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Objectives: What triggers initial shifts to fertility limitation as populations undergo socioeconomic development
remains poorly understood. Alternative models emphasize the social contagion of low fertility ideals, or the individual
perception of economic and/or fitness benefits to fertility limitation. Few micro-level studies in communities experiencing the earliest stages of the demographic transition are available. In a previous study, we found little support for the
role of social transmission through friendships and spatial networks in explaining contraceptive uptake in rural Ethiopia, where contraceptive prevalence is low (<20%). Here, using data from the same population, we investigate the possibility that early contraceptive uptake is best understood as a manipulation of parental investment in response to local
environmental change.
Methods: We used data on >800 women which recorded fertility, birth spacing and offspring survivorship. We first
investigated whether ever-users and non-users differ in their reproductive behavior and success prior to contraception
use. We then conducted a within-women analysis to investigate the impact of contraceptive uptake on reproduction and
child survivorship.
Results: Women who have experienced higher fertility and higher child survival adopt modern contraception
sooner rather than later, and contraceptive use among early adopters is predictive of greater birth spacing. However,
contraceptive uptake does not have an impact on offspring survivorship.
Conclusions: Our data provide support for the idea that preferences for low fertility emerge in response to increasing competition between offspring. The study has implications for our understanding of the emergence of local fertility
norms and the spread of modern birth control. Am. J. Hum. Biol. 00:000–000, 2012.
' 2012 Wiley Periodicals, Inc.

Understanding change in human reproductive decisions, and in particular the transition from high to low fertility rates as populations undergo socioeconomic development (i.e., the demographic transition), has wide social,
economic, and public health implications (Mason, 1997).
However, current literature provides little consensus on
what factors account for fertility decline, with alternative
models emphasizing cultural shifts vs. the emergence of
new economic benefits to fertility limitation (Bongaarts
and Watkins, 1996; Borgerhoff-Mulder, 1998; Coale and
Watkins, 1986). Evolutionary anthropological models of
fertility decline parallel nonevolutionary demographic
perspectives in this regard. For instance, models of cultural evolution argue that low fertility in industrialized
populations results from the social transmission of maladaptive beliefs (Kendal et al., 2005; Richerson and Boyd,
2005), while life-history theory posits that shifts to low
fertility rates results from psychological dispositions
evolved to optimize parental investment per child
(Goodman et al., in press; Kaplan and Lancaster, 2000).
Classic macro-level studies on the European demographic
transition have been used to support the view that low fertility results from social contagion. Coale and Waktins
(1986) for example found that neighboring European
regions initiated fertility decline at similar time, independently of economic factors. However, few studies at the
micro-level have been able to show that the decision to
limit family size is initiated through social influence. For
instance, using data from a high fertility population
where the demographic transition is just starting (i.e., rural Ethiopia), we found that the decision to adopt modern
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contraception, a proxy for fertility regulation, is poorly
predicted by social transmission through friendships and
spatial networks (Alvergne et al., 2011). Here, using data
from the same population, we test the alternative hypothesis that the initial use of contraception allows women to
regulate fertility so as to increase parental investment per
child.
According to life-history theory, individuals face fundamental resource allocations trade-offs between investing
in fertility and other domains, such as growth, survival
and care of offspring (Mace, 2000; Stearns, 1992). These
life history trade-offs are proposed to explain why the
upper limit of fertility observed in high fertility populations is much lower than the maximum number of children a woman can have in her entire reproductive career
(Lawson and Mace, 2011; Kaplan, 1996). In humans there
is evidence that fertility is associated with costs, in terms
of maternal longevity (Helle et al., 2002) but also in terms
of competition between offspring for survival and/or later
success (Lawson and Mace, 2011). For instance, short
birth intervals are generally associated with a higher risk
of infant mortality (Blurton Jones, 1986; Bongaarts, 1987;
Hobcraft et al., 1985), and both total family size and birth
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order influence competition for financial and time investment in offspring (Gibson and Gurmu, 2011; Lawson and
Mace, 2009). In turn, life-history models posit that psychological mechanisms detecting the fitness returns of parental investment would have allowed individuals to regulate
their fertility optimally across human evolutionary history (Kaplan and Lancaster, 2000), and therefore should
have been favored. In particular, if environmental change
is associated with an increase (or perceived increase) in
the fitness return of parental investment per child, then
the incentive to reduce family size might be triggered.
Several observations suggest that the modernization
and socioeconomic development of populations might fit a
life-history framework. First, socioeconomic development
leads to a decrease in child mortality. If child mortality
drops, and fertility initially remains the same, individuals
achieve a higher family size than otherwise expected,
which might in turn increase sibling competition for parental resources (Gibson and Mace, 2006). Second, socioeconomic development is associated with improvements in
sanitation and health care access, and reduced vulnerability to subsistence failure, natural disaster, and violent
conflict. These changes decrease exposure to extrinsic
environmental risks to offspring survival and later success, and thus increase the relative importance of parental
investment (Lawson et al., in press). Finally, modernization is associated with a transition from subsistence to
skills-based economy, which increases the value of parental investment in education in obtaining wealth (Kaplan
and Lancaster, 2000). Interestingly, in both developed and
developing populations there is some evidence of increasing benefits to fertility limitation in wealthier families,
with regard to child survival, health, and socioeconomic
outcomes (Gibson and Sear, 2010; Goodman et al., in
press; Lawson and Mace, 2011; Lawson et al., in press).
Overall, this suggests that the initial development of populations is associated with an increased sibling competition for parental investment, which might trigger the initial spread of low fertility norms. However, whether individuals initially (i.e., early in the transition) control
reproductive scheduling so as to increase parental investment per child remains to be investigated.
The adoption of modern contraception in populations
not previously using it can be used as a proxy to track the
early spread of low family size. Contraceptive uptake is
indeed negatively associated with fertility in developing
countries: for each 15% point increase in contraceptive
prevalence at the national level, the total fertility rate
decreases by one child (Tsui, 2001). Contraception might
be used for several purposes however. For instance, a
study in rural Gambia found that contraception is not
used to stop reproduction but to manage the length of
birth intervals. In particular, it is associated with the
need to avoid postpartum sexual abstinence, which is a
traditional way to maintain long birth intervals (Bledsoe
et al., 1994). In populations undergoing a demographic
transition, contraceptives might initially be used to
increase birth intervals, which might in turn increase
reproductive success through improved child survival or
other child fitness-related outcomes. While contraceptive
use has been associated with improved mother survival
through the reduction of high risk pregnancies (e.g., teenage pregnancies) (Fortney, 1987), it is less clear whether
change in family building pattern also improve the
survival of children (Bongaarts, 1987) and overall reproAmerican Journal of Human Biology

ductive success. Recent studies comparing the reproductive success (i.e., completed family size) of contraceptive
users and non-users have found either no difference (Borgerhoff Mulder, 2009), or higher initial reproductive success among contraceptive users [4.9 vs. 4.2 offspring, completed fertility (Mace et al., 2006)]. That contraceptive
ever-users do not have fewer children than others in those
two sub-Saharan populations is puzzling. These studies
cannot distinguish between a selection effect (i.e., that
women with higher fertility are more likely to adopt contraceptives) and/or the impact of contraceptive use on
child survival. It thus remains unclear whether early contraceptives users differ in their reproductive strategies in
the first place and whether the use of contraception positively impacts on child fitness-related outcomes.
In this article, we investigate whether the adoption of
modern contraception at the early stages of the demographic transition can be understood as a strategic decision allowing increased parental investment per child. We
use longitudinal data from a population of rural Ethiopia
where the prevalence of contraceptive uptake is still low
(<20%; http://www.pathfind.org/). This allows us to investigate why individuals in a high-fertility setting decide to
shift their reproductive scheduling towards lower fertility,
a prerequisite if we are to explain what triggers fertility
decline in the first place. Our aim is twofold. First, we
investigate whether contraceptive ever-users and nonusers show pre-existing differences (i.e., independent
from contraceptive use) in their fertility and offspring survivorship. Models proposing that the spread of a low fertility norm results from social influence do not predict that
contraceptive ever-users differ from non-users in the first
place in terms of reproductive effort, i.e. resources attributed to fertility vs. parental investment. Life-history models, however, predict that women using contraception
might be those who face the highest offspring competition
with modernization, such as those with the highest fertility or the highest child survival. Second, we investigate
whether the adoption of modern contraception has a positive impact on parental investment per child (as quantified by the length of birth intervals) and child outcomes
(as quantified by child mortality risk). The length of birth
intervals can be considered a proxy for how much resources are devoted to fertility as compared with parental
investment, with short births intervals indicating an emphasis on fertility rather than on parental investment
(Blurton Jones, 1986). We predict that the use of modern
contraception allows women to lengthen birth intervals,
i.e., increase parental investment, and subsequently
increase offspring survivorship.
METHODS
Study site
The study is based on a community of agro-pastoralists
living in four villages of the Arsi Administrative zone,
Oromia Regional State, South Central Ethiopia. In this
rural area, resources are limited, and the community suffers from periodic shortages of both water and food. Access
to basic health service and schooling is restricted: the
nearest health care services and high schools are over
20 km distance from the villages (See Gibson, 2002, for
more information on the study site). In the studied population, the rate of mortality during the first year of life for
offspring born before 1990 is 13.4% and decreases to 5.6%
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don Research Ethics Committee and the Ethiopian Science and Technology Agency. Signed consent was obtained
from all participants.
The survey included questions on whether women had
ever heard about modern contraception, and whether they
had ever used it in the past (binary variable: yes or no)
and when they first used it (i.e., before their first birth, or
after which birth). The variable describing contraceptive
uptake within women takes two values, 0 for years in
which adoption has not occurred yet, and 1 from the year
after the first year of adoption. The quality of the data on
contraceptive uptake has been checked using previous
surveys conducted since 1999, a date at which the process
of contraceptive uptake was at an early stage. Each
woman was also asked about her marital history, education (binary variable: has ever attended formal school or
not), wealth (as quantified by cattle possessions, an index
of social status in this population) and religion [e.g., Muslims (90.9%) or Orthodox Christians (9.1%)]. A cohort
variable was calculated based on the date of birth (4 quartiles). Finally, mother’s age at birth of each child was computed as a categorical variable (<20 years; 20–36 years;
136 years, mean 5 25.4, s.d. 5 5.5).
STATISTICAL ANALYSIS

Fig. 1. Number of infants dead and alive (top panel) and proportion
of surviving infants (bottom panel) as a function of the year of birth.
Only mortality during the 1st year of life is depicted, as it represents
most of the deaths in the population (in the period covered, 54% of
deaths under the age of 5 are under the age of 1). Mortality decreases
with time, and especially after the 90s, where the government adopted
a policy to improve reproductive health and access to modern contraception. [Color figure can be viewed in the online issue, which is available at wileyonlinelibrary.com.]

for those born after (Fig. 1). The prevalence of contraceptive uptake is of 19.6% in 2008, which is representative of
the country (15% between 2006 and 2010; www.unesco.org). In the studied population, the first event of contraceptive uptake is recorded in 1990, and in 2008, 19% of
the sample has ever-used modern contraception. In the
studied population, 22.9% of women are formally educated. Note that by 2008, 96% of women have heard about
modern contraception (Alvergne et al., 2011). The preferred methods are injection (70%) and the pill (30%).
DATA COLLECTION
A total of 943 ever-married women of reproductive age
(15–52 years; mean 5 31.7; s.d. 5 8.8) residing in the four
villages were interviewed in 2008/9 about their birth and
contraceptive histories. This includes all women living in
the villages at the time of the survey as identified by a
census of the four villages in 2008. Only women for whom
age and birth history were recorded were included in the
analysis. This reduced the sample to 936 women (among
which >99.0% were married at the time of the survey).
Clearance was obtained from the University College Lon-

The analyses aim to investigate whether contraceptive
ever-users and non-users show pre-existing differences in
their fertility, birth spacing and offspring survival
(between-women analysis), and whether the adoption of
modern contraception has an impact on those traits
(within-women analysis). In each case, we used discretetime event history analyses to predict women’s risk of
birth and risk of child mortality depending on contraceptive behavior (section 3.1.). To infer effect size estimates
and their confidence intervals, we used information theoretic methods (section 3.2.). All analyses were carried out
using the R software (version 2.11.0). We used the R packages lme4 (Bates et al., 2011) and AICcmodavg (Mazerolle,
2011).
Discrete-time event history analysis
Discrete-time hazard models predict the probability of
an event occurrence (e.g., child death) in a given time period D (e.g., from 1- to 2-year-old) conditional that the
event has not occurred yet and as a function of predictors
X. The conditional probability, or risk, of an event occurrence for a particular time period is calculated using data
from all those who are eligible to experience the event during that time period (the risk set). To do so, the original
data are expanded into a person-period dataset tracking,
for each individual, the event history from the beginning
until the end of time of exposure to the risk. When an individual i experiences an event or is censored during the period D, the individual drops out of the risk set in all future
time periods. The structure of the model, predicting the
logit hazard (i.e., the log odds) of event occurrence for individual i in period j is detailed below (Singer and Willet,
2003). Each alpha (intercept) represents the value of the
logit hazard of event occurrence in the particular time
period D. The alphas act as multiple intercepts, one per
period, and represent the baseline logit hazard function,
i.e., the value of logit hazard when all predictors X are 0.
The betas (slopes) assess the effect of one unit of variation
American Journal of Human Biology
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in the value of predictors X (Singer and Willet, 2003).


log it hðtij Þ ¼ a1 D1ij þ a2 D2ij þ    þ aJ DJij


þ b1 X1ij þ b2 X2ij þ    þ bp Xpij
For each analysis, we ran a logistic regression including
multiple intercepts for the time indicator (i.e., a step function) on a person–period dataset. First, we investigated the
relationship between contraceptive use and women’s risk of
birth (i.e., reproductive scheduling). We used a multiple
event-history analysis on a person–period data set where
the event indicator is a birth and the time indicator is a birth
interval. Second, we investigated the relationship between
contraceptive use and child risk of death under age 5. A single event history analysis was run on a person–period data
set where the event indicator is a death and the time indicator is child’s age (from 0- to 5-year-old). To take into account
time-invariant unobserved heterogeneity between mothers,
we used a mixed model in which a random intercept was
considered for the identity of the mother.
Statistical inference
Over the last 10 years, biologists and anthropologists
have increasingly promoted the use of information theoretic approaches for statistical inference (Anderson et al.,
2000; Burnham and Anderson, 2010; Towner and Luttbeg,
2007). As compared with the classical null hypothesis significance testing approach according to which data provide
absolute support for a single hypothesis, these methods
are based on the assumption that competing models could
describe the data equally well. They also present the
advantage to take into account model uncertainty when
computing effect sizes estimates and their confidence
interval. We proceeded through the following steps: for
each question, a set of a priori candidate models is
assumed (section 3.3.), for which a measure of each model’s
fit scaling to its complexity is derived [e.g., Akaike information criterion (Akaike, 1974)]. The model for which AIC
is minimized is selected as the best for the empirical data
at hand. The evidence for each alternative model is calculated by rescaling AIC values relative to the model with
the minimum AIC, which subsequently allows models to
be ranked according to their ability to account for the
data. Inferences are thus conditional of the data and on
the models a priori considered. In addition, a measure of
weight of the evidence that a given model is the best
approximating model in the set considered is calculated
[Akaike weight (x)], which ultimately allow to derive
model-averaged based estimators for all variables (see
Anderson et al., 2000 for details on the calculus). The use
of model based average estimators allows better precision
and reduced bias compared with the estimator of that
parameter only for the best-approximating model.
Candidate model sets
Women’s risk of birth: for each analysis (i.e., betweenwomen or within-women), we first considered a null model
(M1) taking into account the structure of the data, i.e., a
step function describing the length of the interval since
the last reproduction (multiple intercepts). We then considered a control model (M2), including covariates known
or likely to influence reproductive scheduling, such as age,
economic resources, cohort (based on quartiles for each
American Journal of Human Biology

sample) and whether or not the previous child has survived to age 1 (to control for replacement effects). To investigate whether women show pre-existing differences in
their reproductive scheduling, we considered a model
including both control predictors and a variable describing
the contraceptive behavior of women (i.e., ever-users vs.
non-users in the between-women analysis; before vs. after
contraceptive uptake in the within-women analysis). In
particular, we investigated whether women are differing
in their overall risk of birth after any birth interval (M3;
no interaction between contraceptive behavior and birth
interval), or if they differ in their birth spacing patterns
(M4; interaction between contraceptive behavior and birth
interval).
Mortality under age 5: for each analysis (i.e. betweenwomen and within-women), we first considered a null
model (M1) taking into account the structure of the data,
i.e., a step function describing the period of exposure to
the risk of death (i.e., age, multiple intercepts). We then
considered control models, including covariates known to
influence child mortality, i.e. age of the mother at birth,
wealth, length of preceding and succeeding birth intervals,
child sex and child cohort. Birth interval variables (length
of preceding interval; length of succeeding interval) were
transformed into categorical variables with 3 levels: short
(<2 years); long (>1 year); first/last born (0). Note that
twins were excluded as they suffer from higher mortality
(data not shown). Models were run either including birth
intervals variables (M2a) or including birth order (M2b) as
a continuous variable. We then considered models (M3a
and M3b) including control variables and investigating the
possibility that children differ in their risk of mortality
depending on their mother’s contraceptive behavior (i.e.,
ever-users vs. non-users in the between-women-analysis;
before versus after contraceptive uptake in the withinwomen analysis).
RESULTS
Pre-existing differences between early adopters
of modern contraception and others
In the following analyses, we considered births occurring before women have ever adopted modern contraception, so that any differences between ever-users and nonusers in terms of fertility or offspring survival could not
be the result of contraceptive uptake. We found that
women who will adopt contraception by 2008, i.e., among
the first 20% of adopters, are more likely to experience
higher fertility and higher offspring survival in the first
place, independently of wealth and level of education.
Fertility and reproductive scheduling. We investigated
reproductive differences between non-users and everusers prior their first use. The analysis is based on 809
women and 8524 birth intervals. Among those women,
21% (N 5 170) were ever-users by 2008. Non-users are
less likely to reproduce than ever-users before they first
adopt modern contraception (Fig. 2). The most likely
model in the set is the one considering that women do not
differ in the spacing of their births but in their overall risk
of birth (weight 5 0.78; AIC 5 9224.3; K (number of parameters) 5 13; LL (log likelihood) 5 24599.2), but there
is some uncertainty, and the alternative model assuming
a difference in reproductive scheduling has a weight of
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TABLE 2. Risk of under-5 mortality: pre-existing differences between

ever-users and non-users
Variables
Age (Birth)
Age (1 year)
Age (2 years)
Age (3 years)
Age (4 years)
Age (5 years)
Ever-Users (Yes)
Child cohort (>1990 and <1996)
Child cohort (>1984 and <1991)
Child cohort (<1985)
Wealth
Interval until next birth
(< 3 years)
Last Born
Interval since last birth
(< 3 years)
First Born
Child sex (female)
Age of the mother at birth
(< 20 yrs)
Age of the mother at birth
(> 36 yrs)

Pre-existing differences in reproductive scheduling between
contraceptive ever-users and non-users. Predicted risk of birth as a
function of birth interval. Early adopters are 23% more likely to
reproduce than others (weight of the model 5 0.78). The values are
depicted for women born between 1965 and 1971; of age > 19 and <
37; of minimum wealth, and whose previous birth has survived.
[Color figure can be viewed in the online issue, which is available at
wileyonlinelibrary.com.]
Fig. 2.

ever-users and non-users

Birth Interval (1 year)
Birth Interval (2 years)
Birth Interval (3 years)
Birth Interval (4 years)
Ever-users (Yes)
Wealth
Cohort (<1970 and >1963)
Cohort (<1964 and >1957)
Cohort (<1958)
Age of the mother at birth
(< 20 yrs)
Age of the mother at birth
(> 36 yrs)
Replacement birth (Yes)

Std.
error

z-Value

Pr(>|z|)

23.56
24.62
25.14
25.25
26.26
26.66
20.28
0.50
0.75
1.38
20.08
0.63

0.21
0.22
0.24
0.24
0.30
0.34
0.13
0.19
0.18
0.17
0.04
0.11

216.96
220.62
221.53
221.56
220.68
219.47
22.22
2.63
4.13
7.94
22.35
5.65

0.00
0.00
0.00
0.00
0.00
0.00
0.03
0.01
0.00
0.00
0.02
0.00

20.58
0.38

0.24
0.11

22.41
3.45

0.02
0.00

1.12
20.11
0.27

0.26
0.09
0.12

4.25
21.27
2.29

0.00
0.20
0.02

0.39

0.31

1.26

0.21

Estimates and standard errors for the model best approximating the data within
the model set (Model’s weight 5 0.84). Children born of mothers who will become
ever-users by 2008 (i.e., where the prevalence of contraceptive uptake is c.a.
20%) are exposed to a lower risk of mortality. The risk of mortality is predicted
for each time period of exposure to the risk, here age in years (multiple intercepts). Brackets indicate the category for categorical variables. The reference
categories are: age of the mother at birth (>19 and <37 years); child cohort (born
after 1995); interval until next birth (>2 years); interval since last birth (>2
years); child sex (male); ever-users (no). Lines in bold indicate salient deviations
from the reference categories.

dependent of the fact that women are more likely to resume reproduction after the death of a child, women’s
cohort, women’s age at birth and wealth.

TABLE 1. Risk of birth: pre-existing differences between

Variables

Estimate

Estimate

Std.
error

z-Value

Pr(>|z|)

22.02
0.27
0.81
0.77
0.20
20.03
20.18
20.32
20.25
0.15

0.10
0.09
0.09
0.12
0.07
0.06
0.08
0.08
0.08
0.08

221.21
3.10
8.60
6.36
2.72
20.56
22.25
23.84
22.94
1.83

0.00
0.00
0.00
0.00
0.01
0.58
0.02
0.00
0.00
0.07

0.14

0.14

1.00

0.32

0.26

0.15

1.75

0.08

Estimates and standard errors for the model best approximating the data within
the model set (Model’s weight 5 0.78). Women who will be ever-users by 2008 are
more likely to give birth, after any length of birth interval. Note that for everusers, only births occurring prior to the first use are considered, thus excluding
that the lower child mortality risk among ever-users result from the effect of
contraceptive uptake. The risk of birth is predicted for each time period of
exposure to the risk, here birth interval (multiple intercepts); Brackets indicate
the category for categorical variables. The reference categories are: age of the
mother at birth (>19 and <37 years); cohort (born after 1969); ever-users (No);
replacement birth (No). Lines in bold indicate salient deviations from the
reference categories.

0.17 (AIC 5 9227.4; K 5 16; LL 5 24597.7). The averaged
estimates taking into account model uncertainty indicate
that the risk of birth after any birth interval is 23% higher
for future contraceptive users (Hazard Ratio (HR) 5 1.23
[1.03; 1.46]; Table 1). Overall, the results indicate that
ever-users are more fertile than non-users before they
even adopt modern contraception. This relationship is in-

Under five mortality. We investigated differences in offspring mortality between non-users and ever-users prior
to their first use. The analysis is based on 4,067 children
and 871 mothers, among which c.a. 20% (N 5 178) are
ever-users by 2008. The results suggest that children born
before their mothers adopt contraception are 25% (HR5
0.75 [0.58; 0.98]; Table 2; Fig. 3) less likely to die before
they reach the age 5 as compared with children born of
mothers who are non-users. This is furthermore supported by the weight of the model considering mother’s
contraceptive behavior (weight 5 0.84; K 5 19; AIC 5
4827.4; LL 5 22394.7) as compared with that of a model
excluding this variable (weight 5 0.16; K 5 18; AIC 5
4830.63; LL 5 22397.31). The analysis is controlled for
age of the mother at birth, wealth, child sex, and cohort of
the child, as well as the length of birth interval before and
after the birth of the child (<3 years, > 2 years, firstborn/
lastborn). Risk of mortality is strongly influenced by birth
order and birth interval. Risk of mortality is 3.2 times
higher (95CI [1.82; 5.15]) for first born and 44% lower
(95CI [0.34; 0.92]) for last-born. When the birth follows or
is followed by an interval shorter than 3 years, the risk of
mortality is increased by 46 and 88%, respectively. Risk of
mortality also decreases with increasing economic possessions (i.e., cattle). Overall, the results suggest that contraceptives ever-users experience lower offspring mortality
in the first place, independently of wealth or the length of
birth interval.
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The impact of the adoption of modern contraception on
fertility, birth spacing, and child mortality
In the following analyses, we investigated whether
uptake of modern contraception is associated with
a change in overall fertility, birth spacing and child

Fig. 3. Pre-existing differences in child mortality between contraceptive ever-users and non-users. Predicted risk of child death as a function of age. The risk of mortality under the age of 5 for children whose
mothers will be ever-users by the time of the survey but who are born
before their mothers first adopt contraception is 25% lower than for
children whose mothers are not early adopters. Values are depicted for
male offspring born before 1993; born before and after an interval < 3
years; of mothers aged between 20 and 36 and of minimum wealth.
[Color figure can be viewed in the online issue, which is available at
wileyonlinelibrary.com.]

mortality. We compared women’s risks of reproduction
and child mortality before and after they have ever used
modern contraception (within-women analysis). Birth
spacing is longer after the adoption of modern contraception. However, although we found that birth spacing < 3
years is associated with a higher risk of child mortality
early in life (see previous section), contraceptive uptake is
not associated with a decrease in the risk of child mortality. Child mortality is mainly predicted by time of birth.
Fertility and birth intervals. We investigated differences in
risk of birth before and after women have ever-used contraception. The analysis is based on 172 women and 1,808
birth intervals. The results suggest that women are less
likely to reproduce after short birth intervals once they
have adopted modern contraception (Fig. 4), controlling
for wealth, women’s age, women’s cohort, and whether or
not the previous child has survived. In particular, averaged estimates indicate that after the adoption of modern
contraception, the risk to reproduce after an birth interval
of 2 years is decreased by 62% (HR 5 0.38; 95CI[0.46;
0.86]; Table 3). However, for other intervals lengths, the
risk of birth is similar before and after the adoption of
modern contraception (HR 1 year IBI 5 0.71; 95CI[0.36;
1.41]; HR 3 years 5 1.15; 95CI[0.49; 2.69], HR 4 years 5
1.39; 95CI[0.44; 4.35]). That contraception is used to
manipulate birth interval is furthermore supported by the
weight of the model considering this possibility (weight 5
0.98; K 5 16: AIC 5 1989.38; LL 5 2978.7). Overall, the
results indicate that the adoption of modern contraception
allows women to change their reproductive scheduling
towards longer births intervals.
Under five mortality. We investigated differences in the
risk of child death before and after mothers have ever
used contraception. The analysis is based on 178 women
and 871 children. The results suggest that contraceptive

Fig. 4. Reproductive scheduling before and after the adoption of modern contraception. (a) Predicted risk of birth (6s.e) before and after use.
After the first ever-use of modern contraception, the risk of birth after a 2 years birth interval is decreased by 62% (plain line). Values are depicted
for women born after 1970, of minimum wealth, of age > 19; and < 37; and whose previous birth has survived. (b) Number of births before the use
of modern contraception as a function of birth interval: raw data (N 5 595 births). (c) Number of births after the use of modern contraception as a
function of birth interval: raw data (N 5 120 births). After the adoption of modern contraception, women tend to reproduce at longer birth
intervals. [Color figure can be viewed in the online issue, which is available at wileyonlinelibrary.com.]
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TABLE 3. Risk of birth before and after the adoption of modern con-

TABLE 4. Risk of under-5 child mortality before and after

traception

the adoption of modern contraception

Std.
Estimate error z-Value Pr(>|z|)

Variables
Birth interval (1 year)
Birth interval (2 years)
Birth interval (3 years)
Birth interval (4 years)
Adoption (after)
Wealth
Cohort (<1970 and >1963)
Cohort (<1964 and >1957)
Cohort (<1958)
Age of the mother at birth (< 20 yrs)
Age of the mother at birth (> 36 yrs)
Replacement birth (Yes)
Birth Interval (2 years):
Adoption (after)
Birth Interval (3 years):
Adoption (after)
Birth Interval (4 years):
Adoption (after)

21.45
0.73
1.09
1.35
20.32
20.14
20.11
20.41
20.52
20.13
0.34
20.16
20.96

0.20
0.19
0.22
0.31
0.34
0.12
0.16
0.17
0.17
0.18
0.30
0.29
0.41

27.36
3.92
5.00
4.39
20.94
21.17
20.65
22.45
23.05
20.71
1.13
20.56
22.32

0.00
0.00
0.00
0.00
0.35
0.24
0.51
0.01
0.00
0.48
0.26
0.58
0.02

0.14

0.44

0.32

0.75

0.33

0.58

0.57

0.57

Estimates and standard errors for the model best approximating the data within
the model set (Model’s weight 5 0.98). The adoption of modern contraception is
associated with a decreased risk of birth after a birth interval of 2 years. The
risk of birth is predicted for each time period of exposure to the risk, here duration since last birth in years (multiple intercepts); Brackets indicate the category
for categorical variables. The reference categories are: age of the mother at birth
(>19 and <37 years); cohort (born after 1969); adoption (before); replacement
birth (No). ‘‘:’’ denotes an interaction between 2 variables. Lines in bold indicate
salient deviations from the reference categories.

use has no impact on child mortality risk (b 6 s.e. 5 0.06
6 0.33; Table 4). This implies that while contraceptive use
is associated with an increase in birth spacing, it does not
have an impact on child survival among early adopters.
However, the results do not rule out that women perceive
a decrease in offspring mortality following the adoption of
modern contraception. Time is associated with both an
increase in contraceptive prevalence and a decrease in offspring mortality risk. This may create an apparent relationship between the risk of child death and the use of
contraception. Child mortality risk is indeed lower after
than before the adoption of contraception if child’s cohort
is not controlled for (b 6 s.e. 5 21.02 6 0.26).
DISCUSSION
In this article, we investigate the hypothesis that the
early adoption of modern contraception can be understood
as part of a strategy to reduce competition between offspring for parental investment. Using respective data
from a site in rural Ethiopia where fertility is high (>5
births per woman) and contraceptive prevalence is low
(<20% have ever used contraception), we examine both
pre-existing differences between users and non-users in
their fertility and offspring survivorship and the impact of
contraceptive use on these traits. We demonstrate that
women who experience relatively high fertility and low
child mortality, and consequently the highest levels of
competition between offspring, are most likely to engage
with novel contraceptive technologies. We also present
evidence that contraceptive use is associated with avoidance of specifically short birth intervals, which during the
early study period are strongly associated with increased
risk of offspring death. However, since the uptake of contraception coincides with dramatic improvements in child
survival brought about by development in the region,
short birth intervals associated with contraceptive use
did not further reduce the risk of child mortality. These

Std.
Estimate error z-Value Pr(>|z|)
Age (Birth)
Age (1 year)
Age (2 years)
Age (3 years)
Age (4 years)
Age (5 years)
Adoption (after)
Child cohort (>1990 and <1996)
Child cohort (>1984 and <1991)
Child cohort (<1985)
Wealth
Interval until next birth (<3 years)
Last Born
Interval since last birth (<3 years)
First Born
Child sex (female)
Age of the mother at birth (<20 yrs)
Age of the mother at birth (>36 yrs)

24.43
25.11
26.28
26.04
27.25
27.66
0.20
0.71
1.31
2.03
0.00
0.37
20.13
0.45
1.03
20.06
20.48
0.46

0.69
0.71
0.78
0.77
0.92
1.01
0.34
0.57
0.62
0.61
0.08
0.26
0.59
0.26
0.65
0.21
0.33
0.64

26.41
27.18
28.06
27.87
27.92
27.57
0.60
1.25
2.12
3.33
0.01
1.43
20.22
1.73
1.57
20.27
21.49
0.72

0.00
0.00
0.00
0.00
0.00
0.00
0.55
0.21
0.03
0.00
0.99
0.15
0.83
0.08
0.12
0.79
0.14
0.47

Estimates and standard errors for the model including contraceptive behavior
(Model’s weight 5 0.16). The adoption of modern contraception is not associated
with a decrease in child mortality risk. Rather, time of birth (child cohort) is the
most important predictor. The risk of mortality is predicted for each time period
of exposure to the risk here age in years (multiple intercepts). Brackets indicate
the category for categorical variables. The reference categories are: age of the
mother at birth (>19 and <37 years); child cohort (born after 1995); interval
until next birth (>2 years); interval since the previous birth (>2 years); child sex
(male); ever-users (No). Lines in bold indicate salient deviations from the reference categories.

findings are consistent with the idea that contraceptive
use may be motivated by a parental desire to reduce
reproductive effort and concentrate investment in relatively few offspring. They also highlight the difficulties
that both parents in developing rural communities such
as this one, and analysts of demographic data, may face in
ascribing the causes of local declines in child mortality.
Over the last 20 years, socioeconomic development in
the study population has brought about dramatic reductions in child mortality (Gibson and Mace, 2006). In this
context, continuing high fertility leads to a higher number
of surviving offspring (i.e., completed fertility) than might
otherwise be expected in the absence of changes in their
environment. Assuming that parental resource constraints remain similar, this higher completed fertility
may have negative consequences for offspring as parental
investment is diluted across more children. Gibson and
Mace (2006) for example, present evidence that the installation of water taps in the region has reduced child mortality, but is also associated with overall reductions in
child health as parents struggle to feed and care for additional surviving offspring. Gibson and Lawson (2011) also
associate these changes with more discriminative parental investment in child education. Our results suggest
that this extra competition between offspring motivates
contraceptive uptake, with women in this population
using contraception to space births and stop reproduction
once a sufficient number of children are produced (See
also Alvergne et al., 2011). This interpretation also implies
that while fertility decline is often envisaged as a shift in
cultural norms (Newson et al., 2005), in populations
undergoing mortality decline, contraceptive use, and the
consequent decline in fertility, can also be interpreted as
the adherence to stable cultural norms for the production
of intermediate levels of completed fertility (See also
Carey and Lopreato, 1995).
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Short birth intervals have been associated with
increased risk of child mortality across many traditional
communities (Blurton Jones, 1986; Bongaarts, 1987; Hobcraft et al., 1985) and we show that the same relationship
also characterizes the rural Ethiopian population under
current study. That contraception use is associated with
the specific avoidance of such short birth intervals, while
mothers were equally likely to have births at longer intervals, suggests that when contraceptive users do decide to
have more children they aim to do so in a way that minimizes investment competition between vulnerable young
offspring. Interestingly, however, we found no evidence
that contraceptive use improved child survival as overall
child mortality risks had already substantially declined
by the time contraceptive use became common. Other benefits to increasing birth spacing, both for maternal and
child health are perhaps likely, but this result raises the
possibility that using contraceptives to space births does
not lead to the benefits parents may normally anticipate,
and thus motivations for contraceptive use may be out-ofsync with current environmental conditions. Yet individual inference of the causality of local shifts in mortality
risk is unlikely to be accurate or immediate in such contexts, particularly where levels of education are low
(Montgomery, 2000).
Our previous work on this study population found little
evidence for the role of social transmission of modern contraceptives through either spatial and friendship networks. Among early adopters, most were the first to adopt
modern contraception within their friendships networks
(i.e., 86%). Similarly, spatial proximity to a contraceptive
ever-user was not associated with an increased risk of
adopting modern contraception (Alvergne et al., 2011).
Altogether, the results are consistent with the view that
the initial uptake of novel behaviors relies on individual
learning, rather than social contagion. Theories of fertility
decline based on the social diffusion of low fertility norms
also make no prediction that the uptake of such norms
(here assessed through contraceptive use) will vary
according to the reproductive history of mothers. A life
history perspective, accounts for this pattern and argues
that contraceptive uptake is motivated at the individuallevel by a desire to limit competition between offspring as
socioeconomic development increases the pay-offs to parental investment (Kaplan, 1996; Kaplan and Lancaster,
2000). Previous literature on the demographic transition
has emphasized heterogeneity in the causes of fertility
decline in different populations (Mason, 1997) and we do
not suggest that our findings here can be generalized to
all contexts. We also note that while our investigations
into contraceptive uptake in rural Ethiopia suggest that
parental investment models are most consistent with the
pattern of initial contraception uptake, it remains possible
that alternative processes motivate further reductions in
fertility and its maintenance at low levels at later stages
of the demographic transition (Borgerhoff-Mulder, 1998).
We hope this study will stimulate future researchers to
test competing theoretical accounts of the demographic
transition using data from the same study population and
at different stages of fertility decline.
To conclude, we found that the early adopters of modern
contraception in rural Ethiopia are more likely to be those
experiencing the highest level of offspring competition,
i.e., women experiencing the highest fertility and the lowest child mortality. This suggests that individual effects
American Journal of Human Biology

trigger the adoption of modern contraception early in the
demographic transition. We also found that while the
adoption of modern contraception increases the length of
birth interval, it does not translate into higher child survival. This does not exclude that women use contraception
for that purpose, however, as the concomitant decrease in
child mortality risk with the increase of contraceptive
users in the population over time may create an apparent
causal positive relationship between contraceptive use
and child survival. Alternatively, women might adopt contraception to reduce offspring competition later in life,
perhaps most notably in relation to child education, and
so further research on the perceived benefits of contraception is warranted. Overall, we hope that this study will
have implications for family planning programs, in stressing the role of child mortality, parental investment, and
individual decision in initiating shifts to low fertility.
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