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ABSTRACT

Fertility trends and determinants among women of childbearing age (15-49): A comparative

study of South Africa and Kenya.

Fertility behavior in women plays a vital role in society. Fertility, mortality and migration are
directly related to the population growth in society and its performance. Fertility refers to births
by women in the population, mortality refers to deaths (infant, neonatal, maternal and paternal
death etc.) and migration refers to the in and out movement of people from one region or country

to another.

Childbearing involves a male and female either married or not married. Fertility is essential in the
implementation and development of reproductive health programs and policies. Therefore, it’s
important to look into the issue of childbearing in women of reproductive age (15-49). Information
on contraceptive use, family planning, the desired number of children, place of residence, unmet
need for contraceptive, unmet need for spacing, unmet need for limiting, currently working
women, marital status, and population groups in South Africa 2016 and Kenya 2014 was analyzed
(Univariate and Bivariate Analysis) using Statistical Packages for Social Sciences (SPSS) and Chi-
square test to determine the relationship or association between variables (dependent and

independent variables).

The raw data was extracted from the South Africa Demographic and Health Survey 2016 (SADHS)
and Kenya Demography Health Survey 2014 (KDHS). Demographic and Health Survey provided
well-detailed information and evidence on fertility trends and other relatives matters. The trend of
Total Fertility rates (TFRs) and Age-Specific Fertility rates (ASFRs) in South Africa in 2016 and
Kenya in 2014 showed a significant decrease over time particularly in Kenya in 2014. Fertility is
declining in South Africa and Kenya which indicates that women are becoming more conscious

and knowledgeable about their fertility behavior, birth control, birth spacing, and sterilization etc.
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CHAPTER 1

1. Introduction

1.1 Background

Fertility is one major components population growth in any given country. Fertility is a prime
determinant of age structure, family composition and population growth rates. The total fertility
rate (TFR) and age-specific fertility rates (AFRSs) are common measures of fertility levels.
General determinants of fertility are demographic, cultural and social-economic as: age (age at
marriage and age at first birth), education, religion, employment, contraceptive use, health, income
level, immigration, child labor, divorce, women maltreatment, etc.

Fertility decline can be explained by the increase in age at marriage, women’s educational
attainment, type of place of residence, contraceptives use, women’s occupational status,
improvement in health care services, household income etc. Family planning programs,
contraceptives use and condoms are key indicator for fertility changes.

Dissimilarities in fertility between nations: There are large fertility differences by geographic
region and by population groups, socioeconomic groups and cultural groups within the countries.
This study will present a detailed comparison of the trends in fertility and their determinants
between two countries, South Africa in the year 2016 and Kenya in the year 2014 using
Demographic and Health Survey (DHS) reports. Demographic and Health Survey reports have
been intensively used as a source of data to highlight the trends of fertility, fertility differentials,
contraceptives use, infant and child mortality, maternal health care, child health, nutrition of the

children, etc.

Fertility Trends in South Africa

In the past 50 years, there has been a notable demographic transition as fertility and fertility levels
have steadily declined in most parts of the world (Roser, 2017). Trends to lower fertility seem to
be the norm as the number of children born per woman globally has fallen to about 2.5, although
sub-Saharan Africa lags behind most regions in the world with a total fertility rate (TFR) of 4.9
children (UN/Population Division 2017). Unlike most countries in sub-Saharan Africa, fertility
levels have also been declining in South Africa; indeed, South Africa has one of the lowest fertility

rates in the region, with 2.6 children per woman (South Africa DHS, 2014). In the pre-modern era,



the fertility rate was 4.5 to 7 children per woman and people had many more children than today
(Roser, 2017). The number fluctuated over time and there were some differences between
countries, two centuries ago this was true for the US, the UK, Russia, India, China and many other
countries (Roser, 2017).

Since 1998, South Africa has experienced a decrease in fertility rate with the total fertility rate
dropping from 2.9 in 1998 to 2.6 in 2016 (Stats SA). Report by Statistics South Africa (Stats SA)
titled “Unwanted Fertility in South Africa” reveals that about 20% of all births in the five years
preceding the 2016 Demographic and Health Survey (including pregnancies at the time), happened
when women were not planning on having any more children. Women were asked about the
planning status of each birth they had. Typical questions asked in the surveys are: “At the time you
became pregnant with [name] did you want to become pregnant then, did you want to wait until
later, or did you want no more children at all?”

According to the report, there was an increase in the percentage of unwanted births from 17.3% in
1998 to 20.4% in 2016. (Stats SA)

Figure 1.1: Increase in the percentage of unwanted births records between 1998 and 2016
(Statistics South Africa)
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Source: National Department of Health (NDoH), Statistics South Africa (Stats SA), South African
Medical Research Council (SAMRC) and ICF, 2019; Department of Health, 1998.

Report from Unwanted fertility in South Africa 2020, published by Statistics South Africa (Stats
SA) noted that women with higher levels of education were more likely to have lower percentages
of unwanted births. In 2016, unwanted births to mothers with no education almost doubled from
24.8% in 1998 to 46.3% in 2016. Mothers with a tertiary education (11.4%) were four times less
likely to have unwanted births compared to mothers with no education (46.3%). It is therefore
important to note that education has a major role to play in the fertility rates and fertility behaviour
of women (DHS report).

The provincial numbers indicate that the Eastern Cape (26.4%), KwaZulu-Natal (25.1%) and
Mpumalanga (25.1%) had the highest percentage of unwanted births in the year 2016. These
provinces, including North West (19.4%), were the top four provinces that observed high
unwanted births in the year 1998. The increase in unwanted births was more pronounced in the
Northern Cape and Western Cape where unwanted births increased from 6.6% to 16.0% and 11.7%
to 20.9% from 1998 to 2016, respectively. According to the report, the North West is the only
province that observed a decrease in unwanted births, from 19.4% in the year 1998 to 15.7% in
the year 2016.

Fertility trends in Kenya

In 1968, Kenya was one of the first countries of sub-Saharan Africa to develop a national
population policy (Askew, 2009). This policy, however, remained largely dormant until the
findings from the World Fertility Survey (WFS) in 1977 showed that Kenya had one of the highest
fertility rates in the world, with a total fertility rate (TFR) of 8 children per woman (Askew, 2009).
This statistic served to focus both policy and public attention on fertility issues and to renew the
population policy, with the result that substantial national and international support was dedicated
to developing and strengthening a healthy national family planning programme (Askew, 2009).
The impact of this investment of human and financial resources was remarkable, as the
contraceptive prevalence rate increased rapidly and fertility declined in the following decade.
Indeed, the decline in fertility between 1977 and 1998, from 8.1 to 4.7 births per woman, was one



of the most rapid ever documented. This consistent decline in fertility led to projections that the
TFR would decline gradually to about 3.5 by 2008 (Askew, 2009).

Figure 1.2: Trends in total fertility rate (KDHS) from 1978-2014
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Source: Kenya demographic and health survey key findings (KDHS) 2014/2015.

There was a decline in the total fertility rate (TFR) from the 8 children per woman in 1977-1978
Kenya Fertility Survey (KFS) to 1989 Kenya Demographic and Health Survey 6.7 children per
woman, and the 1993 Kenya Demographic and Health Survey of 5.4 children, after which time
there was further decline to 4.7 children in the 1998 Kenya Demographic and Health Survey.
Fertility seemed to rise afterwards, to a TFR of 4.9 children reported in 2003. The decrease in the
TFR from 4.9 and 4.6 in the 2003 and 2008-09 KDHS surveys, respectively, to the current 3.9
indicates that Kenya’s fertility is again on the decline. The TFR of 3.9 is the lowest ever recorded

in Kenya.

http://etd.uwc.ac.za/



1.2 RESEARCH QUESTIONS

This study aims to answer this vital question on fertility. Fertility has been declining in Kenya
and South Africa according to reports from Demography and Health Survey (DHS).

X/
°e

High fertility associated with the younger cohort or the older cohort?

X/
°e

Does immense income triggers high fertility rates among women in South Arica and
Kenya? Do women actively involved in labor force have a smaller number of children?

% What is the relationship between women’s age and fecundity? Does mother’s age influence

number of children in South Africa and Kenya?

% Education a major control on fertility behavior in women in South Africa and Kenya?

“+ What are the implications of place of residence on fertility in South Africa and Kenya?

%+ Does every woman within the scope of childbearing age (15-49) have access to family
planning, contraceptives, condoms, health cares centers? Which is the most commonly

used contraceptive methods among women?

1.3PROBLEM STATEMENT

The study will focus on demonstrating fertility, trends in fertility, determinants (factors) affecting
fertility, fertility behaviour and use of contraceptives in women of childbearing age (15-49): A
comparation of South Africa and Kenya.

Fertility transition has begun in most developing countries and South Africa and Kenya is not left
out of this transition. Reports from Demography and Health Survey are well-informed with trends
in fertility. Findings have it that notable change has occurred in the fertility preferences of Kenyan
women and South Africa women (KDHS AND SADHS). In the past, Kenyan women do not seem
to agree/believe in modern contraceptives to help prevent unwanted pregnancies. They rather had
other means to delay pregnancies which was acceptable to them and not too costly in socio-
psychological and economic terms (Robinson, 1992). This could be the reason associated with
Kenya’s high fertility.

However, in South Africa women prioritize family planning and contraceptives as a means to
prevent unwanted pregnancies. The prevailing differences in reproductive women is another factor

to consider in fertility.



Secondly, illiteracy is rampant in rural areas due to inaccessibility to schools, transport, school
fees etc. lack of education in rural areas is related with large number of family size, non-use of
contraceptives methods, infant mortality, maternal mortality.

Establishing the above factors

In addition, Kenya has had 6 good demographic and health surveys (KDHS) which took place in
the year 1989,1993, 1998,2003,2008 and 2014 while South Africa had just 3 Demographic and
health surveys (SADHS) in the year 1998 2003 and 2016. Due to global difference in time
coverage of DHS surveys, this research study will be restricted to the most recent Demography
and Health Surveys: Kenya Demographic and Health Survey 2014 (KDHS) and South Africa
Demographic and Health Survey 2016 (SADHS) respectively.

1.4 AIM OF THE STUDY
¢+ The study will provide an insight on fertility trends and determinants amongst women of

childbearing age (15-49) in South Africa and Kenya respectively

OBJECTIVES OF THE STUDY

The study has been put in place to further disintegrate the understanding of fertility behavior in

women of reproductive age (15-49) from Demography and Health Survey for South Africa and

Kenya. Women outside the reproductive age scope of 15-49 were excluded from the analysis.
%+ To explore the influence of family planning programs, contraceptives, condoms and IUDs
that have been put in place to aid women in their fertility journey, birth spacing/ pregnancy
and sterilization.

% To identify the root cause that leads to increase/decrease and stall in fertility and
fertility behaviour of women of childbearing age (15-49).

% To point out measures South Africans and Kenyans used to curb fertility increase among

women of reproductive age (15-49).

1.5 OVERVIEW OF THE RESEARCH METHODS

This study will explore the trends in fertility and its determinants among women of child bearing

age (15-49) in South Africa and Kenya. The research is a quantitative study and the survey data is



derived from South Africa Demographic and health survey 2016 (SADHS) and Kenya
Demographic and Health Survey 2014 (KDHS).

The South Africa Demographic and Health Survey (SADHS) covers all the 9 (nine) provinces in
South Africa with a total of 15,292 selected households for the sample, of which 11,083 households

were successfully interviewed in the SADHS, yielding a response rate of 83.4%.

The Kenya Demographic and Health Survey (KDHS) covers all the 8 (eight) provinces in Kenya
with a total of 39,679 selected households for the sample, of which 36,430 households were

successfully interviewed in the KDHS, yielding a response rate of 99.0%.

Survey data will be analyzed using some statistical tools such as SPSS (Statistical Package for
Social Science), univariate analysis (summarizes single variables using frequency distribution and
percentages), bivariate analysis (cross-tabulation of two variables to determine the relationship
between independent and dependent variables) and Chi-square (Chi-square test the hypotheses

between dependent, independent variables and also reveals the p-values.
1.6 SIGNIFICANCE OF THE STUDY

% This study will build and upgrade on the trends and determinants of fertility among
reproductive aged women (15-49) in South- Africa and Kenya. It will also present an
analysis to further illustrate and enhance the understanding of childbearing in women.

%+ The study will be of great relevance in order to work-out plans for current and future

programs on women’s reproductive health and childbearing, education, health centers etc.
1.7 DEFINITION OF KEY TERMS

% Fertility: The actual reproductive performance of an individual, a couple, a group, or a
population.

% Age-specific fertility rate (ASFR): The age-specific fertility rate is defined as the number
of births per year, per 1000 women of a specific age. Age- specific fertility rates may be
computed either for a single year of age and for a 5 years age interval.

% Total fertility rate (TFR): This is the average number of children a woman would have
over the course of her life if she were to pass through her childbearing years conforming

to the age-specific fertility rates observed for a given year.
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Childbearing Years: The reproductive age span of women, assumed for statistical
purposes to be 15-44 or 15-49 years of age.

Contraceptives Use: The percentage of currently married or “in union” women (unless
otherwise indicated) of reproductive age who are currently using any form of
contraception. Modern methods comprise clinic and supply methods, including the pill,
injectable, implant, IUD, condom, and sterilization.

Contraceptive Prevalence: Percentage of couples currently using a contraceptive method.
Family planning: The conscious effort of couples to regulate the number and spacing of
births through artificial and natural methods of contraception. Family planning connotes

conception control to avoid pregnancy and abortion, but it also includes efforts of couples

to induce pregnancy.

Fecundity: The physiological capacity of a woman to produce a child. Women of child-
bearing age (15-49)

Replacement-level fertility: is the total fertility rate (TFR) that would produce a
population growth rate of 0.0 If it were experienced for a long time and there were no
change in mortality and no in-or out-migration. For most purposes. 2.1 is a reasonable
approximation of replacement-level fertility. it is larger than 2.0 because some female
births do not survive to childbearing age (RR Rindfuss, 2015).

Child marriage: Defined as marriage before age 18 years of age. UNICEF

1.8 CHAPTER SUMMARY

Fertility in South Africa and Kenya has been declining for some decades now. Some reasons for

the decline are the use of contraceptives and family planning programs, increase in age at marriage,

increase in age at first birth, extension of a comprehensive health care system, fall in the rate of

infant mortality, education of women etc.

The most recent findings from the Kenya Demographic and Health Survey (KDHS) and Kenya

Fertility Survey (KFS) reports in the late 1970s fertility rate was around 8.1 children—considered

to be the highest in the world. After an initial decline, it remained stagnant for about a decade

around 1998 at a level of 4.7 children per woman to 4.9 children per woman in the year 2003. But

most recently, the TFR experienced a rather steep dive to 3.9 children for the 3 years preceding



the 2014 Kenya Demographic and Health Survey and even 3.7 in the 2015 Malaria Indicator
Survey.

This study attempts to find out the factors behind these reductions, and whether the same factors
hold in both countries (South Africa and Kenya) of study, as fertility is vital in population
projection, health planning, education etc.

1.9 THESIS OUTLINE/ CHAPTER STRUCTURE

This study on fertility trends and determinants among women of reproductive age (15-49): A
comparative study of South Africa and Kenya. Consist of five chapters, the chapters are outlined

as follows:
Chapter 1: Introduction

This chapter presents a background on past fertility trends for South Africa and Kenya, research
questions which the study will answer, problem statement, aim and objectives, overview of the

research methods, significance of the study and definition of key terms used in the study.
Chapter 2: Review of related literature

This chapter laid out some theories of fertility, understanding the causes and movement in fertility
changes that may either increase, decrease or stall fertility. Fertility changes in women differ across

regions and cultures.
Empirical literature reviewed some related literature and also highlighted some gaps in the study.
Chapter 3: Research methodology

This chapter covers the methodology approach used in the study. Which is a secondary data
derived from South Africa Demographic and Health Survey (SADHS) for the year 2016 and Kenya
Demography and Health Survey (KDHS) for the year 2014 respectively.

Chapter 4: Data analysis and result

Data analysis was performed with the help of two computer software to present the result of the
analysis, these software’s are SPSS (statistical package for the social sciences) and Microsoft
Excel. graphs, tables and figures that outline the results from the survey of this study’s quantitative

phase.



Chapter 5: Discussion and conclusion

The research presents the discussion, implication for future research, recommendation, conclusion

which was reached based on the reviewed literature and empirical findings
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CHAPTER 2
REVIEW OF RELATED LITERATURE
2. Introduction

Fertility rate is a measure of the average number of children a woman will have during her
childbearing years (15-49). The fertility patterns are different across countries and over time. Many
different factors can affect fertility rates. Many of these factors are difficult to measure because
they involve subjectivity and some of them may not apply across all cultures, traditions and
disciplines.

2.1.1 General overview of world fertility

Over the last 200 years of human history, every successfully developing country experienced a
fertility transition: starting at initially high levels, fertility rates went down towards a low plateau,
oftentimes below replacement level (H Strulik, 2013). The Western European countries
experienced the transition first around the end of the nineteenth century (H Strulik, 2013). One
salient feature of their transition was the chronological proximity between the onsets of mortality
decline and fertility decline. This chronological association became much less visible for countries
which experienced the fertility transition later (H Strulik, 2013). If the fertility decline took off in
the 1980s or later, it followed the mortality decline with an average delay of 40-45 years (Reher,
2004). From the latter part of the nineteenth century and lasting until about 1930, mostly European
populations took the lead in implanting different measures of fertility control. During the second
half of the century, fertility decline spread nearly everywhere in the world with very few
expectations.

Some economic indicators suggest that European countries are currently moving out of the great
recession, whereas fertility trends are not so positive (D. Vignoli, 2020). For instance, in 2009
Northern European economies resumed economic growth, but their total fertility started to
decrease substantially (D. Vignoli, 2020). In Norway, total fertility dropped from 1.98 in 2009 to
1.6 in 2018, the lowest ever in peacetime; similar changes, and even lower fertility levels, have
been observed in Denmark, Finland, Iceland and Sweden (C. L. Comolli, 2021). On the other side
of Europe, Mediterranean countries such as Italy, Greece and Spain, after a period of fertility

rebound, in the same period, a regime of lowest—low fertility, with total fertility around 1.3 (D.
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Vignoli, 2020). According to (C. L. Comolli, 2021) in the Nordic countries: Denmark, Finland,
Iceland, Norway, and Sweden are widely recognized for having generous family policies,
protective and employment-oriented welfare systems, high rates of labor-force participation
among both men and women, and, until very recently, comparatively high fertility levels. After
the large decline in fertility across Western countries in the 1970s, total fertility rates (TFRs) in
the Nordic countries remained in the range between 1.7 and 2.3 children per woman for several
decades (1980-2010). Only in Denmark and Sweden did it temporarily fall to 1.4 and 1.5 children
per woman in the mid1980s (Denmark) and mid-1990s (Sweden), respectively. During the same
period, most other countries in Europe consistently registered fertility rates below 1.7, and many
Southern and Eastern European countries even experienced lowest-low fertility rates below 1.3
children per woman (HP Kohler, 2002). Scholars sometimes tend to attribute the high fertility in
the Nordic countries to their comprehensive welfare states and their family policies that support
the reconciliation of employment and family commitments for both women and men (McDonald,
2000; Esping-Andersen, 2002). It has been argued that these policies enabled the Nordic countries
to maintain their period fertility around the replacement level. However, this seems to change.
Since 2010, the TFR has been declining in all Nordic countries, hitting the historically low levels
of 1.35 children per woman in Finland in year 2019, 1.53 in Norway in year 2019, and 1.71 in
Iceland in year 2017 (Nordic Statistical Central Bureaus 2018, 2019 and 2020). This ongoing
decline in period fertility came largely unexpected. (C. L. Comolli, 2021). The timing of the onset
of fertility declines suggests a link to the Great Recession (the financial and economic crisis that
hit Europe after 2007). (C. L. Comolli, 2021)

In general, studies find that fertility declines are temporary and constitute mainly a postponement
of births among younger women (T Sobotka, 2011). Several studies also indicate that fertility
responses may vary across recession episodes, countries, parities, age groups, and social strata
(Sobotka, 2011; Neels, 2013; Comolli, 2018; Bellido, 2019).

Recent report by United Nations on World Fertility Surveys (WFS) shows that Total fertility has
fallen markedly over recent decades in many countries, such that today close to half of all people
globally live in a country or area where lifetime fertility is below 2.1 live births per woman, which
is roughly the level required for populations with low mortality to have a growth rate of zero in
the long run. The global fertility rate declined from 3.2 live births per woman in 1990 to 2.5 in

12



2019. But in sub-Saharan Africa, the region with the highest fertility levels, total fertility fell from
6.3 births per woman in 1990 to 4.6 in 2019. Over the same period, fertility levels also declined in
Northern Africa and Western Asia (from 4.4 to 2.9), Central and Southern Asia (4.3 to 2.4), Eastern
and South-Eastern Asia (2.5 to 1.8), Latin America and the Caribbean (3.3 to 2.0), and Oceania
(4.5 10 3.4). In Australia and New Zealand and in Europe and Northern America, fertility in 1990
was already below 2.0 births per woman, and it remains so today, with 1.8 births per woman, on
average, in Australia and New Zealand in 2019 and 1.7 in Europe and Northern America. In some
European countries, there have been slight increases in fertility. The most rapid regional fertility
declines in recent decades have been in Eastern and South-Eastern Asia, Latin America and the

Caribbean, Central and Southern Asia, and Northern Africa and Western Asia

Fertility behavior in sub-Saharan Africa, like other parts of the world, is determined by biological
and social factors. Several factors have contributed to sustain relatively high levels of fertility in
most of sub-Saharan Africa. These factors include high levels of infant and child mortality, early
and universal marriage, early child bearing as well as child bearing within much of the reproductive
life span, low use of contraception and high social value placed on child bearing (B Bigombe,
2004). In the case of perceived high infant and child mortality rates, the fear of extinction
encouraged high procreation with the hope that some of the births would survive to carry on the
lineage. Interestingly, it is also believed that Rwanda's birth rate is on the increase because
Rwandans generally believe it is their moral duty to replace the one million or so people that
perished during the genocide in the year 1994 (B Bigombe, 2004). The high value traditionally
placed on marriage ensured not only its universality but also its occurrence early in life with the
consequence that child bearing started early and in most cases continued until late into the
productivity span (B Bigombe, 2004). The institution of polygamy, which sometimes promotes
competition for child bearing among cowives, also contributed to sustaining high fertility. Use of
modern contraception was traditionally unacceptable as it violated the natural process of
procreation. The traditional long period of breast-feeding and postpartum abstinence guaranteed
adequate spacing between children (B Bigombe, 2004).

Report from the Demographic and Health Survey (DHS) reveals that there have been changes in
some socio-cultural factors over time. Age at marriage appears to have increased, though

minimally; it is still relatively low in rural settings and higher in urban settings. Use of modern
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contraception has increased, especially use of condoms in the wake of HIV/AIDS, and improved
education (especially of women) appears to have gradually eroded some of the traditional values
placed on child bearing (B Bigombe, 2004).

China’s fertility declines to below replacement-level took three decades to accomplish from the
year 1970-1990, in the 1970s, with a “later (marriage), longer (birth interval), and fewer (births)”
policy nationwide, China’s fertility level was reduced by more than one-half in 10 years, from a
total fertility rate (TFR) of 5.8 births per woman in 1970 to 2.7 in 1979 (RR Rindfuss, 2015).
Intensification of the birth-control campaign at the end of the 1970s, with the introduction of the
draconian one-child policy in 1980, brought fertility further down to 2.3 children per woman in
1980 (RR Rindfuss, 2015). Data continues to show very low Chinese birth rates. Census data for
2000 produced an estimated Total Fertility Rate of 1.22 children per woman (for the year
November 1999 through October 2000 and National Bureau of Statistics of China (NBS) 2002 and
2003) (SP Morgan, 2009). Because of China’s explicit and strictly enforced fertility policy,
discussions of fertility in China have focused on policy as the primary determinant of birth rates

The family planning restrictions, in this light, are simply an obstacle to fertility, which when
removed will increase the supply of children (S Basten, 2015). In 2012 the China Development
Research Foundation—an influential think tank with close links to the National Government—
recommended a ‘three-step’ policy transition: some provinces should implement a two-child
policy straightaway, while a national two-child policy should be in force by 2015, and all limits
on births removed by 2020 (S Basten, 2015). On October 29, 2015, the Chinese Communist party
announced that “China will fully implement the policy of the “one couple, two children” (CPC
Central Committee 2015). This means that China officially reversed its 35-years-old one-child
policy and allowed some couples to have two children. After the announcement, the policy was

extended to everyone (Z Wang, 2016).

Initially, in 1980, the one-child policy applied to all couples, but exceptions to that universal policy
developed almost immediately. For instance, in1982, couples in several categories-ethnic
minorities, rural, or returning from overseas-were allowed to have two children if their first child
was a girl or disabled (Z Wang, 2016). It was called the “one -and-a half” (Yitaiban) policy.
Starting in 2000, couples in which both parents were only children could have two children. It was

called the “double single” (Shuangdu) policy. In 2013, couples in which even one of the spouses
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was an only child were allowed to have two children. It was called the “second child alone”

(Qandu) policy (Z Wang, 2016).

The latest policy change will allow all couples to have two children, which is called “the universal
two-child policy” (Quanmian fangkaiertai). This can enable us to achieve balanced development
of the population in China. It is an important move towards demographic balance in terms of the
long-term development of China. After serious examination on its likely effects. The Ministry of

Health and the Family Planning committee argue that the policy is feasible

On 28 August 2018, a news story appeared in the Global Times a state newspaper belonging to the
People’s Daily, the official newspaper of the Chinese Communist Party, reporting that the draft of
the new Chinese civil code, which had been planned to be presented in the plenary session of the
National People’s Congress in March 2020, was omitted any reference to family planning and,
concretely, to the current policy that limited couples to not having more than two children. What
are the reasons that led the Chinese government to such an unexpected and rapid change of mind
regarding fertility control, which had been such a significant issue (Veiga, 2020). There is no doubt
that, after certain fears regarding a possible significant rebound in fertility in China as a
consequence of the shift from the One-child Policy to the Two-child Policy, the data gathered for
the year 2018 and published by China’s National Bureau of Statistics on 21 January 2019,
regarding the number of births, revealed a significant decline, from 17.9 million births in 2016 and
17.6 million in 2017, to 15.23 million in 2018. This decline once again fed strong fears regarding
the current and future ageing of the Chinese population. (Veiga, 2020)

According to (OS Ewemooje, 2020) in his work (literature review), highlighted three (3) main
ideas as important measures of childbearing intentions; namely, intended or ideal family size,

general childbearing intentions, and child-timing intentions (Kuhnt, 2013; Spider, 2009).

Ideal or intended family size is generally parity-specific quantum plans spelling out the number of
children one intends having over one’s reproductive life and is typically contingent on the number
of children already born (MR Testa, 2017). The child-timing intentions are time-based plans
confining the period in which one desires to have the first or subsequent child (MR Testa, 2017).

General childbearing intentions refer to one’s intention or desire to have a first or another child,

irrespective of timing and quantum. (MR Testa, 2017). Studies examining childbearing intentions
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have found that most women want to have children, the desire for children is not universal
(Heywood, 2016; Matovu, 2017; Oyediran, 2005). Some women do not want children and so
purposely and actively avoid having them; others plan to have children but fail to realize those
intentions for one reason or another. Thus, concerning childbearing, women are not a homogenous
group and their desires and decisions to have or not to have a child are shaped by several micro

and macro factors (OS Ewemooje, 2020).

2.1.2 Fertility trends in South Africa from Demographic and Health Survey reports 1998,
2003 and 2016 (SADHS).

South Africa has endorsed a decline in fertility, there has been a decline in fertility from 1998 from
2.9 to 2.1 children per woman in 2003 and to 2.6 children in 2016 (South Africa Demographic and
Health Survey reports). According to the estimates of (TA Moultrie, 2003), the total fertility rate
was around six children per woman in the 1960s but had dropped to between 3-4 by the 1990s.
Fertility has further declined from 3-4 in the 1990s to 2.6 children in 2016 (DHS report 2016).

Report from DHS 1998 reveals that fertility in urban areas was 2.3 children per woman and
substantially lower than in rural areas which was 3.9 children per woman, resulting in a national
Total Fertility Rate of 2.6 children per woman. This lower fertility in the urban areas is apparently
cut across all ages. Peak childbearing for urban women occurred between the ages of 20-34 years
and peak childbearing for rural women occurred between the ages of 15-39 years. Rural women
continue to bear children at later ages than urban women. The most interesting fertility transition
taking place in South Africa at present is that of the African population. Besides the fact that
Africans constitute the majority of the South African population, and therefore determine overall
fertility levels, their fertility behaviour may also predict the path of future fertility trends in other

African countries.

In 2003 fertility in the urban areas was 2.1 children per woman and the rural areas was 2.2 children
per woman, resulting in a national Total Fertility Rate of 2.6 children per woman. The peak of
childbearing for urban women occurred between the ages of 20-34 years, peak of childbearing for
rural women occurred between the ages of 20-39 years fertility in urban areas of South Africa is
now only marginally lower than in rural areas. Report on the previous SADHS 1998 indicated

urban fertility levels of 2.3 children per woman, and rural fertility levels of 3.9 children per woman.
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Data from the 2003 DHS suggest that urban fertility has fallen by 9% over the preceding five years

while rural fertility has fallen by 56% over the same period.

In 2016 The total fertility rate (TFR) is 2.4 children per woman in urban areas and 3.1 children per
woman in rural areas, resulting in a national TFR of 2.6 children per woman. Peak of childbearing
occurred at the ages of 25-29 year among both urban and rural women. Data from the 2016 DHS
reports that the Total Fertility Rate among women in rural areas dropped from 3.9 in 1998 to 3.1
in the year 2016. In urban areas, the Total Fertility Rate increased marginally from 2.3 in the year
1998 to 2.4 in the year 2016.

Fertility varies by residence and province. Women in urban areas have an average of 2.4 children,
compared with 3.1 children among women in non-urban areas. Fertility ranges from a low level of
2.1 children per woman in Western Cape to a high of 3.1 children per woman in North West and
Limpopo. In general, fertility decreases with both education and household wealth. Women with
more than secondary school have an average of 2.2 children, while women who have completed
only primary school have 3.5 children. Fertility declines with household wealth, from 3.1 children

per woman in the poorest households to 2.1 children per woman in the wealthiest households.

2.1.3 Fertility trends in Kenya from Demographic and Health Survey reports 1989, 1993,
1998, 2003, 2008, and 2014.

The total fertility rate (TFR) for Kenya in the year 1989 was 6.7 per woman, if she had children at
the same rate as women are currently having at each age group. Fertility increases in the age group
of 20-34 years, and starts to decline in the ages of 35-49 years. It is important to note that the

decline in fertility is consistent with the increase in age.

Factors relating to fertility decline could be the recent extension of a comprehensive health care
system, which makes it easy to promote population programs. The fall in the rate of infant mortality
could also have contributed to the fertility decline. Several studies have shown that there is a close
relationship between the infant mortality rate and the fertility rate (KDHS 1989). When the
probability of child survival increases, couples need to have only that number of children which
they actually desire, especially when childbearing involves both physical and mental strain and
childrearing is expensive. By achieving major reductions in infant mortality in Kenya, a similar

decline in fertility has been possible. Perhaps the largest single factor that has contributed to
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fertility decline is education, especially education of women. Age at marriage increases with
education, hence delaying the start of childbearing. Women in urban areas have a total fertility rate

of approximately 5 live births, compared to about 7 for rural women.

The total fertility rate for the three years before the survey (representing early 1990 to early 1993)
is 5.4 children per woman. The age pattern of fertility indicates that women in Kenya have children
early in the childbearing period; by age 30, a Kenyan woman will have given birth to almost 60
percent of the children she will ever have (KDHS 1993). Fertility rates are higher in rural areas
than in urban areas, a pattern that has persisted in various censuses and demographic surveys that
have been carried out in the country (Kenya). The total fertility rate is estimated at 5.8 in rural
areas and 3.4 in the urban areas. Female education apparently has a strong effect on fertility.
Women with no education or only some primary schools give birth to more than 6 children on
average in their lifetime, compared to 5 children for women who completed primary school and 4

children for women with some secondary school.

The survey results (KDHS 1998) demonstrate a continuation of the fertility transition in Kenya.
At current fertility levels, a Kenyan woman will bear 4.7 children in her life (KDHS 1998). From
the 1989 KDHS when the total fertility rate (TFR) was 6.7 children. A rural woman can expect to
have 5.2 children, around two children more than an urban woman with 3.1 children (KDHS 1998).
Peak childbearing occurs during ages 20-29 years, falling sharply after age 34. This pattern of
higher rural fertility is evident at every age. Fertility differences by women's education level are
even more remarkable; women with no education will bear an average of 5.8 children, compared

to 3.5 children for women with secondary school education.

However, fertility seems to have started rising, albeit marginally, from a total fertility rate of 4.7
children per woman in the year 1998 to a total fertility rate of 4.9 children per woman during the
period from mid-2000 to mid-2003 (B Auvert, 2001). This upturn in birth rates has especially
affected age groups 25-39. Fertility is considerably higher in the rural areas (5.4 children per
woman) than urban areas (3.3 children per woman), a pattern that is evident at every age and that
widens with age. Overall, peak fertility occurs at age 20-24. In the rural areas, falling sharply after
age 39. In the urban areas, however, fertility peaks at age 25-29 year and starts to decline after age

34. The persistence of a disparity in fertility between urban and rural women is due to favorable
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factors most probably associated with urbanization (e.g., better education, higher status of women,

better access to family planning information and services and later marriage) (KDHS, 2003).

A TFR of 4.6 children per woman was reported for the 2008 Kenya Demographic and Health
Survey, compared with a total fertility rate of 4.9 children reported for the year 2003 KDHS. As
expected, rural areas (5.2 children per woman) recorded higher fertility than urban areas (2.9
children per woman) This pattern is reflected by every age group, and the difference increases with
the age of the women, Nationally and in rural areas, the peak fertility occurs early, at age 20-24,
while in urban areas, fertility has a broader peak, being almost equally high for the 20-24 and 25-
29 age cohorts. Fertility rates, however, fall dramatically after age 39 in both rural and urban areas.
The disparities in fertility among rural and urban women could be attributed to the significant role
played by education in population growth. When literacy of women improves, fertility rates tend
to decrease. Similarly, fertility rates tend to be lower where women have access to decent jobs,
good health care, and family planning resources—which are more available in urban areas than in

rural ones.

The TFR is 3.9 births per woman as reported for 