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ABSTRACT 

Background: 

Nigeria and Ghana are the most densely populated countries in the West African sub region 

with Nigeria being over 140m ill ion people with a population growth rate of 2.4% and Ghana 

being over 24million people and a popt1lation gro,vth rate of 2.2%. This study examined 

factors encouraging tl1e unprecedented fertility levels in the two countries as well as the 

diffe1·e11tials in tl1e effect of factors across the countries. 

Methods: 

A comparative cross sectional stt1dy ,vhich 33,385 wo1nen and 4,916 wo1nen aged 15-49 

years in Nigeria and Gha11a respectively. The outcome variable for tl1is study (fertility level, 

defined by tl1e nutnber of cl1ildren ever born by \\101nen of reproductive age) was grottp into 

Lo,v (less tl1an 2cl1ildren), Medit11n (2-4) and High (above 4) fertility. Data were analyzed 

using descriptive statistics, cl1i-square and multinomial logistic regression technique in SPSS 

version 20. All analyses were performed at 5% level of significance. 

Results: 

Tl1e 1nean age of tl1e women respondents in Nigeria was 28.65 ± 9.49 years and Ghana was 

29 ± 9.70 years. The proportion of women respondents in Nigeria and Ghana were less tha11 

half of the respondents (45%) were in the age bracket 25 - 39 years while 38% were aged I 5 

- 24 years. Nigerians seern to have more women I iving in tl1e rural areas compared to

Ghanaian \vomen. 

Respondents who were currently 1narried were 2.49 times rnore likely to have high fertilit) 

level against lo"v fertility level than those \Vho \.Vere not in unions (OR = 2.49, 95o/o Cl = 

2 04-3.04). The odds of high fertility are lo\ver an1ong Nigerian wo1nen living in t1rban areas 

compared to those that reside in tJ1e rt1ral area (OR = 0. 94, 95% Cl =- 0.81-1 06). Also. tJ1e

odds of high fertility against low fertility are 2 6 tin1es higl1er a1nong re pondent� ,, ith 

primary education compared to those \.VJlh secondary education (OR 2 64. 95° o ( I = 2 10-

3 04). Respondents with no education are 2 1 times 1norc l1kel) to l1a,1e l1igl1 fcrtil1t) le, el 

against low fertility compared to tl1osc \.vith tl1c c;cco11dary cdt1cntior1 (()R · 2.06. 95% I = 

I. 75-2.42).
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Conclusion: 

In this study the fertility level of CEB is marginally higher in Urban area among those with 

no formal education, age at first sexual intercoL1rse and the level of contraceptive use is also 

still very low especially in the rural areas because of tl1e fear of side effects. 

It is suggested that the female education should be beyond the no formal education level 

reduced infant and child 1nortality, correct knowledge on tl1e use of contraceptive and 

awareness were a111ongst the n1ai11 factors tl1at affect the fe11ility level . 
• 

• 

• 
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1.1 BACKGROUND 

CHAPTER ONE 

IN'I'l{ODUCTION 

The standard of living of any nation on tl1e basis of per capita inco1ne is a fu11ction of two 

variables; tl1e National Income and Populatio11 (Bayliss, 1969). For a country to live above 

the waters of underdevelop1nent, there need to be a bala11ce betwee11 these two variables, with 

this balance defined by a redt1ced popt1lation and a11 increased inco1ne (PRB, 2010). Altl1ot1gh 

it is widely accepted that control of fertility, like tl1e prevention of avoidable deatl1s, is a 

pt1blic l1ealtl1 proble111 (Caldnvell et al., 2002), a country's eco1101ny could grow only if l1er 

population is held in cl1eck (Asl1ford, 2003; Goliber, I 997; Caldswell et. Al., 2002). 

The West African sub-region co1nprises of seventeen countries witl1 a variety of ethnicity, 

culture and traditions. Unfortunately tl1e st1b-region is currently scarred by internal strife and 

civil \Var. lt l1as a population of approximately 250 1nillion people, with over half of this 

population living in Nigeria. West Africa consists largely of low income countries with Gross 

National Income per capita ranging from US$1330 in Cape Verde to US$180 in Guinea 

Bissau and US$130 i11 Sierra Leone in 2000 with the median Gross National Income per 
• 

capita being US$330 (Oduro, A.D, 2003). 

According to the 2002 report on least developed countries by United Nations Conference on 

Trade and Development (UNCTAD) generalized poverty is defined as ''a situation in which a 

major part of the population lives at or below income levels sufficient to 1neet their basic 

needs and in which the available resources in the econo1ny, even when eqt1ally distributed� 

are barely sufficient to cater for the basic needs of the population 011 a sustainable basis·· 

(UNCTAD 2002). The low-incorne per capita figures in West Africa are suggesti, e of 

widespread or generalized poverty. On the basis of the ptJrchasing po,ver parity of U 2 a 

day poverty line the incidence of poverty amongst ten West African countries that are least 

developed ranged between 60o/o and 94o/o during 1995-2000 (UNCT AD :200:2) It ,, ould 

therefore be correct to state tl,at there is a general11cd povcrt, in <:,C\ cr,ll \\ e..._t \trica11 

countries. ·rt1is evidence of \.Vidcsprcad poverty in tl1e rcgio11 i� <;t1gge�ti,1c t)l n t1l11..;t,,11ti,,l 

proportion of the population being poor over cxtcr1clcd pcrtocl� of'ti111L". 
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• 

• • 

cr1s1s, 

• 

low standard of education, poor health delivery services,
Poverty, religious 

unavailability of social infrastructt1res, and low agricultural and industrial production have

exacerbated the problem of over-population (UNFPA, 201 O; UNESCO, 2001 ).

According to the 2008 reports of tl1e World Health Organization (WHO), Gl1ana has a 

population of over 24 million people and a population growth rate of 2.2% while Nigeria has 

over 158.3 1nillion and a popt1lation gro,vth rate of 2.4o/o. Nigeria and Ghana are tl1e two 

most densely populated countries in the West African sub region, accounting for over 70% of 

the total population. Nigeria is indeed the most populous country in Africa and the seventh 

most populous in the world, ranked after China, India, United States, Indonesia, Brazil, and 

Pakistan vvhile· Ghana is ranl<ed, twelfth in Africa and tl1e forty-eighth in tl1e world. 

World statistics sl1ow tl1at about 34o/o and 3 l % of tl1e people live below poverty li11e in 

Nigeria and Ghana respectively (UNECA, 2009; UNFPA, 2010; Wikipedia, 2011). And 

despite tl1ese low per capita i11co1nes and amidst other socio-economic crisis, the two 

countries l1ave 111aintai11ed l1igl1 levels of fertility (NDHS, 2008; GDHS, 2008). Thus suffer

fro1n direct and indirect population proble1ns 1nostly due to t1ncontrolled fertility. 

Several studies have investigated the relationship between socio-economic, de1nographic and 

environmental factors and fertility - a co1nponent of population dynamics determining 

population size (Bongaarts J, 2008; Ramesh Adhikari, 20 IO; United Nations Population 

Infor111ation Network (POPIN); UNFPA). And reports sho,ved that many countries in the 

\Vorld underwent a marked fertility decline during the 20th century (USAID, 2008). But little 

data are available from Nigeria and Gl1ana partly due to lo\v levels of researcl1 on fertility and 

primarily due to lack of routinely collected vital registration data in these countries. Nigeria 

in particular, lacks a well established vital registration system and therefore rely largely on 

other sources to estimate the level of fertility and its influence on l1er population dynrun ics. 

These other data sources include censuses and surveys tl1at often collect infon11ation on 

fertility and other important demographic processes, and 1nore in1portantl). demographic 

sample surveys from the large international progra1ns among ,vhich are the de111ograph1c and 

health surveys such as the NDl-1S .

• 
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• 

1.2 Statement of the problem • 

Nigeria and Ghana, are countries that have been ravaged by econo1nic challenges which 

result into a decreasing per Capita Income annL1ally (UNDP, 201 O; UNFPA, 2010). In spite of 

being blessed with abundant valuable natural resources, significant portions of its people are 

living under extreme poverty. With about 2.3% population growth rate estimated annually, 

the situation in tl1ese cou11t1·ies clearly illL1strates the truis1n that de1nographic and 

develop1nental factors reinforce eacl1 other. High fertility and rapid population growth exert 

negative influences on poor econo1nic and social development. And consequently, low levels 

of econo1nic and social develop1ne11t provided tl1e cli1nate favoring higl1 fertility and hence

rapid populatiqn growth (NDI-IS, 2008; GDHS, 2008).

• 

TI1us, tinder tl1is situation, if one tl1i11ks abot1t acl1ieving i1nportant national goals, st1ch as, 

food self st1fficiency, accessibility of citizens to hea ltl1 care services, increasing e111ploy1nent 

opportunities, reducing underemploy1nent, improving housing conditions and so on. Then, 

one l1as to ide11tify critical points through which to break into the vicious circle of such 

unfavorable phenon1enon and mobilize sufficient energy and resources to that end (Alene et

al., 2008). 

In the I 988 National Population Policy, the desire was to achieve a reduction in the total

number of children born per \Votnan to four children. One of the major critiques of this policy

\Vas the restriction of the number of children to wo1nen and the difficulty in its

implementation. Hence, it has not been possible to control fertility and therefore a continuous
• 

increase in the population. • 

1.3 Justification for the study 

fertility is of great importance in contemporary de1nographic research as it co1nprises one of 

the greatest areas of discontinuity between National policies and individual goals. In le� 

developed countries, the preferences of many individuals and group,; for large fn1nihe,; run 

counter to national policies to limit population gro\vth in the face of lo\v econo1n1t gro,\ th 

Several factors have contributed in sustaining relatively high level,; or fi:nilit) in the 

countries. 
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Efforts to slow population growtl1, reduce poverty, achieve economic progress, improve 

environmental protection and reduce unsustainable consumption and production patterns are 

mutually reinforcing. Sustained economic growth within the context of sustainable 

development is essential to eradicate poverty. Eradicating poverty will contribute to s lowing 

population growth and to achieving early population stabilization (ICPD, 1994; UNFPA, 

2008). However, fertility is one of the three principal components of population dynamics

that deter1nine the size and strL1cture of the population of a cot1ntry (UN, 1983). Differentials 

in fertility level and fertility pattern in differe11t areas and among popt1Iation strata or 

cl1aracteristics l1ave been among tl1e 1nost pervasive findings i11 de1nography (Cochrane, 

1979). 

The De1nographic and Health Survey serves as one of the richest sources of de1nographic 

i11formatio11 in Nigeria and Gl1ana bt1t tl1e fi11dings are grossly under-utilized largely because 

of sketchy analysis of the data collected. Therefore it is important to further explore the data 

particularly on areas pertaining to fertility for a 1nore intellectual relevant infonnation of 

maximun1 benefits to policy decision making. It is indeed a waste of resot1rces to spend so 

1nucl1 on collecting such a national representative data pay little or no attention to its use. 

Therefore, the need National De1nographic and Health Survey data in Nigeria and Ghana 

l1ave been examined in this work to identify and compare the main demographic deter1ninant 

of population in Nigeria and Ghana.

1.4 Research Questions 

Using the basic factors of high fertility rate in these two countries, this study therefore 

empirically examines the following questions; 

• Are differences in the Age at first marriage as it affects fertility i11 Nigeria and Ghana?

• 

• Are the populations of the two countries growing at same rates?

• Of what significance are Socio-demographic factors (such as Education� Rel 1gion, and

• 

Region) to the rising rate of fertility in these two countries?

Which of these indicators - Age at First ,narriage, socio-eco110111ic factors cg .

Education, religion, and region has most s1gni ficar1tly affected rl:rtil1t, rate in tt1c

West African sub region v1z-a-v1/ tl1c t,vo coL111t ries? A 11d 111 11(.1\\ llC.) till' ir ct tel t � ()n

fertility corn pare in tl1c t\.VO col1ntr1cs?
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1.5 Objectives of the study 

Broad Objective 

The broad objective of the study is to assess the effect of basic socio-demographic factors e.g. 

education, religion, age at first marriage on fertility level in Nigeria and Ghana. 

Specific Objectives 

The specific objectives of this study inclttde: 

• To evaluate the effect of basic Socio-detnographic factors (such as Educatio11,

Religion, Region, and .Age at Fi1·st 1narriage) 011 fertility level in Nigeria and Gl1a11a. 

• Compare the effects of tl1e socio-de1nograpl1ic factors on fertility in botl1 countries.

• Co1npare fertility rate in these two countries.

• To ide11tify s0111e factors tl1at 1nigl1t have co11tribt1ted to the decline in fertility.

• To identify those factors tl1at influences (or are associated with) Total Children Ever

born CEB . 

• 

• 

• 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

Tl1e high gro,vtl1 rate of population varies a lot from region to region and from co1n1nL1nity to 

community. Population growth is determined by births, death and 1nigration. These factors 

are in influenced by numerous socio-economic and demographic factors. Whicl1 interact in 

different ways: So1ne of these factors l1ave been reviewed i11 tl1is cl1apter . 
• 

2.2 Fertility Tl1eories 

Econon1ic tl1eories of fertility asst1n1e tl1at pare11ts have the number of children tl1ey do 

because tl1ey desi1·e approxi111ately tl1at nun1ber, given the cost of birth control. This demand 

for cl1ildre11 at a hot1sel1old level is affected by many socio-economic factors such as the level 

of human capital of fa1nily 1nembers, fan1ily i11come and assists and the experience on tl1e 

child 1nortal ity. 

2.2.1 Demograpl1ic Transition Theory 

Demographic transition theory describes how populations change fro1n balanced regin1es of 

high fertility/high mortality to regimes of low fertility/low mortality (Davis 1945; Notestein 

1929). Aside from its modeling of three phases of de1nographic change, which has strong 

heuristic appeal, prepositional statements articulating casual mechanis1ns have come 

son1ewhat haphazardly in the theory's develop1nent. Notestein (1945) original formulation 

assumed that mortality decline is qt1ickly achieved during modernization, but fertility 

reduction lags behind owing to traditional ponytails social norms and structures, rest1lting in a 

transitional stage characterized by rapid population growtl1. 

As irrational ponytails nor111s and social structures erode under tl,e onslaugl1t of indt1strialis111 .. 

urbanization, individualism, fertility equilibrates \Vitl1 mortality to for1n a balanced .. to,,­

growth demographic regime. This early emphasis on social psycholog1cnl change \\a quicl..h 
• 

overshado \ved by a more policy relevant rational choice focus c�zrctcr 19()1) tl1t1t reql11rt:� 

individual • or household-level analysis. For exainple, Da, 1<.'<. ( I 961) theory o I � hnnge und 

response asserts that n,ortality reduction is the quinle<,sentinl hnrhingcr of the d�·nH>gr,,phic 
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• 

transition: When faced with improved child survival, households must choose between 

having more children or upward social 1nobility according to Davis, mobility tisually wins. 

Likewise, Becker's (1960, 1988) new household economics, Caldwell's (1982). Wealth-flows 

and easterly (Easterlin and Crim1nins 1985) supply-and-demand approacl1 all attitude 1nacro 

social demographic change to the 1nicroeconomics of utility maxi1nization. Given the broad 

influence of Davis's (1963) dictu1n that macro level explanations of fertility behavior must 

link to n1icro-processes (i.e., methodological individualism), tl1e literature l1as been 

domi11ated by search for n1icro level and proxin1ate determinants of fertility behavior. This 

rational choice revisionism has adu1nbrated de111ographic transition theory's early empl1asis 

on the 1nacro social deter1n ination of fertility . 
• 

The tl1eory has bee11 weigl1ed dow11 vvith st1pplementary argu1nents drawn fro111 different 

discipli11es, leaving 011l y a hollow core proposing tl1at ... socioeconorn ic develop1ne11t will lead 

to natality decline ... so111eti111e after a 111ajor decline in 1nortality. (Beaver 1975 :9). As a 

result, demograpl1ic transition tl1eory's explanation for fertility decline, which is 

indistinguisl1able frorn tl1at of 1nodernization theory because of its e1nphasis on , generalized 

n1oder11ization (i.e. industrialization, urbanization, affluence and education) (Chesnais 

1992:356; Simn1ons I 988:92), has progressed very little over the years . In response, 

cl1allenges to the l1istorical and contemporary relevance and accuracy of tl1is demographic 

modernization theory have mounted (Crenshaw 1989). For instance , results from tl1e 

Princeton European Fertility Project suggest that socioeconomic forces played no role in 

fertility behavior prior to Europe's de1nographic transitions , that changes in 1nortality were 

not pivotal in those transitions , and that the pace and timing of the fertility decline were 

driven primarily by tastes and access to contraceptive technology (Knodel and van de Walle 

1986). Others question demographic transition theory's applicability to contemporary TI1ird 

\Vorld countries. 

Results from the World Fertility Survey question socioeconomic theories of fertilit) 

behavior, apparently falsifying the notion that wage workers or won1en in 1noder11 sector. 

experience lower fertility than they're more tradition counterparts (Cleland and \Vibon I 987) 

These au tho rs and others cone I ude that education. secu lari:i:at 10n. cu ltu ra I d I ffu, ion pro, 1d e 

checks on fertility (Lesthaeghe and Wilson 1986), while other rclcgntc <;Oc1al '-lructure to ,1 

channeling- role that mediates the <;prcad of 1dcn<;, attitude,, nnd inforn1ntion regarding 

fertility nonns· and practice (Bongaart nnd Wutkins I 996). 'f"hct•rcticnl nnd n1ctho lolol!I al 
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ambiguities and anomalies have taken their toll on demographic transition theory, leading 
• 

son1e researchers to conclude that demographic transition theory is near death. (Hirscl1man 

1994). althougl1 1nany midrange theoretical pro.positions and empirical generalizations have 

been offered to answer various critiqttes of tra11sition theory, they provide neither a n1ore 

parsimonious nor a more co1npelling general model of demographic regimes. 

2.2.2 Econon1ic Versus Ideation Theories of Fertility 

Although the final conclusion of the Princeton fertility study has been 1·ecently challe11ged in 

at least one cou11try and attributed to incomplete data faulty 1nodeling (Galloway et al., I 994), 

it still stands out in tl1e forn1 of a negative sweeping generalization: a significant fractio11 of 

tl1e total decline of fertility i11 Nortl1ern and wester11 Europe during tl1e period 1870-1930 was 

not due to 1neast1rable social a11d eco110111ic transformations, as tl1e conve11tional de111ographic 
• 

transition tl1eory vvould l1ave it. Tl1e observation tl1at fertility levels as well as tl1e pace of 

decli11e tend to clt1ster alo11g regional, eth11ic and langt1age bot1ndaries prompted tl1e infere11ce 

that cl1anges \Vere driven by a diffusio11 mechanis1n whereby regional, cultt1ral and language 

barriers could son1etin1es offer resistance to a wave of change or, vice versa, precipitate 

further changes. 

Whilst the idea tl1at diffusion may drive the process of fertility decline is qt1ite reasonable and 

attractive, it was never well formulated, tl1at is, the mechanisms through wl1ich diffusion was 

supposed to operate ,vere never spelled out \.Vith precision. Fttrther, testing of tl1is weakened 

version of tl1e hypothesis was rarely done directly and instead proceeded via a residual test, 

e.g., what could not be explained by measurable ("structt1ral") factors must be attributable to 

diffusion. In the after1nath of Princeton fertility study the field experienced the fierce and 

rigid opposition between two explanatory frameworks. One reduced fertility behavior to be 

out of some rational decision making by individuals seeking to maximize some type of 

utility. 

Although in its most rigorous form, this framevvork ,vas i11trodt1ced i11 dc111ograpl1, a a 

direct import from economics, a much loose form l1ad already been applied b) dc111ogrnphcrs 

(the demographic transition theory 1s a good exainplc). And ,vns olso prc.cnt in fornn1lation� 

apparently very di-,tanccd fro1n the utility n1n-,11ni1nt1on I r11111c,, or!,. (( ,1Ict,, "II\ 

intcrgenerati on al flows is an i II II strati on of th is), th c other fr11111c\\'O I k, 11 n I uc h 111ort· le o,c h 
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respondent to influences from cultural factors and adherence to practices and beliefs 

characteristic of ethnic, language or other groups to whicl1 actors belong. 

Waves of ideational change originating in a particular social context could s01netimes (a11d 

under conditions tl1at usually remain opaque) invade-otl1er social context and, if adopted, 

could go a long way toward explaining the de1nise of a l1igh fertility regi1ne . An exan1ple of 

this is the idea tl1at 'westernization' is at tl1e 1·oot of fertility cl1a11ges in s01ne developing areas. 

Nowhere is tl1e contrast between these two fra1neworks these two frameworks n1ore starkly 

fonnulated than in Cleland and Wilson's rendition (Cleland and Wilson, 1987). 

According to Lindequist (2011 ), originally, tl1e study of the dynamics of l1uman population 

was \-Vithin the academic scope of demography. However, as de Bruij n (2006) points ot1t, 

de1nograpl1ic researcl1 consisted pri1narily on assembling data on population and its

dynamics, neglecting theoretical research on tl1e forces producing tl1is data: other disciplines

- econon1ics, sociology, l1istory, anthropology, biology, psycl1ology and medical science -

have invaded the relative vacuun1 of tl1eoretical substance, justifying the label de1nography as 

an interdiscipline . 

According to Caterline (2003), the debate that began in the 1950s and is still continuing about 

the aims of population policy and the nature and scope of i11terventions can be viewed as a 

debate about l1ow to weight the various determinants of demographic tra11sition . He also 

claims that if one follows Notestein's reading of tl1e European historical experience, then the

decisive factors are social and economic change, and the availability of contraceptive 

technology is of little importance. Davis, as well leaves one less tl1an sanguniue about tl1e

likely contribution of programs that make family planning and reproductive health services

more accessible and less expensive . Coale and Easterlin, provide a stronger rationale for 

investment in such programs. Rapid population growth - a function of tl1e gap bet,, een 

mortality and fertility declines- has been a primary public policy concern. The den1ograph) of 

pre-transition and post-transition populations differ in 1nany other respects post-trnns1tion, the 

age-structure of the population is older, individuals' lives are far lengthier, and childrearing 

occupies a much smaller portion of those lives. Thc5c outcon1cs ol dc1nogrnph1c tr.111,1t1on 

increasingly arc the focus of pub I ic policy dcbatc5 about populot ion d, nnn1ic. 

9 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Lindequist (2011) also presented some of the most important and fundamental theories of 

fertility and how they might explain the fertility decline in the western world during the 19
th

century such as: 

2.2.3 NOTESTEIN, CLASSICAL TRANISTION THEORY 
• 

One of the earliest a11d most inflt1e11tial theories 011 demographic transition sten1s from Frank 

W. Notestein, an A1nerican de1nographer fro1n Princeton U11iversity. He and others

(especially warre11 Tl10111pson and Ki11gsley Davis) were pio11eers in the young field of 

demograpl1ic research in tl1e l 940s a11d 1950s and developed general ideas on the 

pl1enon1enon of de1nograpl1ic tra11sition, wl1icl1 are st1mmarized tinder tl1e label ''classical 

transition theory''. 

2.2.4 ECONOMIC, CULTURAL AND STRUCTURAL THEORIES 

• 

One of the n1ost in1portant and influential lines of reasoning about human reproductive 

behaviour is the n1icroecono1nic theory of fertility. This approach to fertility is based on the 

rigorous application of microeconomic analysis to fertility decisions. Fertility is exa111i11ed 

within the context of a rational hot1sehold maximizing utility. The standard economic 

approach to fertility then investigates how the household's fertility decision is interrelated 

vvith several influencing factors. Thus, in terms of Coale's three conditions for declining 

fertility, the economic approach addresses the socioeconomic/ structural dimension. 

2.2.5 CALDWELL: WEALTH FLOW THEORY 

Another important contribution to the explanation of declining fertility in tl1e \\1estern ,, orld 

during the J 9th century stems from John Caldwell. a demographic researcher. "ho ad, anccd 

the hypothesis that the direction of "intergenerational ,veal th flo\\ �" is central to lhe 

understanding of declining fertility. 

Jn Caldwell's theory, there arc two types of 5oc1cty· one in ,vh1ch the 'net "ca Ith no,, ...

(present and anticipated) run from child to pnrcnts and one 111 "hit h they run fronl p<1rent. to 

child. Net wealth no,vs running Iron, pnrcnts 10 child ch11rnekrizc po�t-tr.111. i1i0n11I �o i ·ti ·s. 
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• 

In pre-transitional societies, children provide a flow of resources to their parents which 

exceeded their costs. This leads to l1igh fertility. The change in the direction of net wealth 

flows characterizes the transitio11 from one regime to the other. In the post-transitional 

societies, cl1ildren require more resources than they generate which leads to low fertility. In 

settings where children are econotnically beneficial parents will have too many children 

(Child Developme11t Reference, Wikipedia, 2011). 

2.3 Proxi1nate determinants of fertility 
• 

• 

Fertility levels i11 sub-Saharan Africa are a1nong tl1e l1igl1est in the \vorld. The recent fertility 

decli11es in a few countries l1ave gai11ed tl1e attention of researchers ru1d policy makers. 

According to Davis and Blake ( 1956). tl1e factors affecting fertility can be classified i11to two 

groups: background variables and i11termediates or proxi111ate variables. The backgrot1nd 

variables include cultural, psycl1ological, economic, social, l1ealth and e11viron1nental factors 

,:vhile tl1e proxi111ate is tl1ose factors tl1at have a direct effect on fertility. Tl1e backgrot1nd 

factors operate tl1rot1gh the proximate determi11ants to inflt1ence fertility; tl1ey do not 

intlt1ence fertility directly. 

Bongaarts et al. ( 1984) enumerated nine major proxi1nate determinants of fertility at the 

societal level: marriage or union patterns, contraception, lactational amenorrhea, postpartu1n 

abstinence, pathological sterility, and induced abortio11, freque11cy of sexual intercourse, 
. 

spontaneous intrat1terine mortality, and natural sterility. 

Use of Contraception: the major deter1ninant of the fertility in 1nodem ti1nes in most 

countries is the use of contraception to regulate fertility. Unexpected or unplanned pregnancy 

poses a major public health challenge in women of reproductive age, especially in developing 

countries. It has been estimated that of the 2 IO million pregnancies that occur annual I) 

world\vide, about 80 million (38%) are unplanned, and 46 n1illion (22°/o) end in abortion 

More than 200 million vvomen in developing countries would like to dela)' tl1e1r ne�t 

pregnancy or even stop bearing children altogether, but 1nany of the1n still rel) on traditional 

and less effective methods of contraception or use no method at all . 

• 

Those who do not use any contraceptive 1ncthod may lack ace.cs::. or faLc h,1rnc1, to u. ing 

contr.ice pti on. 1·hese barric rs inc I udc I ack of in va re nc �s. laL k of ace c ,,. L II It u r ., I I al tor,. 

religion,,opposition to use by partners or fan1ily 111cn1bcrs, nnd fcur <'f health n,k, 1111<1 • 11.k·
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I 

ctl' cl l)t'C()l\t1·,1 '�ptl\10S. ltl Nlgcrlt,, llllllllCtldctl i11lCl'COlJl'SC i� tile ,,ri,nt,ry CLJLISC c1f L1nw11,1tccf 

pr ·gnan ic • ond 1nn11y , u111c1t ,vhh unwunlcd prcgnnncics dc"idc to end thcrn by uhorlion, 

S111cc t\l1orti<)11 is illcgt,1 lit Nig�rit1 (t111lcss 111cdict1lly rCCll111111c11dcc.l tc, suvc 11 n1otl1er's life) 

111a1l)' ul,{lt tio11s t\rc citrriccl (lttt i,, t\11 u1,c.,1,tc c11viru111r1c11l. 

·1�11c CllflS\!t\t1c11cc� of' tl,c"c c ltlt 1tlcsl i ,,c 11l1orl l(lf1't 1,rc gru vc.· t111tl c,111 l1c Ii 1·c--l•1rc,1tcn ing, <Jf ten

leading tl, 111(1tcr11al dcnth. 1\hol'lions nccounl ror 20%-40'V., or rnntcrnul dcuths in Nigeria. 

\,u1y factor, cuntributc to 1111,vnntcd pregnancy in N1pcnn, und u very i111portnnl fi1ctor is the 

lo,, level of co11tri,cc1)tivc ll',C. 111 ucld1t1l111. o clcsirc to li1111t f111111ly si,c lo c11ublc tf1c fl11nily to 

pro\ 1de a better educot ion for the ch rld1 en, the 1ncrcnscd pnrtrcipul 1011 of worncn in the labour 

torcc, a11d \trl,tt11izali(1t1 ,,re otl,cr ti,ctors le11di11g to tl1c tlc'-iirc (1f' Nigcrir,n wo1nen to have a 

prcdetcn11incd 11111nbcr ol t.hildren. Contruccpllvc prevnlcnce l'rttes hove correlated with 

111nt�r11t1 I 111l,rt.11 it)' �111d il l1:1s t,ec,, sl1(1\\'11 t l111l col111trics \Vi ti, lo\V cor1 truccplr ve prcv,1 lcncc 

rate, arc ,11,'-) Ct"\ltt1trics ,, itl1 \'Cf)' l1igl1 11111tcr11,,I 11tclt tality r11tic,s. 

� 1 ,cri:l t,ns 011c c,t� t ltc It igl1cst 11,:,tc:r11tl I 111(,rt,1 I ity r,1tios in sL1b-Sal1,lr,1n A fricn. ,1nd ranks as 

tl1� o\111tr) ,, itlt tltc �c l1nd l1igl1c':)t 11t1111bcr 01· 111r,tcrn,1I c.lcutt1s in the \.vorld, \Vitt1 illegal r1nd 

u11s..�tc atx rtio11s contribliting 20o/o-40% 01· about 60,000 m,,tcrnal deaths that occur )'Carly in 

Nigeria. Sirnilarl�. the rate of induced abortions is a good indicator of the current state of 

nlt:dic.nl ore and fu111il� planning in an)' cot1ntry. Among Nigerian \\Omen of rcproducti'Jc 

age. one in se, en ( 14%) has tried to have an abortion. and one in IO ( I 0%) have actuall> 

end-e-d nn un,,'Ullted pregnanC)'. suggesting up to 760.000 induced abortions annually . 

• 

The U- of modem contraceptive methods translates into the prevention of un\�anted 

pre=oonc) and subsequent abortions. If contraceptive use in the population increase am n 

1 erian men and \,omen ,vho are sexually acti\'C7 there \viii be a significant redu 1 n m 

ted pregnancie and abortions leading to reduced n1atemal mortalit�·. 

indicate that more than 60°/o of \\Omen ,� ith an unplanned pregnnnc) re n 

- o con�ep ,on This literature rcv1C"\\ of contrnccpt1on use 10

- I v\ le cl O C nlr cept11t1C uc;c<O he fnctor re a . ..... ln ,hie f( r 1hr J i\\ U 

,n"c ent, n . pr r m nd pol, te t(l an-rr-.. ,//.'..- 011 .. ,. ... 

".- , .... .  ,.,,.,.,,. .. , .  p n\'cd ec< n1mc rl t,0,1 1n I dtr"' ..... c, n f r flt��--,.... , 
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• 

effects of contraceptives. In Nigeria, unintended intercourse is the primary cause of un\vanted 

pregnancies, and many women with unwanted pregnancies decide to end them by abortion. 

Since abortion is illegal in Nigeria (unless medically recom1nended to save a mother's life) 

many abortions are carried out in an unsafe environment. 

The consequences of these clandesti11e abortions are grave a11d can be life-threatening, ofte11

leading to maternal death. Abortions accot1nt for 20o/o-40% of 1naternal deatl1s in Nigeria.

Many factors contribute to u11wanted pregnancy in Nigeria, and a very important factor is the

low level of contraceptive use. In addition, a desire to li1nit family size to enable the family to

provide a better education for the children, the increased participation of women in the labour

force, and urbanizatio11 are otl1er factors leading to tl1e desire of Nigerian women to have a

predetennined number of children. Contraceptive prevalence rates have correlated with• 

1naternal 111ortality and it l1as been sho\-Vn that coL1ntries with low contraceptive prevalence

rates are also cot111tries ,.vitl1 very l1igl1 1naternal 1nortality ratios.

Nigeria has one of the highest n1aternal mortality ratios in sub-Saharan Africa, and ranks as 

the country with the seco11d l1ighest n111nber of 1naternal deaths in the world, with illegal and 

unsafe abortions contributing 20o/o-40o/o of about 60,000 maternal deaths that occur yearly in 

Nigeria. Si1nilarly, the rate of induced abortions is a good indicator of the current state of 

1nedical care and family planning in any cou11try. Among Nigerian "vomen of reprodt1ctive

age, one in seven (I 4%) has tried to have an abortion, and one in l O (I 0%) have actually 

ended an unwanted pregnancy, suggesting up to 760,000 induced abortions annually . 

• 

The use of modern contraceptive methods translates into the prevention of unwanted 

pregnancy and subsequent abortions. If contraceptive use in the population increases a1nong 

Nigerian men and women who are sexually active, there will be a significant reduction in 

unwanted pregnancies and abortions leading to reduced maternal mortality. Research in 

Nigeria indicates that more than 60% of women with an unplanned pregnancy are not using 

any fo11n of contraception. This literature review of contraception use in Nigeria identifies 

reasons for lo\v levels of contraceptive use, the factors responsible for this lo,v utilizut1011. 

and recommends interventions, programs, and policies to increase contraceptive utilization 

Jn addition. the review provides recom1nendations and direction for future poh11cul pol JC, 

changes and is intended to serve ull1n1ately ns a guide for p0pulnti0n nnd dcn1t>gruphic 

planning. 
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Contraceptive use and choices 

• 

Contraceptive use and cl1oices vary widely in Nigeria according to type of health facility, 

geopolitical zone, and within urban or rural settings. Various factors, related to both supply 

and de1nand, account for these variations and contribute to the low levels of contraceptive use 

and choices in Nigeria. On tl1e supply side are issues st1ch as limited availability, qt1ality, and 

cost of fa1nily planning services. As a consequence of limited availability, any Nigerians 

(particularly in rural areas) lack access to modern contraceptive and family planning services. 

In areas wl1ere services do exist, their quality is often poor, with inadequate contraceptive 

supplies, i11sufficient nun1bers of trai11ed service providers, poor interpersonal skills on tl1e 

part of providers, and li111ited essential equip1nent. 

Research on factors associated ,vitl1 de1na11d for co11traceptives and family plan11ing services 

in Nigeria has identi tied tl1e relative powerlessness of wo1nen (especially in 11ortl1ern 

Nigeria). housel1old poverty, lo,v level of educatior1 (especially in r1ortl1ern Nigeria), myths 

and rt11nours about modern contraceptive 1netl1ods, parity, pronatalist attitudes, and 

\videspread preference for male cl1ildren, as key influences on contraceptive use. In addition 

to tl1ese factors, and especially in northern Nigeria, early marriages and early initiation of 

sexual activity have contributed significantly to the high fertility and st1bsequent higher 

prevalence of 1naternal and fetal complications. The variot1s contraceptive choices and related 

issues peculiar to Nigeria are outlined below: 

i. Condoms

According to the 2003 Demographic and Health Survey (DI-IS), the condom is reported to be 
• 

the main contraceptive method known of and used by Nigerian women of reproductive age 

The extensive marketing of condoms in response to the human immunodeficiency ,,irus 

(HIV) epidemic, \.vith the active involvement of both government and nongovernr11ental 

organi7ations, has been responsible for this increased a\.vareness a11d subsequent increase in 

condom use. Condoms are also the preferred choice for post partu1n contraception. espec1all)' 

among educated women with high parity Stt1d1cs 111 Nigeria 11a,,e i11dicated that bcc."lll"-l 

patent medicine stores are common sot1rce5 of contraccpti, cc; a11d l1cll'lt1"e C()OUC)JllS ,tr\." 

readily a\·ailablc over tf1c cot1ntcr al tl1csc stores. tl1crc is 111t1cl1 le s rt:str i ti, " llll 

contraceptive purcl1ascs and t1sc co111parcd \\1itl1 ll1c f,l111il) pl lnr1i11g cli11i s ,111tl f1t· 1l111 
• • 

facilities v.1hcrc tl1crc arc r11orc rcstr1cr t<l11s.
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ii. Oral contraceptive pill

As already stated above, OCPs, like the condom, are readily available over the counter at 

patent 1nedicine a11d phar1nacy sl1ops in Nigeria. They are also available at the 11ealth 

facilities, and are the second contraceptive method of choice for women of reproductive age, 

particularly younger unmarried females and stt1dents. A significant problern in Nigeria is a 

ge11eral lack of adequate inforn1ation about the OCP. The 1nyth tl1at prolonged use of tl1e OCP 

leads to permanent sterility l1as li1nited its use in Nigeria and 1nay explain why n1ost young 

females in Nigeria, especially stt1de11ts, prefer to use abortion instead of contraception for 

unwanted pregnancy. Also, tl1e protective effects of OCPs are virtually unknown by tl1e 

majority of wo1nen in tl1e Nigerian popt1latio11. 

iii. Fentale sterilization

Female sterilization by tt1bal ligatio11 is not a co1n1non or acceptable contraceptive choice in 
• 

Nigeria. Ho\vever, tl1is 111etl1od is co1n1nonly used worldwide, especially in developed 

cot111tries and in some developing countries in Asia and South America. Many factors can 

i11fluence decision-1naking abot1t sterilization in Nigeria, including religion, ignorance, and 

st1perstition based on ancient beliefs, even among more literate members of the co1nmunity. 

The acceptability of sterilization in Nigeria and otl1er developing cot1ntries might be 

influenced by tl1e high cost of the procedLtre, scarcity of skilled providers (especially in rural 

areas), and fear of surgical complications. 

Nigerian studies had shown that the demand for tubal ligation is low, but is commonly 

accepted in conjunction \Vith another surgical procedure, such as a cesarean section or 

laparotomy for repair of uterine rupture. Possible surgical complications when using the 

Pomeroy's technique of tubal ligation via laparoto1ny or the mini-laparoto1ny route (the latter 
• 

being the most common) includes uterine perforation, bladder and intestinal i11jt1ries. and 

intra-abdominaJ bleeding, althot1gh the occurrence of tl1ese co1nplicatio11s \\ as fot1nd to be 

minimal. 

Further, for the majority of the users. stcril1zat1on ,vac; tl1c first n11cl lllc ln,t 111ethod c..,t· 

contraception; according to the NFH � 82 per cent of \\ orncn h,1d not u,cd nn, other 111t·thod 

of contraception before acccptrng �terilr1ntion. While the u,c cHi:ctivcnc,� of. tcriliz.11ion is 

higher than that of other methods and ccrtninly n111ch highc1 tli.111 thnt ot tr,11lrti(l11 II 111ethods. 
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contraceptive use cannot increase very rapidly because couples adopt it only when they are

ready to limit their family size. 

The suppressing effect of lactation on the resumption of ovulation after childbirth is of

demographic interest, particularly in societies like Ghana where use of modern contraception

is low. 

• 

Un,vanted pregnancy, abortion and contraception

• 

Many Nigerian women of reproductive age experience an unwanted pregilancy and resort to

abortion. According to a DI-IS survey o·f wo1nen i11 soutl1-western and northern Nigeria, at

least 20% repo1·ted having experie11ced an L1nwanted pregnancy. Tl1e 2003 Dl-1S fot1nd that of

the total live births reported in tl1e tl1ree years prior to 2003, I 5o/o were also reported to be

unplanned. A co1nmunity-based survey of 2,093 women aged 15--49 years about the factors

associated witl1 urlwanted pregnancy was co11ducted in eigl1t states of Nigeria in 2002-2003.

Tl1e results indicated that 28o/o of \.vomen reported l1aving an t1nwa11ted pregna11cy and, of that

28o/o, l1alf reported having attempted to end their last tin wanted pregnancy .

• 

Forty-three percent of the women who sought an abortion did so because they were either not

married, too young, or still in scl1ool. Of the women who were not practising contraceptio11,

44o/o said tl1ey \Vere unaware of fa1nily planning services, 22% stated tl1at tl1ey did not l1ave

access to contraceptive services, contraceptive services were too expensive, or they were

afraid of side effects. Therefore, at the ti1ne of that survey, 27% were at risk of unwanted

pregnancy and almost 50% were unaware of contraceptive methods.

Un,vanted pregnancy is the leading cause of unsafe abortion in Nigeria. Abortions contribute

to 20%---40% of all maternal deaths, constitute an economic drain on the Nigerian health

system, are expensive for women, 63 especially for those who develop complications leading

to pelvic inflammatory disease (PID), infertility and/or ectopic gestation. It has also been

noted that sonie women use abortion as a means of child spacing instead of using n1odern

contraception. Fear of future infertility was the overriding factor in adolescent�· deci ion� to

rely on abortion rather than contraception. Many perceived the ad, er�e ctTcct of ml>dcrn

contraceptives on fertility to be continuou� and prolonged, ,vhilc abortion "11 •• ccn n. nn

immediate solution to an unpla11nc,J prcg11nr1cy.
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Despite the legal restriction on abortion in Nigeria, 27o/o of physicians in private practice 

perform the procedure. Indirect evidence from tl1e 1990 and 2003 DHSs suggests that the 

number of abortions occurring in Nigeria is on the increase. For example, the percentage of 

women aged 21-24 years who had premarital sex before the age of 20 years, 1naking tl1e1n 

likely to be at risk of unwanted pregnancy during their adolescent years, increased from 27% 

in 1990 to 32% in 2003. In both surveys, contraceptive t1se remained low, with the 2003 

DHS suggesting that only 13% of n1arried women used any contraceptive 1nethod . 

• 

Tl1e extent to whicl1 women resort to abortion has a direct effect on fertility levels, 

independent of other proxiinate determinants, because abortion ends a pregnancy. Abortion 

may be spontaneous or deliberately induced to e11d an t1nwa11ted pregnancy or malformed 

pregnancy, whicl1 111ay be life threatening, or to end a pregnancy with a foetus of tl1e wro11g 

se . Tl1e extent of sponta11eous abortions in a poptrlation ,nay depend on tl1e 11t1tritional status 

of \V0111en or 111ate1·nal l1ealtl1. However, indt1ced abortions depend Ltpon tl1e ct1Jtural, religious 

and societal nor111s and attitudes as well as on the legal status of abortion in tl1e country. 

Ho\..vever, it is ,videly held that tl1e incidence of indt1ced abortion is grossly under-reported in 

tl1e surveys for a complex set of reasons. 

There is still a stigma attached to reporting induced abortion. Wo1nen or couples often do not 

infor1n their immediate relatives about having resorted to abortion a11d are unlikely to report it 

to the investigators. Someti1nes induced abortions were reported as spontaneous abortions. 

Even if the reference period of tl1e survey reqt1ires women to recollect the ot1tcomes of all 

pregnancies since marriage until the time of the survey, some events, whic11 do not result in 

Jive births, are omitted. In the fot1r-district Gujarat stt1dy, while 9 to 15 per cent of all women 

\vho \Vere interviewed reported having experienced a spontaneous abortion. only about 1 to 2 

per cent reported an induced abortion. The total abortion rate worked out fro1n the reported 

occurrences ranged between 0.1 and 0.2 per worna11, \vith large rural L1rban differences\\ itl1in 

the districts [Visaria et al 1995].

Abortion is not used as a method of family planning in Ghana. incc 1985 a 11c,, pro, 1\1011 t)n 

abortion has b·een enacted to clarify the conditions tinder \vh 1cl1 a,1 ,1 l">ort 1011 111,1, l1� ,,1 tc l\' 

and legally pcrfor111cd. "'J
1

l1c lack of data or1 al)ortio,, prcc..ltaclc� li111'111g <.:011trn cpti, c t11illtr\.· 

with abortion "'J awiat, r () ( 1997 ).
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• 

2.4 Proximate determinants of fertility in Nigeria 

Data from the 1981-82 Nigeria Fertility Survey (NFS) are used to identify the key proxirnate

determinants of fertility in Nigeria. The patterns of their individual a11d collective effects are

analyzed in a search for possible sources of fertility change. Exposed to the risl( of

childbearing througl1 ftrst marriage is found to be the most important proxi1nate detertn i11ant

of Nigerian fertility. Subsequent to marriage, fertility is determined mainly by breastfeeding

and postpartum sexttal abstinence. Wl1ere fertility sl1ows significant socioecono1nic

variations, there are equally identifiable patterns of tl1e impact of the proximate determinants

whicl1 explain these differentials to a large extent. On a national scale, the observed patterns

of the impact 9f the measured proximate deter1n i11ants do not appear to suggest that Nige1·ian

fertility is soon to experience a large decli11e.

Usi11g data fro111 tl1e 1981-82 Nigeria Fertility Survey, key proximate deter1ni11ants of fertility

in Nigeria are identified. St1cl1 111arkers are sougl1t in tl1e context of this country's estimated

1990 population of 110 111illion, gro"vi11g at the rate of 3.5°/o/yr. Tl1e national total fertility rate

is 6.4, with 6.2o/o of fect111d, non-pregnant married wo1nen e1nploying modern contraceptio11.

Considering as corollary factors respondent's age, fernale and ht1sband's education, and region

and type of place of current residence, individual and collective effect patterns were analyzed

to look for the sources of fertility change. The most important determinant was found to be

childbearing through first marriage, followed by practice and duration of breastfeeding and

postpartum sexual abstinence. Marital disruption and contraception play reducing roles in

urban fertility; though inadequate to offset the factors supporting fertility increase in more

rural areas of Nigeria. Overall, impact patterns as observed do not suggest reductions in

Nigerian fertility in the near future. Moreover, traditional, controlling practices of

breastfeeding and sexual abstinence are at risk of succumbing to modern influences. Such a

development ,vould demand a 1narked ups,ving in the practice of modern contraception in

1geria to combat the rampant population growth.

2.5 Ghana's Demograpl1ic Transition:

Issues pertaining to reproductive health are taken seriously by de, eloping countnc,. if the

Millennium Development Goal of improving maternal health ic; to be achic, cd ·ro n1cct the

targets of reducing by three quarters the maternal 1nortnlily r11t10 ,1nd nthie, c univcr,<11 ,1cte,�

d t. c h •altl, care rcscarcll i,,to rc1Jroclt1ctivc 11ec.·d� is c,t .. p1,1c,111ot1nt i11,p�,rti,11ct·.

to rcpro uc av· c , 
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Ghana has been experiencing d t· · .r:-. • • a re uc ion tn 1ert1l1ty levels over the last two decades. Total
fertility rate (T-FR), which stood at 6.4 in the late 1980s decreased to 5.5 and 4.6 in 1993 and
1998 respectively and further decreased to 4.4 in 2003. Meanwhile, the contraceptive
prevalence rate has rernained persistently low at 25 percent. Th is suggests that another
factor(s), besides contraceptive t1se, may be more i1nportant in shaping Ghana's fertility

• • transition. Altl1ougl1 there is no direct infor1nation on induced abortion, tl1e application of an
indirect technique (neo-residual method) provides insightful cities that indt1ced abortion 1nay
chiefly account for the disjoint between Ghana's declining fertility and the low contraceptive
use. Usi11g the 1998 and 2003 Gl1ana Demograpl1ic and Healtl1 Surveys, and guided by
Bongaarts' proxi1nate deter1ni11a11ts of fertility 111odel, I cotnpute an internal consistency
accuracy 1neast1re to validate tl1e indirect tecl1niqt1e and esti1nate tl1e fertility inJ1ibiting effects
of the proxi1nate detenninants. I fi11d tl1at, wl1ile postpartum infect111dability is the most 
significant inhibitor of fertility, induced abortion is, increasingly, a 1najor birth inhibitor. In 
vie\.v of tl1ese findings, I reco111me11d tl1at, care for complications from abortion should be an 
integral part of pri111ary l1ealth care systen1. 

2.6 ocio-de111ograpl1ic deter1ni11ar1t of fertility 

In most countries of the sub- Sal1aran Africa, population growth rates are still quite l1igh 

(about 3% per year) and tl1e prospects for fertility declines are still quite remote in 1nany of 

the countries of the continent. (Singh and Casterli11e, 1985, NAS, 1993; UN 1987). 

Socioeconomic factors that have important influence in lowering fertility preferences and 

rates are: educational attain1nent ( especially women's), etnployment opportunities 

(women's), Rural/Urban residence, availability and accessibility of health and family 

planning servi�es. Education and rural-t1rban differentials are among the most \videly studied

socioeconomic factors in individt1al fertility change.

Aganvala ( 1962), Goyal ( 1988) provided ample evidence of differentials in age at marriage

b J• b · g lo\.ver among Mt15lims tl1an the Hindt1s. Kr1sh111an ( l 976) anal, zed fat tor,y re 1g1on, etn � 

. fl . , rt'J'ty behaviotir In l1is study l1e observed that tl1ere 1c; ar1 1111pnct ol edt1cati(1n
1n uenc1ng 1e 1 1 

.1. b h ·our of tf1e couples in kerala state I Ic fot1nd 11cgati,1e rclnt1011 bct,,�t'n on fert, ,ty e av1 
. d r. ·1·t bchaviot1r among tl1c cot1plcs ot �era In stntc \l111stri ( 1977) ob�cr, d

education an 1crt1 1 Y 

the level of income has a posit i vc ct·1ect on kno\vlccJgc of fi,,n i I) pl,11111 i 11g 111ctl1ocl. 11,c

· · fl .. 1cing rl,c
educational level is ,n tier 

• 

tt(IClpfil111 r,11cl t1sc of' l�1111il) plf1111lit1g 11lcllll cl. 11,,lli.
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(1987) observed in his study that minority fertility is lower than that of 111ajority at upper

socio-economic levels and higher at lo\ver socio-economic levels. Gulati (1989) attempted to

analyze about the role of contraception and determinants of fertility in the Asian countries. 

He observed !hat the female's literacy, improvement in mortality condition, process of 

industrialization, educational levels, status O'f women,. and contraception depicts significant 
impact on fertility. .

Bashir Ahmed ( 1990) examined determinants of desired family sire of rttral Bangladeshi 

wo1nen. The study had taken 5513 sample size of ever-married women between 10-49 years. 

It was a two-stage a11alysis. In tl1e fi1·st stage 11umeric and non-n11meric responses for desired 

fan1ily size were exan1ined. In tl1e second stage determinants of desired farnily sire of those 

wo1nen who expressed nurneric desire of tl1e desired family sire were examined. Logit and 

1nultiple-linear regression 1nodels were adopted. The rest1lts indicated that older wo1nen, 

uneducated wo111en witl1out work experie11ce a11d Muslirn women expressed non-numeric 

response for the desired fa111 i ly size. Wife's education and work experiences were positively 

related to expression of nu111eric response. One of tl1e interesting findings of tl1e stt1dy was 

that those won1en whose l1usbands were engaged in agricultural activities desired they have a 

number of children tl1an tl1ose women's husbands were engaged in non-agrict1ltt1ral 

occupation. 

Lukshmonasamy ( I 991) examined the issue of dernand for cl1ildren among rural fa1nilies in 

Tamilnadu. The study was based on a sample of 670 l1ouseholds from 16 villages. The data 

\Vere obtained througl1 primary surveys during May. October 1985. Children ever born were 

used as fertility measure. The OLS esti1nates of the fertility equation suggested that equality 

of male and female had a negative impact on fertility. But the effect of husband's education 

was more significant. The impact of high cane on fertility was negative because of better

access to education and contraception \Vhile the nuclear families had the negative impact

inf erti I ity. • 

Mari Bhat P.M and Francis.A.J (2005), by using multivariate analysis of regression. ob�er, ed
. 1 as the number of children born alive for Muslim cottple� ,,,ith et1ect1, cthat 1n rura are 

. d 
. f 36 years or 1nore was 8 percent J1igl1er tl1an lite corrc�ponding nt1n1bcr tor

marital urat1on o 

. 6 6 d 6 r respectively. Tl1c data for urba11 arcns "110,,1<; tl1,tt lt()tJ .. ehol(I ,a,c 1,
Hindu couples an · · 

M I• tl,nn f·f indltS in every CL1n1,1lntcd 11crccntilc gr()tlp ltllcl ., .. ,,11ri,1blt·,
larger among us ims
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show negative contributions becat1se they tend to act to reduce the Hindu- Muslim 

differences in fertility measures. 

In the study of KulkarniP. M and Manoj Algarajan (2005), tl1e socioecono111ic characteristics 

are to be controlled by those that possibly influence fertility. Multiple regressions were used 

for the analysis. De1nographic research has recognized education, inco111e, reside11ce (rural or 

urban), occupatio11, or work participation as possible factors that have a beari11g on fertility. 

TJ1e fertility influenced by education is 111ost co1nmonly observed in 1nost societies. The 

socio-economic factors do not see1n to explain tl1e religiot1s differential in fertility. Of the 

four proximate determina11t of fertility, contraceptive use is tl1e one of tl1at is com1no11ly cited 
as the prime factor contribt1ting to religious differentials in fertility. 

Navaneethain.K and S. Pl1ilip Morgan, (2005), l(risl1naji.M and J-K.S 2005 i11 their study on 
religion and fertility found tl1at nattiral fertility is defined as fertility in tl1e abse11ce of 
deliberate control of contraceptio11 and births. Mt1slin1s is sl1owing similar fertility preference 

as the Hindt1 ttsing n1ode1n contraceptive methods to the same extent. 
Hence the earlier studies on socio economic variables determining fertility shows there is 

difference in detenni11acy of fertility fro1n study to study and across region and across 

population. • 

2. 7 Socio-cultural Factors

In addition, several authors have tried to document the fertility decline in sub-Sahara11 Africa 
(Caldwell et al., 1992; Caldwell, 1994; Castro-Martin, 1995; Cleland et al., 1994; Gaisie. 
I 996; Gould and Brown, 1996; Lesthaeghe and Jolly, 1995; McNicoll, 1992; National 

Academy of Sciences, 1993; Ngom and Fall, 2005; United Nations, 2001; van de Walle and 

Foster, 1990) while methods have been used to docurnent the onset of the fertility decline in 

h Afi · Specifically Cohen (1998) compared col1ort (parity) and period fertili1'sub-Sa aran r1ca. , .,
. . t [TFR]) to analyze the transition in Botswana, Cote d'Ivoire, Gl1ana. Ken) a.(total fert1l1ty ra e 

:b. S d n Tanzania, and Zambia. Kirk a11d Pillet ( 1998) applied Bonganrt"·Lesotho, Nam1 1a, u a ' 

b S h an African coLJntries to document tl1c impact of CL)ntrncepti,'c ll'-t!model to many su - a ar 

on fertility trends.
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Socio-cultural characteristics f:t'. h · · · · can a i.ect t e prox1mate determinants either directly or through
education or occupation For 1 th 

· · · · · exa1np e, e ttm1ng and prevalence of marriage and the practice
and duration of breastfeeding and postpartum sexual abstinence are ctilturally detertnined .
Different socio-cultural groups 1nay exJ1ibit different sexual behavior wl1ich influences the
level and prevalence of infertility (Frank, 1983). Also, tl1e adoption of fertility control may
vary according to religion, ethnicity or marriage type, polyy11ot1s or monogamous (Gage,
1995; Addai 1999). 

In Nigeria, Akpotu (2008) undertook a study on Edt1cation as correlate of Fertility Rate

among Famili�s in Southern Nigeria. Adewuyi (1986) took a study on tl1e Interrelations

between duration of residence and fertility in a Nigeria11 prirnate city. Mal<inwa -Adebt1soye

et al. (1991) investigated tl1e Qt1a11tt11n and Te111po of Fertility i11 Nigeria. Adewuyi (1991)

also investigated tl1e Regio11al Patter11s and Correlates o·f Birth Interval Length i11 Nigeria. 

On tl1e other hand, in Gl1a11a, White et al. (2002) undertook a stLtdy 011 Urbanization and the 

Fertility Transition in Ghana. Furtl1er1nore, Migration and Fertility in Ghana: Beyond Rural­

Urban Differentials (Short Title: Migration and Fettility in Ghana) was investigated by 

Cl1attopadl1yay et al. (2001). Salvvay (1994) researched on how attitudes toward family 

planning and discussion between wives and l1usbands affect contraceptive use in Gha11a. 

Outside the shores of the West African region, in Ethiopia for instance, Alene et al. (2008)

investigated the Differentials in fertility in North and South Godar Zones. Demographic,

socio _ economic and cultural factors affecting fertility differentials i11 Nepal by Rarnesh

(2000) was another study in this area. Socio-cultural factors in decisions related to fertility in

remotely located communities: The case of the Suri ethnic group by Eyayou et al (2004) is

also a study in this regard.

2.8 Overvie,v of Fertility in tlie ,vorld and Sub-Sal1ara Af1·ica

Bet\veen the 19705 and the J 990s, fertility declined 1narkedly at the \vorld le\ cl The n1ed1.111

. II t ies with data available dropped fro111 5 4 to 2 Q cl1ildre11 per,, l)t11n11

total fert1l1ty for a coun r 

d Most of tl1at rcdL1c.,tit)t1 \Vas cat1�cd l'>)' tile clccl1r1c ("11 fl·rtil1t, 111
over the period conccrne · 

. , .., . · . t 5 .. ,ncdiar1 total fertility cllnr1gc<.J (10111 5 <) t0 _,.9 l:l11l(irc11 ()�r
developing countries, \V 10 c 

woman betv.'ccn the J 970c, and tl1c 199()'1.
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TI1ere were also significant, tl1ough smaller, reductions ·in the fertility of developed countries,
whose median total fert·11·ty d 1· d � · 1 ec tne 1.rom 2.3 to 1.4 children per woman over the same
period. Except for the Democratic Republic of Congo, French Guia11a, Gt1inea and Mali, all
other developing countries with data available for the l 970s and the 1990s appear to have
experienced reductions in fertility levels, tl1ough estimates of cl1ange n1ay be biased by
differential reporting errors in the basic data. Nevertl1eless, the data prese11ted in tl1is report
reveal an overall picture validated by other assesstnents of fertility trends.

The median fertility reduction i11 developing countries between the 1970s and the 1990s was
of the order of 1.8 children per woman and a quarter of all developing cou11tries appear to
have achieved reductions of 2.6 cl1ildren per wo111an or rnore. China is one of the cot1ntries in
this group, having reduced its fertility by abottt 4 cl1.i ldren per woman since 1970. Other
countries witl1 large reported redt1ctio11s of fertility inclttde Algeria, the Islamic Republic of
Ira11, Mexico, Tl1ailand, Tt111isia and Turkey. In contrast, fertility declined slowly (by less
tl1an one cl1ild since 1970) or not at all in 2 1  developing countries, 13 of which are in sub­

Saharan Africa. A1nong developed countries, fertility reductions ,vere the rule, though tl1eir

magnitude \Vas generally small but sig11ificant given the low levels of total fertility that 

already characterized 1nost of those countries by the l 970s. 

The median reduction of total fertility among developed countries was of 0.8 c11ildren per

woman and by the l 990s only fot1r developed countries i.e. Albania, Iceland, Ne\v Zealand 

and the United States of America, report of total fertility of 2 children per woman or higher. 

In the 1970s, 36 developed countries had levels of fert�lity of at least 2 children per woman.

Taking 2.1 children per wo1nan to represent a level of fertility ensuring population

rep I acem ent when mortality is Io w, fertility !eve ls in I 2 developed countries were be! o,v

I t I I ·0 the t 970s whereas just one developing country had a si1nilarl)1 lo\v le\1elrep acemen eve 1 

.1
. B th ] 990s the number of developed countries \Vith below-replace111ent fertilit\1of fert1 1ty. y e , 

. d 41 nd that of developing countries stood at 19. ln 14 developed cot1ntrie�.had increase to a 

th J .3 children per \Voman, a level t1n1Jreccdcntcd for largetotal ferti I ity \Vas lower an 

popu Jations in recorded h i5lory ·

d 
. of fertility tins l)cc11 acco1npa1,1e(l l'I) 11,,,1or sl1ifls in tl1c tin1i11g l.,l..

The \Vor)d\1v ,<le re uct,on 

f II d vcl 1pirtg c<>l111trics, lite 111c,111 i,gt. l\t ,, t,icl, \\ l)nlc11 I,,,,� l1il lrc11
childbearing. fn half O a c ' 

. 22 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



has decreased as the fertility t f ld · · · ra es o o er women decline. In developed cotintr1es, the maJor 
tendency has been for the mean ag t hildb · · · · e a c earing to rise as women postpone the beginning
of childbearing. Data on the mean age at the birth of the first child indicate that it has
generally beeri rising, both in developed and in developing countries. Increases in the mean
age of mothers at the tune of tl1e first birth l1ave been more pronot1nced in developed
countries, three-quarters of which have seen tl1eir mean age at first birth rise by at least 1.7
years between the l 970s and the 1990s.

In developing countries, such increases l1ave been more 1nodest, a1nounting to at least 0.5
years in three-qt1arters of all developing cotintries with data for tl1e two periods.
Consequently, in1portant differences i11 the timing of -first birtl1s 1·emain between developed
and developing countries. ln the l 990s, the media11 valt1e of the mea11 age at first birth was 
26.4 years in developed cot111tries a11d just 22. 1 years in developing cou11tries. Important 
changes l1ave also occurred vvitl1 respect to the level of childlessness arnong wo1nen aged 45-
49. Although the countries having corn parable data for the I 970s and the 1990s are few, the

available evidence suggests that there has been an important reduction of childlessness in

Africa, where sexually trans1nitted diseases were an irnportant cause of sterility i11 the 1950s

and I 960s. In Latin America as well the levels of cl1ildlessness have generally dropped.

In other rnajor areas tl1ere have been both i11creases and decreases of childlessness but,

\.Vhereas levels of childlessness in the 1990s are fairly low in Africa and Asia (never 

surpassing 9 per cent and remaining in most countries belo,v 5 or 7 per cent, respectively). 

they are high in the Caribbean and in developed countries. Thus, in three out of every four

developed countries, at least 7 per cent of women aged 45-49 were childless in the 1990s and

in three-quarters of Caribbean countries with data on the subject, the proportion of childless

those aged 45-49 was at least 8 per cent. Particularly high levels of \Vernen among ..... 

(above 10 Per cent) \.Vere recorded in Canada, Estonia, Finland, France ..childlessness 

Luxembourg, the Netherlands Antilles, Portugal, the Republic of Moldova. Ron1ania.

S\vitzerland and UrLiguay.

2.9 J.Jcvel of fertjlity in Nigeria

The level of current fertility in Nigeria is i111portant hccn11sc of its clircl t rl·lc, <111lc to thl·

I. . l'lnd progra,n111cs. Mc,1s11rcs t)f Cl1rrc11t lc:rt i lit) 11rt:, 11gc pcl· i fi - r,1te,
population po 1c1cs '' 
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(ASFR), the total fertility rate (TFR), the general fertility rate (GFR), and the crude birth rate

(CBR). Age-specific fertility rates show the age pattern of fertility. Numerators for the 

ASFRs are calculated by identifying live births that occurred in tl1e tl1ree-year period 

preceding the survey and classifying them by the age of the mother (in ·five-year age groups) 

at the time of the child's birth. The denominators of the rates represent the 11umber of 

woman-years lived by the survey respondents in each of the five-year age groups during the 

specified period. The TFR refers to the number of live births a wornan would have if sl1e 

were Sttbject to the current age-specific fe1·tility rates tl1rougl1ot1t her reproductive years ( 15-

49 years). The GFR represents the number of live births per 1,000 wo1nen of reprodt1ctive 

age. The CBR is the nu1nber of live birtl1s per 1,000 populations. The latter two measL1res are 

based on the birth history data for tl1e three-year period before tl1e survey and the age-sex 

distribution of the hot1sel1old popt1lation. 

The total fertility rate (TFR) is a 1nore direct 1neast1re of tl1e level of fertility tha11 the crude 

birtl1 rate, since it is refer to as births per woman. The 2008 NDHS results indicate tl1at the 

TFR is 5.7 births per wornan. Tl1is means that, on average, a Nigerian wo1na11 will give birtJ1 

to 5. 7 cl1 ildren by tl1e end of her childbearing years. The ctarrent TFR of 5. 7 is tl1e sa1ne as 

tl1at reported for tl1e 2003 NDHS. Fertility peaks in age .group 25-29 with 265 births per 1,000

women and declines thereafter. 

2.10 Level of fertility in Ghana 

Ghana, like the most tropical African countries, is characterized by high fertility. In 1969 the 

Government of Ghana published a population policy paper \Vith the specific objective of 

· � ·1·ty (Republic of Gl1ana 1969). Ho,vever, despite the formal adoption of areducing 1ert1 1 , 

. 
1- d ational family planning program, the i111pact on l1igh fertility levels topopulation po icy an n 

· · 
l Ghana has made substantial progress in reducing fertility. One of thedate has been m1n1ma · 

. . . ·d d by the DHS surveys in Ghana has been tl1e current fertility rate.maJor 1nd1cators provi e 
. . 

• • • 

i:-. d lopment of population pol1c1es and progra1n1nes. 
which 1s important 10r eve 

. · d. te that the main cl1ildbearing years for Gl1a11ainr1 ,,0111c11 arc
The 2008 GDHS findings in ,ca 

. . 
30 u ban-rural differences 111 cl11ldbear111g rate� nre c, 1dcr1l tor nll

during their 20s and early s. r 
. . . . 

11 Jar e in the early 20s. rcrt1l1ty a111or1g rt1rnl ,,,0111c11 1" l11gl1cst 111
age groups, but arc cspcc1a y g 

. . . . 
. I I 000) \Vhtlc n111c1r1g ltrl1n11 ,,0111L"11. fcrt1l1t) 11c,1I-..(;, l\1tl"r 111

the age group 20-24 (243 b1rt 1s per · 
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the age group 25-29 (173 births per 1,000). The total fertility rate (TFR), wl1ich is calculated 

for women age 15-49, is a useful measure for exan1ining the overall level of fertility. 

According to the GDHS a Ghanaian woman who is at the beginning of her cl,ildbearing years 

will, on average, give birth to 4.0 children by the end of l1er reproductive period (if fertility 

levels remain constant at tl1e levels observed in the tl1ree-year period preceding the 2008 

GDI-IS). The TFR for rural areas (4.9 births) is higher ·tha11 tl1e rate for urban areas (3.1 

births); howev_er, over the past five years the TFR in rural areas declined fro1n 5.6 to 4.9, 

while the rate in urban areas remained the same. • 

• 

2.11 Fertility rates in Af1·ica, sub-regional levels 

Since the 1960's, many developing cot1ntries have experienced rapid fertility decline, the 

tempo of the decline appears to have been slower i11 Afi·ica. Despite these l1igh rates, 

available lite1·att1res s110\v tl1at fertility decline l1as spread to 1nost of sub-Saharan African 

countries over the past twenty years (Kirk and Pillet, 1998; Shapiro, 2007; Tabutin and 

Schou1naker, 2004). In the 111id l 980s only a fe\v sttb-Saharan cot1ntries had experienced a 

significant decrease of its fertility, by tl1e early 2000s, fertility had started to decline in most 

sub-Sal1aran countries at different pace (Tabutin and Schoumaker, 2004).This fertility decline 

is linked to 1nodernization and although the beginning of the desire of limiting family size 

preference, increased the fa1nily pla11ning and a positive progress of socioecono1nic 

determinants are usually seen as the mai11 driver of the fe1·tility decline. 

In most countries of East Africa, population gro\vth rates and the total fertility rate are still 

high. It is well known from demographic history of the world and fron1 recent and current 

country experiences that levels of socioeconornic development l1ave power full influence on 

fertility change (Casterline, 200 l ). Previo11s literatt1res discussed the various socioeconomic 

factors that served to maintain fertility at l1igl1 level in Africa, especiall) in East Africa. As 

indicated earlier by the early 1980s, total fertility rate whicl1 is the key indices of fertiltt) \\US

beginning to fall in fe\.v Africa nations. C>ver the past twenty years, scl1olars J)rov,de e, idcnce 

that the spread of fertility decline througl1out sub-Sal1aran region 111clt1cl1ng tl1c ,elected 

countries in this study (Shapiro and Tar11basl1e, 2003. Sl1np1ro ct al .. 2003) 
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• 

Numerous studies on fertility of sub Sah A+, · · ·1· - aran 1,r1ca prior to the l 990s found fertt tty rates to
be very high. Several suggestions were advanced for this phenomenon. First, it was argued
that the region has a cultural and anthropological peculiarity with respect to fertility and
parenting (Caldwell and Caldwell, 1987). This view stresses tl1e unique character of African
values h1stitutions and p t· h. I · 1 d · · · · 

d ' rac ices w 1c 1 inc u e easy access to marriage, a perm 1ss1ve att1tu e
towards tnultiple partners, and a supportive kingsl1ip and household patterns whicl1 make
cl1ildren less of a burden to pare11ts (lsiugo-Aba11ihe, 1983). Anotl1er reaso11 proffered for

higl1 sub-Sahara African fertility is the low socio-economic status of the region (World Bank,

1989). Yet another school of thought argues that 1nost sub-Saharan African cot1ntries l1ave

peasant economies, with l1igh demand for labot1r; given this sitltat ion of )1igh de1nand for

1nore l1ands to l1elp in these peasant econon1ies, l1igh fertility is i1nperative in the regio11

(Kamuzora, 1987). 

Others postulate that fertility levels \¥ere l1igl1 in tl1e sub-Saharan Africa region as a 

consequence low level of deliberate fertility control throtrgh contraception or induced 

abortio11 (Frank and McNicl1oll, 1987). However, from the mid-1990s discussio11s on st1b­

Sal1aran Africa fertility l1as cl1anged fro1n the deter1n inants of l1igh fertility to the factors that 

have triggered the \¥idespread fe1tility decline being observed in many countries. There is 

now a large volume of literature which suggests that sub-Saharan Africa has e11tered its 

fert ility transition stage following fertility declines in Botswana, Kenya, Ghana, Republic of 

South Africa, Nigeria, Senegal, Lesotl10, S\vaziland, Namibia and Zimbabwe. Key fertility 

determinants responsible for 'hese declines are increased use of modern contraception, 

improvements in female education and econotnic coriditions, reduction in infant mortality

rates, changing attitudes about large family sizes, and modernization (Cald,vell and

Orubuloye, 1992; Vanderpost, 1992; Rutenberg and Dian1ond, 1993; Thon1as and Muvandi.

l 994� Robinson and Harbison, I 995; Ont1oha and Ti1naeus, 1995; Agyei-Mensal1, 1997 and

Codjoe, 2004). 

2.12 Controlling high fertility in West Africa

Africa is the last region in the world to enter fertility transition and it is doing so nt n d1t1crent

ti h d C)op'·ng countries Since, the popt1lation gro,, tl1 rate 1n ,t1b- nl1aran ;\fric .. lrate rom ot er cv 

is higher than elsewhere owing to the reduction in infant 111ortalit). I he quc,11011
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demographers' ask is how fast can the fertility decline goes into progress in the countries

where it has already began and when it is going to begin in the rural areas of west African?

The theoretical approaches to explain how to control higl1 fertility: According to Piche and 

Poirier, 1995 emphasis the means of controlling fertility and the importance of access to 

contraception for initiating and spreading fertility decline. 

Based on Caldwell's work (1976, 1978) the theory of intergenerational wealth flows explains 

the process of changes from high fertility to low fertility by a change in tl1e value placed on 
children. 

• 

• 

• 

• 

• 
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3.1 RESEARCH DESIGN
• 

CHAPTER THREE

METHODOLOGY

The study design is a com t· · · · 
f para 1ve cross sect1011al survey ustng a secondary data analysis o 

the 2008 Nigeria Demographic and Health Survey as well as the 2008 Ghana Demographic
and Healtl1 Survey, wl1ich was the fourth of its kind conducted in Nigeria and tl1e fiftl1 in

Ghana since the co11unencement of National De1nographic and Healtl1 Surveys (NDHS) in

1988. The ttnprecedented success of tl1e 2008 NDHS and GDHS was made possible by the

contributions from a number of international organizations and i11dividL1als.

3.1.1 STUDY POPULATION 

The 2008 Nigeria DemograpJ1ic Healtl1 Survey (NDHS) is on a nationally representative 

sample of 33,385 wo1nen aged 15-49 years and l 5,486 men aged 15-59 years. Tl1e 2008 

GDHS sampled a total of 1 l, 778 housel1olds in which all e!igible women age 15 - 49 years 

(4,916) and 6, l 41 eligible 1nen age 15 - 59 years were inter\'iewed respectively but only tl1e 

data for the ,vomen was considered. The survey covered all 36 states of Nigeria and 

participants were selected throt1gh a stratified two stage cluster design while the 10 regions i11 

Ghana as \Veil as tl1e rural and urban areas t1tilizing a two stage sample design (systematic 

satnpling). Data collection took place over a tl1ree montl1 period trom early September to late 

November 2008. 

The data contained r�·.evant information to inform programme managers and policyn1akers on

levels and trends i.1 fertility; nuptiality; sexual activity; fertility preferences; awareness and

use of family ·plar..ning methods; infants and young children feedir,g practices; nutritional

status of inothe ... and yoi1ng children; early childl1ood 1nortality and maternal mortalit) �

I d j I.Id health· and a,vareness and behaviour regarding i-IIV / AIDS and otl1ermatema an c� , . , 

II ·tted infections Jn addition, the 2008 NDHS collected in '"ormation 011 malaria
sexua y transr• 11 

. .• t tmen� neglected tropical diseases, domestic violence. iistulae. and fe111ale
prevention a11<J rea 

I 
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3.2 Data Quality 

The NDHS and GDHS implementation team reported numerous efforts made to minimize

both sampling errors and non sampling errors. Some of such 1neasures involved: tl1e use of

multi stage sampling method, intensive training of supervisors, field editors, interviews, 

quality control personnel and data processing personnel. Nevertheless, sampling errors were 

calculated for selected variables and can be obtained fro1n tl1e final ref)Orts of the 2008 NDHS

& GDHS published by the National Population Co1nmission (NPC) a11d ORC Macro.

3.3 DEFINITION OF TERMS 

Age-specific fertility rates (ASFR) are expressed as the nu1nber of birtl1s per thot1sand 

women in a specified age group and represent a valuable measure for assessi11g the current 

age pattern of childbearing. They are calcLtlated by dividi11g tl1e nt1mber of live births to 

won1en in a specific age group by the nu1nber of wo1nan-years lived in tl1at age group. 

Total fertility rate (TFR) is the total number of births a wo1nan would have by the end of l1er 

childbearing period if sl1e \\ ere to pass througl1 those years bearing cl1ildren at the currently 

observed age-specific fertility rates. The TFR is obtained- by summing the age-specific 
• 

fertility rates and multipl)·ing by five. 

General fertility rate (GFR) is the 11t11nber of live births occt1rring during a specified period 
. 

per 1,000 women.

Crude birtl1 rate (CiiR) is the nt11nber of birtl1s per 1,000 populations duri11g a specified 

period. 

3.4 DATA ANAL"'/SIS 
' 

The data was anatyzed using SPSS version 20 .0 to produce the summary statistics and other

descriptive statistics on Jl1e socio-demographic and other releva11t characteristics of t11e

women. Such relevant infor111ation includes: current age of women, total children ever born.

fi · e aoe at first intercourse, wealth index, education, marital status.age at 1rst marr1ag , t:> 

, p · t Moment Correlation Coefficient (r) (Norusis, 2004) ,vas used to ac:;c;ess tl1ePearson· s ructuc 

. 
. b two quantitative variables wl1ile tl1e cl1i-sqt1are test \\ as ,, ell t1<;cd torelat1onsh1 , etween 

· · betvveen two categorical variables at 5° o le, cl t"'lf st(\lt,ttL,\I
investigat(! any association 

significance. 
I 

• 
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3.5 Analysis of factors as · t d . h socia e ,v1t women fertility levels i.e. Children Ever Born

(CEB) using Multinomial Logistic Regression

LogiStic regression analysis (Norusis, 2004) was ttsed to determine variables associated with 

fertility levels as measured by mean number of children ever born. 

CEB which is the outco1ne/ depe11dent variable in the analysis \Vas recoded into three 

categories: 

• 

• 

• 

Low fertility < 2 children coded as O 

Moderate fertility between 2 - 4 childre11 coded as 1 

High fertility > 4 children coded as 2 

Hence, logistic regression was applied to identify tl1ose factors which are associated with the 

odds of havi11g more than four cl1ildrer1 based on tl1e i11for1natio11 obtai11ed dt1ring the survey 

using low TCEB (0) as a reference group. 

3.5.1 Multino1nial Logistic Regressio11 

Multi11omial logistic regression is e1nployed wl1e11 tl1e response variable is polyto1nous, i.e. 

taking ,,. > 2 categories. Where ,. = number of responses.

In fitting the 1nultinomial logit model, the outcome variables; ever t1se of a modern or 

traditional method (0 = never used; 1 = used a 1nodem n·1ethod; 2 = used a traditional 

method), as well as ever use of temporary or permanent method (0 = never used; 1 = used a 

temporary met.hod; 2 = used a perrnanent 1nethod) were used. 

For a dependent variable \\·ith K categories, the existence of K Ltnobserved continuous 

variables, Z1 , •••••••• zk, are considered, each of \t\1l1ich can be thottght of as the "propensity 

toward" a category. Here, Zk represents a woman's propensity tu\Vard selecting the K
'"

method of contraception, with larger values of Zk corresponding to greater probabilities of 

choosing that method (assun1ing all other Z' s remain the same). 

Mathematically, the re�ationship between the Z' .'> and the probability of· a particular outcon1e

is described in this formula.

e
z,.

IT k = z 1 1 + ')
z"

e .,, + e + . . . . . . . . . . e 

• 
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• 

Where 

• 

• 

n,k is the probability that i'h case falls in category k

Z,k is the value of the k th b . . ttno served cont111uous variable for the i'1'

Z k is also assumed to be linearly related to tl1e predictors. 

Z ,k = bk o + b X · + b X + + b kl 11 k2 12 ••••••••••••• kJX
IJ

x,, is the }1
" predictor for tl1e i111

bk, is tl1e J'" coefficient for tl1e k '" t111observed variable. 

J is tl1e nutnber of predictors. 

case 

If Z" were observab ie, linear regression to each Z
k 

,vould simply be fit, and be done. 

However, since Z k : .s unobserved, the predictors to the probabi I ity of interest must be related 

by st1bstituting for Z k •

As it stands, if a constant is added to each Z, then the ot1tco1ne probability ;s uncl1anged. TI1is

is the prob!em of non-,identifiability. To solve this proble1n, ZK is (arbitrarily) set to O. Tl1e

K'h category is called the reference category or "standard'' category to \Vhic.h others \vould 

be coll'pared, because all parameters in the model are interpreted in refererice to it (for 

convenience sake). 

n ,i 
(With constants added to z' s)

• 

ez,. +c

-----------

- Z 1 +c + ez +c + + e Z,i; +ce ..... . 

-------:------=--

- C 1.,. ,, c t· l' 7., 1, " t • • • . • • I c.., z,, t•'
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• 

eztk
=�--------

ez" + eZn + 
+ 

Z1J:

=TI,k
• 

. .. . . . e 

• 

The coefficients are esti t d thr h . . . . . ma e oug an 1terat1ve n1aximun1 l1kel1hood method.

Using Low TCEB (0) as the refere11ce category, a model for moderate TCEB relative to Low

TCEB will be fit. 

Since the parameter estunates are relative to the reference group, tl1e standard interpretation 

of the multinomial lo git is that for a unit change in tl1e predictor variable, the log it of outco1ne 

1n relative to the referent group is expected to cl1a11ge by its respective paran1 eter estin1ate 

(which is in log-odds units) given tl1e variables i11 the 1node] are held constant . 
• 

Level of Measure111ent Require111ents 

>- Multi11omial logistic regression analysis requires that the depe11dent variable be non-

1netric. Dicl1oto1nous, no1ninal, and ordinal variables satisfy tl1e level of 

measurement requir�ment. 

� Multino1nial logistic regression analysis requires that tl1e independent variable be 

metric or dichot01nous. Since SPSS will at1tomatically dum1ny-code nominal level 

variables, they can be included since they will be dichototnized in the analysis. 

� In SPSS, non-n1etric independent variables are included as ''factors." SPSS will 

dummy-code 'Jon-metric IVs. 
>- In SPSS, metric independent variables are included as ''covariates." If an independent 

variable is ordinal, we will attach the usual caution . 
• 

• 

I 

Assumptions and Outliers:
• 

. d h h dds ratios of any two categories are independe11t of all otl1er responseIt ts assume t ,at t e 0 

. l I if a new product is introduced to a n1arket, this assun1ption state� categories. For examp e, 

h f all other prodt1cts are affected proportio11ally equal. Also. gi,1e11 athat the market s ares 0 

ses are assu1ned to be indepe11dent multi11or11ial ,1nr1ablc�covariate •;attern, the respon 

. . · does not 1nakc any assumptio11c:; of 11or111nlit). line�1rit)'. nnllMultinomial logistic regression
.' � r the i ndcpc,1dcnt variables.

homogeneity of variance 0 

• 
• • 

I 
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SPSS does not compute any d. . . . iagnost1c stat1St1cs for outliers. To evaluate outliers, the advice 
is to run a multiple binary l · t· ogis ic regression and use tl1ose results to test the exclusion of
outliers or influential cases. 

Sample size requirements 

• 

The minimum number of cases per independent variable is 1 O, using a gt1ideline provided by 
Hostner and Lemeshow, authors of Applied Logistic Regression, one of the main resot1rces 
for Logistic Regression. 

For preferred case - to - variable r,ttios, we will use 20 to 1. 

Multinomial Logistic Reg1·essiu11 (MLRM) 

Pr (Yi
= k) = exp (X .. P�) -----

1 + 2:1

1=1 exp (X 1 . P1)

• Dependent variable ciegories as 0, I, 2 with O being the reference category.
• The regressions are. ror k = 1, 2
• Where y, is tl1e obslrved ot1tcome of the ith observation on the dependent variable
• X, is a vector of tcte ith observations of all the explanatory variables
• And f31 is a vec lor of all the regression coefficie11ts in the }th regression.

3.5.2 Explanatory 'll'ariables 
• 

The explanatory variables tised in the regression 1nodel include age, region, place of 
residence, educational level, occupation, wealth index, religion and \)ther cl1aracteristics 
relating to the won1en' s f�,rtility, sexual behavior such as marital status, ntt\nber of unions and 

ever use of contraceptives. The categories of variables used in the regrc:.ssion model are

presented h1 Table I. ,

• 
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Table 1. Variables used in :MLRM and their categorization

Variables Responses 

Age of Respondents 
15-24, 25-39, > 39

Place of Residence Urban, Rural 

Education Level No Educatio11, Primary, Secondary/Higher 

Religion Orthodox Cl1ristian, Mosle1n 

Wealth Index Poorest, Poorer, Middle, Richer, Richest 

Current Martial status Married, Others 
. 

Occupation Not Working, Skilled, Unskilled 

Drinking Water Piped, Protected well, Unp1·otected well 

Age at First Intercourse < 14, 15 - 19, >20 

Age at First Marriage <14, 1:, - 19, >20 

Use of contraceptive Yes, Ne 

• 

• 

• 
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CHAPTER FOUR

RESULTS 

• 

4.1 Frequency distributi r d on° respon ent by selecting Socio demograpliic characteristics

The socio demographic h t · · f . c arac er1st1cs o the \vomen 1n the entire survey are sl1own in Table
4· 1 · There were almost an eqt1al proportion of women respondents witl1 the si1nilar age
pattern but less than half of the respondents (44.5%) \Vere in tl1e age bracket 25 - 39 years

while 37.8% were aged 15 -24 years. Nigerians see1n to l1ave 1nore women living in the rural

areas compared to Ghana 

ln Nigeria, about 71 % of the respondents were c.urre11tly married l1igl1er tl1an 60% recorded in 

Gl1ana \Vhile about quatters (25.23/o) were 11ever rnarried i11 Nigeria lower than tl1e 31 % 

observed arnong Ghana wo111en. Also the Ghanaians hacl a l1igl1er proportion of formerly 

. married wo111en than Nigeria11s. Tl1e relationship between n1arital status and country was 

higl1ly statistically significa11t ( cl1i square= 346.323, P<0.000 I). 

Also about 45% llad Secondary Education (44.63/o) lo\ver t�tan 55% observed in Gl1ana and 

more than a tl1ird of tl1e wome11 had no formal edtrcation co1npared to about a qtrarter in 

Ghana(25.3%). 

There was a preponderance of Christians in botl1 countries bt1t more pronounced in Ghana 

,vith a ratio of more ll1an 4: 1 than Nigeria where it \Vas only 12: 1. The differences observed 

in the two countrie� were also statistically significant (P<0.0000 I).

The proportion of women not working in Nigeria (373/o) was higher than the 223/o recorded in

Ghana. The Gha.naian wo1nen also had a higher proportion of skilled workers (38%) than

their Nigerian counterparts (22%) as shown in the last panel of table 4.1. The distribution of

the wealth index appeared similar in both countries but Nigeria slightly appears to have more

. h · h t quintile and lower in the poorest quintile. Tl1c propo1tio11 of \\Omen
people 1n t c: ric es 

t d Well \Vater in Nigeria (463/o) was higher than the 21 % recorded in
drinking ur.protec e 

Ghana. 
• 

• 

I 
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Table 4.l Socio demographic characteristics of Nigeria and Ghana DBS 2008

Variables 

Age Group 

15-24 

25-39 

>39

l\1arital Status 

Never Married 

Currently Married 

Forn1erly Married 

Rcside11ce 

Urban 

Rural 

Education 

No Forn1al 

Primary 

Secondary 

Religion 

Cl1rist1an 

Muslnn 

Tradit1onal/Otl1ers 

\Vealtl1 Index 

Poorest 

Poorer 

Middle 

Richer 

Richest 

• 

Source of Drinki11g 

Piped ,vater 

Protected ,veil 

Unprotected \Veil 

Occupation 

Nigeria 

Frequency (o/0)

N=3338S 

12626(37.8) 

14854(44.5) 

5924(17.7) 

8397(25.2) 

23578(70.6) 

1409(4 .2) 

11934(35.7) 

21451(64.3) 

11942(35.8) 

6566( 19.7) 

14878( 44.6) 

17907(53.6) 

14826( 44.4) 

481(1.4) 

6194(11:.6) 

6234(18.7) 

6341(1'�.0) 

6931.(20.8) 

767'5(23.0) 

3491(10 5) 

1 J 068( 42 I) 

:-403( 46 l) 

Not Working 12464(37 3) 

Skilled 4679(140)

Ghana 

Frequency (0/o)

N=4916 

1906(38.8) 

2090(42.5) 

920(18 7) 

1546(3 1.4) 

2950(60.0) 

420(8 5) 

2162( 44.0) 

2754(56.0) 

1243(25.3) 

999(20.3) 

2670(54 3)

3630(73 8) 

832( 16 9) 

444(9.0) 

l 089(22 2)

921 ( l 8 7) 

897( 18 2) 

I 024(20 8) 

985(20.0) 

1925(39 2) 

1904(38 7) 

1022(20 8) 

1108(22 5) 

1891(38 5) 

• 

Chi squnrc 

5 199 

346 323 

305.617 

425 692 

2100 026 

20.124 

3594 243 

21 'i l 899 

P value 
• 

0 074 

0 000 

0.000 

0 000 

0 000 

0 000 

0 000 

0 000 

1867(38 0) �U�ns�kt�J�le�d----�l6�0=94:(�37�3)�------------·--------------

• 

• 

' 

• 
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Over 80o/o of women in both countries did not use Contraceptive bt1t higher in Nigeria
(84.6o/o) than Ghana (81 o/o). The analysis of age at first marriage of the respondent revealed
that more than· 50o/o 1narried before age of 20 years in both countries, but Nigeria recorded astatistically higher proportion of first marriage at ages below 15 years (20%) than Ghanaians
(6o/o). 

It was also observed that about 60% of women in Nigeria compared to 55% in GJ1ana had
their first sexual encounter before attaining tl1e age of 19 years. And a quarter of Nigerian
wotnen compared to about 6o/o of Gl1a11aians did so before age 15 years.

There was a wide statisticall)' significant gap in tl1e proportio11 \Vitl1 l1igh fertility i11 Nigeria
(293/o) compared to Ghana (I o/o). Indeed Gl1ana had a higl1er propo11ion of \vo1ne11 with low
fertility as measured by the total cl1ildren ever born (cl1i square = 2062.169, P < 0.0001). It
can be seen tl1at close to J1alf ( 403/o) of tl1e wo1nen in tl1e Nigeria st1rvey had a Low Ferti I ity
level while in Oha11a tnc\iority of tl1e respondents l1ad Low Fert1l1ty (79.8%).

Table 4.2 Detcrn1innnts ot' f.'ertility i11 Nigeria and Ghana DIJS 2008 

\rariablcs 

Contraceptive l
J

sc 

No 

Yes 

Age at first 1\1.,rriage 

<15 
• 

15 - 19 

>19

Age at &,-;rst Intercourse 

<I 5 

15 - 19 

>19

Tot.al children e, er t,c,rn

Ii 13h 

I 

• 

Nigeria 

Frequency (0/o) 

N=33385 

28234(84.6) 

5151 ( 15 4) 

6685(20.0) 

10771(32 3) 

7533(22 6) 

8185(24 5) 

11984(35 9) 

13216(39 6)

I 3623( 40 8)

10017(30 I)

9714(2') I) 

Gl1ana 

Frequency (0/o) 

N= 4916 

3995(81 3) 

921 ( 18 7) 

306(6 2) 

1799(48 l) 

1265(25 7) 

315(6 4) 

2366'48 I) 

1464(29 8) 

3925(7 R) 

91R( 19 ) 

';J(l l) 

37 

Chi square P value 

I IO 132 0 000 

554 884 0 000 

930 896 0 00(• 
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• 

4·2 Socio-demographic factors Associated with Number of Children Ever Born in
Nigeria and Ghana 

• 

In Tables 4.3 showed the distribution of the wome11 according to their level of fertility and

socio-demographic characteristics. 

There were statistically significant association between Cl1ildren Ever born and age of 

woinen, marital status, education, residence, religion, wealth index, occupation and soLtrce of 

drinking water (P < 0.05). 

The level of parity increased as Nigerian wo1nen advanced in age. Tl1is observation is

significant at p < 0.05, but the patter11 of association between total children ever bon1 and age
• 

by Ghanaian women were consistent. 

From Table 4.3, tl1e proportion of \V01ne11 living in tl,e ltrba11 areas with low CEB 49% in 

Nigeria was l1igl1er than tl1ose livi11g in rL1ral areas (37°/o). Also Gl1anaian wo1nen livi11g in 

tl1e urban area witl1 low CEB (88%) was l,igher than tl1ose in the rural area 73o/o. But in 

general tl1e CEB \:Vas 111t1cl1 higher i11 Ghana tl,an Nigeria. Also, respondents in Nigeria with 

seco11dary education l1ad low CEB (62o/o) co1npared to those witl1 no for1nal education 22%. 

In Ghana the proportion of wo1nen witl1 secondary edLtcation that l1ad lovv CEB (9 1 o/o) was 

higher co1npared to those \:vith no formal education (58%). 

From Table 4.3, revealed the wealth index was associated with parity. It was observed that 

,:von1en with very low economic status (poor 39o/o, poorer 38%) had high CEB co1npared to 

tl1ose \-Vho were moderately rich or tl1e richest.

The proportions of women not working in Nigeria 6 1  o/o were lo\ver tl1an that of 95o/o recorded 

in Ghana. The Nigerian women also l1ad a higher proportion of skilled \Yorkers (36o/o) than 

their Ghanaian counterparts 29o/o as s110\vn in Table 4.3. This association is sig11ificantl) at p 

< 0.05. 

• 

38 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.3 Analysis of Total CEB with th S e ocio demographic ch . . aracterastacs of NDHS and GOBS survey of the respondent

Variables Nigeria • 
Ghana 

N Lo,v(0/o) Mediun High 1
1 • 

P-vnlue N Lo,v Mecliuan High 

15-24 12627 79.9 19.3 0.8 17148.86 0.0001 1906 99.7 0.3 0 

Age Group 
25-39 14855 21.5 43.1 35.3 2090 79.2 20.6 0.2 

>39 5903 5.7 

Never 8396 98.5 

l\1arried status Curre11tly 23578 21.6 

Formerly 1409 18.6 

Urban 11934 48.5 

Residence 

Rural 21450 36.5 

No For111al 11942 21.7 

Education Prin1ary 6565 26.9 

Secondary 14877 62.3 

Cbristi:1n 17908 49.7 

Religion l\Juslin1 14825 30.7

Traditional 481 24.5 

Poorest 6194 28.9 

Poorer 6234 30.8 

\V�'llth Index l\liddle 6659 39.1 

Richer 6939 48.9 

Richest 7679 52.7 

44.3 3490 Piped \\'ntcr 

Source of Drinking Protected ,�ell 14068 43.9 

l nprotccted 15402 36.4 

�ol \\ orking 12464 60? 

4678 38.4 
Occupation Skjlled 

nskllletl 16094 26.0 

• 

20.3 

1.3 

39.8 

39.5 

30.3 

30.0 

33.l

34.2 

25.9 

27.9 

32.7 

33. t

31.8 

31.0 

28.3 

27.3 

31.9 

31.5 

29.9 

30.2 

22.0

35.7

34. 7

74.0 920 40.0 54.7 

0.2 15486.88 0.000 l 1546 99.9 O. J

38.6 

41.4 

21.2 672.97 

33.5 

45.2 6026.54 

38.9 

11.8 

22.5 1393. 73 

36.6 

42.4 

39.3 1784.47 

38.2 

32.6 

23.8 

I 5.4 

24.2 284.14 

26.2 

33.4 

J 7.0 3762.87

25.? 

39.4 

2950 70.3 28. I

420 72.9 26.0 

0.0001 2162 88.1 I 1.3 

0.0001 

2754 73.3 25.2 

1243 57.7 39.7 

999 77.2 21.4 

2670 91.1 8.7 

0.0001 3620 83.0 16.3 

0.0001 

0.0001 

0.000 I 

832 

444 

76.8 21.5 

60. J 37.3 

1089 66.8 31.1 

921 73.2 18.4 

897 80.4 18.4 

1024 87.6 11.8 

985 92.0 7.8 

1925 86.2 13.1 

1904 73.7 24.5 

1022 78.7 20.9 

1108 95" .. s 

1891 6R 1 29 . .l 

I N(,7 SI.(, 17 6 

5.3 

0 

1.6 

I .2 

0.6 

1.5 

2.7 

1.4 

0.2 

0.7 

1. 7 

2.7 

2. 1

1.2 

1.2 

0.6 

0.2 

0.6 

1.8 

0 .. 

0.1 

2.0 

(I � 

x
1 P-vnlue

1434.32 0.0001 

567.58 0.0001 

164.30 0.0001 

598.21 0.0001 

I 38.11 0.0001 

272.34 0.0001 

103.-s 0 0001 

JI-JU tl.l)t.)0 I 
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In Ghana the proportion of women not using contraceptive with lo\v CEB 81 % were higherthan their counterpart 41 o/o (Nigeria).

There is a significant association between children ever born and age at first marriage.
Nigeria recorded a statistically lower proportion of first marriage at age below 15 years
(53%) than Ghanaian women 80o/o.

• 

Table 4.4, the proportion of Ghanaian won1en had their sexttal debt1t before tl1e age 15 years
72% compared to Nigerian women 67%. This association is statistically significant at P <
0.05. 

In both countries the use of oral contraceptives, 1narriage before the age o·f 19 years and early 

sexual intercourse facilitated high fertility. 

Tobie 4.4 Determinants of Fcrtilit)' nmong Nigerian nnd Ghnnninn ,von1en 

Variables N 

Contraceptive Use 

No 28233 

\'cs 5151 

Agent First Marriage 

<15 6684 

15-19 10770 

>19 7533 

Aoe at First Intercourse 
.. 

<15 8185 

15-19 )1984 

>19 13217 

Nigcrin 

Lo,v l\lccliun1 lligh 1.J 

41.2 29.2 29.6 67.99 

38.9 34.8 26.3 

14.3 32.7 53.0 1188.41 

21.4 39.0 39.6 

27.7 47.1 25.2 

67.5 12.7 19.8 3468.88 

36.2 34.2 29.7 

28.5 37.2 J.t.4 

40 

Ghana 

P- value N Lo,v l\-lcdiu1 I ligh 1: P- value

• 

0.0001 3995 80.8 18.0 t .2 17.15 0.0001 

921 75.9 23.6 0.5 

0.0001 306 57.2 40.2 2.6 104.21 0.0001 

1799 66.0 32.4 1.6 

1265 80.4 18.3 1.3 

0.0001 315 72.4 26.3 1.3 12.47 0.0001 

2366 78.1 20.7 1.3 

1-'6-' 73.7 2�.o I 3 

� .. - .
..

-,. ,-... 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.3 Multinomial logistic . · regression of the \Vomen fertility Levels on SelectedIndependent Variables in Gb d N" . ana an 1geria 

Table 4.5 shows the results D th 1 
. . . . . or e mu t1nom1al log1st1c regression analysis performed on thedata. Tl1e odds of tnediu £ rt·i· m e I tty ts low among Ghanaian wo1nen aged 25 - 39 yearscompared to those aged 39 years and above (OR= 0.15, 95% CI = 0.12 - 0. J 8).

Respondents who \Vere curr ti . d . . en Y marr1e were 1.7 t11nes more likely to report having 1ned1um
fertility agai11st low fertility as compared to the formerly married (OR= 1 .66, 95% er= 1.23-
2.23). 

• 

In this study it was learned that the educational status of wo1ne11 l1ad an overall significant 

effect on tl1e nu1nber of cl1ildren that wo1ne11 would l1ave in their life ti1ne (P=0.000). 

Respondents \Vere 3 tirnes 111ore likely to l1ave 1nediun1 fertility against low fertility as 

compared to no forrnal edt1cation against tl1ose with secondary edt1cation (OR= 3.06, 95% Cl 

= 2.29-4.09). 

Won1e11 living in ttrban areas were I 9o/o less likely to l1ave 1nedium fertility against low 

fertility as co1npared to tl1ose livi11g in rural areas (OR= 0.81, 95% Cl = 0.60 - 1.09). 

Cl1ristian respondents were 11 o/o less likely to l1ave medium ferti I ity against low fertility level 

as cotnpared tp tl1ose who practiced other forms of religion (OR= 0.89, 95% CI = 0.64 -

1.24). This association is not statistically significant at p < 0.0001. 

Furthermore, the odds of medit11n fertility against lovv level fertility is mucl1 l1igher among 

the skilled vvorker compared to an unskilled \Yorker (OR=l .23, 95% CI = 0.98 - 1.56). This is 

not statistically significant at p < 0.000 I. 

N. · h · tie age group 25 - 39 years tend to have lower medium fertility againstIn 1ger1a, t ose 1n 1 

d t ti Se aged 39 years and above (OR = 0.74, 95% CI = 0.64-0.85). low level compare o 10 

. 
h · ry education are 1.5 times 1nore likely to l1ave a 1nediu1n fertilit)Also, respondents w it prima 

. _ 
. 1 fj r1·1·ty level co111pared to those secondary edt1cat1on (Or = l )2.

among the \.vornen 1n ow e 1 1 
. . . . .  

Tl dd of medium fert1l1ty against Io ,v fert1l1ty ,,ere al"o n1t1lh
95o/o CI= 1.35 - 1.71). le O s 

• 1 married coinpared to tl1ose for111erly n1arr1ed.
h igher among women current Y 

. t as5ociated ,vitl1 1nedit1111 fcrtilil) lc\cl ag�11111;,t l()\\ tcrtil,t�
Further111ore, the location "vas no 

. likely to report l1a\11ng 111cd1l1111 fertil,t, ag�1111,t '")''
1 06 times more

Urban d\vel lers \Vere 
I (01{ I 06 9"0 o (., l - 0 _ l)()-1. l 1) 

level f crti I ity com pared to "vomcr1 in tl1c rura nrca 
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Table 4.5 Independent prcdicto fM . rs o ed1um fertility io Ghana and N. . 
• 

PREDICTOR 

Medium 

Intercept 

AGE 

15-24 

25-39 

>39

Marital Status 

Currently 

l\1arricd 

Formerly 

Married 

Religion 

Christinnity 

J\1uslim 

Ghana 

B 

-0.64

-6.14

-1.92

ref 

0.51 

ref 

-0.11

0.11 

Traditional ref 

Education 

No formal 1.12 

Primary ·o.76

Secondary ref 

Residence 

Urban -0.21

Rural ref 

Occupation 

�ot working 0.04 

Skilled "orker 0.21 

OR(95%CI)

0.001(0.0-0.01) 

0.15(0.12-0.18) 

1.66(1.23-2.23) 

0.89(0.64-1.2.$) 

1.12(0.73-1.72) 

3.06(2.29-4.09) 

2.13(1.62-2.80) 

0.81 (0.6-J .09) 

1.o.i(0.68-J .60)

I .23(0.98-1.56) 

p-valoe 

0.37 

0.00 

0.00 

0.00 

0.50 

0.60 

0.00 

0.00 

0.16 

0.85 

0.08 

1ger1a 

Nigeria 

B 

1.08 

-2.37

-0.31

0.32 

0. 16

0.10 

0.28 

0.42 

0.06 

-0.42

-0.25

OR(95%C[) 

0.01(0.01-0. l l) 

0. 7 4(0.64-0.85) 

1.38(1.16-1.64) 

l .18(0.85-1.63)

I. I 0(0.80-1.52)

J -33( 1. 16-1 .52) 

1.52(1.35-1.71) 

1.06(0.96-1.17) 

1.04(0.68-1.60) 

1 23{0 96-1 56) 

l,n.skJII� worker 

_

,
. e

_

'
--�-:-:.;..-;;��;..

------------------
--------- ,e It i.. redundnnt.

•th!J paran1eter IJ ,et to 7..cro becau 

• 

42 

p-volue 

0.00 

0.00 

0.00 

0.00 

0.32 

0.56 

0.00 

0.00 

0.28 

0.85 
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From Table 4.6, Nigerian w d 
. . . 

omen age 25 - 39 years are 86% less likely to report having
high fert1l1ty against tow +: rt·i· th h . ie l 1ty an t ose who are 39 years and above (OR=0.14, 95% CI =

0.12-0.16). Also respond ts h ' en w o were currently married were 2.49 times more likely to 

have high fertility level c d · h 1 
. . . 

ompare wit ow fert1l1ty than those who were not in a un1on (OR

= 2.49, 95o/o CI= 2.04-3.04)

Furtherinore, the odds of high fertility against low level fertility is lower a1nong Nigerian 

woinen living in urban areas compared to those tl1at reside in the rural areas (OR = 0.94, 95o/o

CI= 0.83-1.06). Musli1ns were 1.1 Stimes more likely to have high fertility co1npared witl1 low 

fertility against those who practiced otl1er forms of religion (OR= 1.15, 95% CI = 0.79-1.67). 

But this is not statistically significant. 

Also, the odds of l1igh fertility are 2.6 ti1nes higher a1nong respondents with primary 

edt1cation compared to tl1ose witl1 secondary edt1cation (OR = 2.64, 95% Cl = 2.30-3 .04) . 
• 

Respondents witl1 no for111al educatio11 are 2.1 ti1nes 1nore likely to have l1igh fertility level 

against low fertility level co111pared to those witl1 tl1e secondary edt1cation (OR = 2.06, 95% 

CI= 1.75-2.42). 

Skilled workers ,vere 1.9 ti1nes more likely to have a higl1 fertility against low fertility 

cotnpared to those ,vho were t1nskilled (OR = l .86, 95o/o CI = 0.79 - 4.41 ). 

In Ghana, responde11ts vvl10 were currently married \Vere 3.8 times more likely to report 

having high fertility against low level fertility as compared to the former married (OR = 3.81,

95o/o CI = 1.21 - 11.99).

Also, respondents with primary education are 7 times more likely to have a high fertility

among women in low fertility compared to those secondary education (OR = 7. I 0, 95% Cl =
• 

2.42 _ 20.83). Women living in urban areas were 6% less likely to have high fertility against

lo\v fertility as compared to those living in the rural areas.

43 
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Table 4.6 Independent predictors or a· b F 
.. ag crtil1ty lo Ghana and Nigeria

PREDICTOR Ghana 

lllgh B 

Intercept • -25.43

AGE 

15-24 -19.96

25-39 -4.62

>39 ref 

Marital Status 

Currently l\1arricd 1.34 

Formerly l\1nrried ref 

Religion 

Cnristianity -0.71

Mt1slim 
• 

0.24 

Traditional ref 

Eclucation 

No formal 1.87 

Prin1ary 1.96 

Secondary ref 

Residence 

llrban -0.04

Rural ref 

Occupation 
• 

,ot �orking -0.73

Skilled � or�r 0.62 

Un,lolled �orker rer 

OR(95°/oCl) 

2.136E-009(0.0) 

0.01(0.0-0.03) 

3.81(1.21-11.99) 

0.49(0. l 9-1 .27) 

1.28(0.43-3.80) 

6.50(2.14-19.78) 

7.10(2.42-20.83) 

o. 94(0.33-2. 78)

0.48(0.06-4. 19) 

1.86(0.79--4.41) 

• *thb parameter 1, ,et to 1,ero becnuse it is rcdundnnt.

• 

p-vnlue

0.000 

0.986 

0.000 

0.022 

0.143 

0.662 

0.001 

0.000 

0.939 

0.507 

0.157 

44 

Nigeria 

B 

0.93 

-7.55

-t.99

0.9 l 

0.08 

0.14 

0.72 

0.97 

-0.07

-0.77

-0.45

OR(95%Cl) 

0.00(0.00) 

0.14(0.12-0.16) 

2.49(2.04-3.04) 

1.08(0.75-1.56) 

1.15(0. 79-1 .67) 

2.06(1.75-2.42) 

2.64(2.30-3.04) 

0.94(0.83-1.06) 

0.4 7(0.42-0.52) 

0.64(0.56-0. 7 3) 

p-value

0.000 

0.000 

0.000 

0.000 

0.667 

0.458 

0.000 

0.000 

0.286 

0.000 
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION

5.0 DISCUSSION

5·1 SOCIO-DEMOGRAPIDC CHARACTERISTICS OF RESPONDENTS 

This study investigated the ffi t f h b . . 
. 

e ec o t e as1c socio demographic factors on fertility levels in
Nigeria and Gl1ana t1sing th d fr · e ata om DRS 2008. The findings from this study shows the
tnean reproductive age of wo111en in Nigeria ,vas 28.65±9.49years and Gl1ana was

29±9.70years. While tl1e prevalence of level of fe1·tility in Nigeria 71 % of the respondents

were currently married higl1er tha11 60% recorded in Ghana, also about 40% had secondary

edt1cation con1pared to about a qt1arter in Ghana. The proportion of women not working in

Nigeria 3 7o/o was higher than the 22°/o recorded for Ghana. Over 80o/o of women i11 botl1

countries did not use contraceptive bttt l1igl1er in Nigeria 84.6% tl1an Gha11a 81 °/o. The most 

co1111non age group at first 111ar1·iage revealed 111ore than 50o/o 1narried below the age of 

20years in botl1 countries. 

Also the 1nultino1nial logistic regression analysis sl1owed women aged 25-39years were 1nore 

l1igher tl1an those in adult age in the women fertility levels of Low CEB (p=0.000, OR=

0.14 7, 95°/o CI = 0.982), current married respondents were 1.7ti1nes more likely to have a low 

CEB fertility differential tl1an for1nerly 1narried (p=0.001, OR = 1.657, 95% Cl = 1.230 -

2.232). 

Tl1e overall mean age of \Vernen at their first tnarriage found in this stl1dy was 18 ±4.58years 

and 19±4.16years for Nigeria a11d Gha11a respectively. Tl1is is an indication of higl1 fertility 

rate in these two countries and this finding is consistent \vith the findings of Alene and 

Worku (2008) in Nortl1west Ethiopia witl1 higl1 fertility rate of \VOtnen who married before

aged 1 Syears. That is \vhy countries like France whose 1nean age at marriage is around 

30years have a total fertility of about I or 2 (INSEE, 20 I 0) compared with 5.38 and 3.39 in 

Nigeria and Ghana. 

The present stlldy also showed that rural women have higher fertility than urban \\On1en. The 

odds of high fertility is 6% lower among urban residents in both countries\\ h1ch i, ,i111ilar to 

the findings of Alene and Worku (2008) and Ramesh Adhikari (20 l 0) \\ here rural d\\cllcr, 

\\'ere more likely to have high fertility a� co1nparecl lo tho,c living 111 urban an:,is and thc,c 1, 
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• 

also consistent with findings f th 0 0 er researchers 1n the l 990s (Lee and Louis, 1993, Muhuri
et al, 1994 and Mboup and Tulshi, 1998). One reason could be that urban \Vomen are more
likely to use contraceptives than are rural women or women who live in rural areas tend to· marry at a younger age than those in urban areas (Sisouphanthong et al, 2000, Retherford and
Thapa, 2003). 

In this study, it was observed that education attainn1ent had significant effect on number of
children that women would have in tl1eir life ti1ne (p<0.001 ). Education exposes wo1nen to
infor1nation, etnpowers wornen, makes the1n more likely to be employed ot1tside tl1eir ho1ne
environment, and makes the1n more aware of their own l1ealth and the healtl1 of their

• 

children-all of wl1icl1 are negatively associated witl1 tl1e number of children a wo1nan \Viii

have during her reproductive life. This study showed that wo1nen \vit}1 primary edt1cation 

l1ave higl1er fertility co111pared to tl1ose witl1 no for111al education i11 botl1 countries but fro1n 

otl1er studies, it \Vas fou11d tl1at edt1cated ,vomen are n1ore Jikely to postpone marriage, have 

smaller family size, and ttse contraception tl1an are unedt1cated wome11 as found in Marti11, 

( 1995) and Ramesh Adl1ikari ( 2010).

It was fot1nd out tl1at \iVOtnen presently in ttnion as of tl1e ti1ne of tl1e survey are more likely to 

be under the risk of l1igh fertility compared to those \.Vornen who were not in unions wl 1ich is 

consistent ,vith previous study carried out by Alene and Worku in 2008. This migl1t be as a 

result from tl1e ttse of family planning. 

Less than half. of the females had their first sexual encot1nter before tl1e age of fifteen; even 

111ore alarn1ing is the fact tl1at some of them began l1aving intercourse at early age. 111 Gha11a 

the proportion of wo1nen not tising contraceptive \Vitl1 lo\v CEB \Vere higl1er than their 

counterparts in Nigeria. 

An decrease in the average age at first marriage has an adverse effect on high fertility those 

\\ omen who get married at early age will be exposed to an early sexual intercourse ,vhicl1 in 

turn leads to too rnany teen age pregnancies. Apart frotn the negative in1pact it poses on 

,vomen's health, this culture of early marriage has a greater likelil1ood of l 1a, ing a lot ot' 

children eventt1ally. Similar findings \Vere docu1nented in a number other studies (Fita,, and 

Worku, 2003, Serbessa, 2003)

• 
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• 

5.2 LIMITATION • 

Despite relatively increased d t· 1 • e uca 1ona investments, large urban population and govem1nent
support for family plann· ·t N' 

. . . . mg, 1 appears 1ger1a and Ghana experienced no significant decl 1ne
in fertility during the 2000s · th DHS

. . m e reports of West African Countries (Akpotu, 2008; 

Bongaart, 2006). 

There are some li1nitations with regard to interpreting tl1e results of tl1is stt1dy. DL1e to the 

cross sectional design of the study and all tl1e variables analyzed in the regression 1node), it 

can only provide evidence of a statistical association between those variables and cl1ildren 

ever born and cannot show a cause-effect relations)1ip. The otl1er limitation of tl1e study is, as 

a 1neast1re of fertility, the 11t11nber of CEB st1ffers from proble1ns of trt1ncation and ce11soring 

as it inclt1des ·the nttmber of cl1ildren born up to specific points i11 wo1ne11's cl1ildbearing 

years. We sl1ould 11ot forget other i111portant errors tl1at could exist in tl1e collection of 

information regardi11g tl1e 11t1111ber of childre11 ever bor11 (CEB). 

5.3 CONCLUSION/ RECOMMENDATION 

The mai11 objective of this study was to assess tl1e effect of basic socio-demographic factors 

on fertility levels in Nigeria and Gl1ana. Many factors contribute to this pheno1ne11on. Arnong 

these factors, 1narital status, Education, Place of Residence, age at first marriage are 

i1nportant a11d strong predictors tl1at affect fertility. 

Tl,is stt1dy revealed that women education beyond the priinary level reduced fertility level. In 

particular, the enhancetnent of female edt1cation beyo11d the prin1ary level is tl1e most 

important agent of change in worn en· s access to po\ver and control over resot1rces as \vel I as 

10 demographic conditions. 111 this regards the efforts of the Nigerian and Gl1ar1a1an 

government shot1ld be directly at e11couraging tl1e \Vornen population and ft1rtl1er steps that 

\\ ou Id enable the girl child to pursue their secondary and college edt1cation sl1ou ld be sought. 

Despite the legal restrictions against n1arrying at young age, earl) n1arriage ic; c.on1n1011 ir1 tl1e 

nvo countries. Therefore, programs should focus on creating a,vareness of tl1e n1arriagc la\\ 

and the disadvantages of early marriage. Similarly, 1nore empl1a�i� 11ecd� to l1c plnlc C\tl

messages conveyed via the mass 111cdia, messagec; addressing ll1c nd\•nntagc� ()t ,111nll t1,1111I\ 

size and family planning should be promoted Mac;� 111cdin can prc,c1,t n ,, ,dcr rn11gc of 
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knowledge and lead to adopting contraception. Further1nore, long-running programs focusing 

on increasing wealth status are essential to improve the reproductive health status of women. 

In order to effectively tackle the uncontrolled population growth and its associated problems 

in Ghana and Nigeria, there appears a need to investigate the contribution of a nun1ber of 

factors influencing fertility. • 

Programs that focus on reduction of infant and child n1ortality could also be considered, 

which would also help to reduce fertility. In short, it can be concluded t)1at programs should 

ai1n to reduce fertility by foct1sing on all these identified predictors so that fertility as well as 

infant and maternal 1nortality and 1norbidity can be decreased and the overal I wellbeing o·f the 

family maintained and enhanced . 

• 

• 
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Appendix 1 • 

• 

Identification 
• 

Classification for 1n 

s/n Variable name data set Variable type study 

l Current age of respondent V012 Nu1neric Socio demographic 

2 Age 5-year age groups V013 Categorical Socio demographic 

3 Type of place of residence Vl02 Categorical Socio demograpl1ic 

4 Higl1est educational level Vl06 Categorical Socio economic 

5 Religion of respondent V130 Categorical Socio den1ographic 

Total children ever born V201 Nu111eric Fertility 

6
• Determinant 

7 Curre11t marital statt1s V501 Categorical Socio demographic 

Age at first n1arriage V5 l l Numeric Fertility 

8 Determinant 

Age at first intercourse V525 Nu,neric Fertility 

9 Determinant 

10 Respondents occupation V717 Categorical Socio economic 

1 1 Wealth index Vl90 Categorical Socio economic 

Con traceptive Use V312 Categorical Fertility 

12 Determinant 

• 

13 Source of drinking water Vl 13 Categorical Socio econon1ic 

Currently/formerly/never V502 Categorical Socio demographic 

14 married 
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Appendix 2 

Variable Description 

V012 Current age: 15-24, 25-39. >39 • 

V102 Type of Residence: Urban and Rural 

V106 Educational level: No formal, Pri,nary, Secondary 

V 113 Source of drinking \vater: Piped water, Protected \Veil/spring, Unprotected well/spring 

V130 Religion: Christianity, tvtuslim/Islam, traditional and others 

V190 Wealth Index: Poorest, Poorer, Medit1m, Richer, Richest 

V201 Total Cl1ildren Ever Born: Lo\v, Medium, I ligh 

V312 Co11traceptivc Use: No, Yes 

V502 
• 

Marital Status: Currently/forn1erly/Never married 

V511 Age at First Marriage: < 15, 15 - 19, > 19 

V525 Age at First Intercourse: < 15, 15 - 19, > 19 

V717 Respondent's Occupation: Not Working, skilled, u11skilled and others 

• 
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