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Abstract

This study analyses reproductive changes in Benin, a West African country with high fertility and

low prevalence of use of modern contraceptive methods, using a combination of quantitative and

qualitative approaches. Findings indicate that a transition to lower fertility is underway, particularly

in the urban areas, as a result of an emerging pattern of birth limitation and continued desire for the
traditional long birth intervals. But only a small change has occurred in the main proximate

determinants of fertility. The data suggest:

- that changes in childhood mortality in combination with increased women’s education,

though modest, have probably created a demand for fertility control among women;

— that induced abortion among other factors, may be one of the means through which such

demand was met, particularly in urban areas;

- and that the economic crisis of the 1980s was the main catalyst which precipitated the onset

of transition.

Changes in reproductive preference and practice suggest a diffusion process, from the urban and
more educated women to the rural and less educated ones. The data also reveal that the low
prevalence of use of modern contraception may be associated with poor knowledge, widespread fear
of side effects and complications and poor quality of family planning services. The main policy
implication of these results is that an appropriate reproductive health programme is required to
address women’s needs and reduce the levels of unwanted pregnancies and induced abortion which

are likely to be rising rapidly.
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Chapter 1

Context and research aim

1.1. Introduction

African fertility regimes until recently have been characterized by universal marriage, high
fertility and low contraceptive prevalence. The primary moderating factor on overall fertility
levels has been the dual practices of prolonged breast-feeding and extended post-partum
abstinence from sex by women, both of which act to significantly increase the time interval
between successive births. Previous research suggests that prolonged birth intervals are regulated
through adherence to norms linking birth spacing to child health and social institutions such as
polygyny (Caldwell and Caldwell, 1987). Such fertility regimes are consistent with the theory
of "natural fertility" which emphasizes control over reproduction at the social rather than the
individual level, and the absence of deliberate efforts to limit family size to specific levels.
Intensive efforts of data collection in the last two decades, and particularly the Demographic and
Health Surveys (DHS) programme, have shown that sustained fertility transition is underway in
several African societies. Classic examples of countries leading the transition in Sub-Saharan
Africa are Kenya, Zimbabwe and Botswana where fertility has declined by 20-35% over the past
15 years. By and large, it is now clear that the nature of the African fertility transition will be
different from that observed in other developing regions. For example, there is conclusive
evidence that fertility in many African settings will present similar decline at all ages (Arnold
and Blanc, 1990; Caldwell, Orubuloye and Caldwell, 1992). It is also widely anticipated that
large reductions in infant and child mortality, increases in female education and, most important,

increases in the use of modern contraception will be the main engines that would drive fertility

down (Cohen, 1993; Caldwell and Caldwell, 1997; Kirk and Pillet, 1998).

While scholars have become more relaxed in speaking out of a fertility transition in the context
of Sub-Saharan Africa, they have been considerably cautious in expanding this to West Africa
for two main reasons. Firstly, though fertility levels derived from most demographic data
collected in the region are usually higher in earlier compared to later periods, evidence of

continued decline is often nullified when more sophisticated methods are employed (Onuoha and



Timzus, 1995; Brass, Juarez and Scott, 1997). Secondly, data on fertility determinants such as
contraceptive prevalence rates and family size intentions provide little or no support to ongoing
or imminent fertility decline. For example, in the majority of West African countries, the
prevalence of use of modern contraception rarely exceeds 10% among married women and the

average desired number of children is often higher than five ( Throughout this thesis, modem

contraception refers to pills, IUD, injectables, condoms, spermicides, Norplant® and male or
female sterilization; and periodic abstinence (including rhythm), withdrawal and local folkloric
methods are considered as traditional methods). Apparently, the persistently low prevalence of
use of modern contraceptive methods in most West African countries is the key factor that

supports widespread scepticism over the importance of fertility changes that are observed in the

region. To many observers it 1s not totally unexpected because, besides the obvious overall low
level of development of this subregion, "... the social structure of West Africa presents in its

strongest form Sub-Saharan Africa’s resistance to fertility decline." (Caldwell, Orubuloye and

Caldwell, 1992:p212).

Contraceptive use is a deliberate attempt by individual women or couples to delay or avoid

conception. As such, it represents a true departure from the absence of conscious control of

fertility by individuals. In the context of natural fertility regimes, the existence of contraceptive
use, even at low levels, raises many questions for policy makers and fertility theorists alike. In
settings such as historical Europe or developing countries in Asia and Latin America, early
contraceptive use has been interpreted as a sign of imminent fertility decline (Stycos, 1968;
Freedman and Takeshita, 1969; Freedman and Berelson, 1976). More important, early
contraceptive users have been seen as cultural innovators who played a crucial role in the
diffusion of contraceptive practice and reduced demand for fertility. Yet, very little is known
about early contraceptive adopters in historical or contemporary societies. They may have
different motivations and intentions depending on the social and cultural context. For example,

a recent study in The Gambia found that modern contraception was being adapted to achieve

adequate spacing between births (Bledsoe et al., 1994). Contraceptive use in this setting was
consistent with continued demand for high fertility, and therefore does not fit with the picture of
imminent fertility decline. The study raised important questions about the central tenet of natural

fertility which states that individuals do not exert direct conscious control over fertility outcomes.



There are huge policy and research implications from these conclusions, one of which is that
little prospect of fertility decline exists for the majority of West African countries in the short
run. This study examines changes in reproductive patterns in Benin, a country with a

demographic profile of a typical, high fertility pre transition society.

1.2. Backgrounds on Benin
1.2.1. Social and economic context

Benin (formerly Dahomey), a thin coastal land on the immediate west side of Nigeria, is one of
the smallest countries in West Africa (Figure 1.1). With less than six million inhabitants as of
1998 the population of Benin 1s believed to be growing rapidly, at the rate of about 2.8% per year
(Benin, 1994a). The Gross National Product (GNP) per capita was about US$360 in 1996, which
ranks the country among the poorest in the developing world. Its economy is dominated by the
primary sector with almost 60% of the active population (Benin, 1997¢). As in most other
African countries, the government was the main provider of employment but this situation has

been changing, primarily because of a ban on recruitment imposed by the first structural

adjustment programme since 1986.

Table 1.1. Adult literacy rates by region (Benin 1992)

Region Percent literate

Male Female All
Atacora 15.5 6.0 10.7
Atlantique 44.5 27.0 35.5
Borgou 29.6 9.9 14.9
Mono 29.8 0.2 18.9
Oueme 36.8 17.2 26.6
Zou 34.6 16.2 24.8
Benin 314 15.5 23.2

Source Benin, 1994a



Figure 1.1. Map of Benin
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Recent evaluations suggest that more than 70% of women of reproductive age have never been

to school (Benin, 1997a) and that adult literacy is extremely low (table 1.1). Although still far

from satisfactory, there have been important changes in educational achievements over the past
decades. The "New School” approach adopted by the military government which ruled the
country for more than 17 years has resulted in a sudden increase in school enrolment during the

period of 1977 to 1985 for both boys and girls. Between 1982 and 1990, the proportion of
women of reproductive age with primary education has increased from 9% to about 20%, more
than a twofold increase (Akoha, 1991). Similarly, the proportion of women with secondary
education has increased from 6% to about 10%. Overall, the great majority of women of

reproductive age remains illiterate in Benin and only a small minority have achieved secondary

or higher education.

In Benin as in most other African countries, ethnicity is important because it accounts for most
of the social and cultural differences observed in the country. Ethnic groups differ in their
reproductive characteristics and this reflects the crystallization of several features that pertain to
the modes of production and the structure of gender relations. Roughly, the people of Benin can
be divided into eight ethnic groups, though there are more than fifty different dialects in the
country. The ethnic groups are mainly concentrated in specific regions and the dominant groups
are the “Fon”, 42.2% of the total population, mostly found in the Atlantique and Zou regions. The
“Adja” ethnic group accounts for 15.6% and lives in the Mono department (south west).
“Yorubas” represent 12.1% and are typically found in the Oueme department (south east). Other
ethnic groups are the “Baatonu” (8.6%) and the “Otamari” (6.2%) in the north east, the “Peulh”
(6.1%), “Yom” (3.9%) and “Dendi” (2.7%) in the north west (Benin, 1994a). Religiosity varies
across administrative regions and may be associated to ethnicity. However, religious tolerance
1s a wide spread practice though religious institutions have great influence on political and social
life in the country. The main religious groups in the country are Christians (36%), traditional

(35%) and Muslims (21%) but religious syncretism is common (Benin, 1993).

Until 1972, Benin was probably one of the most politically unstable countries in Africa. From

1972 to 1990, the country was ruled under a Marxist military regime leading to a severe

economic crisis in the mid-nineteen eighties that resulted in a state bankruptcy with total



paralysis of the economic system. For example, from 1989 on, the annual growth rate of the

GNP per capita has been consistently negative, reaching nearly -1.0% in 1992. Between 1987 and

1989, the payment of salaries to civil servants became extremely difficult and for at least eight
months they were not paid. The impact of that crisis was felt by the whole of the country but
more severely by those living in urban areas. It was the outcry of the urban citizens that led to the

famous 1990 national conference when the military Government left power for a democratically
elected civil regime. Ever since, Benin is considered a model democratic society in the West
Africa region and probably in Africa as a whole. However, the very good performance of the
first civil government of the third republic short-lived because in January 1994, the regional
currency, the CFA was devalued by 50 percent. Although most macro level analyses are

suggestive of an improvement of the economic situation of the CFA zone, there are good

indications that in Benin “le panier de la ménagére continue d’en souffrir’'.

1.2.2. Health services and problems

In Benin, people seek treatment from three main sources: traditional healers, government health

services and other private and non-government health centres. Very little is known about how

traditional healers are organized and the extent of use of their services. Nevertheless, it is
suspected that they are very widely consulted by the majority of the rural uneducated population.
Similarly, the modern, private sector as well as NGOs providing health services are not well
known though, countrywide, their number has risen quite rapidly since the late 1980s as a result

of the ban on recruitment.

The government health system parallels the administrative organization. It is organized in three
levels, central, intermediate and peripheral (see appendix 1.1). Each level corresponds to an
administrative division and has specific health facilities. The central level comprises the
National University Hospital Centre (CNHU) which is the reference centre at the national level.

Regions have one regional hospital each and are considered as the intermediate level. The

subregions, communes and villages constitute the peripheral level. In 1996, only 23% of sub-

' Literally translated, this means “the housewife’s basket continues to suffer from the devaluation”, a

popular joke following a declaration by President Soglo in March 1994 that the housewife's basket will benefit from
the positive effects of the devaluation (le panier de la ménagére bénéficiera des effets positifs de la dévaluation).
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regional health facilities and 74% of communal health complexes had adequate personnel and
equipment to function properly according to WHO norms (Benin, 1997b). The coverage of the
population by health personnel is relatively poor and large regional discrepancies are observed.
For example, in 1996, there were 29,533 inhabitants per medical doctor in the Mono region

compared with 2,933 in the Atlantique region (Benin, 1997b).

The health situation is similar to that in most Sub-Saharan African countries. The major health
concerns are malaria, acute respiratory diseases and diarrhoeal diseases which account for more
than 60% of all consultations and causes of death (Benin, 1993d, 1997b). Sexually transmitted

diseases are quite common (Guedou, 1987; Offrin, 1989), but HIV prevalence is one of the

lowest in the region. However, the national surveillance system shows that HIV/AIDS is
increasing very rapidly despite the efforts of the Benin National AIDS Programs (Benin, 1994¢).
The Benin Government is committed to the goal of providing health care for all through a
primary health care delivery system that is being progressively decentralized. The main areas of
intervention defined by various health programmes are malaria, maternal and child health
(including immunization and nutrition), water borne diseases (including diarrhoeal diseases and

guinea worm), AIDS, leprosy, tuberculosis and other endemic diseases.

1.2.3. Demographic profile

Benin has the characteristics of a young population which is growing at a fast pace. The
population pyramid shows a broad base, rapidly narrowing, a clear indication of high fertility.
Table 1.2 summarizes the major demographic indicators in 1982 and 1996. Infant and child
mortality are falling but still high compared to most other West African countries. The United
Nations’Population Division estimated that between 1950 and 1995, the infant mortality rate has
decreased from 200 deaths per 1,000 births to 90 deaths per 1,000 births. The latest figure
estimated from the Benin DHS (1997a), though a little higher, is somewhat similar: 104 infant
deaths per 1,000 births in 1996. On average, women aged 45-49 reported 7.5 live births and the

total fertility rate estimated from birth histories was 6.3 in the five years that preceded the survey.



Table 1.2. Selected Demographic Indicators (Benin, 1982 - 1996)

Indicators 1982 1996
Population (in thousands) 3,459 5,593%
Distribution by age group (percent)

0-14 45.5 438.6

15-64 514 48.3

65+ 3.1 3.1
Crude birth rate (per thousand) 49.4 47.1
Crude death rate (per thousand) 23.1 15.6
Total Fertility Rate 7.1 6.1
Prevalence of modern contraception (percent) 0.8 3.4
Annual rate of natural increase (percent) 3.5 - 3.0
Infant Mortality (per 1,000 live births) 123.0 104.0
Maternal Mortality (per 100,000 live births) 800.0 469.0
Life expectancy at birth (years)

Total 42.0 54.2

Male 40.4 J51.8

Female 43.6 56.6

Sources: Benin, 1994a; Benin, 1984; Benin, 1997a. * Estimated from the 1992 census (Benin, 1994a).

In Benin, the law recognizes polygyny as well as monogamy and, on average, about one third of
the married men are polygynous (Klissou, 1993) and half of the married women are in
polygynous unions (Benin, 1997a). One in three men with no schooling aged more than 40 years
are polygynous compared with one in four men with secondary or higher education in the same
age group. However, male fertility is as high in monogamous unions as in polygynous unions
(Donadje, 1992). Early marriage by women is the norm in the traditional society. The 39th
article of the “Coutumier du Dahomey” says that the young girl can be engaged at any age. Age
at engagement can be as low as two to five years for the Fon in the Zou region. It varies between
10 and 15 years with the Betamaribe in the Atacoraregion. However, in some ethnic groups such

as the Mina, girls can be engaged only after puberty. As a result of early marriage, first birth to



women occurs at young ages. In 1996, the median age at first birth for women aged 25-49 was
19.6 years. It varies from 18.7 in Atacora to 20.5 in Atlantique and from 19.3 for women with
no schooling to 22.9 for those with secondary or higher education. As in most countries in the
African region, four types of unions are observed in Benin. These are traditional marriage,
religious marriage, civil or legal marriage and consensual union. The most common type of

marriage is traditional (Benin, 1993).

1.2.4. Family Planning and population activities

Family planning activities started in Benin with the Benin Family Promotion Association

(ABPF), an IPPF-affiliated Non Governmental Organization, which has been in existence since
1971, but only a few clinics were operated in the major cities, mainly Cotonou and Porto-Novo.
In 1982, the government launched a family welfare project with the objective of integrating
family planning services to other maternal and child health activities. There was no legal backing
of this project or other family planning activities but instead an attitude of “laisser faire” has
prevailed among officials in the successive governments. According to the 1982 WES, familiarity
with modern contraception was much lower in Benin than in most other countries in the region
(Benin, 1984). A key finding of this study was that post-partum sexual abstinence and traditional
contraceptives were the most commonly used methods for birth regulation in Benin. This finding
1S not totally surprising because modern contraceptive methods were virtually unavailable except
in the ABPF clinics and in a few government maternities where ABPF was active. Since then,
there have been two other nationwide contraceptive KAP surveys, various other small scale
studies and, more recently, a Demographic and Health Survey (DHS). Table 1.3 shows the main
findings of these studies regarding contraceptive knowledge and practice. The prevalence of
modern contraception remains extremely low at only 3%, with little difference between urban
and rural areas. Overall contraceptive use, which amounts to 16% of women in union, is

dominated by the rhythm method (7%) and withdrawal (5%). Contraceptive practice is fairly

similar among the most sexually active age groups and varies from 18% to 22% among women
aged 20-24 years to 35-39 years. Unlike some other countries, only 11% of women less than 20
years of age were practising any form of contraception at the time of the survey but it is also

noteworthy that more than half of the sexually active unmarried women were using a

contraceptive method of which 14% were modern methods. The situation analysis of the Benin



family planning programme, conducted in 1994 concluded that contraceptive methods were
available in most health facilities but overall, the programme efforts are weak due to poor quality

of services and lack of adequate management and supervision (Benin, 1994b).

Table 1.3. Summary of contraceptive studies in Benin (1982-1996)
Reference Coverage Knowledge Ever use Current use
Mod! Trad® Mod Trad Mod Trad
Benin, (1984) National 13 27 3 14 1 4
UNFPA (1984)* National 49 45 9 16 1 4
Avodagbe (1988) National 54 15 20 12 - -
Alithonou et al. (1989) Pahou 77 78 11 31 - -
Donadje (1992) CotonoudcAllada 71 86 - - 0 14
Zomahoun (1991) Bohicon 73 - - - - -
Gandaho (1993) Pahou 96 90 17 51 11 8
Santos (1994) Ouidah 77 60 - - 8 66
Benin (1996) National 76 76 12 37 3 13

1 Mod=Modem; Trad=Traditional * Cited by Gandaho (1993)

In May 1996, a formal population policy declaration was adopted by the Government, providing
a major incentive for the expansion of family planning activities (Benin, 1996). Still, to many
observers, the adoption of a population policy was more to secure funding for a major health
programme rather than the result of a perceived need at the national level®>. A major objective
of this declaration is to increase the national contraceptive prevalence rate to 40% by the year
2016. Although fertility reduction was not a stated aim of the population policy declaration, it
is obvious that achieving the goal of 40% contraceptive prevalence will have a major fertility
impact. To attain these goals, reproductive health activities will be expanded to all areas of the
country through the provision of quality care in government health services and will also involve

NGOs working in the reproductive health arena.

’Incidentally, the adoption of the population policy was a major conditionality for the start of the
Population and Health Project. In addition, there are still legal issues to be resolved here because the 1920 law
which renders abortion and other fertility regulation practices illegal has not been officially abolished yet.
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1.3. Research aims and specific objectives

The interest in this research arose from two related observations shortly after the preliminary
report of the Benin DHS was presented. First, most people who assisted in the presentation of
DHS findings were disappointed to hear that Total Fertility Rate was still 6.3 and that the

prevalence of modern contraception was only 3.4%. But put in context, this apparently high
fertility level raises major questions. Total fertility rate from the Benin Fertility Survey was 7.1
in 1982. Therefore, a reduction of nearly one child per woman has occurred between the two
surveys and this was more than the 10% reduction conventionally accepted as indicating the start
of irreversible decline (Cole and Watkins, 1986). Would fertility then be declining in Benin
against the odds or is it just the effect of data quality? And if fertility is declining, through what
mechanisms is it happening and why? The significance of a fertility transition in Benin results
from the fact that, at first glance, it exhibits all the characteristics of pre transitional societies and

shows none of the main features that could suggest an imminent change.

Second, in the view of the Benin government’s population objectives, 1t 1s surprising that little
emphasis is currently placed on understanding belief systems and cultural perceptions of
programme beneficiaries. There is virtually no information on whether contraceptive use in
Benin remains consistent with continued demand for childbearing and long birth intervals or if
it reflects significant shifts in reproductive norms and aspirations. Such information is needed
to understand how contraception is rationalized from a lay perspective. The study of
contraceptive practices in Benin should throw light on many of the factors that determine
acceptance and use. In-depth study of the small minorities who are users of contraception may
give insights into their motivations and intentions, the source of demand and how to increase it.
In particular, a better understanding of the personal experience of modern contraceptive users
may be the key to improving services provision and the starting point for strategies that are

appropriate to the expansion of family planning and reproductive health services.
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This study aims at understanding the dynamics of reproductive behaviours in Benin, with a

particular focus on contraceptive use. Its specific objectives are:

. to Investigate the trends and differentials in fertility in Benin.
. to determine the socioeconomic and demographic profile of women using modemn and

traditional contraception.

. to analyse local perceptions and practices that influence attitudes and adoption of

modern contraception.

1.4. An outline of the Thesis

This first chapter has set the research context and identified the main research question. Next,
will be a review of current knowledge about fertility trends in Sub-Saharan Africa and the
controversies surrounding possible changes. In chapter 3, the data sources are described with an
overview of the methods to be used in the analyses. More details are given in the results chapters

which are outlined in this section.

Chapter 4 1s concerned with two basic questions: how good 1s the quality of data collected in the
Benin DHS as compared to the WES and what are the trends in fertility levels over the past two
to three decades? It uses standard P/F ratio techniques to critically review birth history data from

both surveys. Following the observation that irreversible transition is underway in Benin, the

chapter analyses the differentials and age patterns of the changes that are occurring.

Because fertility decline is underway in Benin, it is important to understand its nature and
determinants. Chapter S analyses change in the family formation patterns in order to evaluate
whether the Benin transition is primarily the result of child limitation or longer birth intervals.

In addition, chapter 5 discusses the importance of the intermediate variables in throwing some

light on the determinants of reproductive change.

It is widely believed that contraceptive practice would be the main driving force behind African

fertility declines. Therefore, the finding that fertility decline is underway in Benin calls for a

closer look at the association between contraception, family size intentions and children born
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to women. Chapter 6 examines the profile of demographic innovators on the basis of women’s

family size intention and achievements. Subsequently, the relationship between contraceptive

use and demographic innovation is assessed using logistic regression models.

Chapters 7 and 8 present a different kind of information. In view of changing fertility levels and

reproductive patterns, and given that contraceptive prevalence is so low in Benin, it is important
to understand what causes women to desire smaller families and why they are not using modermn
contraceptive methods. In chapter 7 change in normative values regarding fertility and its
associated traditional practices are explored. This chapter draws essentially on focus group
discussions and other ethnographic data to build an understanding of the social forces that
support the ongoing changes in Benin. In chapter 8, women’s experiences and individual beliefs
are used to analyse the factors that determine contraceptive decision-making. Contrary to initial
plans, this chapter called for the use of the demographic innovation model and fully shed light

on many of the grey areas that emerged from the data presented in chapter 6.
In chapter 9, both qualitative and quantitative data are drawn upon to discuss the significance of

the findings from policy as well as research perspectives. This chapter ends with

recommendations that are in line with theoretical and practical considerations.
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Chapter 2

Literature review

2.1. Introduction

Fertility decline is a major demographic event because, in most of the societies where it has
already occurred, it was accompanied by profound societal transformations. Explaining the onset
of fertility decline has therefore become a fundamental objective of demographic enquiry for
most of the twentieth century. There has been much interest in African fertility regimes in the

last two to three decades because, until recently, Sub-Saharan Africa was the only major region
still not participating in what was otherwise a worldwide fertility decline, and this has given rise
to the concept of the “Sub-Saharan African Exception” (Caldwell and Caldwell, 1977). The
primary aim of this chapter is to highlight the patterns of changes in childbearing trends in Africa
and their implications. But before embarking on a review of fertility changes in Sub-Saharan

Africa, it will prove useful to recall some important aspects of demographic transition.

2.2, Demographic transition: definition, stages and interpretations

Demographic transition 1s the process which results 1n a society passing from one state of
population equilibrium with high mortality and high fertility to another state of equilibrium
where both mortality and fertility are low (Chesnais, 1992; Watkins, 1986)". In its classic
description, demographic transition is depicted as a two-phase phenomenon. Prior to the
transition, both mortality and fertility are high and approximately equal thereby generating low
population growth. In this period, there may be short term fluctuations in birth and death rates,
caused by war, famine or disease, which Malthus (1973), described as nature’s positive checks
on the expansion of human species. In the first phase, the “destabilisation period”, mortality

declines substantially while fertility levels remain high, resulting in high population growth

’ Recently, there have been suggestions that replacement level fertility may not be the end of the process

and in many developed countries there is evidence that below-replacement fertility will be in force at least for the
next two to three decades.(see for example Ross and Frejka, 1999)
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rates’. The second phase is characterised by declining fertility rates. Countries which have

completed this phase show fertility levels that are low and comparable to mortality levels, the
effect of which is another population equilibrium over the long run. The search for a causal

mechanism and conditions that go hand in hand with the onset of mortality and fertility
transitions has led to the formulation of what is now known as demographic transition theory

(Notestein, 1945; Davis, 1963). The initial formulations clearly underlined the relationship
between child survival and fertility decline, for example, when Davis (1963) characterized
demographic transition as a phenomenon of change and response. Although recognizing the
importance of mortality, the overwhelming majority of theoretical developments have focused

on the onset of fertility decline because the changes in mortality levels can easily be ascribed to

improved hygiene and medical advances. Among population scientists, three preconditions are

generally agreed upon for fertility to decline (Coale, 1973):

. fertility must be within the calculus of rational choice;
. lower fertility must be perceived as advantageous;

. effective techniques for fertility reduction must be available and known.

With these preconditions in mind, reflections on the issue have often been at two broad levels.
On the one hand, there is an attempt to describe the patterns of changes during the transition
period. This has been done, for Europe, using studies of local and regional microsystems
between 1750 and 1940. The most extensive undertaking of this type i1s that of the Princeton
European Fertility Project (Coale and Watkins, 1986). More recently, studies of fertility decline
in Asia and Latin America used data from the World Fertility Surveys and the Demographic and
Health Surveys (Leete and Alam, 1993; Guzman et al., 1997). For example, both empirical and
contemporary data show that once fertility decline has started in an area, it is usually irreversible
and spreads over quite rapidly. It has also been observed that in a given setting, fertility decline
starts with the most educated, urban elite of the community before it spreads to the other social

strata.

2 It has been observed that high population growth rates may not only be the result of lower mortality but
instead a combination of a decline in mortality levels and arise in fertility (Dyson and Murphy, 1985). In addition,

there are suggestions that mortality decline may not always precede fertility decline, even though examples of such
cases are suspected to be methodologically flawed (Chesnais, 1992)
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Efforts have also been devoted to the identification of the socioeconomic and cultural factors that
explain the onset of the process of change in fertility levels. Both macro and micro-level
analyses have been conducted. Atthe macro level, outcome variables such as birth rates, fertility

rates and sometimes contraceptive prevalence rates have been used in regression models where

explanatory variables have often been those characterizing either the social or the economic

context of the countries involved. Atthe micro Ievel, outcome variables are often contraceptive

use status, birth intervals and other proximate determinants of fertility with independent variables
such as education, incomes, occupation, place of residence. This type of model has had major
policy implications. For example, the Bongaarts’ proximate determinants model (Bongaarts,
1982) and latter findings by Jain (1989) and Robey et al. (1992) regarding the relationship
between contraceptive prevalence and fertility have played a key role in the definition of
population policies in many developing countries (see for example Gould (1995) for a discussion,

with an emphasis on the case of Kenya).

Ideally a theory of fertility decline should not only be able to explain historically observed
changes in fertility, but also provide the basis for predicting, with some degree of accuracy, the
patterns of changes that would occur in a country given the stage it has attained regarding posited
explanatory variables. However, perhaps one of the most significant facts in the history of
demographic transition over the last ten years is the realization, after almost half a century of
debates, that no simple mono-causal framework can completely explain the decline in fertility
(Cleland, 1994, Kirk, 1996, Mason, 1997). “No one really understands the fertility transition
in places where it has occurred.” said Cohen (1995:p148). The number of different tentative
explanations of fertility transition is impressive. For example, Dirk van de Kaa (1996) in a
review of findings of fifty years of research into the determinants of fertility, identified three
levels according to how specific authors have been in their approaches. Each narrative or sub-
narrative views the process of transition from a different angle but none, on their own, are
applicable to all experiences of demographic changes. A detailed discussion of all these
explanatory approaches is beyond the scope of the present chapter (see for example van de Kaa,

1996; Mason, 1997). However, three main lines of interpretation are briefly reviewed, owing

to their relevance for understanding African fertility transitions.
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2.2.1, The economic explanation: a theory of fertility transition?

The narrative

The economists’ initial approach to fertility transition, the so-called demand theory, is highly

rooted within the framework of consumer behaviour which views the individual as trying to
maximize satisfaction, given a range of goods ( such as cars, refrigerators or children !), their
prices, his own tastes and income (Leibenstein, 1974; 1975; Schultz, 1974; Becker, 1981). By
adding the notion of supply (the cultural constraints that determine natural fertility) and by
broadening the concept of cost to account for monetary, time and psychic constraints to the use
of birth control, Richard Easterlin came out with a more sophisticated model: the demand-supply
model of fertility decline (Easterlin, 1975; Easterlin, Pollack and Wachter, 1980; Easterlin and
Crimmins, 1985). In opposition to the natural fertility paradigm, the demand-supply theory
asserts that fertility decisions are rational in both pre-transitional and modern societies. In
traditional societies, children are a valuable asset because they can bring financial benefits to
their parents even at young ages; they are an investment for the future, an ‘insurance’ for old age

both for subsistence and against a hazardous environment. In modern societies, new job

opportunities for women and the increases in the costs of childbearing and child rearing changes
the economic value of children who become ‘economically’ less profitable. Reduced demand
1S the result of a shift in the balance between the benefits of having many children and the costs
of achieving large family sizes, a direct consequence of modernization viewed as a
socioeconomic development process. The conscious, rational choice between the benefits and
the costs (purely economic as well as psycho-sociological), “the utilities and dis-utilities”, of
having versus not having many children is the cornerstone of the decision process to low fertility.
This approach is purely inductive in the sense that it drew most of its central theses from early
analyses of historical European data. The demand-supply model has been dominant over the last
two to three decades, probably because of its “mathematical” rigour and its intuitive appeal. It

is certainly this characteristic that justified its adoption in the massive US-funded study of the

determinants of fertility in developing countries (Bulatao and Lee, 1983).
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An “African” version of demand theories of fertility transition is the wealth flow theory, a
sociological restatement developed by Caldwell (1978; 1980a; 1980b; 1981). The mainstream
argument developed by Caldwell is that familial production in Africa is characterized by “inter-
generational exploitative economic relations” which favours the older generations in Africa.
Therefore, fertility will decline only when the net flow of the inter-generational wealth reverses

(i.e. becomes economically less advantageous for parents). This will come about with the advent
of modernization, or more specifically westernization, aterm he uses to characterize the adoption
of new behaviours that would lead to greater emotional and economic nucleation within couples.
Westernization is induced by increased education and the availability of new job opportunities

for women, all of which generate greater a burden for childbearing and child rearing. Caldwell,

until recently, has always stressed that Africais different from other regions and may not undergo
fertility transition unless fundamental changes occur in the family system, namely the erosion of
traditional kinship obligations. The wealth flow theory, which 1is heavily based on data from
Sub-Saharan Africa (Nigeria and Ghana to be specific), has been criticized mainly because many
of its key variables were not readily measurable for testing purposes (Shultz, 1983; Thadani,
1978: Cain, 1982). Even when measures and data became available, tests of the model found
results that were not in the expected direction (Kaplan, 1994; Stecklov, 1997). However,
Caldwell’s work has been useful in improving researchers’ understanding of the interrelation

between reproduction and social organization in the region”.

Testing “‘the theory”

When subjected to extensive tests, all theoretical models have proved inadequate for both
description, explanation and prediction. Results from the European Fertility Project found no

clear and consistent association between fertility decline and modernization variables at either
the individual or aggregate levels. Decline in fertility levels occurred in Europe even while child
mortality was well above those observed in some African countries where decline 1s yet to come
(Coale and Watkins, 1986) and in developing countries under a wide variety of socioeconomic
development levels (Bongaarts and Watkins, 1996). Forexample, it was considered that fertility

decline would not occur in developing countries unless a minimum level of social and economic

3 Other research work such as Page and Lesthaeghe (1981) and Lesthaeghe (1989) also merit citing.
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development is reached. Yet, fertility declined in countries such as Bangladesh, India, Kenya,
Botswana and Thailand in periods when standards of living changed little over time (see for
example Hirschmanetal., 1993). The Latin American experience goes even further to show that

1t 1s possible for different models of transition to take place in the same country. An example
of such phenomena is the fact that fertility decline occurred in the larger cities of these countries

because of urbanization and increases in female education, while in the rural poor areas the
decline was primarily driven by the “plentiful availability of modern contraceptives” (Zavala de
Cosio, 1988; 1997). The many exceptions which clearly did not follow the proposed paths and,
sometimes, apparent asynchrony observed between the changes in socioeconomic variables and

fertility have pointed to the poor predictive value of the models. It is now clear that fertility

transition is the consequence of a combination of factors which come from a diversity of sources.
Therefore, there is a need for a case by case analysis to identify what factors might be or have

been crucial in the onset of fertility transition 1n a particular region.

2.2.2. The innovation-diffusion framework

The innovation-diffusion approach to fertility decline is the direct result of a severe rebuttal to

demand theories following the Princeton European Fertility Project (Cleland, 1985; Coale and
Watkins, 1986; Cleland and Wilson, 1987). Simplydefined, “... diffusion is the process by which
an innovation is communicated through certain channels over time among members of a social
system.” (Rogers, 1995:p5). The term innovation 1s usually understood as either a product,
technique, practice or an idea that is intrinsically new or new to a particular setting. From the
demographic transition standpoint, this new product can be expressed in various ways, for
example contraceptive knowledge and use or the motivation for birth limitation. In its general
form, innovation diffusion is viewed from three different, although interrelated, perspectives.
First 1s the adoption perspective which focuses on the individual’s behaviour and how
information about the innovation is communicated from one person to the other. Secondly, the

market and infrastructure perspective is related to facilitating factors such as access to the

innovation or the way in which it is differentially made available to various socioeconomic or

demographic categories of potential adopters. Thirdly, the development perspective focuses on

the interrelation between technological diffusion, economic development and social change

19



(Brown, 1981). Asregards the fertility transitions, these three perspectives underline the fact that

birth control diffusion may occur in a spontaneous manner once the conditions for its demand
are met, butits onset may also be encouraged and facilitated by government policies and family

planning programmes, especially through availability and enhanced quality of services.

At the individual level, the literature on diffusion of innovations indicates that friends, relatives
and neighbours can be important sources of information and support for acceptors of the “new
product”. Inthe broad sense, these models suggest that social networks, especially interpersonal
relations, provide an important conduit through which family planning information and, more
generally, small family ideas may be transmitted (Montgomery, 1993; Mita and Simmons, 1995).
The central tenet of this theory is that adoption of an innovation is primarily the result of a
learning and communication process. Inother words, “... the behaviour of individuals is heavily
influenced by the behaviour or perceived behaviour of others with whom they interact.”
(Cleland, 1998:p7). In examining the diffusion process, it is therefore important to identify
factors related to the effective flow of information, the characteristics of information flows,
information reception and resistance to adoption. Opposition to adoption may come from either
the individual’s general propensity to adopt innovations or the congruence between the
innovation and the social, economic and psychological characteristics of the potential adopter
(Brown, 1981). Thresholds and critical mass are also important characters of the diffusion
process because different threshold levels may be required to induce changes depending on the
socioeconomic characteristics of the regions under study. Forexample, Valente (1995) observed
that low threshold adopters tend to be far more cosmopolitan and exposed to the mass media
while high threshold adopters rely to a greater extend upon interpersonal persuasion to adopt an
innovation. In the absence of individual level data, diffusion models have been applied to
couniry data in Africa as well as Asia, Europe and America during the 1990s (Watkins, 1991;
Diamantides, 1992; Montgomery and Chung, 1994; Valente, 1995; Valente et al.,1997;
Rodriguez 1997; Bongaarts and Watkins, 1996). In particular, Bongaarts and Watkins (1990),
using data from 69 developing countries between 1960 and 1990, observed that within macro-
regions there are transition leaders where fertility declined first (the most industrialized, literate
and most urban states). Then, others in geographic proximity followed through diffusion, often

before they have attained the level of development that induced transition in the leader country

(Mason, 1997).
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2.2.3. The proximate determinants’ model

The proximate determinants’ model belongs to the general narrative of the biological and

technological determinants of fertility (van de Kaa, 1996). In analysing what factors affect
childbearing, Davis and Blake (1956) identified eleven biological and behavioural variables

related to intercourse, conception and gestation, and through which social and cultural factors
act to determine the level of fertility in a given area. Using data from 23 developing countries,
eight developed countries and ten historical populations, Bongaarts (1982), showed that 90% of
variations in the level of fertility may be accounted for by only four of these intermediate

variables, namely marriage, contraception, induced abortion and post-partum infecundability.

This observation would hold for most regions of the world except where there is a high level of
pathological sterility. To measure the effects of these intermediate variables, a set of four
indices, C_, C,, C, and C,, each ranging from O (strong effect) to 1 (no effect) which measure the
relative contribution of marriage patterns, contraception, induced abortion and post-partum
infecundability to the level of fertility, have been introduced. The formal equation summarizing

this is the following:

TFR=C, .C,.C,.C, .TF

A key feature of the Bongaarts’ model is that it gives a clear picture of how the intermediate
variables affect fertility measures and how these effects change over time during the various
transitional stages. In particular, this model suggests that contraception, the effect of which 1s
very weak in the early transitional phases, increases gradually to become the most important
fertility inhibitor at the end of the demographic transition. Because of its simplicity and its focus
on only a few of the proximate determinants, the Bongaarts model has been very attractive and
its applications have proliferated in developing countries in the last two decades. Although the

model has been criticized ( Hobcraft and Little, 1984; Reinis, 1992; Jolly and Gribble, 1993),

it has proved very useful and generally consistent in understanding patterns of fertility decline

in many countries.
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2.3. Lessons learned: back to square one?

A number of researchers have suggested that demographers got it wrong the moment they
assumed, among others®, that all fertility transitions are induced by the same factors (Greenhalgh,
1990; Szretzer 1993; Hirschman, 1994). However, there is growing consensus and a wealth of
evidence in support of viewing demographic transition in a long-term perspective whereby lower
fertility is necessary to offset the destabilisation induced by decreased mortality rates (Wilson and
Arey, 1999). However, there is now evidence that helps integrate the various competing

narratives in a way that underlines their relationships. Drawing on the lessons learned from the

fifty years of conjectures, Karen Mason (1997) in her presidential address to the 1997 annual

conference of the Population Association of America, proposed a synthesis framework in which

fertility decline is the outcome of how the following key factors are perceived among reproducing

couples or women’:

. child survival probabilities;
. child cost and benefits:

. costs of post-natal versus prenatal controls on family size composition

This framework asserts that fertility decline is a delayed response to increasing probabilities of
child survival (i.e. reduced mortality). Moreover, the pace at which changes in the key factors
are perceived and reacted to, in terms of fertility regulation is influenced by initial conditions,
the exogenous influences and the type of social interactions involved. The model implies that
the diversity of pre-existing conditions and exogenous influences and the possibilities of
combining these are such that it is unrealistic to expect different countries to follow the same

path to the transition.

4 For example most analyses seem to have assumed that fertility regulation in post-transitional and pre-
transitional societies are fundamentally different.

> Obviously, these three key determinants influence each other althou gh they may also be affected by other

€xogenous factors. For example, if mortality decreases, the burden of raisin g more surviving children may drive
women to reconsider the cost/benefit of children or the cost of post natal versus pre-natal control. Similarly, the

existence of a good family planning programme can affect women’s perception of how pre-natal birth control
compares to post-natal regulation.
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Therefore, reflexions need to be shifted towards understanding the unique combination of factors

which may trigger fertility response to lower mortality in a given setting. In other words, one of
the competing explanations of fertility transition may be more relevant to a specific region or

society compared with others. However, though implicitly assumed, this model did not specity

that alteration of fertility necessarily happens though change in one or more of the proximate
determinants. Thus, amore complete model requires four temporal levels to be specified: the pre-
existing conditions, the important changes, the perception of these changes and the alteration of
behavioural and biological factors to affect fertility. By modifying slightly the model proposed
by Mason and by adding to it the fourth level one obtains the framework proposed in figure 2.1.
A simple translation of this framework is that while perception of change in the key factors (child
survival, child cost/benefits, relative cost of control mechanisms) is the engine of fertility change,

diffusion is the lubricant and the proximate determinants are the mechanisms of action (Cleland,
1999). Given the amount of data presently available and the fact that each theory has its own
counter examples, it is highly likely that this attitude of “no win”°® will prevail over demographic

transition research in the next few decades.
2.4. Fertility in Africa: what do we know?

Fertility trends in Sub-Saharan Africa have been the object of heated debates among
demographers. Moreover, some authors have been very pessimistic over the likelihood of any
fertility decline in the foreseeable future (World Bank, 1986; Caldwell and Caldwell, 1988;
1990). Two dominant views emerge when analysing the reasons why it has taken so long for
fertility to decline in sub-Saharan Africa. The first posited that the region is more
underdeveloped than any other region of the world and that the persistence of high fertility needs

little further explanation. Although there is no doubt about the development level of the Sub-
Saharan African region, the discussions in the previous sections suggest that this cannot be the

main factor explaining the persistently high fertility rates recorded until the late nineteen eighties.

The second school of thought explained it in terms of the unique social organization of this

region. Different reasons are cited as organizational factors supporting the perception that in

® or more positively “win-win”
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Sub-Saharan Africa, having many surviving children is necessary and morally correct. One
reason is economic and relates to the importance of manpower for both access to land and
productivity, enhanced by polygyny, the existence of separate spousal budgets and weak conjugal

bonds. Another reason is the kinship system which values allegiance of adults to their lincage

and stresses the importance of ancestors, both living and deceased. In sum, African parents

benefit from their children in terms of economic and social support throughout their lives until

their death and even afterwards in forms of highly valued funeral rites (Caldwell and Caldwell,
1987; Lesthaeghe, 1989). By practising prolonged breast-feeding and post-partum sexual
abstinence, African societies seek to reduce child mortality as well as safeguarding the mother’s

health. As indicated by Lesthaeghe (1989), “In addition to the concern about child survival, the

health of the woman who constitutes the productive and reproductive capital of kinship groups,
requires protection against exhaustion by rapid procreation.” (p. 16). While this descriptive
picture seems well anchored, the theoretical implications have certainly gone too far in their

generalisation, as evidenced by recent findings in relation to fertility trends.

2.4.1. Demographic transition in Africa: the evidence

From the late 1950s to mid 1960s, fertility levels were widely variable across Sub-Saharan Africa
and TFRs varied from a lowest of 3.5 in Gabon (1960-61) to a highest of 7.4 in Cote d’Ivoire.
The generally low fertility rate observed in most countries in the central region of Sub-Saharan
Africa was attributed to widespread prevalence of pathological infertility due to sexually
transmitted diseases. Studies show that mortality rates in the corresponding period were also
high but started to decline. By the end of the nineteen sixties, mortality decline became
widespread and some countries such Kenya and Sudan were already experiencing natural growth
rates of about 3 percent per annum. Brass et al. (1968), in the first comprehensive review of
fertility and mortality levels in Sub-Saharan Africa, concluded that the region was entering a
phase of rapidly accelerating population growth. It is certainly this exponential population
growth and its potential environmental consequences that triggered interest in fertility in the

region. Fertility levels during the late sixties to the early eighties show no clear trend in any of

the countries for which data was available except in the west-central region where it scems to

have increased. Estimates for the last ten to fifteen years show that fertility levels are still high

in most countries, with total fertility rates generally exceeding five births per woman.
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However, since Kenya in the late 1990s, transition theorists have been avidly watching total
fertility rates in other African countries in order to detect downwards trends. This is reflected
both in the sharp increase in the number of countries that have been covered by DHS surveys and
the wealth of national or regional comparative studies that have been published (Caldwell,
Orubuloye and Caldwell, 1992; Freedman and Blanc, 1992; Foote, Hill and Martin, 1993; Brass
and Jolly, 1993; Locoh and Hertrich, 1994; Onuoha and Timaeus, 1995; Lesthaeghe and Jolly,
1995; Bongaarts and Watkins, 1996; Gould and Brown, 1996; Kirk and Pillet, 1998; Mboup and
Saha, 1998; Cohen, 1998). It is now known that, contrary to the views of earlier Afro-

pessimists, a clear trend of regional transition is emerging. For example, the most recent of these

analyses found that moderate to large declines in fertility levels (1.5 child per woman or more)

have taken place in ten countries while twelve others showed smaller decline of less than one
child per woman (Cohen, 1998). Unfortunately, besides Kenya, Zimbabwe and Botswana where
extensive investigations have been conducted, studies of fertility trends in other African countries
have often remained at the level of two-point comparisons and, in a few cases, the examination

of changes in the proximate determinants, particularly contraception.

Studies of the mechanisms of changes, specially through the proximate determinants’ model
have also revealed some unique patterns. The advent of the WES has enabled, for the first time,
extensive enquiries into the proximate determinants framework in developing countries.
Analyses of such data have given valuable insights into the complexity of the relationships
between fertility and its proximate determinants in Sub-Saharan Africa. The main conclusions
from WES data for Sub-Saharan Africa were that of early and universal marriage, long post-
partum infecundability due to long breastfeeding and post-partum abstinence and uniformly low
prevalence of use of modern contraception. More recently, DHS data have revealed substantial
changes, with trends towards later age at first marriage in younger age-groups in many countries
(Westoff, Blanc and Nyblade, 1994). Post-partum infecundability remains a persistently strong
component of fertility while in a few countries such as Kenya, Zimbabwe and Botswana, the
fertility inhibiting effect of contraception has become more important (Jolly and Gribble, 1993).
But even then, there are indications that contraceptive use in most African societies is still
associated with continued demand for children as is exemplified by wanted family sizes recorded

in most DHS surveys in the region (Cleland, Onuoha and Timaeus, 1994; Mhloyi, 1994). In
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addition, some studies have suggested that there may be a considerable amount of redundant use

(or double protection) as in Zimbabwe (Brown, 1997).

2.4.2. The paths of influence

The decline in child mortality, “the common cause” as it is called, is now a reality in virtually all
African countries even though mortality levels are still unacceptably high by world standards’.
How individual countries react to improved child survival would depend on the constellation
different factors that may trigger changes in the perception of child benefits compared to their
costs and the adoption of prenatal versus post-natal control behaviours. One path of influence
has been proposed by Caldwell and colleagues: increased education and job opportunities for
women (Caldwell, 1987; Caldwell, Orubuloye and Caldwell, 1992). This has been observed in
all pioneer countries, but still, its importance in the newly emerging states in the African

demographic transition remains unclear.

A second pathway is through economic and social crises as suggested by Boserup (1985).
Because this presupposes the existence of a prior period of “rising aspirations with respect to
living standards and returns from children”, Lesthaeghe and Jolly (1995) suggested that it may
be restricted to urban areas but also to rural women in countries which had performed well
economically after theirindependence. This scenariois highly likely as indicated by the massive
study initiated by the “Institut National d’Etudes Demographiques (INED)” in France (Coussy
and Vallin, 1996). Locoh (1994) warned against the generalizability of the crisis-led transition
hypothesis when she said: “All those, and they are many, who without admitting it, expect the
economic crisis, exacerbated by structural adjustment programmes to persuade populations to

limit their fertility should meditate the case of Ghana...” (p:127).

Current knowledge about demographic transitions around the world provide ample support to the

perception that both factors (improvement in education and economic considerations) may be

" In some countries, there are fears that prolonged economic crises with resulting inevitable cuts in social

and medical expenditures by governments may have a reversing effect on child mortality and school enrolment,
particularly for girls. However, as Gould and Brown (1996) pointed out, that an increase (most probably temporary)

in child mortality needs to induce a rise in fertility to validate demographic transition theory would no doubt, be
Ironic.
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relevant to African societies, either in isolation or in combination. There are indications that
most of the changes in childbearing are associated with increasing prevalence of modem
contraception. Even though contraceptive use is more for spacing purposes than parity-specific

limitation of births, studies have revealed that, at least in a few countries, contraceptive use for
birth limitation is becoming predominant (Westoff and Bankole, 1995). This has strengthened

the proponents of a contraception-driven model of fertility decline in the region. It is believed

that the low contraceptive prevalence observed in the majority of countries may also be
assoctated with institutional factors such as lack of coherent population and family planning
programmes due to weak policy support and generally inadequate resources. However, in many

countries, there have also been shifts in the political arena, resulting in the adoption of population

policies with clear goals of fertility reduction. Roudi (1991) has documented that nearly 20
countries have adopted population policies by 1991. Many more countries have already joined
this list since and in most other countries, family planning programmes are implicitly encouraged
or at least tolerated by governments. Despite earlier rejection (Frank, 1987), it is possible that
abortion may also be playing a crucial role in the observed fertility trends. But this issue has

been difficult to document because of lack of reliable data.

Following the World Fertility Surveys, there have been great concerns about the likely effect of
reduced post-partum infecundability which would result from the erosion of traditional practices
such as breast-feeding and post-partum sexual abstinence. This has led theorists to forecast a
two-phase transition with an increase in fertility followed by a decline associated with rising
levels of contraceptive practice (Page and Lesthaeghe, 1981; Bongaarts, Frank and Lesthaeghe,
1984). While there are indications that fertility may increase prior to widespread decline (Dyson
and Murphy, 1985), little reliable data exist to test such a proposition in Africa and the available
information permits no definite conclusions. Even for countries which participated in both WES
and DHS programmes, the evidence seems to be that post-partum infecundability at national

levels is at best stable (Cleland, Ali and Capo-chichi, 1999).

The pessimism over the likelithood of a widespread fertility transition in Africa is certainly over
and, as in other regions of the world, Africa will undergo a global demographic transition.

Whether the current trend will result in replacement (or near replacement) levels of fertility
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remains unclear however, because even countries which are considered at the forefront of the
transition process still present fertility levels that are generally above four children per woman.
Given the increasing links with other parts of the world through communication and
transportation networks, ideas and messages can be diffused that permeate cultural barriers to
varying degrees. The diversity of socioeconomic conditions of the countries entering the fertility
transition in Africa seems compatible with a diffusion process as indicated by Bongaarts and

Watkins (1996). It is highly plausible that the cultural adaptations to innovative behaviours

regarding fertility which are bound to occur may be taking place more rapidly than anticipated.
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Chapter 3

Data and methods

3.1. Introduction

One of the goals of this research is to analyse changes in reproductive patterns, especially

contraceptive behaviours, reproductive intentions and motivations in Benin. As has always been
the case with this kind of analysis, quantitative or qualitative methods alone are insufficient to
give aclear picture of what really is going on at the individual level. For these reasons, this study
uses a combination of quantitative and qualitative tools to address the main research questions.
This approach s particularly useful in studies of reproductive practices because “... the particular
limitations and strengths inherent to each method suit them ideally to complement each other in
a unified research design” (Wolff, Knodel and Sittitrai, 1993: p119). The mixing of qualitative
and quantitative approaches has been increasingly used in the investigation of fertility
behaviours, the former giving a more in-depth view, the latter making general inferences possible
(see for example Salway, 1996; Blanc et al., 1996). The aim of this chapter is to describe the
data used in the study and how they were collected. Then, the methods of analysis are briefly

presented followed by an outline of the contents of each of the subsequent chapters.

3.2. Quantitative data sources

3.2.1. Background and comparability of DHS and WFS data

In most Sub-Saharan African countries the only data sources that allow a simultaneous analysis
of fertility and its determinants at a national level are the World Fertility Surveys (WFS) and the
Demographic and Health Surveys (DHS). In Benin, a WEFS and a DHS survey have been

conductedin 1982 and 1996 respectively. Both surveys used multistage cluster sampling methods

to collect data from nationally representative samples of women of reproductive age: 4018 for

the WES and 5491 for the DHS. This research mainly uses data from the 1996 DHS. However,

the 1982 WES data provides the opportunity to evaluate changes in fertility patterns over atime
span of approximately 30 years and is used for this purpose. The extent to which WES and DHS

data are comparable is an important issue if they are to be used for trend evaluations. Both WES
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and DHS programmes have a household schedule and a core questionnaire complemented by
various modules. In Benin, the two surveys collected information on women’s background
characteristics and maternity histories, marriage, contraceptive use and post-partum variables.

Although the questionnaires were not similar in all respects, the questions on these key

demographic events sufficiently overlap to allow comparability between the two sets of data.

3.2.2. Data quality

Reporting biases are the major concern in demographic enquiries, the most important of which
are those on age and date reporting, and omission or displacement of vital events such as births

and deaths. Obviously, conclusions may be seriously biased if they are drawn from data affected
largely by some of these errors. For that reason, special attention is paid to the quality of both

1982 WES and 1996 DHS data in this section and throughout subsequent chapters in the thesis.

The quality of data collected through the WES and DHS surveys has been the subject of lengthy
discussions (see for example Singh, 1987; United Nations, 1987; Chidambaram, Cleland and
Verma, 1980 for the WES and Armold, 1990 for the DHS). The WFS data is of acceptable
quality except in a few countries where there were serious distortions of the data concerning
specific topics. For example, earlier evaluations of the Benin WES identified problems of digit
preference as in most other African countries (Singh, 1987). There was also evidence of
omissions of births by older women. However, the study concluded that birth reporting was good,
at least for the most recent five-year period that preceded the survey. Although these analyses call
for considerable caution in the interpretation of the WFS data, there is no reason to believe that

fertility rates calculated from these data are not broadly correct.

Evaluations conducted for the various surveys of the DHS programme indicated that no
significant omission of births occurred in any country and that reasonably complete and accurate

information on births has been obtained in all DHS countries (Arnold, 1990). Although the Benin
DHS data was not part of this evaluation, there is little reason to conclude that they would be of
lower quality. In effect, during the fieldwork, there were weekly meetings in which the author

participated as a member of the country coordinating team. In addition to reviewing progress in
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data collection and discussing solutions to various field problems, these meetings also served as
a forum to assess aspects of data quality including coverage of women and children as well as
age reporting. There was no sign of serious distortion of the data during field monitoring.

Inevitably, there would be issues of data quality that need to be handled in the best possible way

at the analysis stage. These will be discussed in specific chapters.

3.3. Qualitative data sources and methods

3.3.1. The setting

The qualitative data were collected in Cotonou, the largest and most "modemn" city of the
country. Cotonou is located in the Atlantique region (see Figure 3.1). It accounts for more than
10% of the total population of Benin and about 30% of the urban population. Virtually all ethnic
groups are found in the city, but the most used language 1s that of the Fon ethnic group. This
cultural diversity is thought to be one of the major causes of rapidly changing social and cultural
norms in many aspects of everyday life. The most prevalent economic activity in Cotonou is
trading of food and other domestic goods and services. In 1996 for example, approximately 80%
of women in Cotonou were in the trade industry whether large or small. The adult literacy rate
1s 49%, much higher than in any other area of the country (Benin, 1994a; 1997¢). It is a rapidly
expanding city, with a population growth rate of approximately 4% between 1979 and 1992
(Guingnido, 1993).

The selection of Cotonou for the qualitative research is mainly based on the assumption that it
would represent the leading edge in any fertility decline that could occur in the country and,
therefore, is the most appropriate setting for investigating the social context of reproductive
changes that may be taking place. The qualitative study was carried out in two phases: first, a

focus group study followed by in-depth interviews.
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3.3.2. Focus group study

The focus group study was designed to include ten group discussions, six with females and four

with males. Male and females were stratified into literate (secondary or higher education) and

literate (primary or no schooling), with two group discussions in each category. Two focus

oroup discussions were planned with women using modern contraceptive methods at the time

of the fieldwork. All these discussions were successfully completed. In addition, a third

discussion took place with a group of 1lliterate men to avoid contlicts between two communities,

both of which wanted to host one discussion planned in their area. This makes a total of eleven

focus group sessions (see Figure 3.2.).

Figure 3.2. Focus group study design

I . Female groups |
e o . | Users of modern
[lliterate Literate ' | contraception
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The focus group discussion guidelines (see appendices 3.1a & 3.1b), included questions on
reproduction and fertility preferences, birth interval dynamics, breast-feeding, post-partum
abstinence and the resumption of sexual intercourse after birth. Participants were also asked

questions about the use of contraception, whether modern or traditional, male participation in

family planning decisions and secret use of contraception by women.

Participants were selected on the basis of two criteria; first, they had to be married (orin a stable
relationship ), with at least two children and second they needed to be fluent in Fon language
which was used for all sessions. Ineach area selected for holding discussions, the study team met
with the local political and administrative leader known as the “délégué” using an authorization
letter 1ssued by the administrative authorities from the Cotonou city council'. A briefing session
was held with the “délégué”, describing the objectives of the study, how it was to be done and
who would participate. In addition, selection criteria were discussed and the “délégué” was
required to help the team select seven to nine males and the same number of females. He was
then given about one week to get in touch with potential participants and set an appointment.
Contraceptive users were recruited via the contraceptive clinic of the maternity hospital
(CUGOY)?, using the clinic’s family planning register with the help of the midwife in charge of
family planning activities. Respect of selection criteria was checked during the presentation of
participants at the beginning of each focus group session. On average, there were six to eight

participants per discussion except in one case where ten women turned out.

The focus groups were led by four moderators, two female and two male. The two female and
one of the male moderators were trained sociologists who had prior experience in focus groups.
The second male moderator was the principal investigator and all four were fluent in the local
language (Fon). The moderator and note taker were of the same sex as discussion participants,
except in one case where the principal investigator moderated a discussion with females. From

a practical standpoint, the person who moderated a discussion became note taker for the

following discussion and vice-versa. The moderators/note takers received one day training that

' This is the approved way of getting in touch with members of the community when organizing events that need
to gather people.

?CUGO stands for Clinique Universitaire de Gynécologie et d’Obstétrique.
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included lectures, practical sessions and a pretest with midwives at the maternity hospital.

The data collection took one and a half months, from mid-January to end of February 1997. Even

with the help of local leaders, it proved difficult to gather participants, particularly for male

groups. Usually, this was due to the selection criteria. Yet sometimes, difficulties were simply
the result of last-minute problems which prevented some discussions from taking place as
planned. For example, when the “délégué” of Cadjehoun was first contacted for the female
1lliterate focus group, the study team also met with a woman who usually helps him in this sort
of task (1e. gathering people for various events). The research team was then given an

appointment for the afternoon of the following Monday. On the Monday the teams was told that

one of the women living in the area had lost her husband on the preceding Sunday and that no
group discussion could be held 1n that area betore the dead man was buried. It took two weeks
for these funerals to finish and the discussions took place only three weeks after the day of the

first appointment.

Most discussions were held in the home of one of the participants but some were held at a
community gathering place. The principal investigator assisted in all of them, as a moderator or
note taker for discussions with males and as an observer for females’ discussions, following
permission from participants. It is possible that the presence of a man could have affected
women’s responses, especially on sensitive issues such as sex and contraception. However,
results show that participants were very open in both male and female groups on virtually all
topics. For example, when the female moderator asked for permission to allow the principal
Investigator to observe the discussions in Alégléta, one of the women said the following, which

s typical of comments by the women in most of the groups:

“If he wants to be there, he can stay. There is nothing to hide from him since
they [men] too, take part in all we are going to talk about now. As we already

allowed it [the discussions] to be recorded, he can listen afterwards even if
he does not assist. He better stays to hear what we [women] think of their

behaviours when it comes to sex or contraception. He might become our
messenger to his fellow males...(laugh)”
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On average, discussions lasted between one and a half to two hours, excluding presentations of
the study team and participants. All discussions were tape recorded and detailed notes were taken
in French with a particular attention to nonverbal communication behaviours. Each discussion

was immediately transcribed into French by the note taker of that session, inserting gestures and

sign-languages as they happened. All transcriptions were controlled by the principal investigator
and six randomly selected sessions were transcribed for the second time by an independent

transcriber to ensure that transcription from Fon language into French was adequate. In the few
cases where the two transcriptions did not totally match on some key issues, the appropriate

meaning was chosen following consultation with the moderator.

3.3.3. In-depth interviews

In relation to the objectives of the study, it was planned to conduct in-depth interviews with 32
women of reproductive age, eight of whom would be current users of modern contraception.
Each of these current users of modern contraception would be matched to one ever user of
modern contraception, one user of traditional contraception and one non user of contraception
according to age, schooling and possibly type of marriage. It was also planned that each woman
would be visited three to four times to ensure familiarity with interviewers and allow for time to
cover the contents of the interview guidelines. However, some modifications occurred from the
original plan. The following paragraphs describe the main activities undertaken in the field and

underline changes to the initial protocol.

The first activity undertaken in the field was to hold discussions with personnel from the
National Institute of Statistics and Economic Analysis (INSAE). This led to the selection of
appropriate clusters that would yield the maximum number of Fon residents and the printing of
detailed maps of these clusters. Subsequently, local authorities were contacted to obtain their
authorization to conduct the study. Recruitment of interviewers followed. Four women were
selected out of nine candidates. They were all trained sociologists with five to nine years of

experience. Before the training, discussions took place with a senior lecturer in sociology from

the National University of Benin to help in the preparation of training material and to conduct

some training sessions. Two other persons from INSAE were also invited, one to give a talk on
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enumeration principles and the second on the use of cluster maps.

The second phase of the field work relates to the training of interviewers, the pretest of data

collection instruments and the data collection. The training of interviewers took place from 11
September to 20 September 1997 in CERRHUD’ and included two days’ field work for

pretesting the data collection instruments. The pre-test was organized in cluster Z19 of the Zongo

area of Cotonou. Appendix 3.2 shows the timetable of the training sessions. The data from the
pretest were discussed on Wednesday 20 September 1997 and data collection instruments were
finalized. Interviewers were then assigned their respective clusters, upon discussions among
themselves. The last step in the training phase was to visit local authorities to introduce the

Interviewers and take necessary actions to inform the population about the study.

Prior to selecting women for the interviews, a screening procedure was undertaken in each of the
four clusters. This was necessary for two reasons. The first and most important reason was the
absence of recent data which could give an accurate picture of contraceptive use status and enable
selection of women to be interviewed. Even if the DHS data was used, tracing women as our
experience with various follow-up studies in Cotonou suggested would have been difficult,
notwithstanding the obvious ethical problems that would arise. The second reason was that
contraceptive prevalence is very low in Cotonou ( 5.4% in 1996) and it was necessary to screen

a large number of women to obtain enough current users of modern contraceptives in our sample.

The screening consisted of a survey of all women of reproductive age (15-49 years) who reside
In the study clusters and was carried out in three steps. In the first step, all compounds in the
selected areas were identified. The compound numbers were checked against those marked on
the maps obtained from INSAE and corrected if necessary. Secondly, all households identified
In a compound were listed and, for each of them, members were recorded on a household
schedule. Information such as usual name (s), age, sex, relationship to household head and
whether or not they usually reside in the household was collected for each individual. Eligible

women were then identified from the household list on the basis of their age and their status of

*Centre de Recherche en Reproduction Humaine et en Demographie; CERRHUD is the home institution of the
principal investigator
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residence. Only women aged 15-49 and usually residents were selected for the contraceptive

screening survey. De Jure population of women aged 15-49 was used for the survey because the

study planned return visits to women who would be selected for in-depth interviews. The

screening questionnaire covered two main topics: the woman'’s background (age, education,

marital status, children ever born and children alive) and her knowledge and use of

contraception®. This enabled the study team to identify and classify women in four broad groups

using the definitions in table 3.1.

Table 3.1, Critenia for defining women’s contraceptive use status

Use-status Group

a. current users of modem

contraception
b. Ever users of modemn

contraception

c. Users of traditional contraception

d. Nonusers of contraception

Definition
Women using any modern method® of contraception at

the time of screening

Women who have used at least one modern method of
contraception in the past but not using modemn

contraception at the time of screening

Women who never used any modern contraceptive

method but have practised periodic abstinence,
withdrawal or other folk methods in the past or are

using at the time of screening

Women who declared they had no prior experience of
contraception, be it modern or traditional as defined

above

Selection of women then followed but not exactly according to the initial plan. First, women

from the Fon ethnic group using modemn contraception at the time of screening were identified.

* Data collection tools, including interview guides are presented in appendices 3.3a to 3.3d

3As defined in chapter 1, modern contraception refers to the pills, TUD, injectables, condoms, spermicides,

Norplant® and male or female sterilization. As a result, periodic abstinence (including rhythm), withdrawal and
local folkloric methods are considered as traditional methods.
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Between four and six such women were selected per cluster depending on the cluster size. More
women were actually selected than planned to account for refusals and incomplete interviews.
Secondly, for each user of modern contraception retained in the sample, an appropriate match
was looked for on the basis of age and schooling. The variable “type of marriage” was left out
because it had proved difficult to match on all three variables as initially proposed. While 1t 1s
possible that leaving out this variable may affect some of the conclusions of the qualitative

analyses, it is believed that such effect would be considerably reduced, owing to the fact that

there seven cases where matching was possible on all three variables and four additional cases

where three out of four women have been matched on all three variables.

In some cases where it was suspected that there might be difficulties in completing the interviews
with some women, two matches were identified instead of one. Table 3.2 shows the number of
women selected in each cluster as well as the number of interviews that actually took place. Most
of the women selected for the in-depth interviews accepted to participate but there were also
some refusals and incomplete interviews as it appears from table 3.2. Overall, 81% of selected
women accepted to participate in the study; among them, 97% successfully completed the
interviews (ie about 80% of the women initially selected), respectively 14 current users modem

contraception, 16 ever users of modern contraception, 15 users of traditional methods and 14

women who never used any methods.

Table 3.2. Data situation at the end of the data collection period
Number of Aidjedo Cadjehoun Gbegamey Gbeto Total
women (ZD22) (ZD31) (ZD03) (ZD20)
Screened 162 128 08 60 448
Selected 19 20 20 16 75
Interviewed 18 13 15 15 61
Transcribed 18 13 13 15 59
% completed 95 65 65 94 79
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In Cadjehoun and Gbegamey where women are more mobile, it proved quite difficult to meet
some of them even after three visits. Some interviews were done at night (around 8.00 or 9.00
pm) when women finished their daily activities and were ready to give their time to other

matters. Most of the interviews were conducted in one session of about two to three hours, a

sharp reduction when compared with the two to three visits which were planned. This is probably

because the screening process had contributed to greater familiarity of interviewers with study

participants and that women were less reluctant to discuss sexual matters than initially

anticipated.

Transcriptions were undertaken by the interviewers and completed immediately after the
discussions. After each interview, the principal investigator met with the interviewer to discuss
various aspects of data collection. Each tape was then listened to and the transcriptions read by
the principal investigator to ensure they were fully and properly transcribed. A summary sheet

including respondents’ background characteristics and answers to key questions was completed

for each interview (see appendix 3.3d).

3.4. Data management

Once a week, the research team met to review progress in data collection and exchange
experiences. Discussions followed on various topics including respondents’ reactions to key
questions, possible sources of bias, etc. Upon completion of transcriptions, the data were all
typed, corrected and converted into The Ethnograph v4.0 (Seidel, Friese and Leonard, 1995) for
analysis. This was done by two secretaries from 1 March to 27 March 1997 for the focus group
discussions and from 15 October 1997 to 15 January 1998 for the in-depth interviews. For both
focus groups and in-depth interviews, comprehensive coding schemes (see appendices 3.5a &
and 3.5b), were developed by the principal investigator with the assistance of other members of
the study team. The principal invéstigator did all the coding himself, but at start, three focus
group transcripts and six interview transcripts were “re-coded” by other team members to check
for consistency at the beginning. This proved useful because the discussions that followed

among members of the research team raised awareness of the need for accuracy and

completeness of the transcriptions. There were a few disagreements between different coders but
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in most instances, the principal investigator obtained the same results as other team members.

Four weeks after the first round, all the sessions were coded for a second time to check for

reliability. This task could have been relegated to other members of the team as the numerous
opportunities for interactions and discussions with them had already given the author

considerable insights about the data. Instead, code-mapping proved an essential part of the

analysis process because it helped make the principal investigator aware of what the data was

really revealing. The coding schemes were further revised and adapted as data analysis

proceeded.

3.5. Data reliability and validity

Critics of qualitative data often refer to the “unrepresentative” nature of data collected from
small samples (Reed and Payton, 1997). For example, the use of the “délégu€” for identifying
and gathering focus group participants could have affected the representativeness of the focus
group samples because local authorities usually select participants whom they think are most
“presentable” or more likely to speak out (Rutenberg and Watkins, 1997). However, it1s believed
that the selection criteria left little room for manoeuvre to the “délégué” and such an effect even

if it exists would not dramatically affect the findings.

There are other issues that are even more important for both interviews and focus groups
regarding reliability and validity of qualitative data. In focus groups, for instance, there are
chances that some participants dominate others during the discussion and participants reactions
may differ depending on the topics. While these phenomena cannot be completely ruled out in
focus group discussions, steps have been taken to reduce their effects in the present study, for
example by watching for “shy” participants and directing questions to them from time to time.
The similarity of participants regarding education level was also an important factor which

facilitated group dynamics by enhancing participation. Incidentally, it happened that in most of

the groups, the age difference was not too wide, on average 7-12 years between the oldest and
the youngest participant in all groups. A major concern in this study relates to the sensitive
nature of the sexual issues. However, the study team was quite surprised by the degree of

openness of participants when it came to discussing sex. It was even apparent that discussions
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became more animated once questions relating to sexual behaviours were introduced.

In discussing how to assess the validity of qualitative data, Hammersley (1990) proposes that
conclusions drawn from qualitative analyses should be assessed for their plausibility and
credibility. According to this author, a claim may be considered plausible when it is very likely
to be true given our existing knowledge. For example, one plausible cause of low contraceptive
prevalence in Benin may be non availability of contraceptives at clinic level. Credibility on the
other hand refers to the accuracy of the ethnographer’s judgement, given the phenomena under
consideration and the circumstances of the research. The plausibility and credibility of the
findings of this study were assessed by sharing the preliminary results of the study with other
members of the study team and other researchers on the field. Two presentations were made to
the research team in CERRHUD, one before the study started and one at the end of data
collection and both were followed by discussions on the meaning of possible results that would
come out of the study. There were also informal discussions with personnel from the Division
of Family Health in the Ministry of Health and ABPF. These actions greatly enhanced

understanding of many of the issues surrounding reproductive behaviours in Benin.

#

Other sources of ethnographic data which were prompted by information from interviews and
focus group discussions were also explored to complement what had already been gathered. In
this respect, idioms, traditional and contemporary songs that relate to fertility in the Fon were
collected. Discussions were held with market women about the sale of modem and traditional

contraceptives to confront some of the findings on the sources of contraceptive methods.

Obviously, there are no perfect data and no matter what precautions have been taken, subjective
impressions and uncertainties about the reliability and validity of both quantitative and
qualitative data are likely to remain. However, the use of combined approaches and multiple
sources such as those attempted 1n this study permits the conclusion that these data reflect to a
fair degree what is going on in the population studied. The research team has also been

impressed by new explanatory themes that emerged from the qualitative data which were not

suspect at the beginning of the study.
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3.6. Data analysis

There are many ways in which qualitative and quantitative data can be combined. Brannen

(1992), for example, proposed three possible strategies. First, quantitative data could be given

preeminence over the qualitative data. For example, 1n studies where little is known about the

study subject, qualitative methods, and particularly focus groups may be used to develop a

questionnaire that will be used for a larger quantitative survey. Secondly, the qualitative data

would be given more preeminence over the quantitative data. This often happens when results

of previous quantitative studies have proved particularly puzzling or contrary to expectations,
leading to possible alternative theories. Finally, both data can be given equal weight in the

analysis. This thesis has tended to conform more to the third pattern, giving roughly equal

importance to both qualitative and quantitative analyses which are briefly described in the

following paragraph.

3.6.1. Quantitative data analysis

With respect to the quantitative analysis, standard techniques which have been developed for
each topic under consideration are used. Such techniques include Parity Progression Ratios for
the analysis of timing and spacing of births, Bongaarts’ model for the analysis of the
intermediate fertility variables, logistic regression to identify the determinants of contraceptive
use and hazard models for birth intervals and the duration of post-partum abstinence.
Multivariate techniques were applied mostly to the DHS data. In using logistic regression
models, attention was paid to the multilevel structure of the data and appropriate correction
techniques were used. Further detail<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>