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ABSTRACT 

This study assessed factors contributing to poor child spacing among mothers aged 18-35 years 

in Kyempango HC III in Kamwenge District. The study was guided by the following objectives; 

To identify the demographic factors contributing to poor child spacing among mothers aged 18-

35 years and to identify the social-cultural factors contributing to poor child spacing among 

mothers aged 18-35 years. The study used a descriptive and cross sectional research design. Data 

was collected from 50 respondents who were selected from both antenatal clinics and post natal 

clinics. Data was collected using a self-administered and/or assisted questionnaire. The results 

indicated that demographic factors contributing to poor child spacing are; low levels of 

education, marriage at older age, limited use of contraceptives and desire to produce another sex 

by partners. The Social-cultural factors contributing to poor child spacing are; mothers who have 

desire to have many children, women with low income levels, women who live far from health 

facilities and pressure to produce children from family or community members. The researcher 

concluded that mothers with low levels of education, marriage at older age, limited use of 

contraceptives and desire to produce another sex by partners are the major demographic factors 

contributing to poor child spacing. The researcher also concluded that desire to have many 

children, low income levels, living far from health facilities and pressure to produce children 

from family or community members are the social-cultural factors leading to poor child spacing. 

The researcher recommended that the administrators should strengthen existing hospital services 

and community programs with birth spacing messages and improved quality of ANC and PNC 

service, Health education sessions to the mothers should also focus on educating 

individuals/communities on the benefits of birth spacing and Family planning policy should be 

made and implemented to facilitate utilization of family planning services. 
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CHAPTER ONE 

1.0 Introduction 

This chapter introduces the study about Factors contributing to poor child spacing among 

mothers aged 18-35 years in Kyempango HC III in Kamwenge District. It describes the 

background of study, problem statement, General and Specific objectives, the research questions 

and justification of the study. 

1.1 Introduction 

World Health Organization (WHO) defines Child spacing as where the parents have a period 

between births of their children. Optimal child spacing means having children 2- 3 years apart. 

(WHO, 2016). Short birth intervals defined as those less than 2 years have implications on 

maternal and child health and long birth intervals defined as those above 5 years have undesired 

effects on maternal and child health as well. Adequate birth intervals on the other hand help 

women recover from macro- and micronutrient depletion which occurs during pregnancy and 

lactation. This therefore helps to improve subsequent pregnancies and child health. It has been 

estimated that if all birth to pregnancy intervals were spaced at least 3 years, 1.6 million deaths 

of under-five would be averted annually. (WHO, 2016). 

Globally, it was estimated that 25% of births still occur at intervals less than 24 months. Most of 

the cases of short birth intervals were observed in Central Asia at 33%. Sub-Saharan Africa had 

short birth intervals at 20%. Study of fertility transition in sub-Saharan Africa shows that the 
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median birth interval at birth order two was 35 months which was longer than in Asia and Latin 

America of 25 months (Conde-Agudelo, 2016). 

Though the sub-Saharan African picture shows optimal median birth intervals, individual 

countries were observed to be having differences in birth intervals. Demographic and Health 

Survey (DHS) reports show most of the countries having a significant number of births occurring 

at short intervals. Most countries in Africa including Uganda do not report about long birth 

intervals probably because it is not happening frequently. In Nigeria, short birth intervals were 

23%, and in Zimbabwe, it was estimated at 11% (USAID, 2017). 

In East Africa, Kenya and Tanzania had almost similar birth intervals less than 24 months of 

18% and 19%, respectively. Uganda Demographic and Health Survey (UDHS) 2016 did not 

report short birth, but analysis of trends in birth intervals from DHS of several countries 

estimated that Uganda had short birth intervals occurring at a rate of 25.9%. 

Studies have shown that short birth intervals contribute to poor maternal and child health. In 

Uganda, up to 4% of infant mortalities can be attributed to short birth intervals. Some of the poor 

child health outcomes related to short birth intervals include preterm birth, low birth weight, 

congenital malformations, and early neonatal deaths. Under-five mortality has also been found to 

increase with birth intervals below 2 years. Among women, short birth interval is associated with 

maternal nutritional depletion, placenta previa and abruption, incomplete healing of caesarean 

section scars, poor lactation, and cross infection among siblings. However, systematic review has 

shown that birth intervals longer than 5 years are associated with labour dystocia and increases 

the risk of preeclampsia. Optimal birth intervals could therefore help prevent some of these poor 

maternal and child health outcomes (Rutstein, 2017). 
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Authors have documented a number of factors associated with birth intervals. Some of these may 

be direct factors such as being sexually active, use of contraceptives, postpartum infecundability, 

abortion, and sterility while indirect factors may include socio-cultural factors. In their study, 

Fayehun, (2017) found that the type of contraceptives used, living in rural or urban settings, 

wealth index, husbands’ occupation, and sex of preceding children determined birth intervals. It 

was further noted that having more female children and having a female last child significantly 

reduced birth intervals in quest for a male child. Use of contraceptives for birth spacing was also 

seen to be affected by son preference where the last child born being a female, a woman would 

like to use a shorter acting contraceptive in order not to wait too long to get a male child. 

Uganda like many sub-Saharan African countries still has high fertility, maternal mortality, and 

neonatal, infant, and under-five mortality rates. Recent estimates show the countries total fertility 

rate at 5.4, maternal mortality rate at 336/100,000 live births, neonatal mortality rate at 27/1,000 

live births, infant mortality rate at 43/1,000 live births, and under-five mortality rate at 64/1,000 

live births. However, little is known about the currents trends of child spacing and its associated 

factors. UDHS 2016 assessed preferred birth intervals for women of reproductive age associating 

it with only one factor (the number of living children a woman has). Not many studies in Uganda 

have comprehensively studied contextual factors associated with poor child spacing (UDHS, 

2016). 

Therefore, understanding factors contributing to poor child spacing is critical for a country like 

Uganda so as to improve and design child spacing programs which in turn will improve maternal 

and child health. This study therefore is aimed at filling this gap by assessing Factors 

contributing to poor child spacing among mothers aged 18-35 years in Kyempango HC III in 

Kamwenge District. 
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1.2 Problem statement 

In 2010, the MOH published Policy Guidelines and Service Delivery Standards for Community-

Based Provision of Injectable Contraception in Uganda, which is an addendum to the Uganda 

National Policy Guidelines and Service Standards for Sexual and Reproductive Health. The 

policy guideline makes it possible for proper child spacing in the country.  

The Government of Uganda has shown commitment to improve the quality of life through 

focusing on creating an enabling environment for sexual and reproductive health services of 

which family planning is an integral component. In Uganda, women who seek antenatal care and 

childbirth services have access to a continuum of care options within the healthcare system 

where they are even taught on child spacing. At Kyempango HC III, women of reproductive age 

are always educated on the proper child spacing measures aimed at ensuring the proper health of 

the child and the health of the mother.  

Despite the various measures implemented, poor child spacing in Uganda is still a challenge.  

Studies have shown that short birth intervals contribute to poor maternal and child health. In 

Uganda, up to 4% of infant mortalities can be attributed to short birth intervals. Some of the poor 

child health outcomes related to short birth intervals include preterm birth, low birth weight, 

congenital malformations, and early neonatal deaths. Under-five mortality has also been found to 

increase with birth intervals below 2 years (UDHS, 2016). Not many studies in Uganda have 

comprehensively studied contextual factors contributing to child spacing among mothers aged 

18-35 years UDHS (2016). Therefore, this study assessed the factors contributing to poor child 

spacing among mothers aged 18-35 years in Kyempango HCIII in Kamwenge District.  
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1.3 Purpose of the study 

The purpose of the study was to assess factors contributing to poor child spacing among mothers 

aged 18-35 years in Kyempango HCIII in Kamwenge District. 

1.4 Specific Objectives 

i) To identify the demographic factors contributing to poor child spacing among mothers 

aged 18-35 years in Kyempango HCIII in Kamwenge District.  

ii) To identify the social-cultural factors contributing to poor child spacing among mothers 

aged 18-35 years in Kyempango HCIII in Kamwenge District.  

1.5 Research Questions 

i) What are the demographic factors contributing to poor child spacing among mothers aged 

18-35 years in Kyempango HCIII in Kamwenge District? 

ii) What are the social-cultural factors contributing to poor child spacing among mothers 

aged 18-35 years in Kyempango HCIII in Kamwenge District? 

1.6 Justification of the study 

The study can help in the following ways.  

To the government.  

The findings can help the government through the Ministry of Health to formulate policies and 

interventions to handle cases of child spacing in the entire country.  
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To the District.  

The findings can try to enlighten the district health team on the prevalence of poor child spacing 

so that clear statistics are got and proper intervention measures are got to handle the problem.  

To The facility.  

It can help the administration on formation of new policies regarding child spacing among the 

women of child bearing age. 

To Other researchers  

The study findings will serve as a source of literature to other researchers who may carry out a 

similar studies on factors contributing to child spacing among mothers aged 18-35 years in 

Kyempango HC III in Kamwenge District.  

The researcher 

The findings of the study will help the researcher to compile a report which can be submitted to 

Uganda Nurses and Midwives Examination Board in partial fulfillment for the award of a 

Diploma in Midwifery.  

 



7 
 

CHAPTER TWO: LITERATURE REVIEW 

2.0 Introduction. 

This chapter presents information that has been produced by various authors, websites, 

textbooks, newspapers and journals. The scope of the literature gathered was in line with the 

objectives of this study. This enabled comparison of the literature with the study findings.  

2.1 The demographic factors contributing to poor child spacing among mothers aged 18-35 

years. 

In a study conducted in Ethiopia; the result indicated women who had never used contraception 

before the conception of the last child were 3.87 times more likely to have short birth spacing as 

compared to women who utilized contraceptive methods. 

In a study to identify the association between the duration of breastfeeding and short birth 

spacing, the result of the random-effect meta-analysis showed the odds of practicing short birth 

spacing was 16.9 higher among women who breastfeed their child less than 24 months as 

compared to women who breastfeed ≥ 24 months (Razzaque, 2015). 

Conde-Agudelo (2012) in his subgroup analysis by residence (both urban and rural versus rural) 

indicated, the practice of short birth spacing was significantly higher in rural settings (58.2%) as 

compared to both (41.1%) of urban women.  

Grisaru-Granovsky, (2019) noted that lack of contraceptive use has been documented in 

literature as one of the strongest predictors of short birth intervals. Contraceptives delay 

conception after child birth and are one of the best practices that can lead to achievement of 

recommended birth intervals and therefore optimal maternal and child health outcomes. Only 
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17.2% of the women in the study always used contraceptives before the next pregnancy, hence 

the high proportion of short birth intervals. 

 

 In a study by Dambo (2016) on actual and preferred birth intervals of mothers attending 

antenatal care, the odds of short birth interval among women aged between 20 and 24 years at 

first marriage were 37% higher compared with women whose age at their first marriage was 19 

years or under. Likewise, the odds of short birth interval among women aged between 25 and 29 

years at first marriage were 65% higher compared with women whose age at first marriage was 

19 years or under. 

A study conducted in Asian countries found that partner’s occupation influences birth spacing.  

The odds of short birth interval among not working women were 16% higher than for working 

women. The odds of short birth interval were 23% higher among women whose husband/partner 

was not working compared with women who had a working husband/partner. On the other hand, 

the odds of short birth interval were 46% lower among women who did not know their partner’s 

working status than women whose husband/partner was working. 

Enquselassie (2013) noted that many of the women could not achieve their desired birth intervals 

probably because of low contraceptive prevalence where only 17.2% of the women always used 

contraceptives before the next pregnancy and 46.6% have never used a contraceptive method. 

 

The absence of association between education level, formal employment, and birth intervals 

could probably be explained by less variability in the study population with only 18% of the 

respondents having reached secondary school level or above and only 6.8% of the study 

population being formally employed (Wondafrash, 2013). 
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A recent study from Pakistan has reported that birth intervals of less than 24 or 18 are higher 

among women without one or more sons. Birth intervals varied slightly depending on the sex of 

the index birth. Data reveals that length of succeeding birth interval is shorter when the sex of 

index child is female, and this puts woman in even greater pressure to try for a male child earlier 

(Isiugo-Abanihe, 2015). 

 

Younger women are more likely than older women to have their next child within 3 years. 

Children born to younger women tend to have shorter birth intervals than those born to older 

women. The proportion of births with intervals less than 24 months declines, slipping from 48% 

among women aged 15-19 years to 19% among women aged 40 years and above. The median 

birth interval increases with aged 40 or older (UDHS, 2016) 

Women who are educated are more likely to favor long birth interval compare to those who are 

uneducated. This is not surprising given that educated women are more knowledgeable about 

contraceptives compared to uneducated women, which will help them to avoid unplanned 

pregnancy. More than half of women with secondary or high education (52%) were using 

modern contraceptive methods while among women who were not educated 37%were using 

modern contraceptive methods. 

 

Rural communities with on demand and prolonged breastfeeding, have an average birth interval 

of 21 – 24 months. For example, the Hyderabad community (Rwanda), the average birth interval 

was 31 months whereas in rural Rwanda it is 23 months showing that 50% of mothers conceived 

again. (Statement with 50% requires clarity) On the other hand, in urban Rwanda where feeding 
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takes place as per the clock, the birth interval is 9 months. This means that breastfeeding has an 

impact on birth intervals (Muhindo, 2015). 

2.2 Social-cultural factors contributing to poor child spacing among mothers aged 18-35 

years. 

The 2013 National HIV/ AIDS and reproductive health survey indicated that the desire by the 

Kanuri to have these number of children is next only to the communities in the north-western 

region of the country, where 91% of respondents indicated their desire to have five or more 

children and that this decision was often left ‘up to God’ (that means as many as God wishes), as 

against 84% in Kanuri-dominated north-east and 51% in the south-west. This desire to have 

many children was found in both intervention and non-intervention communities, with possible 

little impact of intervention in the former communities (Gordon, Z. Haklai, 2019).  

Access to Family Planning information was an independent predictor of child spacing. A study 

by Aliakbarnia-Omrani, (2016) noted that women who were more exposed to Family Planning 

information had shorter birth intervals compared to those who were not exposed (48% vs 33%).  

Women with lower status, whether within the household or within society, and those who are not 

employed tend to have shorter birth intervals than women of higher status or who are employed. 

For example, in Turkey, women with less reproductive and economic decision making power, 

and who typically do not work outside the home have birth intervals 5.4 months shorter than 

women with more decision making power and who are usually employed. In support, UDHS 

reports (2011 – 2016) reports that cash employment increases women’s decision-making power. 

Also, women who work outside the home particularly urban women, may be more educated and 

more likely to use contraception to space their births (Viya, 2012). 



11 
 

Furthermore, Africa women and health (2016) reveals that due to low status of women in 

developing countries such as Uganda, there is little say in reproductive decision – making to the 

end that they have to give in to their spouses for the next child. 

Unlike the effect of individual-level educational status on short birth interval, women living in 

communities with a high proportion of female illiteracy had 23% higher odds of short birth 

interval relative to women living in communities with a low proportion of female illiteracy. This 

result may imply a negative effect of community-level maternal illiteracy on shaping birth 

interval practice. The effect of community-level female illiteracy may operate through a wide 

range of mechanisms, such as poor access to information, health illiteracy, family planning 

unawareness, and contraceptive non-utilization (Emam, 2013). 

Culture and norms have a great bearing on birth spacing among women. Couples that face 

pressure for child bearing have their first child soon after marriage and continue to have children 

rapidly (Vidya, 2016). Some cultures promote early and universal marriages such that young 

girls aged 14 will produce throughout their fertile ages 15-49 years and end up with seven 

children and that having them quickly is a sign of male virility and female fertility. 

Elungata (2013), found out that women residing in a pastoralist region had a two-fold higher 

odds and women residing in cities had 1.75-fold higher odds of experiencing short birth interval 

as compared with women residing in an agrarian region. Similarly, women residing in 

communities with a high proportion of illiterate women had 23% higher odds of experiencing 

short birth interval when compared with women residing in communities with a low proportion 

of illiterate women. Women who lived in a community with increased distance to health facility 

had 32% higher odds of experiencing short birth interval compared with women who lived in a 

community with close to a health facility. 
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A study conducted in Uganda by Shamte (2012), found that death of the preceding child 

increased the likelihood of short birth interval. It is possible that death of the preceding child 

ends breastfeeding, resulting in women returning to menses and resuming ovulation sooner; 

some couples may unintentionally have their next child within a shorter birth interval. On the 

other hand, some couples may intentionally try to have another child as soon as possible. 
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CHAPTER THREE 

METHODOLOGY 

3.1 Introduction 

This chapter focused on methodology which included the study design, study setting study 

population and study size determination, sampling procedure, inclusion criteria, definition of 

variables, research instruments, data collection procedure, data management and analysis, ethical 

consideration, limitations of the study and dissemination of results. 

3.2 Study design and rationale 

The study was a descriptive cross sectional design that utilized quantitative methods of data 

collection. A cross-sectional study is a type of research design in which you collect data from 

many different individuals at a single point in time. It was descriptive because a detailed clear 

narration of findings was done to aid thorough comprehension of results. The researcher 

preferred this design because it is less time consuming and affordable. It enabled the researcher 

to collect data easily.  

3.3 Study setting and rationale 

The study was conducted at Kyempango HC III in Kamwenge district.  

3.4 Study population 

The study targeted mothers aged 18-35 years attending both antenatal clinics and post-natal 

clinics in outpatient departments who have at least two children prior to the current pregnancy or 
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have already two children respectively at Kyempango HCIII in Kamwenge District. This 

population was chosen because at the Refugee camp it is the category of mothers that seek 

antenatal services in the ANC and PNC.  

3.4.1 Sampling size determination 

Yamane’s, (1967) simplified formula was used to calculate the sample size for this study as 

follows.  

n =
𝑁

1+𝑁(𝑒)2  

Where;  

e= Margin of error of 0.05 

 n= sample size  

N=population size (Number of mothers aged 18-35 years in Kyempango HCIII = 58). 

Substituting in the formula;  n =
58

1+58( 0.05)2        

 =
58

1+58𝑥 0.0025
 = n = 50    

Therefore, the total sample size (n) is 50. 

3.4.2 Inclusion criteria 

The study included mothers aged 18-35 years at Kyempango HC111, who were free and willing 

to voluntarily take part and those who were willing to participate in the study were required to 

fill a consent form before they were interviewed. 
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3.4.3 Exclusion criteria 

The study excluded mothers who are not aged 18-35 years and those who never consented to 

participate in the study. 

3.4.4 Sampling procedure 

The study used simple random sampling method because it clearly showed both characteristics 

needed for the study. The respondents were accessed and gathered at the antenatal and postnatal 

ward. The purpose of the study was explained as purely academic and respondents consented for 

the study. Thereafter, the researcher wrote small separate 50 papers with YES and many others 

with NO as possible; those papers were folded and placed in a small box where mothers aged 18-

35 years were allowed to pick one paper. Whoever picked one with YES was automatically 

included in the study and whoever picked NO was not included in the study. The researcher 

targeted at least 10 respondents per day for the period of five days and 10-30min. 

3.5 Definition of variables 

A variable is an item within reach which the researcher is interested in or wants to investigate. 

3.5.1 Dependent variables 

A dependent variable is the type of variable which is affected or influenced by other variables in 

the study. In this study, poor child spacing was the dependent variable.  
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3.5.2 Independent variable 

Independent variable is a type of variable which affects or influences other variables in the study. 

The independent variables included; demographic factors and Social-cultural factors leading to 

poor child spacing among mothers aged 18-35 years.  

3.6 Research instruments 

Data was collected using a self-administered and/or assisted questionnaire. This was used 

because it collects large data from respondents at once. Respondents’ anonymity was ensured 

and the questionnaire standardized, and this was in English and where possible the researcher 

translated the questionnaire in a local language. It contained both closed and open-ended 

questions since the respondents can read and write while others may not. This questionnaire had 

two sections. Section A for demographic factors and section B for social-cultural factors. 

3.7 Quality control 

The questionnaire was pre-tested at the nearby Medical Centre in the study area. This was to 

ensure quality control through reliability, validity and quality of the questionnaire. 

3.7.1 Data collection procedure 

The researcher was introduced to the respondents by the in-charge facility and the researcher 

introduced herself to the respondents; explain the importance of research as purely academic and 

nothing else. Then the respondents were assured of confidentiality and anonymity during and 

after the study, and respondents were asked to voluntarily participate or not to, as they were free 

to choose. Finally, data was collected by the researcher using the semi-structured questionnaire. 
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The questionnaire was designed in English since it is an official language and where possible, the 

researcher clarified more to the respondents in their native language. 

3.7.2 Data management 

The filled questionnaires were cross-checked for completeness immediately before leaving the 

data collection field and made sure that errors are minimized during data entry. Quantitative data 

was kept under lock and key cupboard and was only accessed by the researcher to ensure 

confidentiality. 

3.7.3 Editing 

This was done at the end of each day for data collection to check for errors and omission to 

ensure completeness, accuracy and consistency of data collected. 

3.7.4 Coding 

This involved use of coding frames to arrange similar response for easy data analysis. Coding 

frames were used by listing and tallying all the responses in the questionnaire. 

3.8 Data analysis 

The data collected was analyzed manually and presented in form of tables, graphs and pie-charts. 

This depended on the study variables used in the interview of the study, objectives and research 

questions. 
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3.9 Ethical considerations 

 A letter of introduction was obtained from Fort Portal International Nursing School introducing 

the researcher to the administration of Kyempango HC III seeking permission to carry out the 

study. The In charge introduced the researcher to the respondents. The study only commenced 

after objectives of the study had been communicated and clearly explained to the participants and 

when they had consented to participate in the study. 

3.10 Limitations to the study 

The study had the following limitations; 

Time, since the study had to be carried out alongside with other school and academic programs. 

The researcher overcame it by utilizing the little time available profitably. 

Financial support constraints during the process of conducting the study. The researcher 

overcame it by acquiring funds from family members and well-wishers. 

Uncooperativeness and unwillingness to give information. The researcher overcame it by being 

polite, calm and making more explanation whenever needed. 

3.11 Dissemination of results 

The study findings will be compiled into a report which will be disseminated as follows.  

 Uganda Nurses and Midwives Examination Board (UNMEB) 

 Fort Portal International Nursing School Library 

 Kyempango HC III 
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CHAPTER FOUR: RESULTS 

STUDY FINDINGS AND DATA INTERPRETATION 

4.0 Introduction 

This chapter shows the analysis, evaluation and interpretation of data that was collected by the 

researcher in accordance to specific objectives. The findings are illustrated using tables and 

figures. 

4.1.0 Demographic Data of Respondents 

The researcher sought to find out the demographic characteristics of the respondents.  

Table 1: Showing age of the respondents (n=50). 

Response  Frequency  Percentage  

18-22 3 6 

23-26 19 38 

27-30 12 24 

31-34 10 20 

35 Years 6 12 

Total  50 100 

Source: primary data  

The researcher wanted to ensure that all opinions of age brackets appear in the findings are 
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represented in the study findings.  

From the Table 1 above, majority of the respondents 19(38%) were between 23-26 years while 

the least of the respondents 3(6%) were between 18-22years.  

Table 2: Showing Religion of Respondents (n=50). 

Response  Frequency  Percentage  

Anglican   11 22 

Catholics  14 28 

Muslim  12 24 

Pentecostal  10 20 

SDA 3 6 

TOTAL  50 100 

Source: primary data  

The other demographic characteristic of the respondents was religion. The researcher sought to 

find out the religious affiliation of the respondents. The study findings shows most of the 

respondents 14(28%) were Catholics, 12(24%) were Muslims, 11(22%) were from the Anglican 

religion while only 3(6%) were from the Seventh Day Adventist religion. This was to ensure that 

views of different religious affiliations are represented.  
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Figure 1: Showing Level of Education (n=50). 

 

According to the study, most of the respondents are not educated and those who are educated 

completed primary and secondary as follows, majority of the respondents 21(42%) never went to 

school, 19(38%) had completed primary level of education, 9(18%) had completed secondary 

level of education while a few 1(2%) had completed Tertiary level of education.  

Figure 2: Showing marital status of respondent (n=50). 

 

Source: primary data  

According to the study findings, half of the respondents 25(50%) were single, followed by 
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20(40%) who were married and only 5(10%) were widowed.  

 

Table 3: Showing tribe of respondents (n=50). 

Response  Frequency  Percentage  

Bamba  9 18 

Babwisi 8 16 

Lendu  12 24 

Bahema  14 28 

Kakwa  4 8 

Bakonjo  3 6 

TOTAL  50 100 

Source: primary data  

According to the Table 3 above, most14(28%) of the respondents were the Bahema while a few 

3(6%) were the Bakonjo.  
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4.2 Descriptive findings 

4.2.1 Descriptive findings on Demographic factors contributing to poor child spacing. 

The respondents were requested to indicate the extent to which they agree or disagree with 

statements regarding the Demographic factors contributing to poor child spacing. The range of 

strongly disagree, disagree, not sure, agree and strongly agree were taken to collect responses 

from the respondents which were presented in percentage form to report the results as shown in 

the table below. 

Table 4: Showing Response on whether Mothers with low levels of education are at high 

risk of poor child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree 9 18 

Agree  26 52 

Disagree 15 30 

Total  50 100 

Source: primary data  

From the Table 4 above, more than half 26(52%) agreed that Mothers with low levels of 

education are at high risk of poor child spacing while a significant 9(18%) strongly agreed. 

 

 

 

 

 



24 
 

Table 5: Showing response on whether Marriage at older age contributes to poor child 

spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree 23 46 

Agree  14 28 

Disagree 13 26 

Total  50 100 

Source: primary data  

Most 23(46%) of the respondents strongly agreed that marriage at older age contributes to poor 

child spacing while a few 13(26%) disagreed.  

Figure 3: Showing whether Unemployment of married partners greatly contributes to poor 

child spacing among mothers (n=50). 

 

Most, 22(44%) of the respondents strongly agreed that unemployment of married partners 

greatly contributes to poor child spacing among mothers, 15(30%) agreed while a few 5(10%) 

strongly disagreed.  
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Table 6: Showing response on whether limited use of contraceptives greatly leads to poor 

child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree 8 16 

Agree  27 54 

Disagree 15 30 

Total  50 100 

Source: primary data  

More than half 27(54%) of the respondents agreed that limited use of contraceptives greatly 

leads to poor child spacing, 15(30%) disagreed while a few 8(16%) strongly agreed.  

Table 7: Showing response on whether shorter intervals of breastfeeding contribute to poor 

child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree 13 26 

Agree  26 52 

Disagree 11 22 

Total  50 100 

Source: primary data  

More than half 26(52%) of the respondents agreed that shorter intervals of breastfeeding 

contribute to poor child spacing, 13(26%) strongly agreed while a few 11(22%) of the 

respondents disagreed that shorter intervals of breastfeeding contribute to poor child spacing. 
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Table 8: Showing response on whether Desire to produce another sex by partners greatly 

contributes to poor child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree 9 18 

Agree  20 40 

Disagree 14 28 

Strongly disagree  7 14 

Total  50 100 

Source: primary data  

Most 20, (40%) of the respondents agreed that desire to produce another sex by partners greatly 

contributes to poor child spacing, 14(28%) disagreed while only 7(14%) strongly disagreed that 

desire to produce another sex by partners greatly contributes to poor child spacing. 

4.2.2 Descriptive findings on Social-cultural factors contributing to poor child spacing. 

Table 9: Showing whether mothers who have the desire to have many children are more 

prone to poor child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree  11 22 

Agree  23 46 

Disagree  9 18 

Strongly disagree  7   14 

Total  50 100 

Source: primary data  
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Most 23(46%) of the respondents agreed that mothers who have desire to have many children are 

prone to poor child spacing while a few 7(14%) strongly disagreed.  

Table 10: showing whether women with low income levels are more prone to poor child 

spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree  9 18 

Agree  18 36 

Disagree  16 32 

Strongly disagree  7   14 

Total  50 100 

Source: primary data  

Most of the respondents 18(36%) agreed that women with low income levels are more prone to 

poor child spacing, 16(32%) disagreed while only 7(14%) strongly disagreed.  

Table 11: Showing whether women who live far from health facilities are more prone to 

poor child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree  19 38 

Agree  12 24 

Disagree  10 20 

Strongly disagree  9 18 

Total  50 100 

Source: primary data  
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Most 19(38%) of the respondents strongly agreed that women who live far from health facilities 

are prone to poor child spacing, 12(24%) agreed while a few 9(18%) strongly disagreed.  

Table 12: Showing whether Pressure to produce children from family or community 

members leads to poor child spacing (n=50). 

Response  Frequency  Percentage  

Strongly agree  14 28 

Agree  17 34 

Disagree  10 10 

Strongly disagree  9 18 

Total  50 100 

Source: primary data  

Majority 17(34%) agreed that Pressure to produce children from family or community members 

leads to poor child spacing while just a few 9(18%) strongly disagreed.  
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CHAPTER FIVE: DISCUSS, CONCLUSION, RECOMMENDATION AND 

IMPLICATION OF NURSING PRACTICE 

5.1 Introduction 

In this chapter, the researcher discusses the study findings and relates them to other studies of the 

similar kind. The researcher then draws a conclusion from the findings, makes recommendations 

and implication of the findings to midwifery practice.  

5.1 Discussion of findings 

5.1.1 Demographic factors contributing to poor child spacing. 

The study findings more than half 26(52%) agreed that Mothers with low levels of education are 

at high risk of poor child spacing. This implies mothers with low levels of education are limited 

to access information regarding to contraceptive use and proper child spacing. This is in line with 

Wondafrash (2013) who revealed that Women who are educated are more likely to favor long 

birth interval compared to those who are uneducated. This is not surprising given that educated 

women are more knowledgeable about contraceptives compared to uneducated women, which 

will help them to avoid unplanned pregnancy. More than half of women with secondary or high 

education (52%) were using modern contraceptive methods while among women who were not 

educated 37%were using modern contraceptive methods. 

The study findings revealed that nearly half 23(46%) of the respondents strongly agreed that 

marriage at older age contributes to poor child spacing. This implies that women who get 

married while older try to give birth faster to close the gap. This is in agreement with Dambo 

(2016) in a study on actual and preferred birth intervals of mothers attending antenatal care 
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where he indicated that the odds of short birth interval among women aged between 20 and 24 

years at first marriage were 37% higher compared with women whose age at their first marriage 

was 19 years or under. Likewise, the odds of short birth interval among women aged between 25 

and 29 years at first marriage were 65% higher compared with women whose age at first 

marriage was 19 years or under. 

The study findings revealed that more than half 27(54%) of the respondents agreed that limited 

use of contraceptives greatly leads to poor child spacing. This implies that mothers who don’t 

use contraceptives are more prone to getting pregnant early since there are no control measures 

in their bodies. This is in agreement with Grisaru-Granovsky (2019) who indicated that lack of 

contraceptive use has been documented in literature as one of the strongest predictors of short 

birth intervals. Contraceptives delay conception after child birth and are one of the best practices 

that can lead to achievement of recommended birth intervals and therefore optimal maternal and 

child health outcomes. Only 17.2% of the women in our study always used contraceptives before 

the next pregnancy, hence the high proportion of short birth intervals. 

The study findings revealed that Most 20(40%) of the respondents agreed that desire to produce 

another sex by partners greatly contributes to poor child spacing. This implies that producing of a 

single sex among partners puts them on pressure to look for a different sex which leads to poor 

child spacing. This is in agreement with Isiugo-Abanihe, (2015) in a recent study from Pakistan 

has reported that birth intervals of less than 24 or 18 are higher among women without one or 

more sons. Birth intervals varied slightly depending on the sex of the index birth. Data reveals 

that length of succeeding birth interval is shorter when the sex of index child is female, and this 

puts woman in even greater pressure to try for a male child earlier. 
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5.1.2 Social-cultural factors contributing to poor child spacing. 

The study findings revealed that most, 23(46%) of the respondents agreed that mothers who have 

desire to have many children are prone to poor child spacing. This implies that partners who 

desire to have many children produce in shorter intervals hence poor child spacing. This is in 

agreement with Gordon, Z. Haklai, (2019) in the 2013 National HIV/ AIDS and reproductive 

health survey who indicated that the desire by the Kanuri to have these number of children is 

next only to the communities in the north-western region of the country, where 91% of 

respondents indicated their desire to have five or more children and that this decision was often 

left ‘up to God’ as against 84% in Kanuri-dominated north-east and 51% in the south-west. This 

desire to have many children was found in both intervention and non-intervention communities, 

with possible little impact of intervention in the former communities.  

The study findings revealed that most 18(36%) of the respondents agreed that women with low 

income levels are more prone to poor child spacing. This implies that women with low income 

levels are not employed and have low decision making powers at home hence their husbands 

dictate on them. This is in agreement with Viya, (2012) who indicated that Women with lower 

status, whether within the household or within society, and those who are not employed tend to 

have shorter birth intervals than women of higher status or who are employed. For example, in 

Turkey, women with less reproductive and economic decision making power, and who typically 

do not work outside the home have birth intervals 5.4 months shorter than women with more 

decision making power and who are usually employed. In support, UDHS reports (2011 – 2016) 

reports that cash employment increases women’s decision making power. Also women, who 

work outside the home particularly urban women, may be more educated and more likely to use 

contraception to space their births. 
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The study findings revealed that most 19(38%) of the respondents strongly agreed that women 

who live far from health facilities are prone to poor child spacing. This implies that women who 

live in distant places away from the health facility have limited access to family planning 

information and reproductive health services like contraceptives which contributes to poor child 

spacing. This is in disagreement with Aliakbarnia-Omrani, (2016) who noted that women who 

were more exposed to Family Planning information had shorter birth intervals compared to those 

who were not exposed (48% vs 33%).  

The study findings revealed that majority, 17(34%) agreed that Pressure to produce children 

from family or community members leads to poor child spacing. This implies that culture and 

social pressures from the community also contributes to poor child spacing. This is in line with 

Vidya, (2016) who indicated that Culture and norms have a great bearing on birth spacing among 

women. Couples that face pressure for child bearing have their first child soon after marriage and 

continue to have children rapidly. Some cultures promote early and universal marriages such that 

young girls aged 14 will produce throughout their fertile ages 15-49 years and end up with seven 

children and having them quickly is a sign of male virility and female fertility. 

5.2 Conclusion 

The purpose of the study was to assess factors contributing to poor child spacing among mothers 

aged 18-35 years in Kyempango HC III in Kamwenge District. Objective one was to assess the 

demographic factors contributing to poor child spacing among mothers aged 18-35 years. The 

researcher concluded that Mothers with low levels of education, marriage at older age, limited 

use of contraceptives and desire to produce another sex by partners are the major demographic 

factors contributing to poor child spacing. 
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Objective two was to identify the social-cultural factors contributing to poor child spacing 

among mothers aged 18-35 years. The researcher also concluded that desire to have many 

children, low income levels, living far from health facilities and Pressure to produce children 

from family or community members are the social-cultural factors leading to poor child spacing. 

5.3 Recommendations: 

Based on the study results, the researcher made the following recommendations.  

To the health facilities  

The administrators should strengthen existing hospital services and community programs with 

birth spacing messages and improved quality of ANC and PNC service.  

Health education sessions to the mothers should also focus on educating 

individuals/communities on the benefits of birth spacing. 

Hospital management should discourage the habit of extorting extra money from patients by 

health workers. 

To the policy makers  

It has been found that women who are educated tend to have longer birth intervals, therefore girl 

child education should be further boosted to increase their literacy rates.  

Promoting at least two years between births among very young mothers is another potential 

intervention. While little can be done to reduce the risk of a first time pregnancy, the risk of 

repeated childbearing in young ages can be reduced. 
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Family planning policy should be made and implemented to facilitate utilization of family 

planning services. 
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APPENDICES 

APPENDIX I: CONSENT FORM  

I amKATUSIIME BETETH a student at Fort Portal International nursing school pursuing a 

diploma in Midwifery. I invite you to participate in the study on FACTORS CONTRIBUTING 

TO POOR CHILD SPACING AMONG MOTHERS AGED 18-35 YEARS IN KYEMPANGO 

HCIII IN KAMWENGE DISTRICT. 

By participating in this study, you will help to increase our awareness and knowledge of herbal 

medicine. The information that you provide during the study will be kept Confidential. Only the 

candidate will have access to it. Your participation in this study is voluntary and you have a right 

to refuse to participate or answer any question that you feel uncomfortable with. If you change 

your mind about participating during the course of the study, you have the right to withdraw at 

any time. The decision to Withdraw will not affect your care services. If there is anything that is 

unclear you are free to ask. 

Declaration of the respondent 

I have understood the purpose of the study and I have realized that I might be contacted again if 

need be. I have understood the above information.  I have asked questions which have been 

answered to my satisfaction. So I consent voluntarily to Participate as a subject in this study and 

understood that I have a right to withdraw from the study at any time without in any way 

affecting my care services. 

I consent ……………..                                            I do not consent ……………… 

Date………………….. 
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APPENDIX II: QUESTIONNAIRE 

Instructions: Tick to the question asked 

SECTION A: demographic information of respondents  

1. Age. 

(a) 18-22years 

(b) 23-26years                             

(c) 27-30years                                

(d) 31-34years  

(e) 35 years 

2. Religion. 

(a) Catholics                            (c) Muslim           

(b) Anglican                               (d) Others Specify…………………. 

3. Level of Education. 

(a) Primary level                  (c) Tertiary level            

(b) Secondary level                  (d) University           

(e) Never went to school      

4. Marital Status 

(a) Married                     (c) Divorced or Separated                       
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(b) Single     (d) Widow                             

5. Tribe. 

(a) Bamba(c) Bahema 

(b) Babwisi                                                (d) Kakwa 

(e) Lendu(f) Bakonjo 

g.  Others Specify…………………. 

SECTION B: 

C
o
d

e 

     

C
o
d

e 

Using the scale; 1= Strongly disagree, 2= Disagree, 

 3=Not sure, 4 = Agree and 5= Strongly agree. 

Please tick how you agree or disagree with each of the following 

statements; - 

S
tr

o
n

g
ly

 D
is

a
g
re

e
 

D
is

a
g
re

e
 

N
o
t 

su
re

 

I 
A

g
re

e 
 

I 
S

tr
o
n

g
ly

 a
g
re

e
 

   

 Factors Contributing To Poor Child Spacing      

 The demographic factors contributing to poor child spacing      

D1 Mothers with low levels of education are at high risk of poor 

child spacing 

     

D2 Marriage at older age contributes to poor child spacing      

D3 Unemployment of married partners greatly contributes to poor 

child spacing among mothers. 

     

D4 Limited use of contraceptives greatly leads to poor child spacing      
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D5 Shorter intervals of breastfeeding greatly contributes to poor 

child spacing 

     

D6 Desire to produce another sex by partners greatly contributes to 

poor child spacing. 

     

 Socio cultural factors contributing to poor child spacing      

S1 Mothers who have the desire to have many children are more 

prone to poor child spacing. 

     

S2 Limited access to family planning information contributes to 

poor child spacing.  

     

S3 Women with low income levels are more prone to poor child 

spacing.  

     

S4 Women who live far from health facilities are more prone to 

poor child spacing.   

     

S5 Pressure to produce children from family or community 

members leads to poor child spacing.  

     

 

You have completed the questionnaire 
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APPENDIX III: MAP OF KAMWENGE SHOWING THE LOCATION OF 

KYEMPANGO HCIII. 
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APPENDIX IV: INTRODUCTORY LETTER 
 

 


