the life table. 1t 1s
expressed thus. 45q157 thats. the probability that a person aged 15 dies before age 60

which was reported, by the NDHS 2013 to be twelve (12) per cent among women and men

and adult mortalitysrates were 3.5 and 3.3 deaths per 1.000 populations among women and

men respéctively

Estimatcs ofFferiility and mortality rates cited above were available for the global. natyonal,
v - plitical zones and state fevels hut none could be found for the local levels particularly
Akinvele Laocal Goavernment which is the study arca. This 15 a Local government that was
crested an 1975 and had undergone senies of developments and changes ' population
structury Vital stalistics regustratson system  that could  Torm the mmor somive ol
informanot on feerphey and martahity levels in the local government pee not functiomag well
ik cre under  repaned winle deaths were not even aeponied pt ol Theretiie, o
prosade esunmates of feenbity and morality levels needed W mepsise perfotmance iyl

cvatuate pmpact af Sartohy patonal and siternanonal mterventons ta gated ot nupros iy the
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general health conditions of the people of Akinyele Local Government, there 1s need to

conduct houschold survey of this nature.

12 PROBLEM STATEMENT

The large unreported births and deaths have been impeding calculations, not only of infant
mortality, but also of unadjusted births and deaths rates. Although mortality is an.anevitable
cvent, 1ts untimely occurrence and varictics, cspecially maternal and undee5 mortahty,
bring about soc1o - cconomic and psychological trauma not only to the members of bereaved
famty, but to therr immcediatc communitics, organizations, the nationtand the world in

gencral, Childbirth 1s a thung of joy and an event that attracts celebration, their sudden and
untimely denusc lcaves behind sorrow and confusion to the vietims of such unfortunatc
occuirencc (Oycefara, 2013). In contrast to birth rates, dcath rates arc difficult to establish,
for the proportion of dcaths registered in the vital statisiics office in the study area 1s too low
or non — existent at all. Most new born deaths 1in_particular arc frequently not reported or

registered because infants arc born at home and'many occur outside clinical setting.

Globally. Nigenia is ranked sccond largeést among countrics contributing to high under 5
mortality. It was rcported that over 2,000 under Ss dic on daily basis, that is, about 4million
annually, from vaccine preventable discases despite the widcr coverage on immunization

and Oral rchydrauonstherapy, for the treatment of diarrhocal,(lzugbara, Programme, &

Afnca. 2015}

The disturbingelévels and trend of infants and child mortality in Nigcna and Sub -~ Saharan
Afncanfgountmes \which has becomece a public health challenge could no longer be tolerated
This tsdecause 1t portends a danger in the future of human race. As a result, as far back as
ZOMK the Nigenan government launched a project titled - National Health Insurance Scheme
(NS ) and Maternal and Child Health Project, (ocussing on reducing wmatemal and cluld
martality  The major cantributary factar (o this reginnal dispanity s the problem women
hase 1n hating access o quahify aned acdequate health care senviices due to dearth ot health
workers Countnies with high health prafessionals’ ratios (o populition (as Jow ns 2V per
10400 populatian in the Sub - Sabacan AMacay have higher it pnd elald sarvivpl rates

(Findley et al . 2013y
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Just like other demographic parameters, maternal mortality equally remains a global health

problem. Globatly, in 2013, there were 293,000 estimated maternal deaths with 99 per cent
of this occurring from developing countries particularly African countries. Despite the fact
that the Millennium Development Goal § aimed at reducing matemnal deaths by 75% by

20135, nmiuch progress towards achieving this goal has not been recorded in Nigeria and other

African countries,(Sharma et al., 2017).

Adult mortality 1s yet another major health problem statistics of which are not readily
available duc to poor documentation. Also the development of reliable and affordabie

methods of cstimating adult mortality 1n countrics with littic or no vital eventsiis a challenge.

1.3 JUSTIFICATION

The levels of ferulity and mortality 1n Akinyele Local government could not be ascertained
duc to lack of data. or deficiencies in the data. or both - especially with regard 1o monality
and a study had not been conducted to that effect. Most'previous studies provided fertility
and moitality rates for eontinents, regions. countries and states but not for local governments
as being attempted by this study. The choice of Akinycle Local Government as the study

arca was borne out of my familianty with the nooks and cranny of the area.

To forecast changes in the size of,a population, demographers require data on fertility and
mortality rates (life expectaney). Socio — cconomic planning and monitoning, policy makers
and planners requirgfreliable information on the numbcer of hirths, deaths and population

That i< planning_forthe provision of matemal and child health, education, employment and

sccurty services

Congducung, survey of this nature i the study arca, apart from strengthening local rescarch
Apdeity Mould pravide bascline demographic indices on {ertility and mortahity for tracking
pegtress and impact of most mterventions, particularly famly plaming. anned a1 reducing
lentliny, epncourage child spacing, improving maternal health and achieving child survival

poal  fherelare, the impact of family planming programime on fertlity and child mornalns

wauld be dererniined vath the findhings rom this study most espectally oy the study area

In the last decades, vanous programmes soch as niadinin contial throngh the dhsnibution of
Long Lasung Inscctcidal Men (LELINg, Preventve tremtment dunng pregoancy, arth

conteol, unmumzation pragramme o wlants and childeen, Millenmam Developimem Gl
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(MDG]) 4 - to reduce child mortality and MDG 5 — improvc maternal health which i1s now

Sustainable Development Goal 3 — Ensure healthy lives and promote well — being for atl at

all ages, and the @®yo state Hcalth Insurance Scheme (OYHIS) have receitved a boost of
funding and renewed attention in Akinyele Local Government. To yustify the funding and
cfforts of these intermational donors and assess these various programmes, computing

ferulity and mortality indices for the study area 1s necessary.

This study would provide estunates of [ertility and mortality for advocacy purposes and to

draw attention to fertility levels and the problein of mortality at the local government level.
1.4 RESEARCH QUESTIONS

. Whatis the level of fertility in the study areca?

2. Is there any rclationship between socio - demographiccharacteristics of respondents and

ferthty leveis?

-

3. What arc the levels of infant and child mortality inthe study arca?

4. What is the level of maternal mortality’in the study area?

i.3 ®BJECTIVES @F THE STUDY

The general objective of this study 1s to providc indices of fertility and mortality rates for

Akinvele Local Government arcas of Oyo state.

1.5.1 SPECIEIC OBJECTIVES

| To comptte bastc fertihity rates (age specific feruility rate. total fcrtihty rate, general

fcridimyinte and gross reproduction rate) among womcen of reproductive age in the
LU !_‘. Ircas
o examine the relationship hetween socro - cconomie charactenistics ol respondents

infant and  chsldhoaod marahty (wsing Brass method o mdirect

§ Ter estinale mnaerersed martality ot based on sisleshood method, m the study areas

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



1.6 LIMITATIONS OF THE STUDY

This study was himited only to Akinyele Local Government areca of Oyo State and the data
used were obtained from a sub -section of the local government therefore, could not be
devoid of sampling errors. Somne womcen were reluctant to disclose the number of children

ever born while some who had lost their children also felt shy to inform the interviewers

about the mcidence because of the stigma attached to it.
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The introduction of indirect methods of demographic estimation of adult male and female
mortality have led to the inclusion of questions on the survival of biological fathers and
mothers 1n censuses and sample surveys to obtain data on orphanhood. Generally.
population census coliects data for the direct and indircet estimation of demographic

paramcters.

The strength of population census lies on the fact that it devoid of any kinds of sampling

crrors as could be found in the sample surveys.

2.1.2 SAMPLE SURVEYS

Developing countrics began the usc ol retrospective surveys in cstimating basicparameters
of feruility and mortality shortly after World War 1. Between 1960 and 1980, 81 countries
conducted at lcast onc major survey, 31 from Africa, 24 from Asiasand 24 cqually from
Laun Amcnca. Some countries conducted follow — up.surveys (Prospective or Multi —
Round surveys) to asscss their current levels of ferulity, mortality and population growth.
One of the strength of houschold surveys over cenasus is the quality of data gencrated in the
process. This is duc to 1its limited coverage that ade it less cxpensive and flexible. The
undercount of infants and young children as in the case of census 1s equally a hinttation of
this approach

To mimmize memory lapse and misconeeption of reference period a follow — up (Mulir -

round) or prospective survey were conducted by most developing countries for three or more

rounds 1n an interval of 6 months.

20.3CIVIL REGISTRATION SYSTEM

This 1s a continttdus opcration that collects mfermation and legally documcnted births.
deatits apd other vital cvents occurring in a country. The creation and development of the
crvl regiftranion system will be justified by its pnmary legal functions and not by its
sCundary statistical functions This system 1s more demanding and m a sitnation where a

Bl developed civit registraton system s not available. population census and bhouschold

sur.eys are used o callect data on hirths and deaths (Umted Natons, 2004)
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2.2 EVOLUTION OF TECHNIQUES DEMOGRAPHIC PARAMETERS

The United Nations Population Fund (UNFPA) under the guidance and supports of the
Intcmational Union for the Scientific Study of Population (JUSSP) funded a project to
harmonized key methods (that arc uscr — fricndly) of estimating Population paramcters from
defective and limited data by demographers all over the world. The idca of training few
younger demographers 1n cither the science or craft of using or applying indircct methods of
estimation was bome out of the revised agenda adopted by the International Conference for
population and development held 1n Cairo 1in 1994, This was done to change the pattern of
dirccting fund to reproductive and sexual health rather than technical demography which
was a prerequisiic lor the study of patterns of growth and management of population
Increasc.

The emergence of Demographic and Health Surveys programme wherer data on full birth
historics were being collected with the use of direct teclhutques m estimating fertihty and

mortality croded the importance of tools and techmques used. an the past from Census or

other survey data (Moultrie et al., 2013),

2IFERTILITY TRANSITION AND FAMILY PLANNING PROGRAMME

Fertility: rates in Sub-Saharan Africa was 5.1 births per woman in 2005-2010 (United
Nations. 20t1) and 48 between 2010- 2015 more than double the replacement level.
Reptacement ferulity i87the lescl of ferulity required to ensure a population continucs to
replace itself 1 sizg. Forswomen to replace themsclves. on average, they need to have onc
female child who_survives long cnough for a female grandchild to be born, and so on for
succeeding gencrattdns. This means an average of two clildren will “replace™ all mothers
and Jathersy but only 1f equal number of boys as girls are bom and all female children
WU 19 togihic end of their reproductive age. However. because of mortahty and the (act that
st populanons around 105 hoys are born for cvery 100 grls, Tertility needs to be o hitde
fgher than a rate of 20 cluldeen per woman to achieve replacement

in the UK, as sl developed countries, a fernliy rate of 2.1 1s usnally taken as roughls
approdamate o the lesel of replacement fernhty, althongh the precise level sall vin
hetween counties Fertthity rates in mast develaped connmes ae below the replacement
lesel ol 20 For mnstance as gt 2108, TFICm the VUK s T RECTES A (S8 Canada (1 o),
Greeee (1 30) According to the Waorld Dank group Data, m 2008 there me some conntes

with 4 Total Fertthty fates (TFR) ot lexs than -4 cluldren, dinnph above seplacetnent level
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such as Nanubia (3-47), South Africa,(2.48), Gabon (3.85), Kenya (3.92), Libya(2.31). At
the other end of fertility distribution, somc countrics with a Total Fertility Rates (TFR)
greater than 6 children are yet to cxpericnce fertility transition, They are Niger (7.29), D.R
Congo (6:20), Mal (6.14), and Chad (6.05). Nigena, Burkina Faso, Ethiopia, Ghana are 1n
between with 5.59. 5.44,3.32. 4.04 children per women respectively.

[n 2013. the total fertihty rate (TFR) was 5.5 births per woman (or 5,500 births per 1,000
women). This implicd that women in Nigeria would bear average of 5.5 children if they.all
experience age — specific fertility rates throughout their reproductive years. TFR by statesdn
Nigeria showed that Baucht had the highest TFR of 8.4 births per woman, Katsina (8.1)

while Oyo statc was 6.2, Yobe (6.7). Kogt and Ondo states (3.9) and the lowest TFR was

reported lor the FCT Abuya (3.8) (National Burcau of Statistics, 2014).

This high fertility combined with falling mortality has led to rapid population growth of 2.5
pereent per annun and by the UN projections, the sub-Saharan population would grow from
0.80 billion 1 2010 to 1.96 bilhon 1 2050 and 3.36 iilion 1n 2100. Population growth rate
i the Sub-Saharan African 1s considerably high w.hencompared with the rest of the world,

This miphes that there 15 hugh fertility, igh birthy rates.and low contraceptive prevalence.

Feruhty transition i Sub-Saharan Africahas becn very reluctant or stalling aftera bricf start
(Garenne. 2008), Witlnn all countricspdiowever, remarkable differences in fertility rates

occurred 1n rural and urban areas| This,\no doubt, is a reflection of both demand and supply

side of contraception, (Lesthacghe. 2074).

According to conveptional demographic theory. high fertility in the early stages of the
demographic transition 1s%a function of high desired family size. That 1s, couples desire to
hav e manyv childrenwith a view to gain the advantage of helping i famuly enterprises such
as farmifie and for insurance 1 old age. Besides. high child mortality leads parents o have
addsticnal @ldren to serve as sccunity agamst foss, Fertiliy dechine ovcurs onee nising
el sNdgtrbanizaton and education, changes m the econemy. and dechning mortality e
Pt teodesire o

maller number ol births Ta nmpleanent these desires, parents rets on

Jontracennan o gheran snd Temily phimming programs m many ¢Commries aceclerate the

adaprion (1 ee and Bulatan. 1943

Fostlgty preferences sepresgnt o bey hink o the chin ol causption between bertihty amd s
socdoco gl detenmminaity In losw ancome ngoicalinesl societes, parents temd o desne

relauvely bicge numbers of duldeen whiedde v a0 more develaped socicties with lagghes

1)
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income, women typically want only about two children. The decline in preferences that
accompanies development in turn leads to a decline in actual fertility with adoption of birth

control -induced abortion and/or contraception,(Bongaarts & Casterline, 2014)

In 1994, the intermational conference on population and development stressed the benefits of
fanuly planning to meet individual reproductive health needs. Family planning services
provides mynads of benefits to individual houscholds, community, country and the world at
large. At houschold lcvels, it allows individual to decide on the number of births and space

between each child which has the potential to improvc child survival and matemal health. 1t

prevents the occurrence of unwanted pregnancy, thereby reduce mjury and deaths associated

wtth child birth, abortions, and scxually transmitted infections (STIs) including HIV/AIDS.

As part of efforts to further promote family planning scrvices in Nigeria, Phasc Il of the
Nigecrian Urban Reproductive Health Initiative (NURHI) Project beganan October 2015, and
1s bemg mmplemented 1 three States. Lagos and Kaduna for five ycars (2015-2020) and
three years (2015-2018) 10 Oyo State. In a study conducted i Ogbomoso, Oyo State, low
contraceptive prevalence rate of 25.4% among respondents currently using any incthod was

reported despite the high level of awareness (Adewale ot al, 2016).

2 3 INFANT AND CHILD MORTALITY

Although death 1s incvitable but it'apparently becomes a source of concemn when death rates
particularlyv among voung.children 1s continually increasing. This will eventually have
adverse clffects on thie future economically active population. Considering this fact health
experts. decisionsandypolicy makers across the glohe i an attempt to checkmate the rising
trend of child mortality developed a systematic approach to reduce 1t by two — third anmong

childrenundersthe age of five hetween 1990 and 2015 as contained n the United Nations

AMstlenpium Development Goals (MDGs) (Adepoju, 2015)

Globally. reporis show that under-S monality reduced snbsiantiatly lrom { 2nulbien 1 1990
W 6 Yrmilhon ain 2011 This means that the number of children thar died cach dav reduced
$4.000 0 2011 than i 1990 This was finther reduced w0 58 nulhon i 201 S, representing
§20 af 199 uader § deathst] ancenr, 20160) Between these permds under reterence, a e

reducnion i under five manahity had been expenenced m the: Alocin repions Fasterh and

Southern Afnca €455 and Nestern and Central Atnca (V%) Ta he countiy speciti

Labicrig 67 Sy Ruanda 005 4%, Shidawe ot e ey and NMadapascat (01 S50 hwan

i
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Lcadership for Child Survival, 2015). In Bangladesh for tnstance, a similar reduction of
under-5 deaths from 305,000 1n 1990 10 105,000 in 2011 was cxpericnced and there was a
close relationship between the nisks of an infant’s death and characteristics of mother. To
further reduce the rate of childhood mortality, improve infant survival, and reduce matemal

dcath, public hcalth interventions such as family planning, safc motherhood programme,

child immunization are ecxclusive brecast fceding arc cssential 1o achiecve such

objectives,(Abir et al, 2015).

In Uzbckistan, there were relatively little changes in levels and trends of infant and
childhood mortality between 1988 and 2002, Infant morality was 52 deaths per 1000 (Y988-
1992). 64 per 1,000 live births (1993-1997) and 62 dcaths per 1,000 live births (1998-2002).
While Child mortatity wis estimated at 11 deaths per 1,000 live births ‘and undce five

mortality at 73 decaths per 1,000 live births (Sullivan & Turccva, 2002).

[lowever. highest rates of under — five mortahity are stll 4n Sub'= Saharan African regions

where child mortality 1s 1 9 children inore than the “16. times the average of developed

regions whichis | m 152 children

Considering the assocration between socio — demographic characteristics, bivariate analysis
of 2008 Nigena Dcmographic and Health Survey showed that all socio — demographic
characicnstics. except occupation of father, were significantly associated with  under-5
mortal:ty and that highest percentagesof under -5 was found among the Hausa/Fulani. Tribes
with 23% and the lowest{972%). The geo political zones differential was put at South West
(9 1%4), North East {224%) and the North West (22.8%). Besides, more deaths occurred
among malcs (47 7% \than females (16 49%) cluldren amongst other charactenistics (Aded ini
et al. 201 3T hisisan indication that there was a wide disparity 10 the mortality expericnee
of differepteinnie groups i Nigena  This result was similar to what was reported in the
"WRATTCE 20113 where under -5 martality among miales (151 deaths per 1000 Live births)
a8 grdater than that of the Temales wath 137 deaths per 1,000 hive buiths: More so, fower
deathy of Y per 1,000 Qe births were reported in the South west and the highest reeend i

the Nty Wegt ath 145,000 per 1,000 live hinha INPC & ICT, 2011

Presigusy studies an regronal varimons m mtan and chuld monaliny e Nigena confumesd
thes reporty thar infant mortibity was lugrhest an e Noath= Fast and Seath - ast (8 0% ecacln

and wias the lowest w the Seuth. Weat £5 2% whale chidd monality was the Jaghest i the
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North — West ( 6.0 %) and lowest 1n thec South — West (1.4%) (Ononokpono & Ibisomi,
2015).

In a study conducted 1n Kenya 1n 2014 using the Kenya Demographic and Health Surveys
data, results showed that there was a significant reduction in all forms of child mortality
(infant, child and under - five) over the 30 years period between 1979 to 2008, Infant
Mortality Rate (IMR) decline from 76.5 to 57.9, Child Mortality Rate (CMR) reduce to 21.3
from 31.7 while USMR fell from 100.7 to 72.9 (Kimani-murage ct al., 2014). In Nigernia,
there were equally considerable reducttons in infant and under S mortality from. 200310
2013. The IMR were 100, 75 and 69 deaths per thousand live burths i 2003, 2008 and 2013
respeenvely. Sumilarly, under S mortality was 201 deaths per 1000 live births in 2003, 1t

reduced to 157 and 128 deaths per 1000 live births in 2008 and 2013 respectively.
(Morakinyo & Fagbamnigbe, 2017) .

In a similar study conducted on infant and under five mortality rates, although type of
housing matenals was uscd as predictor, the smoothied. childhiood montality probability
estimates increased from 0.0778 among infants to™0.1613 ainong young adults. This was

charactenstics of group of women who lived“un a house built with low guality matenals

{Adebowale etal 2017).

In most studies adolescent mothers/are expected to have higher levels of childhood mortality
among their children compared withwolder mothers. The result of a survey conducted
Osozbo and Ola- Oluwa leeal Governments arcas. Osun State, Nigeria. were in line with
this asscrtion. The childhieod mortality prevalent rate among children of adolescent mothers

was about | 8%, wiwle the ratc was just 3% among older mothers (Oyefara. 2013)

25 ADULT MORTALITY IN NIGERIA

AdultSMonalny s generally being influenced by three factors. environment, human
Behawour snd b health expenenced from childhood into aduithood, Among the factors
capabie of comnbuting ta adult mortahity in Nigena are poverty, ignorance and inadequate
FCe, prostygan far health facilittes Therefore, the snevival ol adnlts mosilv hies o the
Ahihits ol the health astem of a country ta procade for immediste and dong e gquahin

health wsre to s paapulin
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The abitity of individual adult to prevent death by infections and discascs depends on kind
of available physical, environmental. social and cconomic resources such as availability of
cnough food, level of ecducation, cmployment status, and access to health carc
scrvices.(Olanrewaju ct al, 2015). The levels and patterns of increase in adult mortality with
incrcasing agc depend on occupational profile, fertility pattem and cpidemiologic

characteristics of a population. Duc to increasc prevalence of HIV/AIDS in Sub — Saharan

Afnca, morality among malces and females adult is expected to rise.

The cstimation of adult mortality cither by direct or indirect approach requires information
on the survivorship of father and mother, The proportion ol respondents whose father or
mother 1s surviving at the tume of census or survey determines the levels of adult mortality.
A lower proportion sunviving is an indication of ligher mortalitysand vice versa. Data
obtained from this process are referred to “orphanhood™ data. However, possible crrors that
may bc introduced to adult mortality cstuimates may be through age misreporting. Age
cxaggeration will definttely result into higher proportion of parents surviving and thercby
rcduce the cstimaics of adult mortality.  Suntlarly, accurate reporting of the number of
sisters and brothers the respondent ever had, the numbers that have died could form a source
of denving adult mortality estunates. Oncinajor dement of this approach is that respondents

mav not be awarc that onc or more of their brothers or sisters died at tfancy (United

Nations. 2004).

There s no definitive proeedurc to establish the completeness and accuracy of retrospective
data on data siblingsgsuvivorship. One way to asscss the quality of data used to estimate
maternal mortalitsgs ta cvaluate the plausibihity and stabihity of over all adult mortality, [t 15
belicved thataf*eStimiated rates on adult mortality arc defective, rates based on subscts of

dcaths, pamicittanly matermal deaths are likely to have prablemns, (Kichamu. 1998)
2AMATERNAL MORTALITY

Maternal mortahity constrtutes another global public health problem Maternal death reters to
death of 4 woman during pregnancy or witlun 42 days after hirth wrespective ol the duration
or sie of the pregnancs leam any cause related 1o or aggravated by pregnaney o ats
management and ot hy discase or sny other mcidence. Esuming matemnal moraloy has
naot heen very easy hecause getung the equared afamanon, si h as the number i deaths wi

women al reps ductive i F{S thear Pregen.ainey tntues ol the bme ol deaths amd the maedhieal

i
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cause of such death, for accurate estimation of maternal mortality ratio (MMR) had been

difficult. This 1s evident 1n a low - income countries where vital statistics is not complete or
does not exist. In most cases cstimates arc based on data generated from hospital which do
not reflect the matcrnal mortality nisks in the community sinec most deaths occur at home
and are not reported in the hospital or the vital registration centre. This is part of the

challenges being faced by community based study whilc attempting to measure MMR using

direct estumation method (Sharna et al. 2017).

Scveral methods arc available to measure maternal inortality ratio, such as, vital registration
system though not n place in the developing countrics, even where 1t.exists, .n the
developed countrics, maternal dcaths are often under reported or misclassified”as non-
matcmal. Other methods include. review of all deaths to woinen of répraductive age (called
RAMOS). longitudimal studics of pregnant women. and repeated houschold surveys. The

cftectiveness of all these methods 1s a function of accuratesreporting of deaths of pregnant

women and the cause of death.

Sisterhood mecthod 1s an indirect mecasurcment technique developed during the late 1980s to
mecasurc a vanety of demographic parameters and,has been adapted for the mcasurecment of
matemal mortality to overcome the problenmyof large sample sizes and thus reduce costs. The

method 1s based on asking respondents four'(4) sinple questions about how many of their

sisters reached adulthood andsever mamted. how many are ajive. how many have died and
whether thosc who died werespregnant around the time of dcath. This method relies on the
assumption that thered@rcirclationships between fertibity and age specific maternal mortality.
As a result, this method, should not be used i settings where the total ferulity rate (TFR) is
lcss than 3._egwheredhere are recent or marked decline in fertility, or major migration has

taken placc

Planperigfd policyy - makers consider the adeption of sisterhood incthod tor the estimation
Gf imsternsl mortaljty ratios when no rehiable estimates of the level ol matermal mortalny s
ws ) luhle for ads ocacy and decraon makmg purposes or when the resources nvinlithle i the
Jioet run do aot pernnt the ase of alternative approach. Aind when an estimate 15 necded as
bascling tor e inore detned toltawaup of mincrnst deaths dentified i recenn past Howeve
s inethynd 1y not appropraate in mcistnng, peogress lowards safe mathcthopd v the short
termn cealygtine intenentign pragramime smpact and companng ttends gud levels of

cstimates of ditlerear genpraphicat s

1%
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Reported cases of highest maternal mortahty rates are more in Afncan countnes compared
to developed nations. For example out of 20 countries in the world with highest matemal
mortalities, 17 were in Africa. Unfortunately, Nigeria is among six countrics ( others are :
Ethiopia, Indian, Pakistan, Afghanistan and Democratic Republic of Congo) where more
than 50% of matemal deaths occur worldwide. In South Ethiopia, using a Total fertility ratc
of 6.4, the cstimated lifetime risks of maternal death of 0.102 was translated to a MMR of
1667 per 100,000 hive burths 1n 2011 (Yaya & Lindtjom, 2012). However, there was a
substantial ymiprovemcnt in matermal health among women of reproductive age in India from
2004 to 2014. Between 2004 — 2007 study period, MMR was 279 per 100,000 live births, 1t
reduced from 196 (2010- 2013) and 184 (2011 — 2014) per 100,000 live births:.In Ghana, the
MMR were 376, 325 and 319 per hundred thousand live births i 20085, 2010 and 2015
respectively (United Nations, 2015) . Between 1993 and 1998, the estimated level of

maternal mortality ratio i1 rural Gambia was 424 matcrnal dcaths per100,000 live births

( Walraven et al. 2000) .

However, there have been substantial improvements 1 the maternal niortality rates 1n
Nigena since 2008, In 2004 matemal mortality,rates were 800 per 100,000 women, 1n 2008
it reduced to 545 per 100,000 womenand in 2013 1t feli to 350 per 100,000 women
(National Bureau of Staunstics. 2014), In"a study conducted in Jigawa statc in the North -
western part of Nigenia, out of 1,026 reported maternal deaths 300 (29.2%) w cre direct
obstetric deaths. that s, maternal deaths related to pregnancy, childbirth or within 42 days
after termination of pregnancy. Besides, the estimated maternal niortahty ratio (MMR) in the
study area was 1,012 matemal deaths per 100,000 live births using a Total Fertility Rates
(TFR) of 6 7 Thendhe Bifeume risks of maternal deaths was 6.6% or | in 15 {Shamma et al.

20174

In @ Sddv gonducted 1n Ajebo and Alapako-Ont m Obalem Owode Lacal Government.
Qyun State Nigenia, the esumated hiletime risks ol muaternal deaths was 00262 ( 1 1n 38)
Whi h wy, tranglyped ante a MMR ol 448 maternal deathe per 100000 hive irths ¢
Adebotale et all 20014) Funber stuches carncd out i the rusal Northern Nigenan States
Jipawa Yabe, Karyta and Zambara) to estimide Maternal Mirtalny levels for the stndy arcas
ren egled that the ttal fdetime risk b matenil demlis wis 000 ¢ 1 m 1) aml using the
PER of T3 hasthy per wotan for all the states, the averpge MM R was 1271 maternal deaths

per 106G ) Tive heths (Hengy <t gl 2010y Ta 20000 stwdies on predictons of mptemal
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mortality n institutional deliveries in Nigeria esimated Maternal Mortality Ratio at 927
maternal deaths per 100,000 live births. The esumated MMR for states were 368, 1,315. and

993 matemnal deaths per 100,000 live biurths for the FCT, Katsina. and Lagos States !

Q.

respectively (Fawole et al., 2012).
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CHAPTER THREE

METHODOLOGY
3.1 STUDY AREA

Akinyele local govermment arca was created in 1976 with the administrative
headquarters located at Moniya. 1t consists of 12 political wards with about 800
tocalitics. 1t 1s one of the cleven local government areas that make up Ibadan metropolis.
It 1s located at the hub of the Oyo Central Senatorial District. The local government
sharc boundaries with Afijo, Lagelu, ldo, and 1badan North Local governments lo-the
North, East, west and south respectively. 1t occupies a land arca 464,892 squarc
kilometres with a population ol 211.811 {Males ~ 105,594 and females - 106,217)
according to 2006 census. Dominated by the Yoruba among other resident tribes, the

people are of Christianity, Islamic and traditional religious background.

2 STUDY POPULATION

This 1s the population from which data to obtain”estimates of fertility and mortality for the

study arcas were collected. It consists of women of reproductive age (15— 49) that fell

within the selected localities in the&ix (6) wards out of the twelve wards in Akinycle
local covernment. However. allswomen below age fificen and above the age of fifty
were excluded from the survey. Allmen were cqually excluded from the study. Due to

constraints such as tume. finance and other logistics only a subset (sample) of the target

population was studicd

3.3 SAMPLESIZE DETERMINATION

The samiplc size used for this study was calculated using the statistical formula for
calculapng minimum sample size using the reported under-Give mortality of 128 per

OO0 (NPC & ICF. 2013

The minimum sample size was ¢ alculated thus
i PO apy | 907 x 00 128 x (1 872 () 4286
! LA bORS
Calculisted sample si1/¢ !
IR
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Besides, the same procedure could be applicd using the General fertility rates (GFR) of

190 births perevery 1000 women of reproductive age in Nigena (NPC & ICF, 2013).

' N = Za- P(1-p)

1962 x0.19x 081 = 0591976 = 236.39
d? 0.05> 0.0025

Calculated sample size =234,

To increase the levels of precision in the obtainable estimates of fertility and mortality,

the sample size was increased to 900 houscholds.

The resolve to make use of General Fertility Rates (GIFFR) as a yard suck for the
detennnation of sample size was borue out of the fact that it was the only rate that
provided the highest minimuin sample size of 582. The infant mortahty rates of 69 deaths
per 1000 live barths gave a sample size ol 244, whilc Total Fertility Rates (TER) 4.5 births
per swwoman gave a mimmum sample size of 17 and the mimimum sample size computed

using the maternal mortality rauo (MMR) of 576 inatemal deaths per 100,000 women was

equally as low as 22.
J.4 STUDY DESIGN

This 15 a descnpuive cross-sectional Study using a multi-stage sampling technique.
Retrospective study was carrieéd outito collect data on the children ever borm, children

surviving and birth histonies in the 12 months preced ing the survey.

3.5 SAMPLING PROCEDURE

The followingestages were followed i the process of selccting cligible respondents who

were preseiAt”and willing to participate in the survey after assuring them of utmost

confidenstabity of the information provided.

Stage 1t Sclection of wards

A swstematic random samphing method was vsed to select 6 wards [rom the exisong 12
wards 1in the Logal government arcas To cstablish the mterval of 2. the fust ward wos
picked by bulloting  The six (n) wards eventually selected were ward 2 (Pade), ward 4

I‘ ( Omdundu), ward & (Akinycle) . ward B, (COpon), wardd 10 (Alpbata) and wand 12

(frokha) Out of the s (0) vaards, only ward 8 15 urban while others are nital
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Stage 2: Selection of lacalities

From the available hist ot localities in cach ward, five (5) localitics were selected each

using systematic random sampling technique to give a total of 30 localitics.

Stage 3: Sclection of vespondents

To ensure fairness, cqual number ol respondents, which was thirty (39), were
interviewed in each locality to make up for 908 rcspondcnts tn total. Interviewers were
asked to select the 30 respondents frown identilicd streets where ‘available and use

judgcment or convenicit method where necessary. However, they. were wamed not to

intervicw morc than onc respondent in a household.
X6 STUDY INSTRUMENT

Data was collected using a scmi-structured. ‘pretested qucstionnaire. This 1s shown in
appendix 1. To test the validity andsreliability of the study instrument. a pre- text was

carmcd out with fifty (50) questionnaires in Fiditi, a neighbouring lown in Atijio local

govemment arca

3.6.1 Validity of the instrument

Duning the pre —lcxt €xcreises, omissions of some questions which may likely affect the

validity of (the study instrument wcre detected and were corrected in the main

questtopnaire used for the study.

3.6.2 » Reliability of Instrument

The rcsults to be obtained from these instruments would be consistent and

| dependable (f used in other populiations by dilterent rescarchers

37 DESCRIPTIONOF THE QU ESTIONNAIRE

Phe questonmnre was structured an sach a way that relleeled cach demegraphng
|

pasymeter thust *wd Caleubited The questiongnafc contatned hive (S seotms wath thiety
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two (32) questions some of which were adapted froin the Demographic and Health
Survey (DHS).

3.7.1  SECTION A : Houschold Composition

This section was uscd to collect data on scx and age of all houscholds’ members-in

the study areas. The data werc used lo estimale age-sex distnibution of the study

population.

3.7.2 SECTION B: Demographic and Socia — economic characteristics of women
of reproductive age

This section was uscd to obtain information on respondents’-age, marital status,

education, income, religion. occupation, residence and others.

3.7.3  SECTION C: Reproduction (LFertility history and Child mortality),

This scction collected data on the number of children ever bom, children surviving

and birth in the year preceding the survey.. Data collected were used for the indirect

demographic estimation of fertility and child mortality in the area.

3 74 SECTION D: Family'planning

This scction was used to ‘eollect information on the uptake of family planning to

determine current contraccptive prevalence in the loca) govermiment,

3 7.5 SECTIONE: Maternal mortality

These are the four (4) questions usually asked under the indirect (Sistecrhood) method

of estumating/maternal mortality

306 SECTION F: Adnlt mortaliey

This section provided information on survivorship of parents either father or mother

of respondent

f R OQUESTIONNSAIRE ADMINISTRATION

I he serviees of aight () research axaistants were cmploved inihe adnunistiation ot the
questionnsre® [y weere put theough some trmnmg ta have hetter imdestanding ot the
I (]UC"llt nt. ]-4 WLk ippta -.ts.ii aried ;ft.‘l lltllCl Illh' '.nhml,u\ w\p.,nu-\ Jrein !hl‘ |‘1W~i‘\‘d!\l‘

I’L"[M n'}cnl' [ mpln CH LU pl-l' ('f] 1) !hr fll't'f] 1 .s|\lmn ml.unml WHNECD el |lum
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all eligible respondents and the use the local language in the process of the interview if
necessary. This was why the questionnaires and the written winformed consent were

translated into Yoruba being the common local language. (See Appendix 3 and 4 )

3.9 VARIABLES

The dependent variables in this study were fertility rates, infant mortality,

childhood mortality and matcrmal mortality

The independent Variables were socto-demographic characteristics of women of
reproductive age which include age. marital status, age at first marmage, mother

education, husband education, rcligion, residence, place of work, type of marriagc,

Inconme:, and occupation

310 DATA PROCESSING AND ANALYSIS

Before the data entry into the SPSS version.20, administered questionnaires passed

through cleaning and editing processes to cheek for possibie errors and inconsistencies in

respondents’ responses or errors commnuitted, by the interviewers in the process of

administering the survey instrumentss Majority of the qucstions werc pre - coded and

those left opened were eventually coded into categorical variables for easc of analysis.

In the process of analysis| the followings were done;

1. Descriptive statistics were uscd to siimmanze the background characteristics of
‘rcspondents inte frequencies and percentages while some were cqually presented

n charts

> Pearsen ChiSquare test of association was used to determine the association
betwleen fertihity( panty level) and socio - demographiv: vanables

%/ Fswmates of fertility and mortality parameters wete computed usig divect and

indirect techniques for demographic estimations with the aid of MORTPAKN and

Microsolt Excel warksheet

1.1} METHODS OF ESTIMATING FERTILITY AND MORTATTTY
In the ¢sumation of basic deningraplinc pasameters, fvo imethods can be used  These
are direct and andirect methods  The direct mcthod nsed dota obtained  them
conlinuaay registration af vital cvents, data on (nll both listones inm suney, andl

summuary ol fertulity measres coflectad on mnnne basis i vetsugg ¢ o vstimale
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recent fertility (Moultne, Dorrington, & Hill, 2013). While indirect are techniques
used for basic demographic estimation from information that is indirectly related to
its values. The rationale for indirect method was as a result of in - existence or
inefficient vital registration systems and defective data from censuses. The term

“indirect™ 1s used to describe any method ol estimation based on models or uses

conventional data in an unconventional way.

3.11.1 DIRECT ESTIMATION OF BASIC FERTILITY RATES
1. AGE -SPECIFIC FERTILITY RATES:
ASFR was computed from data on number ol birthe 1 the last twelve (12) months
per thousand women of reproductive age (1S - 49) by live year age groups.
2. TOTAL FERTILITY RATES (TFR);:
This was calculated by the summation ol Age-specifie fertihity rates (ASFR) in all

age groups. (15 - 49) multiplied by 5.

Thati1s Y x z A1SFR

3. GENERAL FERTILITY RATES (GFR) :
GFR 1s the number of l1webirths per 1000 of women of reproductive age,

- B/ '
GFR= B/, 1L« 1008

\Where B = the total live births 1n a year and

33 \\as - the total nud-vear population of females of reproductive age 15 - 49

1. GROSSREPRODUCTIN RATES (GRR):

(:RR shows the extent tn which the gencration of daughters replace the
preccding generation ot females f fertihity remains constant at prescnt

levels

GRR FFR * {Proparuon of female births)

Where Proportion of lemale birthe = B8 [+

13f © “umber of femile hirthsnd Bm 2 17 Namber of male and female hirths
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3.11.2 INDIRECT METHODS
3.12 FERTILITY ESTIMATION

The adjusted Age specific fertlity rates, Total fertility rates, General fertility and gross
reproduction rates were estimated using an indirect method developed by Brass. This 1s the
P/F Ratio based on the following data requirements:

(a). the number of children ever born classified by sex and five yearage groups of mother:
(b). the number of births in the last twelve(12) months preceding the survey classified by sex
and five year age groups of mother.

(c). the number of women ( irrespective of mantal status) classified by five year age
groups.

STEPS IN THE COMPUTATION OF BRASS FERTILITY ESTIMATION:

Below 1s the summary of steps taken to estimate the P/F ratio methods as contained in the

Manual X (UNITED NATIONS, 19837?)
1. Calculation of reported average Parities . The reported average parity of women 1 age
group 1 1s denoted by P(i) and 1its value wassabtained by dividing the totai number of

children cver bom 1 women in age group. 1 by the total number of women 1n that age

group (1rrespective of marnal status. fertile or not).

|

Calculation of a prcliminary fertility schedule from information on births in the

past vears. The fertility rates of woinen m age group / is denoted by f(i). The value is

I
| obtained by dividing the total number of births occurring to women in age group { in the
vear preceding the suivey by the total number of women in that age group.
3. Calculation of cumulative fertility schedule for a period denoted by 0 (1).
B )= S x ( Z £(1) ). Thats. the value obtained for f(1} above werc added for
a)l ages and multiply the results by 5
[ 4 Estimation of average parity cquivalent for a period denoted by F(i). these are
; gstuimated by interpolation using the periad fertitity rates ({1) and the cumulative ferthty
? values A1) calculated in steps 2 and 3 above respectively. Below 15 the interpolation
.
; CQUJUUH
)
¢
|
i
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t

F() =0 -1) + a()f(i) + b()f(i+1) + c(2) 6(7)
The values of parameters a, b and ¢ are constant and were estimated by using leasl

square regression to a large number of model cases constructed using the Coale -

Trussel fertitity model.

Table 3.12.1

COEFFICIENT OF INTERPOLATION BETWEEN CUMULATED FERTILITY RATES TO
ESTIMATE PARITY EQUIVALENTS

age group index a(i) b(i) c(i)
15-19 1 2.531 -0.188 0.0024
20-24 2 3.321 -0.754 0.0161
25-29 3 3.265 0.627 0.0145
30-34 4 3.442 -0.563 0.0029
40-44 6 3.862 -2:481 -0.0001
45-49 7 3.828 0.016 -0.0002

Sovurce UN, 1983, Manuwal X

Calculation of fertility schedule for conventional 5 — year age group denoted by

[*(i).: This was estunated by weighting the rates referring to unorthodox age group by
these equattons
P(f) = (1-wi-1)f(i) + win)f(i+1)
Note that™ fii) and (1) = unadjusted and adjusted asfy respectively.
Weighting factor w (1) was calculated thus:
W) = x (i) + )G O(T) + 2 ()T +1) 0(7)
The derivation of coefficients in table 3 12 2 below uscd in the caleulation of weighting

{actor was the same as that of the abnve cocfficients in table 3 12 |
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Table 3.12.2 ;

COEFFIICIENT FOR CALCULATION OF WEIGIITING FACTORSTO
ESTIMATE AGE- SPECIFIC FERTILITY RATES FOR CONVENTIONAL
AGE GROUPS FROM AGE SHIFTED BY SIX MONTHS

age group index X Yy z
15-19 ] 0031 2.287 0.i14
20-24 2 0.068 0.999 -0.233
25-29 3 0.094 1.219 -0.9717
30-34 4 0.120 1.139 -1.531
35-39 S 0.162 1. 739 -3.592
40-44 6 0.270 3454 -21.497
45-49 7

No weighting factor was calculated tor 1 (7) because childbearing s assumed 1o cease after

age 50

6. Adjustmcent of period fertility schedule:. The P/F ratios werce calculated by dividing
the average parity per women P(1) by the average parity cquivalent F(1). Under normal
circumstances. thesc ratios should befairly snunilar for different values of (1). However,
this does not always hold 1n practice.

[n this study. the adyustment factors were calculated using P (2)/F (2). P(3)F (3) and the

average of the thig€ ratiosy(P2/F2, P3/F3 and P4/F4) . the three methods were used to

determine which factor would produce a rcasonable estimates of adjusted total Tertility

rales
| JAIESTINIATION OF CHILDHOOD MORTALITY (INDIRECT METHOD)
Walltatn Beass was the first 1o develop a procedure {or converting praportion dead (D) ot

ehuldren cver bom reported by women in agelo — 49 years into cstimates of probability of

dsang |(x} before attaining certain exact childhood ages An important assumption made 1n

the development af this method s that the nisk of dying s a function only of the age ot the

child and not the age of the tnother or child’s birth order
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To estimatc child mortality rates using data classificd by age (from a single survey) the

following data were required.

1" The number of children cver bom classified by sex and five- yecar age groups of

mother.

2 The number of children surviving ( or dead ) classificd by sex and five ycar age

groups of mother and

oy

The number of women (irrespective of marital status) classified by five ycar age

groups.

Steps involved in the computation of Child mortality as contained in the Manual X
(UN, 1983), were summarized below:
Step 1: Calculation of average parity per women denoted by P(i)
P(i) = CEB() / FP(i)
Where CEB (1) refcrred to Children ever born by women 1mage group (1) and FP(1) is the
total number ol women mn age group | irrespective.of their marital status, Variable i refers to
different age groups. 13-19. 20-24. 25-29 and so on
Step 2.Calculation of proportion of children dead D(i) for each age group of mother.
D(i) = CD() ' CEB(i)

Wherce CD(i) 1s the number of children dead reported by wornen in age group i

Step 3: Calculation of Multipliers K(i) according to Trusscll variant of the original

Brass method. Estimation equations are:
K(i) = a(i) = b(i) P(1)/P(2) + c(i) P(2)/P(3)

Where a, #and,_care cocfficients for the estimation of child mortality multiphers.(see

appendix 29

Stepd- € alculation of probability of dying q(x) and of surviving 1(x);

(qia) = (i) (i)

Fhata, ¢ timates of the probability of dymg q(x) are obtinncd from the dillferent values ol
€ XY X 4y the produgt of reported proporion dead  DEY and the convsponding
multplier:

l(x) = 5.0 - ()}
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Step S : Caleulation of reference period t(x):

t(x) 1s an estimate of the number of years before the surveys date to which the child
mortality estimates g(x) obtained in the previous steps refer. It is estimated by this equation:
t (X) = a(i) + b(i) P(1)/P(2) + ¢(i) P(2)/P(3)
The values of these coefficient used in the estimation was selected from the west mortality

model.

J.131 SMOOTHING OF THE ESTIMATED VALUES OF CHILDIHOOD
MORTALITY,

“Smoothing™ is the tenm used when irregularttics in the observed data or estimates derived
from dclicient data are being removed or minimized. In other words, the ¢rude estimates
from deficient data were refined to improve upon its quality for decision making.

The technique is to relate the observed I(x) to the standard [{x) values‘ascould be secn in the
standard life table and then extrapolate the required values (U.N Manual X, 1983). The
Brass African standard lifc table was used for this study. Th: Brass African standard uscd

logit relational systemy where the logit values for exact.ages can be rcad from the table. The

table 1s shown in append:x three.
The logit model is Y(x) = &+ BYs (N).
Where Y(x) =Y (2). Y (3). Y (5) = the graduated estimates of logits |2, 13 and Is
Y'(s) = values from the Brass Afriean model life tables
To detennine the level that the value of I(x) falis in the life table, interpolations took place

between lcvels 22 and 23 (0'obtain level 21.9547 through which the values of Y(s) were
gcnerated U —devel of mortality
The above equation 1s,reduced to one parametcr when 3 = |
Fhe equation bacemcs, Y(x) = o + Ys(x)
U= ¥ Vs (X)
¥{x)a5 the average of Y2, Y3 and Y5, ({logtts of |2, liand I« )

Y¥s) 15 the average of Ys(2), Ys(3)and Ys(5)

[ |=/x
Where Yix) = 05*/1A [
T
[ ] =5
and Yiy) © 05%/LN ’
efined Ix = |/ 1ee "

)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




3.14 ESTIMATION OF MATERNAL MORTALITY BASED ON SISTERHOOD
METHOD

in this study, the Matemal Mortality Ratio (MMR) computed was based on the Sisterhood
method developed by Wendy Graham, Williams Brass and Robert Snow first published in
1989. The approach was to cstimate lifetimc risks of maternal death from proportion of
sisters who died from maternal causes and then converted to Maternal Mortality Ratio

(MMR). Thus the proportions were adjusted in order to provide correct cstimatcs of LTR

using the adjustment factors n appendix 5.
The formula used to calculate Matemal Mortality Ratio (MMR) was

| - (1- LTRMD) /=nFR

This imphed that the Lifetime risks of Matemal deaths (LTRMD) was calculated using the

sisterhood method with the estimated valuc of the adjusted TFR under P/F-ratios developed
by William Brass.

To estimate maternal mortality the following data were required:

I Number of sistcrs that have ever married or agedwover 15/years denoted by N(1)

2 Number of matecmal deaths among those sisters denoted by D(1)

3 Number of respondents classified by fite —yearage groups

IX7)

The next stave is ta calculate q(50)using M)A )

if){r]

D N A

then Q{50) was calculated with the formula

Z Vr) Ay T(r)
And reference penond T using

Z\(:).H:)

2
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3.15 Ethical Considcrations
Ethical approval for the study was obtained from the Oyo State Research Ethical

Review commuttee, Ministry of health. Informed consent was obtained from each

participant prior to data collection.

0
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CHAPTER FOUR

RESULTS

4.1 HOUSEHOLDS COMPOSITION OF THE STUDY AREA

The reported houschoid composition by age and scx is shown in table 4.1.1 below. There

were 2,065 females and 1,838 males making a total of 3,903 persons in the sampled

houscholds.

Table 4.1.1 AGE —SEX BISTRIBUTIONS OF

HOUSEHOLD MEMBERS

AGE GROUP T | SEX
Male ‘Percent Female |Percen| TOTALy.} RATIO
| age tage
[ o4 | 147 ‘ 800 | 156 | 7.55 303 | 94 2
5-9 190 | 1034 | 220 [1065 | 410 86 4
j0-14 1190 | 1038 | 230 {114 420 826
15-19 | 314 | 1708 | 359, |1738 673 87.5
| 20-24 | 207 | 1126 .| 305 [1477 512 67 9
25-29 | 147 ‘ 800 |“254v|12.34 401 | 57.9
| 30-34 | 155 (843 | 162 | 785 317 95 4
35-39 | 14, 604 | 130 |6.30 241 85.4 u
40-44 | 420 | 853 | 105 |5.08 225 114.3
45-49 || 94 ‘ 511 73 | 3.54 167 128.8
50-54, | 71 | 386 2 | 155 103 2219 |
55-59 | 40 | 218 22 | 107 62 181 8
60-66 | 25 | 136 8 |039 33 3125
65+ 27 | 147 9 |o044 36 300.0
Tota 1.838 2.065 3,903 890 I
| - o I'

Source: Ficld study, 2017

3
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Figure 4.1.1: PRESENTATION OF AGE-SEX DISTRIBUTION OF
MEMBERS OF HOUSEHOLDS AS REPORTED BY ELIGIBLE RESPONDENTS.

@ Percentage {Males)

u Percentage (Females)

4.00 T‘l‘ !———

200 -+ .-"Ll‘l)

0.00 IL . L
o T B T+
~ won 0 9
m. C..'II-I"ﬁGI
~ Vi W WD

It could be observed from the above chart that there is high concentration of both
i females and males in age group 15-19 though with higher female population. Besides,

there is a descending trend from age group 30-34 to older age 65 and above.

Y,
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4.2 DESCRIPTIVE  STATISTICS OF  SOCIO-DEMOGRAPHIC
CHARACTERISTICS OF RESPONDENTS IN THE STUDY AREA
The descriptive statistics of socio-demographic characteristic of respondents in the study
arcas were presented below. A total of 900 respondents were included in the study.
However, 874 questionnaires were retrieved and analysed. Therefore the responsc rate
was 97.1%.

Table 4.2.1 shows the distrtbution of respondents aceording to age groups. It could

be observed that age group 235 — 34 years has the highest number of respondcnts of

346 wihich represent 39.6% of total respondents of 874. Proportion.of

respondents age group 15 -24 years was 16% while age group 35%.44 ycars was 29.1%
and 45 — 19 years was 15.3%. The mean, median and standard deviation of the age

distributions are 33.2 years, 32 ycars and 8.82 respectively.

The table 4.2.1 shows the marttal status. age first married and the type of marmage of
respondents, As below , 1t could be observed that larger proportion of respondents were
currently married (80.2%) while ever’marmied respondents that is, those that have
married before but now widowed, separated or divorce were 3.2%. 2.3% and 2.1%
respectively. The percentage of respondent not yet marricd was 12.2%. Among thosc
cver mamed respondents®majonty of them got married in the age range I8 to 24 years
(49.8%) while age‘at first mamage of 44.3% of the tnarried respondents fell within age
range of 25 tg"34 vears. Few women (4.6%) responded they got married at age below 18
vears Thewmean age at first marniage was 24 years. The proportion of respondents in the
poly.gameds hame 15 31 3% compared with the percentage of inarried women in the
monefameous hame (68 7%) As shown in the table 4.2 1, the proportion ol respondents
with s€cqndar, level of education 1s 46 3% while those with higher levels ol education
are 3R 2%, The Jeast are respondents with Koranic cducation only with | 3% ol 1ol
respondents onsidenng the education ol hushands of respondems that are carrenthy
married majonty of them (42%) reported that aherr husbands mtimned lngher levels of
education and closely follgwed by reapondents whose hinshands “cducation stopped ol
secondiary level  Hugbands with no education (1 4°%5) as reported by women me sl

W the respondents with no cducatian st Al whichs 1 5%

i 4
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Table 4.2.1 shows that more than half of the respondents (53.9%) were Christians
while 387 (44.3%) were Muslims and a few respondents (1.6%) claimed practising

Traditsonal religion. Traders represent 62.0% of total respondents, Artisans were
(19.3%), while full house wives and civil servants were 11.7% and 4.7% respectively.
When asked about the place of work whether close or far away lfrom home, a larger
proportion of women (54.9%) reported their place was far away from their house while

42.4% of respondents reported that their place of work was very close to where they

reside.

Table 4.2.1 shows that 61.7% of respondents in the working class cam below fifty

thousand which was categorised as low income while 26.7% realised between & 50,000

and N 100,000 (middle levei incoine carncrs) in a month and as lew as 9.0% claimed

to be realising abovc a hundred thousand (& 100,000) in a mounth. The median income

level per month was N20,000.

When considering the ethnic composition of thedstudy “areéa, table 4.2.7 shows that
Yoruba were 75, 7%, whilce other tnbes Hausaslgbo'and others were 12.5%, 8.7% and
3 1%6 respectively. About 68.2% of women live in the rural sctting while 32% live in the

Lirban setting

Table 4.2 1 shows that 91.4% of the total respondents have heard about family planming
while seventy five respondents which represents just 8.6% of total respondents clauned
not to have heard about family planming. Table 4.2.1 cqually shows that 38.3% of
respondents arefcurrently using Injectable whtle 23.1% arc using implant method.
About fiftv{twoser 12 4 per cent of total respondents arc using pill. The least method

currentv usingm$ Foam/ Jelly with just 1 2%

i
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Table 4.2.1 Distribution of respondents by socio-demographic characteristics.

Background Charactceristics N(%)
Age of respondents
15-24 140 (16)
25 -34 346 (39.6)
35 - 44 254(29.1)
45 - 49 134 (15.3)
Mantal Status
Single 107 (12:2)
Maitied 70180.2)
Widow 28 (3.2)
Scparated 20(2.3)
| Divorced 18(2.1)
'_Agc at first marrage ()’car_s) - U T 1 -
<18 35(4.6)
18— 24 382 (49.8)
| 25 34 340 (44.3)
| 35+ 10 (1.3)
l_Typc of mamagc - | :
| Polygamy 242 (31.3)

Monogamy 532 (68.7)

" Educational lefe! of respondents
|

Nonc 31 (3.5)
Koranic School only 11(1.3)
Pomary 93 (10.6)
| Secnndary 405 (46.3)
Higher 334 (38 .2)
“Hushand's Educauonal level | o
NOne 10 (3 1)
Keoranic School only o(dal)
4N (S §)

I’nm.iry
108 (V4 )

Seenndars,
- Va7 (12 0

Heseher

Vi
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Background Characteristics N (%)
Religion
Islam 387 (44.3)
Chnsuanity 471 (53.9)
Traditional 16 (1.6)
Occupation
| Full houscwife 102 (11.7)
Trading 542 (62.0)
Artisan 169 (19.3)
Civil Scrvant 41 (4.7)
| Others 20 (2.3)
Work place of respendents
Home 371 (42 .4)
Away from hoinc 480 (54.9)
Income level of respondents per month :
below N50.0000 539 (61.7)
| N50,001 - N100,000 227 (26.0)
i above N1005000 79 (9.0)
L_Rv:s.pcmdcnl’.s' Tnbe
'I Yorba 662 (75.7)
| Hausa 109 (12.5)
Igbo 76 (8.7)
others 27 (3.1)
Residence
Rural 596 (6§.2)
Lrban 2834 (3 1.8)
"Faghly Planning Knowledge
Yes 799 (91 &)
Ny TSN 6)

ih
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Background Characteristics

N (%)
Contraceptive methods currcently using
Pill 52(12.4)
1IUCD 19 (4.5)
Injectibles 16} (38.3)
Implant 97 (23.1
Foam/Jelly > e
Female/Male Condom 57 (13.6)
Periodic abstinence 29 (6.9)
Reasons for non — usc ol contraceptives
Not Marrnied 93(21.1)
[ want more children 125 (28.4)
My husband disapprove ol it 79(18.0)
Because ol its side effects 60 (13.0)
Because ol my religion 49 (11.1)
All af the above 34 (7.7)

t7
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Figure 4.2.1: PRESENTATION OF RESPONDENTS BY METHODS CUREENTLY
USING CONTRACEPTIVES.

——
l

Percentage currently using contraceptive

45.0%
40.0%
35.0% -
30.0% -~
25.0%
20.0%
15.0%
10.0%

5.0%

0.0%

® Percentage currently using
contraceptive

From figure4.2.1. it is obvious that injectable=is the most used contraceptives in the
study area.

In table 4 2.1 about 28..1% has stapped using a method because they want more children.
Ninety three or 21.1%0 of the r€spondents are not imarried while seventy nine (18%) are not
using @ methud currently, because they cannot act against the directives of their husbands
chi disapprove of itaSiNt {15.6%0) of the women not currently using a niethod c¢laimed to
uve used a methodbetore but were allergic and had bad experience, so they have stopped
usinge any method curréntly. About forty nine women said they were not currently using a

method begatise @t therr religion
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Figure 4.2.1: PRESENTATION OF RESPONDENTS BY METHODS CUREENTLY
USING CONTRACEPTIVES.

r Percentage currently using contraceptive

8 Percentage currently using
contraceptive

From figure4.2.1. it is obvious that injcctable-is the most used contraceptives in the
studv area.

In tabic 4.2.1 about 28.4% has stopped using a method because they want more children.
Ninety three or 21.1% of the respondcngs are not married while seventy nine (18%) are not

using a method currently, because they cannot act against the directives of their husbands

who disapprove of it SIxty (15.6%) of the women not currently using a method claimed to

have used a methoéd, before but were allergic and had bad experience. so they have stopped

usine ansy method currently. About torty nine women said they were not currently using a

method be'tadse Gf their religion
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TABLE 4.2.2: RESPONDENTS? REPRODUCTIVE HISTORY

Children Ever Bom (Panty)

Low Panty (O - - 4 children) 629 (84.7%)
High Parity (5 clildren and above) 114 (15.3%)
Total 743 (100%)

Table 4.2.2 shows the low/high parity classification of the womcn among the ever marricd
respondents. Six hundred and twenty mne women which represent 84.7% have betwceen
onc (1) and four (4) children categorised as low parity while women with high parity, that
18 five (3) or more children, is 114 (15.3%).

Among children ever born of all categories, 51.3% arc malcs while 48.7% arc fcmalcs as
shown in table 4.2.3. Qut of the 2,287 Children cever born, 97.6% arc suil alive and 2.4% of

CEB have died as at the time of the survey.,

Table 4.2.3: DISTRIBUTION OF RESPONDENTS BY CHILDREN EVER BORN
AND CHILDREN SURVIVING

Children Ever Bomn Children Alive
Vale 1177 (51.5%) 1.148
Female 1.110 (48.5%) 1.083
Total T 228 2,231 o

The mean chudrenjever bom in the study area was 3.07

1"
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4.3: ASSOCIATION BETWEEN SOCIO-DEMOGRAPHIC VARIABLES AND FERTILITY

FERTILITY(PARITY)LEVEL |%* - Value
CHARACTERISTICS (P. Value)
LOW (<5 | HIGH(5+) |
AGE OF RESPONDENTS
15-24 51(92.7) 4(7.3) 47.556
(0.000)
25- 34 286 (93.9) 20 (6.5)
3444 199 (79.9) 50 (20.1)
! 45—49 93 (699) 40 (30.1)
AGE AT FIRST MARRIAGE
<18 28(84.8) S (15.2) 0.657
18— 24 308(83.7) 60 (16.3) (0.883)
25 - 34 280(85.6) 47 (14.4)
35+ 8(80.0) 2(20.0)
' TYPE OF MARRIAGE
| Polygany 188(82.5) 40 (17.5) 1.156
Monogamy 438(85.95) 74 (14.5) (0.282)
 EDUCATIONAL LEVEL
None 18(60.0) 12 (40.0) 61.767
Koranic School Only 6(60.0) 4 (40.0) (0.001)
Primary 58(64 4) 32 (35.6)
Secondary 299(86.4) 47(13.6)
Higher 248(92.9) 19(7.1)
"HUSBAND'S EDUCATIONAL LEVEL B
Noue 15(53.6) 13 (46.4) 52 143
Karanic School Only 1&8(72.0) 7(28.0) (0.001)
Primary 35(74.5) 1262559
Secondary 237(89.1) 59 (19.9)
Higher 321(93.3) 23 (6.7)
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4.3contd: ASSOCIATION BETWEEN SOCIO-DEMOGRAPHIC VARIABLES

AND FERTILITY

FERTILITY(PARITY)LEVEL | ¥ - Valuc
CHARACTERISTICS (P. Valuc)
LOW (<5) | HIGH ( 5+)
RELIGION
Istam 292(83.4) 58 (16.6) 2.620
Christianity 326(86.2) 52(13.8) (0.270)
Traditional 11(73.3) 4 (26.7)
OCCUPATION
Full housewife 84(86.6) 13 (13.4) 12.438
Trading 328(81.8) 73 (18:2) (0.006)
Artisan 84(81.6) 19(18.4)
Cial senvant - 133(93.7) | 9(6.3)
PLACE OF WORK I N _ 1
Home 271(83.5) 52 (16.5) 0.260
| Away {rom hoine 353(85.3) 6l (14.7) (0.610)
'INCOME LEVEL ’ |
Low income 380(83.3) 76 (16.7) 4410 |
Middle incomé 183(88.8) 23 (11.2) (0.110) :
Higher 57(80.3) 14(19.7) |
"RESIDENCE ‘
Riral 441(87.3) 64 (12.7) 8.652
Urban 188(79.0) |  59(21.0) (0.003) |

m— p— gy ———
e ——

Table 337 5ho\s that 7 3% of respondents in age group 15-24 years have high parity level and a

hith€r percentage (6 5%) ol respondents 1n age group 25-34 years have more than tours children

(high parity) Also responcents in age groups 38 = 49 and 48 -~ 49 years have high pariy ievel

' with percentage 20 [ and 30 1% respectively Tt could be absenved that as respondents

p adrvan ed 1n age stinments of high panty cqually assumed an sncrcasimg tremd. This shows that

there s statistigally pgnmficant association hetween age ol respoandents and panty level ay cvadet

-

by the chi square salue (I < 1100n)

1)
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As regards age at first marriage. table 4.3 shows that 15.1% of respondents that got married

before 18 years of age fell under high parity level while just a little different percentage (16.3%)
of respondents that got married within age group 18 — 24 years had high parity. Besides,
respondents whose age at first marriage fel! between 25 and 35 ycars of age constitute 14.4% of
respondents under high parity level. Whereas 20% of respondents above 35 years of age at the
time they got married have high parity level. Indeed the difterence between these proportions are

marginal which is an indications that the association between age at first marriage and parity

level are not statistically significant (I’ = 0.883) .

Figure 4.3.1 PRESENTATION OF RELATIONSHIP BETWEEN AGE
AT FIRST MARRIAGE AND CHILDREN EVER BORN (PARITY)

—_— —_——

90.00% - |

80.00%
70.00% -
60.00%
50.00%

m LOW PARITY
40.00%

B HIGH PARITY
30 00%
20 00%

10 00%

Age at first
18 18424 25-34 35+ Marriage

Figure -4.3.1 shonsthat both low and high parity levels at which all respondents got

married were dhmfost Bt the same percentage levels

rakffe 448 fu®her shows that 1/ 5% of respondents in a polveamous home have hieh parity level
R Nl tagee (14 3% of respondents in a monogamous home have hieh parity
W 1 hi diffe ot een theue 1w perientages 1s not statstically signglicant (P - 0 28
THEE _ Lds oI (NS LRI able 4 s A1 - 0
; | 1] (NI I |
| { | f IR 1
* 3 ( | l | b
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As regards age at first marriage, table 4.3 shows that 15.1% of respondents that got married
before 18 years of age fell under high parity level while just a little different percentage (16.3%)
of respondents that got married within age group 18 — 24 years had high parity. Besides,
respondents whose age at first marriage fell between 25 and 33 years of age constitute 14.4% of
respondents under high parity level. Whereas 20% of respondents above 33 years of age at the

time they got married have high parity level. Indeed the difference between these proportions are
marginal which is an indications that the association between age at first marriage and parity

level are not statistically significant (P = 0.883).

Figure 4.3.1 PRESENTATION OF RELATIONSHIP BETWEEN AGE
AT FIRST MARRIAGE AND CHILDREN EVER BORN (PARITY)

e e —

90.00% + |

80.00%
70.00% -
6000%
S0.00% <+~ - - & &
m LOW PARITY
40.00% -
B HIGH PARITY
30,00%
20 00% + = .
10.00% =

Age at first
<18 18424 25-34 35+ Marriage

Figure 4 3 1 showsWhat both low and high parity levels at which all respendents got

married were AWAOSLAL the same percentage levels
r <l 1 FuPh v4 that | ' { respondents 1n a polveamous home have hieh parity level
' tall
: r 1
| ' ! ! 9
’ TS ' '’ 40 -‘\ ngi
has ¢ 1 pdn:! V, heres i T J 3 A ivlent W ”\ 1114 h
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secondary and Tertiary educational levels respectively. This is a clear indication that as
respondents progressed in their educational attainment there parity fevel becomes lower.

In table 4.3, educational levels of respondents’ husbands presented similar results where
46.6%, 28%, 25.5%, 19.9%, and 6.7% of respondents who have achieved high parity claimed
their husband had no formal education, attended koranic school only, primary school,
secondary and higher education respectively. 1t could be scen that as both the respondents and
their husbands advances in education their parity levels tend 1o become lower. This means that
there 1s statistically significant association between educational leve! and level of parity.
(P=0.001)

As far as religion of respondents is concerned, table 4.3 shows that the. percenlage of
Christians with high panty level was 13.8% while 16.6% of Muslims have high parity level

whercas a higher percentage (26.7%) of respondents practicing traditional religion have

attained high panty level. All these observed percentages have closc margin with no clear

direction. This shows that there 1s no statistically significant association between religion of

respondents and their panty levels (P = 0..270)

As rcgards occupation. table 4.3 shows that respondents that have high parity who were

full housewile represent 13.4%. while traders with high parity were 18.2%, Artisans 18 4%

and Civil servants 6,3%. All these percentages looked alike except that of the civil servant that

was much smaller. Generally. this indicated that there 1s statistically significant association

between occupation of respondents.and panty levels (I =.006).

Table 4.3 equally shows that 16.5% of respondents who have tugh panty were those who work
at home or their workgplaces Were not far from home while 14.7% of respondents who have high

panty work very far from,where they live. This was somehow similar which shows that there is

no stausticall§ sigmficant relationship between place of work and panty levels (P =0.610)

Table" 4 3%shows that 16 7% ol respondents whose income fell below N30,000 have had more
thanfour ghildren (high parity) while {1 2% of respondents under middle level income {N50,00

N1000.609) have high panty and 19 7% of respondents that earm  above N100.000 high
panty, Going by these propertions . the association between mcome level and panty vels are
not statistically. ssgmficant € P = 0 110°) As regards residence of respondents, it was Tound thit
12 7% ot rursl women have lgh party while 21 0% of wamen i the sehan arcas have mote

than tour <hildren {]“rtrh PParity level) f i s hene s thing there s statishicn] spificant ssioeration

" , )
hetween restdence and panty lesela (B 0 001)
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4.4 ESTIMATES OF BASIC FERTILITY RATES ( AGE- SPECIFIC FERTILITY

RATES, TOTAL FERTILITY RATES, GENERAL FERTLITY RATES AND GROSS
REPORDUCTION RATES)

4.4.1 DIRECT ESTINMATES.

1. AGE SPECIFIC FERTILITY RATES (ASFR): Since {ertility varics among women of
different agcs, it is therefore, imperative to calculate rates [or cach five ycar age group (ASER)
using the number of births (in the last 12 months) to wormcn in age groups X, x + n_and the

total number ol women in age group x, x + n multiplied by 1000.

ASFR= v 1.000

RN

Tablc 4.4.1 ESTIMATION OF ASFR

| | No of Birth in the | |
Agc group Number last 12 nmionths ASFR per

| of Women 1,000

| 1519 3 N 3 121.2
20 — 24 107 25 2336

| 25 =29 200 W 62 310.0
30 34 146 ) | 43 2945
35 -39 129 26 201.6 !
30-44 125 | 28 2240
45.419 1|34 16 1193

———f NG 874 | 204 1504.3

_— -

e

A</ tabléwt 4.1 above. the ASER assumed a similar trend from age group 20 - 24 (0 40 — 344

ThMarpdlt ananons wére noticed in the two extreme age groups that were not as high as athel

S Lroup

2. TOTAL FERTILITY RA [F (TER):

- . von of the ASFR Values in column 4 the above table 4 4
To compute TFi. the suimind

1 mujuplicd by 599 thus 5'24 1S/t
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TFR=5X1.5043 =175

As above the Tota} Fertility Rates (TFR) for age 15 - 49 in the study areas was 7.5 births

per wonan of child bearing age in the study areas.

3. GENERAL FERTILITY RATES (GFR).
GFR is the number of live births per 1000 of women of reproductive age ( 15 — 49) years .

GFR = 8
IS W15

X 1,000

Wherc B = the total live births in a year and

3sWis = the total mid-ycar population of femiales of rcproductive age 15 49

204
X1,000 =233
8§74

The computed GFR for the study arcas was 233, which incans.there were 233 births
for every 1,000 woman during the last onc ycar preceding the survey.
4. GROSS REPRODUCTION RATE (GRR):
This is the number of daughters a woman would hav e orbear if she experiences a given

set of age — specific fertility rates throughout the reproductive ages with no aliowance
for mortality over this penod.

To calculate:
GRR =TFR * (Proportion of female births)

Wrhere Proportion of female births = Bf /Bm + f
Bf = Numbcr of female births and Bm + £ = Number of male and female births

Bf = 1.110 whilc tatdlurths was 2.277. The proportion of fcmale births is 11102287 =0 49

GRR = 7 5.2 049 = 3.65

$.49. INDIRECT ESTIMATES OF FERTILITY RATES

Th1s method of fertility estimation 1s basically bascd on information about children ever bom

That is. the number of children born to 'wvomen of reproductive agc which 1s a micasure ol

their I feume fertihity exp
ditas n_-qulred as reported In the study arcas duning the SUTVEY were

erience up to the time of this survey. In the adoption o] P/F ratio

or Brass methods

tabulated below in shie 4.4.2

A%
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Table 4.4.2 CHILDREN EVER BORN, BIRTH IN THE PAST YEAR, AND

NUMBER OF WOMEN CLASSIFIED BY SEX AND FIVE YEAR AGE GROUPS
OF MOTHER

| Number Children Ever Bom  Birth in the past ycar
AgC GTOUp Of
of women index women | Male | Female Total Male | Female Total
1519 ] 33 |10 3 | 13 | 3 | 1 4
20 - 24 2 107 52 68 120 9 | 16 25
25-29 3 200 200 186 386 | 29 34 62
30 - 34 4 146 187 190 377 17 26 43
35 -39 5 129 203 197 400 13 | 43 26
40 - 44 6 125 | 258 | 198 | 456 | 11 4 17 28 |
| 45-4 7 134 | 267 | 268 535 8 } 8 16
| {
| |
| |
| ! !
Total | 8§74 | 1177 | 1110 2,287 89 115 204

Table 4 4 2 shows total number of women aged 15+~ 49 intcrviewed was 874 while the total
reported Children Ever Bom (CEB) was 2,287 (1,177 maies and 1.110 females) and the number

of children bom in the last 12 mofiths preceding the survey was 204 with 89 Males and 115

fecmales

Al
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TABLE 4.4.3 P/FRATIO METHOD OF ESTIMATING FERTILITY

(USING THE ADJUSTMENT FACTOR P2/F2)

—
=]

Average Period fertility mtes Adjusted

Parity fertility Average for | fertility rates

Per Rates | Cummulative | Parity | conventional (M*(i) using
Age Group | women | (ASFR) | festility rates | equivalent | S-yrage P/F Ratio P2/F2
of women P(i) i(i) OGi) I°(i) group I * (i) PGi)EF(i) (0.915)
15=19 0.3939 0.1212 0.60061 0.2809 0.1432 1.079 0.1310
20-24 1.1215 0.2336 1.7743 1.2260 0.2431 0915 0.2225
25-29 1.9300 | 0.3100 3.3243 2.6718 03118 0.722 0.28353
30-34 2.5822 | 0.2945 4.7969 42386 0.2866 0.609 0.2623
35-139 3.1008 | 0.2016 5.8046 5.3379 0.1915 0.581 0.1752
40 . 44 3.6480 | 0.2240 6.3730 6.3730 0.1967 0.572 6.1800

|
45 - 49 39925 | 0.1194 7.3843 7.3843 01315 0.541 0.1203
Total 15043 15043 1.3765
i Y I R . e

Table 4 4 3 above, shows the average parity per woinen, the reported age specific fertibity rates,

the P ¥ ratio and the adjusted fertihity rates in the study arca.

2. ESTIMATION OF TOTAL FERTILITY RATES.

From table 4.4.3 above shows the result’of the esimated age specific fertility rates calculated

from the current d
ar 7.52( 5 x 1.5043) (that 18, 5x TA
x 13765 = 6.9 children‘per woman O

obtained usingthe direet method of estimation.

F2 as ¢ ment factor was 6.9 children per woman
study areas” usingek2 F2 as adjust

47
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ata on birtiis 12 months preceding the survey. The reported TFR calculated
SFR.) .Applying the same formula for the adjusted ASFR,
f reproductive age. This was smaller than the estimates

Hence. the estimated Total Fertility Rate for the
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TABLE 4.4.4 P/F RATIO METHOD OF ESTIMATING FERTILITY

———

(USING THE MEDIAN OF P2/F2, P3/F3 AND P4/F4 WHICH IS THE
ADJUSTMENT FACTOR PJY/F3)
/ fertility rates Adjusted |
Average | Perod for [ertilityrates
Parity | fertility Average | conventional (7*(i) using
per Rates | Cummulative Pary S-yr age median P/l
Age Group | women | (ASFR) | fertility ratcs | equivalent | group [ * (i) P/F Ratio P3/F3
of women | P() (i) (i) I°(i) PGVE®) {0.722)
15-19 0.3939 | 0.1212 0.606] 0.2809 0.1432 1.079 0.1034 |
20-24 | 1.1215 | 0.2336 1.7743 1.2260 0.2431 0915 0.1755 |
|
25 -29 1.9300 | 0.3100 33243 2.6718 0:3.1.18 0.722 0.2251
30- 34 25822 0.2945 4.7969 4.2386 0.2866 :: 0609 | 02069
I
| 35-39 3.1008 | 0.2016 5.8046 5.3379 01915 | 0.581 0.1383
40 - 44 36480 | 02240 |  6.3730 6.3730 01967 | 0572 0.1420
| |
| 45-49 | 39923 | 0.1194 |  7.3843 7.3843 0.1315 | 0541 (.0949
TToal || M3 | _ 15043 L0861
: e —— m———

From table 4 4 4 computed TFR would'be 5 x 1.0861

i
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TABLE 4.4.5 P/F RATIO METHOD OF ESTIMATING FERTILITY
(USING THE MEAN QF P2/F2, \P3/F3 and P4/Fd)

Average | Penod fertility rates | Adjusted

Panty | fertility Average for fertility rates

Age per Rates | Cumulative | Parity | conventional (f*(i) using

Group of | women | (ASFR) fertility | cquivalent |  5-yr age P/F Ratio| average P/F
women P(1) f(i) rates 6(i) F(i) group £+ (i) | P(i)VF(i) (0.749)
15-19 0.3939 | 0.1212 0.6061 02809 | 0.1432 T 1.079 0.1072
20 - 24 1.1215 | 0.2336 1.7743 1.2260 ().2431 0915 0.1820
- 25-29 1.9300 | 0.3100 3.3243 2.6718 | 03118 0.722 0.2334
30-34 | 25822 | 02045 | 47969 | 4.2386 0.2866 0.609 0.2146
| 35-39 | 3.1008 | 02016 | Ss046 | 5.3379 01915 0.58] 0.1434
40 - 44 3.6480 | 0.2240 6.3730 6.3730 0.1967 0.572 0.1473
45-49 | 39925 | 0.1194 | 73843 | 7.3843..0 Y 0.1315 0.541 0.0985
IE Total 1.5043 L5043 1.1264

i

From table 4.4.5, co

Of the three adjustmen

centrally tocated and TFR based on 1t which 1s 5.43 is accepted, In any case the resulting value of

TFR 1s close to that based on th

e nean P'F
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mputed TFRAvould beo x 1.1264 = 5.63 children per woman.

¢ factors: P2/E2. median P/F and mean P/F. the median P/F is the most




Figure 4.4.1 RELATIONSHIP BETWEEN THE PERIOD AND ADJUSTED
AGE - SPECIFIC FERTILITY RATES OF THE RESPONDENTS

03 -

0.25

0.2 +
= Period fertility Rates

0.15 -

- Adjusted fertility rates

0.1

0.0S

0 +——¢ e e

15-19 20-24 25-29 30-34 35-39 40-44 45-49

. = —_—— - _— —

The cunes in figure 4.4.1 foliow the regular bell shape though a bit deformed to the right. The

| ASER siarted low. reached peak “at.dge 25 — 29 and then started to decline towards late

Reproductive age. The chiartegually shows that the period fertility rate is slightly higher than the

adiusted fertility rates.
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3. ESTIMATION OF GENERAL FERTILITY RATES (GFR)

Estimated

Age Group of Number of | Adjusted Fertility | Births for age
women index women Rates Group
15-19 1 33 0.1034 3.41

20 - 24 2 107 0.1755 18.78

25-29 3 200 0.2251 45.02

30-34 4 146 0.2069 30.22

35 -39 5 129 0.1383 17:83

40- 44 6 125 0.1420 17.75

45 - 49 7 134 0.0949 12.72

Total 874 | 1.0861 146
L . S R — . S

| '4%7 471,000
Using the indirect methods. estimates of General Ferulity Rates = ~ 167

The computed GFR for the study area«s 167 births per 1,000 women of reproductive age.

4. ESTIMATION.OF GROSS REPRODUCTIONRATES (GRR):

RR. using the adjusted TFR of 543
10/2287 = 0.49

To calcutate G
The propoftion of female births 1s 11
GRREG=543*049 2,64

; N y area was APproxt ) s s pPC !

¢ ¢ FSTINMATES OF CHILD MORTALITY (GNDIRECT METTHOD)

Table 4.5 1 shows the aumber of ¢t
{ clnldren surviving and the proportian dead (D) caleulnted for cach of
of ¢ |

Iqren cver born classificd by five year age group ol

mother, the number
h roups. It could he ohserved i the proporton of chtldren dead ( 0
the women in the 3gc EFPHT

0% the higlest Taflow cd by e group 200 24 vems
. ; ] 5 l‘} Vv i Ih‘
607) 1 the first age group

b
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( 0.0500). the lowest was found in age group 35- 39. This result was not in consonance with

the assumption made in the development of this method of child mortality estimation that the
nsk of dying of a child is a function only of the age of the child and not of other factors such
as the age of mother or child’s birth order. However, in practice, as could be seen in the table

4.5.1 below that the children of young mothers experience mortality risks well above average
(UN, 1983).

TABLE 4.5.1 TOTAL NUMBER OF CHILDREN EVER BORN, CHILDREN SURVIVING
AND PROPORTION OF CHILDREN DEAD

| [ Children | | ‘Proportion ]
| Total cver | : of |
Age Group of  Number of born Children | Children | Children ;
. |
| women index | wonien (CEB) | Surviving | Dead Dead |
1519 1 33 ] YY | 2 0.1538 |
I
| 20 — 24 2 107 . 4 | 114 6 0.0500 |
. 3 200 386 374 | 12| 00311
o |
30 - 34 3 146 377 364 || 13 | 0.0345
S 400 394 6 0.0150
3539 5 k=9 |
125 456 450 6 | 00132
40 - 44 6 -
- 134 535 524 1l 0.0206
45-49 | /T ¢ W | B |
o | _8774 2-287 2'&23' 56

Total
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FIGURE 4.5.1 PROPORTION OF CHILDREN
DEAD CLASSIFIED BY AGE GROUP OF MOTHER

e

Proportion dead
 0.70000

| |
b :
| 0.60000 ] B B
| | \
l
|

0.50000 + H

' 0.40000 - . 8 -
|
0.30000 - === Proportion dead ,'
|
0.20000 -
0.10000 . A
“"*—.A____.___——-é
0.00000 + —————— - S

15-19 20-24 25-29 30-34 35-39. 40-44 45-49

Figure 4.5.] shows that proportion dead was high in early age group 15 -19 and fell sharply

t0 a lower Jeve| from age 20=24 and maintained the trend to age group 45 49 years.
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TABLE 4.5.2 ESTIMATES OF PROBABILITIES OF DYING AND
PROBABILITIES OF SURVIVING AT EXACT AGE X

| Probability
Probabilitics of
Proportion of dying Surviving
Age Group Exact of children | before exact | to exact |
of women index age X Multipliers dead age x age x
1 2 3 1 5 6 (col 4*5) | 7 (1-q(x))
(i) (x) K (i) DA | aw )|
15-19 1 1 0.6359 0.1538 0.0978 0.9022 |
20 - 24 2 > 0.9141 0.0500 0.0457 09543 |
25 -9 3 3 0.9646 0.0311 0.0300 | 0.9700
| 30-134 4 5 1.0115 0.0345 0.0349 | 0.965]
5| 35 39 5 10 1.0360 010150 0.0155 | 0.9845
| @ 6 15 1.0256 00132 0.0135 | 0.9865
il iz :; . 20 1.0182 0.0206 0.0209 | oEm_

| | ality at different exact ages 1. 2,3. 5, 10, 15
Table 4.5.2 shows the estimated levels of child mortahity atdiiteren o

d "0 vears. These were estipiated gsing the equation q(x) = K (1) D (t). The value of
an - '_yC( . -

hability of dying befofe exaet age onc. q(1) was 0.0978 while the probability of suniving to
probability ot dy Xé

age q( 1) was 0.9022 S milarly. the prob
an@ to exact age q(5) was 0.9651

ability of dylng before age q (5) was 9.0349 and the

Jue to irregulanty in results, the
probabshty of Sun

observed(xf valuegmeécd be smoothened
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4.6 SMOOTHING CHILDHOOD PROBABILITY OF DYING

To obtain a better probability of dying q(x) series, the values obtained were smoothed using

the Brass African standard. The values were smoothed against the logit modcl.
YX)= a+ B Ys(x).

Where Y(x) = Y(1), Y(2), Y(3) = the graduated estimates of logits I2, 1 and Is

To obtain the value of @ when [ is assumed to = 1, the equation becomes Y(x) = &+ Ys (x).
= Yx - Yx(s)

Table 4.6.1 : Estimating value of O

Exact age
(X) Y(x) Ys(x)
2 -1.51941 -1.71408
3 -1.73825 -1.69174
3 -1.66301 -1.66301
-4.9207 -3.0688
Mcan -1.6402 -1.6896
Y - (-1.6402) - Yx(s)= -l 6896 @ = 0.0494
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TABLE 4_.6.2: ADJUSTING CHILDHOOD PROBABILITY OF DYING

Probability

of surviving

Probability

[

Age Group | Exact | Alpha | logit(ix) logit(ls)

of women age x « Yiv) Y(s)

15-19 } 0.0494 |-1.11077 -1.75775

2024 2 0.0494 | .1.51941 -1.71408

25 -29 3 0.0494 | -1.73825 -1.69174

30 - 34 5 0.0494 | -1.66301 -1.66301
| 35 -39 10 0.0494 | -2.07434 -1.62011
1 40 - 44 1S 10.0494 | -2.14506 -1.58766

45 - 49 20 0.0494 |-1.92257 -1.53511
’ N

|-/

Where Y(x) = 0.5*LN

and  Y(s) = 0.5*1,,\’(

rehined Ix =

4.7: ESTIM

Table 4

Therefore., thewebser

infants deathg per thou

A%

) .
|+e IV

] /.s']
Is .

—
——————

ved estimate of infant morla

d live births anct the Child mortality rates g{3) was 0.0381, that1s , 3§
sdn

deaths\pér theusand Jive births

\TES OF INFANTS AND CHILD MORTALITY

6 2 shows'the adjusted » alues of q(x) and 1(x} classified by age group of women.
— A\
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to exact of dying at
age x exact age x
I*(x) q*(x)
10,9682 0.0318
0.9654 0.0346
0.9639 0.036!
0.9619 0.038!
0.9586 0.0414
0.9559 0.0441
0.9513 0.0487

lity q( 1) was adjusted to 0.0318 which means 32




childhood mortality refers.

TABLE 4.8.1: REFERENCE PERIOD

Age Group of women
Exact
age X index P(1) q(x) t(x)
1519 l 0.3939 0.0318 o4
20 - 24 2 1.1215 0.0346 1.9
25— 29 3 1.9300 1 0.0361 4.5
30 - 34 s 2.5822 1 0.0381 79
13539 10 3.1008 0.0414 11,5
| 40 - 44 | 15 3.6480 0.0441 15
‘. 45 - 49 120 3.9925 | 0.0487 18
' L&A L

The equation to calculate t(x) is t (x) =“a(i)+ b(i) P(1)/P(2) + c(i) P(2)/P(3)

The values of the coefficients a(1), b{1). and e(i) were taken from the West monality pattern.

Table 4.5.5 above shows the values of the compulcd reference period t(x). it showed the

ber of years the corresponding q(x) refers. The value of 0.4 i q(l) indicates that
number |

' ‘ 2017, 0.4 months before the survey that was conducted
nfant mortatity occutred imMay 2017,

3 hi ¢ reference period for the child
S ber 15. 2017. While the re
between Augustsd and Scpten!

. )
ars This was referred to December. 2009
¥e .

montaljty Wwaz gy ¢
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4.9 ESTIMATES OF MATERNAL MORTALITY RATIO

Table 4.9.1: CALCULATION OF LIFETIME RISK OF MATERNAL DEATH

:

Ape No of o L%%%.A(il

S‘;?:fn ) ;isr?tzn NG) | DG) | AC) ;((:)0) . (LTR) | T() | DN.AG)-TH

i15-19 |33 45 |1 [0.107 [4.82 0.208 |57 |2745

20 - 24 107 229 |4 0206 |47.17 0.085 |68 |320.78
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declining trend though with a little distortion in age group 35 —~ 39 because of the observed

marginal increase in the LTR. The general LTR calculated was 0.0281 ( ! in 36 } and using

5.43 as TFR, the estimated MMR for the study area was 520 matcmal deaths per 100,000 live
births.

N
2 I) o= 14,738 67- =12.95~13years
z N )A 1,137.77

The observed lifetime of maternal deaths ( LTRMD ) refer to a period of about 13 years
before the survey.
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION
S.1 Discussion

The reported household compositions in the study areas showed that there were more
females than males revealed by the overall sex ratio. This structure, though contrary to

the sex ratio for the entire Oyo State was a rellection of the population sex structurc for

Akinyele Local Government. This information was necessary becausc reliable data

about the size, scx, and age of a country’'s population cnable government to plan,
develop policies and investment on how to sustain the present and sccure the future of

its population (UNFPA. 2012)

The study population shared the same characteristics with most States m_the South-West,

Nigera by not engaging n early marriage.
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION
5.1 Discussion

The reported household compositions in the study areas showed that there were more
females than males revealed by the overall sex ratio. This structure, though contrary to

the sex ratto for the entire Oyo State was a reflcction of the population sex structure for

Akinyele Local Government. This information was necessary because reliable data

about the size, sex, and age of a country's population cnable government to plan,
develop policies and investment on how to sustain the present and secure the future of

its population (UNFPA. 2012)

The study population shared the same characteristics w'ith most States . the South-West,

Nigenia by not engaging m carly marriage.
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Considering family planning as a measure of birth control in the study area, it was
observed that knowledge of family planning was widespread but usec of modem

contraceptive was not very encouraging and the rcason adduced for non-use or
discontinuation was desire to have more children. This 1s contrary to the study

conducted in Ogbomoso where the main reason adduced for non usc of contraceptive

was its side cffects(Adewale etal, 2016) ,

The estimated contraceptive prevalence rate was 48% This finding was higher than the

estimated CPR {or Oyo State (37%) and thc same with CPR [or Lagos, South West,

Nigeria (NPC & ICF, 2013). This result was smaller to 62,7% of couple using

contraccptives 1n Unwiahia, South — East, Nigcria. The contraceptive incthod commonly
used was Injectables (38.3%) which is the inost popular incthod in Nigena as“at 2013.

(NPC & ICF, 2013) But this was not the case in Umuathia where Pill was the most

popular mcthod (28.3%) {Kingsley & Okoronkwo, 2015).

The finding that age of respondcnts was statistically significant with fertility levels was
sidered to be normal. This is evidentan the findingswherc'the reported number of
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[t was observed that associations between fcrtility and educational levels of both
respondents and their husbands were statistically significant. That is, the higher the level
of education the lower the parity level of a woman in her life time. This result is in
consonance with previous study that the odds of high fertility among Nigerian women
against low fertility levels are 3.8 times higher among women with primary education
compared to those with higher education (Olatoregun et al, 2014) Thercfore, women

cducation should be given priority to promote low fertility levels and even lead to

delayed marriage.

Findings in this study revecaicd that having many wives 1s not a significant factor ‘that
detemines the number of children boin to a houschold. Although this practice 1S
common among the Muslims because the religious principles allowed it. FHowever, m
this study, the proportion of Muslims that practice polygainy was just 39%. This
situation equatly reflected in the fertility levels among the religious practicc which arc

relatively similar within the two prominent religions. Fewer‘percentages of respondents

from all the religious sects were in hs gh parity category.
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The findings in this study forther showed that women in the urban area have higher
fertility than rural women. This Fesult was least expected because urban women are

expected to have low panty considerng their exposures to quality education and health

services.

The estimates of fertility computed in this study include the age specific fertility rates
" (ASFR), total fertility rates (FTR), adjusted fentility rate (P/F ratio), general fertility rates

(GFR), and the gross reproduction rates (GRR) using both direct and indircct methods of

estimations.

The estimated age specific fertility rates (ASFR) for the study arca {from direct,and

indirect methods) followed a bell shaped pattern. It started low at the lower.age groups,

reached the peak at the muddle age groups and lower rates at the last age, groups.

However, a slight vanation was noticed in the shape at agc group 40-44 with ASFR

greater than the preceding age groups 35-39. Studics have shown that chuld bearing at

thesc ages groups should maintain a decreasing trend moving towards completed fertility.

The unadjusted reported Total Fertility ratc of 7.5 children per woman for the study area

was believed to have been over - estimated. Afterithe application of the P/F ratio, the

c
adiusted total fertility rate was computed to be 5 43 children per woman. This estimate of
J ¢
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daughters a Woman in the study area is likely 1o have given the current age specific rates

for the cohorts 1s on the average 3 daughters at the end of her reproductive age.

Considering the higher number of female youths cbserved in the household
compositions and the computed sex ratio with more females than males in the study areas,
a regime of high fertility is likely 1o persist which had become a public health concern in
Nigeria. The estimates of TFR is also greater than the general replacement level of 2.0

coupied with 3 daughters per woman, therefore, the population has the propensity for

future growth.

Mortality parameters estimated in this study includes infant, childhood mortality, and

maternal inortahty.

Estimates of child mortality for this study include infant and under - {ive mortality ratces.

’ 1 was 32
The estimated infant mortality rate (1q0) for the study area after smoothening was 3

live births which is quite low. This w
s for Nigeria, ( NPC & ICF, 2013)..
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before the survey.

Maternal mozitality which refers to death of a woman during pregnancy, that is, obstctric

risks of childbearing, is one of the key indicators for measuring women's overall health
conditions and reproductive health programs. The Life Time Risks of Maternal dcatl
estimated for the study area was 0.0281 (1 1n 36). This was translated to Matemal
Mortality Ratio of 520 matemmal deaths per 100,000 live births. This estimate was lower to
the MMR of 545 deaths per 100,000 live births reported for Nigeria (NPC & ICF, 2013).
However, the result was very close to the estimatcd MMR  of 448 deaths per 100,000 m a
study conducted in Ajebo and Alapako — Oni in Obafcnu Owode Local Govcrnment,
Ogun State. South West ((Adcbowalc & Joshua, 2016) and lower than the MMR of 1,012
matcrnal decaths per 100,000 live births in Jigawa state, Northern Nigena (Sharma. et al,
1017). Compared with MMR in other African countrics, the estimated-MMR for the
study area was higher than tim MMR for the Gambia 1n 1998 (424 matcrnal dcaths per
100.000 live births) (Walfraven ct al, 2000) and the MMR for Ghana n 2015 which was
319 maternal deaths per 100,000 live births (United Nations, 201 5).

5.2 Conclusion

The inadequacy of vital statistics and the difficulty'ef collecting accuralc and complete data
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programmes availability ofdata is very unportant

S the tr ' ity | ' ‘
To stem the trend of high fertility, tmprove child survival and reduce matemal deaths, effective

and effictent systems of managing and promoting family planning should be put in place to
Increase the uptake of contraception.

Educational levels was found to be statistically significant to fertility levels, therefore, women

education 1s very important and should be taken very scrious.

Considerning the value of data as vcritable tools for making cvidenced based decisions,
collecting data for the estimation of demographic paramnelcrs should be continuous and
complete, 1t is therefore, important 0 strengthen the cxisting vital registration systems. To
unprove the existing vital registration system, more awarcness should be created, through the
media, town announcers, community and religious leaders, on the need.{or people to register

therr births and deaths at the national Population Census Officc or any area designated for the

purpose in their areas.

The services of the National Health Insurance Schemne (NHIS) being domesticated in the state

as Oyo State Health Insurance Scheme (OYHIS) which provides frec treatment for under 3

children and adults at a subsidized costs be extended o the public in a bid to reduce child

mortahty and reduce matermnal and young adult mortahty.
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APPENDIX )
DEP
ARTMENT OF EPIDEMIOLOGY AND MEDICAL STATISTICS,

UNIVERSITY OF IBADAN, NIGERIA.

SURVEY ON FERTILITY AND MORTALITY IN AKINYELE LOCAL
GOVERNMENT AREAS, OYO STATE

Informed Consent

This questionnaire aims at collecting information on fertility and mortality from women of
recproductive age (15 — 49) in Akinycle Local Government arcas, Oyo State.. Your
houschold was sclected for the survey and you arc assured that all informaiion collected

shall be treated with utmost conlidentiality. T hope you will agree to answer the questions

because your views are important,

Locality...................eee. PR House No...... Building No...............

Street Namie................... o s S Sertal No......

SECTION A: HOUSENOLD COMPOSITION

e

T are Vou in YO 7
] | How many are you in your household’

e

M———

3 What are their sex and age S R— =

[ S/N | :

NP SN 0
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SECTION B- DEMOGRAPHIC AND SOCIO - ECONOMIC CHARACTERISTICS OF
OF REPRODUCTIVE AGE

1 What is yourage? [
Single............ ]
2| Marital Status Married ............... 2
Widow. ..., .....3
Separated.... 4
Divorced.................. 5
3 At what age did you first get married? | .. W At L B
4 | Type of marriage Polygamy....... I Monogamy............... 2
> | What s your educational level? Nome......]  koranic school only...... 2
Primary.....3  Secondary.................4
Higher. . oo oS
6 | What is your husband's educational level? Nonea,. | koranic school only...... 2
Primary....3 Secondary.................. 4
Higher..oooooolS
7 | What is y;ur Rcligion? Istam......... I Chnstiamity..... ... 2
1 Traditonal.................. 3
S What is your occupation”? | full housewifc..] Trading......... 2
J' Artisan......... 3 Civil Servant..... .. 4
9 +\\‘h;n 1¢ your Income level per mmonth?

L ! - ——— =—— 4

1 Do vou usually worklat homg or away? home... .. cerveye ]
away from home.. .. 2
e |
oY TRevidence urban, .. ... .1 Il
rural....... .2
., |
12 | Wihat 1syour Irtbe”
] 3ea WG ) )'O-Er main source of water for | Stream. . . l well.. .2
| ' dosncstic use” slreet tap = Tanker 4
| ' | Borehole .. . .S Ratn water 6
I Aa | \Vhal_!_ypc_ of toilet f:EII-lty_do you usc at | fush toilet l Pit toset 2
)
! - i 1 ;
I| home” | bush/licld/River , Bucket 4
f others (specifv) §

/1
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SECTION C: REPRODUCTION

15 | Have you ever given birth to children? Vs, e 1

No........oealt. 2
16 | 1¢ yes, how many children have you ever born”
[7 | How many males and (emales? Males. . 1

Females............. 2
[8 | How many children are still alive Males .. |

FFemales.............2
19 | Did you give birth to child in the last onc ycar? | Yes.............. ' No......d... 0%
20 | Il yes, malcs or females? Malcs.........] Females™n..........2

N ) L

SECTION D: FAMILY PLANNING

21 | Have you ever heard ol family Planntng? L PRI . (——— 2
22 | Ilyes, have you ever used a method? T Yes. ool NOooienn i 2
23 | Which method(s} have you cver used? PLLERA... 1 TUCDssaumips: e o vnii2
Injectable . ......3  Implants,,iesssssensnsd
Foam/Jelly.......... .5 female condom.,...,,,,,6
Female stenlization. .....7
Periodic abstinence.. ...... 8
’“j‘_T_LT\'mCh ﬁwmo—a;)_m"c you cufrently using? PILL..........1 TUCD................. 2
| | Injectable ., ... 3 Implants,i.reremenend
Foamielly............5
| | [emale condom....,....6
Female sienlization . . .7
Penodic abstinence ... ... 8
s Nt et i & - - —_—
E_Z—J——"_lf oMo question 22, what is the reason [or | not married. ... .. .1
l P )7 | want more children . .. ..2
‘ My husband disapprove ofit.... ... 3
| : Because ol its side effceis 4
| Because of my religion 5
all of the above s
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SECTION E: MATERNAL MORTALITY

25 | How many sisters (born to the same mother) have you ever had

who were ever-mamied (including those who now dead)? [ ...
26 | How many of these ever-married sisters are alive now? [
27 | How many of these ever-mammed sisters aredead? |
28 | How many of these dcad sisters died while they were pregnant, or

during childbirth, or during the six wecks afier the end of | ...

pregnancy’?

SECTION F: ADULT MORTALITY

29 | Is your brological tather alive? Yesyooro ool N N2 |

30 | If Not alive, at what age did he die? | e N

31 | Is vour biofogical mother alive? Yes ,.......nl  No... il
32 | 1f Notalive, al_;x-'l;aag_c did she dic? i

Thank You

13
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APPENDIX 2

EKA TI A TIN KO NIPA TOJU AWO ATI ISIRO NINU ISEGUN OYINBO,

FASITIILE IBADAN, NAIJIRIA.
ISE IWADI LORI IBIMO ATI IKU NI 1JOBA IBILE AKINYELE, IPINLE
OoYO.
lwe 1beere yt wa lati gba oro sile lenu awon obirin tt 0 st n bimo t1 0jo ort won wa laarin
odun marindiniogun ati okandinlaadota mpa ibimo ati iku m ijoba ibile Akinycle, Ipinle

Oyo. Att mu tle re fun isc 1wadi y1 as1 fun yin m idaniloju wipe gbogbo ror ti a ba gba silc

lenu yin ni ao i owo asiri nla mu. A n rett wipe ¢ o dahun awon ibcere wonyi nitori eero

yin se Pataka.

Adugbo...............coeoeeiioe .. Nombanile.. .. Nomballe... "o,

Oruko opopona...........cooooii i Nomba tdanimo......................

[PIN A: ORO NIPA ILE RE

| | Eyin melo ni ewa nina llggin? - % [

7 Se ako niwon tabi abg pelu pjo ot won

) y A - : ==

TS AKO  ToJo
1 ABI ORI
ABO

- _

Pl

3
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'PIN B = ORO NIPA IGBE-AYE AT ETO ORO-AJE AWON OBIRIN T1 O s AKOKO IBIMO
1 | Kint ojoorire?
IApon ............ l
2 | Eto igbeyawo n Abilko 5
Opo..........3
Ipinya.... 4
Ikosile......ccc..e..et, D
3 Kini ojo ori re nighati o koko sc igheyawo? |
4 | hucto igbeyewo Alaya pupo....... I Alayakan...............2
5 1 Kint ipcle cko kika re? Miokarara.,.....1  lle iwe kuram nikan... . 2
Alakobcere.....3 Girama.. ... ad
Ekogiga......4.........% v A
6 Kim ipele cko kika oko re? | Miokarafa el - lleiwe kurani nikan...... 2
Alakobcre,....3 Girama..................4
IRONRIER. . ... 5
7 T Kini esin re? Musulumi. ........ i Krnsten,, ......2
Abalayc.................. 3
"% | Kintise tionse? Iyawo ile nikikun, | Owo......... 2
lsc-owo.........3 Ise-ijoba....... 4
9 | Elonioman wole funo Po8u? o | e e
i 10 Scilenfo i nsise ni abiibists oyina sile? [le.q . oo paigesss )
’ f [bitiojinasile..... .2
.| 11 f Ibugbe ) [gboro.........1
| oko .
T KmeareN, T ]
| Ip— R, SN CO —— - -
13 | Mibo gan'ni 0 tt ma n pon oni fun lilo nile? Odo | Kanga. .2
| Kanga d cro adugbo.......5 |
' Tanka .. N
Kanga alagbeiin 5 Oy o0 3
(.4 +lm sle l)aghc—W(’. menio m e ymn? - +Iglmﬁdc l Salanga b
fgho ' Oxlo 3 lke 4
amiran {so nipa rc) 5
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IPIN D: IBIMO

5 | Nje o ti bimo ri? Beeni............., l
Beeko............... 2
l6 | Bi 0 ba je beeni, omo melo?
I'7 | Okurin ati Obirin melo? Okuitin..__._ |
Obinn............. 2
I8 | Melo ninu awon omo re ni o si wa laye OFTArn... ...~ ]
Obinrin.... . ... 2
19 | Nic 0 bimo nibi odun kan seyin? Boenl g . ay s 1 Beeko. o0 e
20 | Bi o ba je beeni.se okunrin ni tabi obinrirn”? Okunrin......... ] Qbirnam,. ... 2
IPIN E: IFETO STOMO BIBI
| 21 1 Njc o t1 gho nipa ilcto s"oma b1 11? Beem.......... .1 Becko,................ .2
]I :_l'j_wr B_| o?a ‘c_ beens, njc o tf—lo g1 ka1 y? _ _BCLI;I. _ . .‘ ......... [ Becko........... .. _— 2
5 Fo womtatilo - OGUN. .. =1 IUCD..............2
| Alabere ... ... 3 Ele ti wo [18iNUb.00000m000000:8
Foant'Jelly............5 condomu obirin,,,,,,,,,6
Mimu obirin wa li aile bsimo. ..., 7
Sisa fun ibaloponigba die ........ 8
33 | Irt wo o nlo lowo? : OGUN.........1  IUCD.....cc..vuein 2
| Alabere .......3  Eleti wo 11 8inu,,mmmmmeanod
| | Foam/'Jelly............5 condomu obirin..,,,,..,0
| Mimu obirin wa i aile bimo, ... .7
S1sa funabalopo nigbadic . ... . 8
F Jr}31 lee;éikcflic—Iog_ﬁ;l (22) ba 1e beeko, kin id Miot se 1gbeyawo ... .1 -
oo Mo Mo fe biomowii.. .. .2
| Oko mi o fu 3
| Niiort awon okunfa re “
| Nton esin .. 5
Gibogho nkan 11 a ka loke f
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IPIN E: IKU IBATANIYA
25 |

Melo ninu awon aburo tabi egbo re obinn (ti e jc omo 1ya) ti o ti se

1igbeyawo 11 (pelu awon ti o i ku bay1)?

oooooooooooooooooooooo

Melo ninu awon wony! ni o wa laye bay1?

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

27 | Melo ninu awon wonyi ni o ti ku?

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

Melo nminu awon wonyi ni oku nigbati o loyun, Tabi nighati 0 o

bimo, tabi laarin ose mcfa leyin tloyun?

ooooooooooooooooooooo

[PIN I': IKU AGBA

29 | Nje baba tio bi o wa laye? Beeni.......... .1 Becko... (... L2 J
30 | Bt ko ba laye. kint 0jo on nigbati o ku? e ]
31 | Njeiya tio bi o wa laye? . | BeeniL I, Becko............ 2
32 | Bi ko ba laye, kini ojo ori nigbati o ku? 1sa

1?
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APPENDIX 3
INFORMED CONSENT FORM

My name is Olabiy1, Rasheed Ajiboye. I am a student of the Department of Epidemiology and
Medtcal Staustics, UntWersity College Hospital, University of Ibadan, Ibadan, I am interviewing
women of reproductive age { 15 = 49) in order to find out about your fertility. history, family
planning practice and matemal mortality in Akinycle Local Govemmient area, Qyo.State, | will need

to ask you some questions on ferttlity and mortality which you miay find it difficult to answer.

Please, note that your answers will be kept very confidential.

You will be given a numbcer and your name will not be written on the“ferm so that your naine will
not be uscd tn connection with any inforination you gave. The mfennation you and other people
give will be used to provide indices of fertility and mortality for Akinyele Local Government arca

that could be used by the govemiment to incasure the.perfonnance and evaluate the unpact of most

interventions to reduce infant and child morntality-and tmprove maternal health.
You arc free to refusc to take part in this studyd You have a nght to withdraw: at any giving time if
vou so wish. I will greatly appreciatesyour help, in responding to the Survey and taking part in the

study.

Consent: Now that the study has been well explained to me and 1 hilly understand the content of the

process. 1 will be willing (0 take part 1n the programme.

Sy nature thumbprint of Participant Intervicw date

8
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APPENDIX 4
IWE IFOWOSI ADEHUN

Oruko mi nt Olabiy, Rasheed Ajiboye. Mo je akeko ni eka ti a ti n ko nipa awo ati onkacisegun
oyinbo. nt ile ikose 1segun Fasiti ilc Ibadan, Ibadan, Mo fi oro wa awon obirin ti o si n'bimo lowo
(odun meedogun si okandinlaadota) lenu wo latt mo nipa itan ibimo re, isc ifcto s’omobibi ati iku
ibatan 1ya ni1 yjoba 1bile Akinycle, 11 1ipinle Qyo. Mo na beerc awon ibeere die lortiibinmo ati tku ti 0
le soro die fun o lati dahun. Jowo mo fe ki o mo wipe awon dahun re ni ma [i owo asir mu.

Ma lun o nit nomba tdanimo mi o s1 m ko oruko re si ori foomu ki enikeni maba loo lati ft da o mo.
Idahun re ati ti awon clomiran ni yio j¢ atoka fun 1joba ibile Akinyele“eleyr tt 1joba Ie lo latt mo bi

nkan sc nlo ati lati wa ona latt mu adiku ba iku tya ati lat cto ckoalabeytn g’oke agba si.

| O nianfant lati ma kopa ninu isc iwadi yu. O ni anfani lait dekun kikopa nigbakugba 1 o ba wu 0. Ma

mo rtri re bt o ba le dahun awon ibeere wonyi ti o si kepa mnwse (wadt yi.

| [fowosi: Nisisyt t1 won u salaye isc iwad yi funimi daadaa ti mo si ni oye ltana re m kikun, mo sctan

lati kopa ninu ¢to y1.

19
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APPENDIX S

COEFFICIENTS FOR ESTIMATION OF CHILD MORTALITY MULTIPLIER

TRUSSELL VARIANT WHEN DATA ARE CLASSIFIED BY AGE OF MOTHER

Mortality Age Index Mortality Coefficients
model Group i Ratio _. ali) b(i) c(i)
(1) (2) (3) (4) (5) (6)

West 15-19 1 Q(1)/o(1) | 1.1451 | -2.7070 0.7663
20-24 2 Q(2)/D(2) | 1.2563.] -0.5381 :0.2637
25.29 3 Q(3)/D(3) | 1.1851.] .0.0633 -0.4177
30-34 4 Q(s)/D(a) |'1.1720 | 0.2341 -0.4452
N 3539 | 5 | Q{10)/D(s) | 1.1865 | 0.3080 -0.4452
40-44 6 Q(15)/D{6) | 1.1746 0.3314 -0.4537
74549 % 7 To(zo)/om 11639 | 0.3190 -0.4435
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APPENDIX 6

COEFFICIENTS FOR ESTIMATION OF THE REFERENCE PERIOD t(x) TO WHICH THE VALUE

q(x) ESTIMATED FROM DATA CLASSIFIED BY AGE OF MOTHER REFER TO

Mortality T Age index Parameter Coefficients
Model |  Group i | Estimate |  a(i) b(i) (i)
(1) (2) (3) (4) (S) (6) (7)
West | 15-19 1 q(1)/0(1) 1.0970 5.5628 -1.9956
20-24 2 a(2)/D(2) 1.3062 5.5677 0.6962
25-29 3 a(3)/0(3) 1.5305 2.5528 4.8962
. 30-34 s | a5)/Da) | 1.9991 -2.4261 10.4282
| _T 35-39 5 | q(lo)/D(s) |~ 2:7632 84065 | 16.1787
= T 40-44 "6 | a(15)/Dle) | \4.3468 | -13.2436 | 20.1990
o —r T Tasa9 | 7 | qzopoln)| 75242 _j_ 142013 | 200162
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APPENDIX 7

ADJUSTMENT FACTORS AND REFERENCE PERIOD FOR THE
ESTIMATION OF LIFETIME RISK OF MATERNAL DEATH

Age Group | Adjustment Reference
Group index factor } Period :
——— — —
vears i AW T
— . - B
1519 l 0.107 5.7
20 - 24 2 0.206 ‘ 6.8
25-29 3 (0.343 | 8. ]
30 - 34 = | 0.503 | 07
35— 39 5 0.664 | 117
2 14.3
30 - 44 6 i
0.900 1743
45 - 49 d
. Q 0.958 21.2
50 - 54
: ) 0.986 256
55-359
10 1.000 357
60+
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APPENDIX 7

w0 RS e e TSR R

,- ADJUSTMENT FACTORS AND REFERENCE PERIOD FOR THE
ESTIMATION OF LIFETIME RISK OF MATERNAL DEATH

—p—— —

|
| |
Age Group Adjustment | Reference |
| Group index factor Pcried i
| -1 | — ot |
years [ A(D) | T(i) |
| B
| 1519 1 0.107 | 3 |
|
| 20 — 24 2 0.206 6.8 |
25 =29 3 0.343 - 8.1 |
30 - 34 4 N 003 { 9.7
3539 5 0.664 1.7
40 - 44 6 | 0.802 14.3
0.900 17.5
45 - 49 7 |
- g 0.958 212
50 - 54 |
) | 9 0.986 25.6
55-39 ;
¥ 1.000 35.7
60+
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