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Abstract

The global human population has been increasing at an alarming rate over the last 100 years and is projected
by the United Nations (UN) to continue to increase and reach 10 billion by 2057, despite a declining growth
rate. Although some countries and regions, primarily Japan and Europe, have stabilised or declining
populations, Sub-Saharan Africa is dramatically growing at an annual rate of 2.7% as of 2019, and is projected
to sustain a rapid population growth up to 2100. Addressing the subject of population growth and
overpopulation is an important but unfortunately neglected task. The consequences of a large, growing human
population are already having distressing impacts on the planet, both on the natural environment and on
humans, especially women and children. Until recently, there have been few studies on the effects of religion
and religiosity on fertility and contraceptive use, and these factors are often overlooked as possible
determinants. The aim of this review is to explore and seek to clarify the role of religion and religiosity on
fertility and contraceptive use in continental Sub-Saharan African countries. The review of quantitative
publications supported by insights and opinions from actual quotes of respondents from qualitative studies
shows that followers of African Indigenous Religions and Islam have higher fertility rates than followers of
Christianity. Across Christian denominations, Catholics generally had higher fertility than Protestants although
the difference is small. Followers of the Apostolic Church exhibited the highest fertility among Christian
groups. Focus group discussions and in-depth interviews from the qualitative studies found that religious
beliefs were frequently cited as a barrier to contraceptive uptake. The findings clearly suggest that religion
influences fertility and contraceptive use, although countries differ in this respect. Few studies mentioned
religiosity; existing results show a positive relationship across Sub-Saharan Africa between degree of religiosity
and fertility, and a negative relationship with contraceptive use. These relationships are stronger in Islamic
and Indigenous religions compared with Christianity. Religious leaders across all religions were found to be
highly influential and many participants were inclined to follow the recommendations of religious leaders
regarding fertility and contraceptive use. The implication of this finding is that educating religious leaders
about rights-based family planning and its benefits should be part of a comprehensive strategy to increase
contraceptive uptake and reduce fertility. With knowledge of its benefits, religious leaders could spread
accurate messages about family planning to their followers and promote higher contraceptive use and low
fertility. In addition, other important socioeconomic and cultural factors influence fertility and contraceptive
use. Education, economy and access to family planning have a negative relationship with religiosity, but the
strength of this relationship varies depending on religion, residence and region, with Muslims generally
reported as the most disadvantaged in terms of education and wealth across Sub-Saharan Africa. Polygyny,
gender attitudes, social status and misconceptions about family planning were additional influences on fertility
and contraceptive use mentioned in focus group discussions and in-depth interviews from the qualitative
studies. Religion and religiosity have an important role to play in relation to fertility and contraceptive use, but
they also depend on other factors, their interactions and their relative influences. They have variable
relationships to education, economy, gender equality, residence (rural/urban) and access to family planning,
due to the different levels of these factors among and within countries in Sub-Saharan Africa. The review
suggests that with a more religiously open stance towards family planning, population policies can be more
easily implemented. Religion and religiosity need to be considered in surveys and studies on fertility and
contraceptive use to inform and help policymakers, economic planners, program managers, researchers and
survey specialists. In addition, this has the potential to improve environmental conditions in Sub-Saharan
Africa.
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1. Introduction

1.1 Background and Aim

The global human population has been increasing at an alarming rate over the last 200 years, from 1 billion in
1804 to 2 billion in 1930, doubling to 4 billion in 1974, 6 billion in 1999, and currently sits at 7.8 billion people.
The population is projected by the United Nations (UN) to continue to increase substantially, to 10 billion by
2057 despite a declining growth rate (Figure 1). Although some countries and regions, such as Japan and parts
of Europe, have stabilised or even declining populations, Sub-Saharan Africa has dramatic growth. In Sub-
Saharan Africa, many countries have a young population; 40-50% of the populations are under 15 years of age,
thereby contributing to further growth through population momentum (Week, 2015; United Nations, 2020).
Among the eight regional groups from the UN Sustainable Development Goals (SDGs), only Sub-Saharan Africa
is projected to sustain a rapid population growth up to 2100, while the seven other regions either have started
to decline, or are projected to stabilise, by 2100 (United Nations, 2020) (Figure 2). According to the UN
Population Division, the population of Sub-Saharan Africa is growing at an annual rate of 2.7%, as of 2019. At
a rate of 2% annual increase, a country’s population doubles in 35 years.
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Figure 1. Total global human population size and annual growth rate, with a medium-variant projection with 95 percent
prediction intervals. Population growth is projected to continue expanding at the global level, but the growth rate is
slowing, under the model of assumption of the UN. The population size might reach a peak by the end of the 21
Century. [Source: United Nations, 2020]
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Figure 2. Past and projected population based on regions from the United Nations Sustainable Development Goals,
with a medium-variant projection and 95 percent prediction intervals. Of the eight regions, only Sub-Saharan Africa is
projected to sustain a rapid population growth up to year 2100. [Source: United Nations, 2020]

In this Thesis, | argue that addressing population growth and overpopulation is an important and neglected
subject that deserves much more attention. The large human population has serious impacts on the planet,
both on the natural environment and on humans. These include the destruction of many natural ecosystems,
extinction of biodiversity and wild habitats, overexploitation of vast expanses of land and loss of land fertility,
overconsumption and depletion of natural resources, hunger and starvation locally due to there being more
people than can be fed, and cultural, economic and political turmoil contributing to poverty (Foreman and
Carroll, 2014). These are issues often reported by scientists and in the media, and they need to be dealt with
urgently. However, the role of population growth is rarely mentioned in the media, and this is also true
regarding media reports from Africa.

The Total Fertility Rate (TFR) and Contraceptive Prevalence Rate (CPR) are major determinants of population
growth. TFR is the average number of children women would bear, if they survive to the end of reproductive
life and have the same probability of child-bearing in each age interval as currently prevails across the
population (Week, 2015). A TFR of 2.1 children per woman is known as the Replacement Level Fertility. This is
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the average number of children a woman would need to have to replace herself and her partner to maintain
a sustained, relatively stable population (World Health Organisation, 2006). This number takes into account
infant and child mortality, and therefore the number is 2.1 rather than 2.0. CPR is the “proportion of women
at reproductive age who are using, or whose partner is using, a contraceptive method at a given point in time”
(World Health Organisation, 2006).

Studies show that TFR correlates negatively with level of education (i.e. number of years in school), female
autonomy, gross domestic product (GDP) per capita and access to family planning services, and positively with
religiosity in Sub-Saharan Africa, and across global regions (Gétmark & Andersson, 2020). However, until
recently, few studies exist on the role of religion and religiosity for TFR and CPR, and these factors are often
overlooked in published work. Many Sub-Saharan African countries lack detailed studies on the relationships
between religion and religiosity and TFR and CPR; most studies thus far were conducted in Ethiopia, Ghana,
Kenya and Nigeria.

Below, | review the scientific literature to explore and seek to clarify the role of religion and religiosity on
fertility and contraceptive use in Sub-Saharan African countries. To judge the role of religion and religiosity, |
examine other variables as well and their relationships to fertility and contraceptive use, including education,
economy (GDP per capita), female autonomy, and access to family planning services. Because most studies in
the review dealt with religion and few examined religiosity, the term “religion” (i.e. denomination, like
Christianity or Catholicism) is used below unless the study, analysis or question comprise religiosity (degree of
belief in God or supernatural agent). Furthermore, because not all studies specifically examined TFR and CPR
as defined above, | use “fertility” to describe all measures related to the number of children being born,
including children ever born, children born in the last five years, fertility desires and achievement, and TFR.
“Contraceptive use” describes all measures related to current and ever contraceptive practices as well as
future intentions for contraceptive use. Although most studies examined the uptake of modern
contraceptives, this Thesis is not limited to modern methods.
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1.2 Research Questions

For the review of the literature, the following research questions were set:

1. Arethere correlations between degree of religiosity and fertility/contraceptive use? If so, how strong
are they?
Do religions differ with respect to levels of fertility/contraceptive use?
How do religion and religiosity relate to factors such as education, economy, gender equality and
access to family planning? Do religions differ in these respects?

4. Taking into account religion and religiosity and these other factors overall, what is the relative
importance of religion/religiosity for fertility/contraceptive use?

5. Do the relationships of religion and religiosity to factors such as education, economy, gender equality
and access to family planning vary between countries and regions within Sub-Saharan Africa? What
may cause this variation?

With respect to these questions and previous studies, | expect that:

1. There is a positive correlation between degree of religiosity and fertility, and a negative correlation
for contraceptive use. These correlations are likely to be stronger in Islamic and African Indigenous
Religions, but weaker Christian religions.

2. Islam and African Indigenous Religions have higher fertility and lower contraceptive use than
Christianity. Within Christianity, Catholics have higher fertility and lower contraceptive use than
Protestants.

3. Education, economy, gender equality and access to family planning have a negative correlation with
religiosity, but this correlation may vary depending on religion and circumstances.

4. Religion/religiosity has an important role to play for fertility/contraceptive use, but it will also depend
on other factors and their relative influences.

5. Religion and religiosity will have variable relationships to education, economy, gender equality and
access to family planning, due to the different levels of these factors among and within countries in
Sub-Saharan Africa.

Understanding the interlinking factors that affect fertility and contraceptive use and how they relate to
population growth is essential for nations to implement population policies to combat the problems caused
by overpopulation and to deal with population growth at macro levels (national and international levels). At a
“micro” level, religion and religiosity relates to, and may influence decisions regarding family size, female
empowerment and use of modern contraceptives, and hence fertility levels. The general aim of the Thesis is
to improve the knowledge of these factors, given many published research reports during the last decades.

The following sub-section defines religion and religiosity, and presents the religions practiced in Sub-Saharan
Africa (Section 1.3). Then follows a background on religious views on fertility and contraceptive use (Section
1.4). Section 1.5 presents current fertility and contraceptive trends in Sub-Saharan Africa as well as data on
the yearly population growth.
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1.3 Religion, Religiosity and Religions in Sub-Saharan Africa

Many definitions of religions exist. Some definitions are shaped by Western religious traditions, in particular
Christianity. Grillo, et al. (2019) redefines the concept of religion to one that encapsulates the common
characteristics of all World religions and their purposes. This includes Indigenous religions and religions that
have adapted their original practices to that of local customs, such as African Christianity.

“Religions are complex systems of thought and practice that convey foundational ideas in ways that
allow adherents to experience them as a compelling ground of being. ...They reveal and engage the
invisible sources of spiritual power; ...and they empower practitioners to act as self-conscious, ethical
agents, allowing them to shape and transform their lives in conformity with ultimate values.”

(Grillo, et al., 2019)

Other definitions emphasise that “religion is concerned with the supernatural; everything else is secondary”,
and “religion consists of two elements... a belief in powers greater than man and an attempt to propriate and
please them” (Stark & Finke, 2000).

Religious affiliation refers to the self-identified association of a person with a religion either by birth or
religious conversion, whereas religiosity refers to the degree of religious commitment, including attitudes,
behaviour and values (McAndrew, 2011). Demographic and Health Surveys (DHS), commonly used in scientific
studies, include only one question about participants’ religious affiliations. DHS does not reveal the degree of
religiosity. The quantification of religiosity requires measurements such as weekly frequency of Church or
Mosque attendance and strength of adherence to religious values (McAndrew, 2011; Stark, 2015).

The three main religions practiced throughout continental Sub-Saharan Africa are Christianity, Islam and
African Indigenous Religions. Throughout the 20™ and 21% Centuries, Christianity in Africa has grown
considerably from 9% in 1910 to 49% in 2020, with almost all African Christians living in Sub-Saharan Africa
(Grillo, et al., 2019; Stark, 2015). Some countries are almost entirely Christian with the top five countries with
the highest percentage of Christians for 2020 being the Lesotho (96.2%), Democratic Republic of Congo
(95.9%), Zambia (95.5%), Rwanda (93.2%) and Eswatini (90%) (United Nations, 2020). Christian faiths in Sub-
Saharan Africa, initially influenced by colonial powers and missionary work, developed to reflect the concerns
and agendas of Africans in current socio-cultural contexts, and speak to the spiritual needs of many Africans
(Grillo, et al., 2019; Stark, 2015; Walls, 2002).

The presence of Islam in Sub-Saharan Africa varies geographically, being stronger in Western and Eastern
Africa with 50% and 34% of the population identifying as Muslims, respectively. Weaker adherences to Islam
are observed in the Central and Southern regions, with 15% and 7% identifying as Muslims, respectively (Grillo,
et al., 2019). The practice of Islam in Sub-Saharan Africa is not static and is constantly being shaped by social,
economical and political influences among the countries (Robinson, 2004).

Long ago, before Christianity and Islam, Africans practiced only traditional religions, referred to below as
African Indigenous Religions, which allude to the belief in a Supreme Being, known by different names in
different ethnic groups, such as Nyame by the Akan, and Mawu by the Ewe. However, the Supreme Being is
thought of as being remote and is therefore not directly worshipped, but rather worshipped through smaller
Gods. These Gods take up residency in streams, rivers, trees and mountains (Berry, 1994; Beyers, 2010). The
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spiritual powers of dead ancestors or non-human spirits are also worshipped in African Indigenous Religions,
and tend to border witchcraft tendencies, which are also currently present in forms of Christianity (Beyers,
2010). Much of present Christianity has elements of indigenous religions (Stark, 2015).

Figure 3 illustrates the distribution of religions throughout Sub-Saharan Africa. Christianity is strongest in
Southern Africa and south of Eastern Africa while the presence of Islam is stronger in Western and north of
Eastern Africa. African Indigenous Religions are still present in Western, Southern and parts of Eastern Africa,

and is particularly prominent in Togo, Benin and Namibia. For a table of the distribution of population by
denomination, see Appendix A.
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Figure 3. Distribution of religions across Sub-Saharan Africa. Grey areas denote no data available.
[Data Source: United Nations, 2020]
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1.4 Religion, Fertility and Contraception

Christian ideas on contraception come from interpretations of Church teachings rather than scripture.
Although little is explicitly mentioned regarding the use of contraception, the Bible mentions that children are
a gift from God and that God’s first words to Adam and Eve were, “Be fruitful and multiply and fill the Earth”
[Genesis 1:28] (McKeown, 2014). Prior to the 20™ Century, all Churches disapproved of contraceptive use,
since limitation of children was against the main purpose of marriage (to procreate) (Goodson, 1997). In recent
times, Protestant Churches have become more liberal in their teachings of family planning. The Evangelical
Church was one of the few Protestant Churches that pioneered in the use of modern contraceptives (Sweet,
1994). By the mid-20™ Century, nearly all Protestant denominations had approved the practice of
contraception, so long as it did not promote promiscuous behaviour (Goodson, 1997). The Catholic Church
(i.e. the Vatican and Pope) does not allow the use of artificial contraceptive methods as these methods are
believed to promote promiscuity and adultery. Only “natural contraception” is permissible, i.e. breastfeeding,
withdrawal (coitus interruptus) and calendar (rhythm) methods (Ignaciuk, 2020). In the 1960s, the
contraceptive Pill was introduced and although this was not approved by the Church, many Catholic women
had been using it (Bouvier, 1972). Despite the ban on artificial contraceptive methods, some Catholic Churches
silently tolerate the practice (Kok, 2020).

Unlike Christianity, Islam has been aware of birth control for centuries and it is permitted in eight of the nine
classic schools of Islamic Law (Sharia) (Musallam, 1981). However, Islam is strongly pro-family and regards
children as a gift from God, therefore teachings of contraceptive use often refer to family planning for the
purpose of birth spacing to preserve the health of the mother rather than for limiting children (Scrivani, 2018).
Contraception may also be permitted if the mother’s health is in danger from pregnancy, if there is a chance
of a child being born with health complications, or if the parents are not financially ready to raise a child
(Musallam, 1981). Acceptance of contraceptive methods has since evolved beyond coitus interruptus and most
modern methods are permitted in Islam. However, abortion, permanent methods and emergency
contraception are prohibited (Atighetchi, 1994; Scrivani, 2018). Although the Quran does not explicitly refer
to contraception, several hadith (“sayings”) refer to the Sunnah, which describes the practice of coitus
interruptus by the Companions of the Prophet. When the Prophet was queried about it, he said, “Not out of
all the semen a child is formed, and if Allah willed to create something, nothing would stop him from doing it”
(Deuraseh, 2003). On the other hand, a minority of more conservative Muslims stand against family planning
saying that it is an interference with God’s plans (Deuraseh, 2003). Some Islamic jurists also state that the
killing of semen is no different to the killing of children and quoted the Prophet’s later hadith of coitus
interruptus as hidden infanticide (Deuraseh, 2003). Sunni and Shia are two major sects of Islam. In two studies
(Budhwani, et al., 2018; Scrivani, 2018), those who identified as Sunni were less likely to utilise contraception
compared with those who identify as Shia.

African Indigenous Religions are embedded in lineage and descent systems as lineage is believed to have
mystical significance between the living and departed ancestors (Adongo, et al., 1998). Ancestors are
honoured and their spirits appeased through the bearing of children as descendants (Caldwell & Caldwell,
1987). Therefore, the importance of having many children, particularly sons, is strongly conveyed in religious
messages so that family lineages can grow, prosper and its spirits can flourish (Adongo, et al., 1998).

Adherence to and interpretations of the teachings of these religions vary across Sub-Saharan African and
around the world, and is apparent in the studies from this review.
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1.5 Current Trends in Sub-Saharan Africa

1.5.1 Total Fertility Rates and Contraceptive Prevalence Rates

Recent data obtained from the UN show interesting trends in Sub-Saharan Africa. (For the UN data, see
Appendix B.) Below, countries (dots in graphs) are used as statistical units. Figure 4 shows the negative
relationship between TFR and CPR across the Sub-Saharan nations included in the review. The same trend is
observed in Gétmark & Andersson (2020). In Figure 5, population size relates positively, though weakly with
TFR. Population size hardly has any relationship with CPR (Figure 6). Figure 7 shows a strong negative
relationship between TFR and GDP per capita (also observed in Gétmark & Andersson, 2020) while Figure 8
shows a strong positive relationship between CPR and GDP per capita.

TFR
IN

00¢

0% 10% 20% 30% 40% 50% 60% 70%
CPR (%)

Figure 4. TFR has a negative relationship with CPR (%) across Sub-Saharan Africa.
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Figure 7. GDP per capita (USS) has a negative relationship with TFR (%) across Sub-Saharan Africa.
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Figure 8. GDP per capita (USS$) has a positive relationship with CPR (%) across Sub-Saharan Africa.
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The following figures show trends for TFR, CPR and religious denominations. Percentage of Muslim population
has a weak but consistent positive relationship with TFR (Figure 9) and a clear negative relationship with CPR
(Figure 10). On the other hand, the percentage of Christian population has the opposite relationship, with a
weak negative relationship with TFR (Figure 11) and positive relationship with CPR (Figure 12). However, this
trend is not consistent when data from the two largest Christian denominations are examined. Percentage of
Catholic population is positively associated with TFR (Figure 13) and negatively associated with CPR (Figure
14), whereas the percentage of Protestant population demonstrates the opposite trend (Figure 15 and Figure
16), with the positive relationship with CPR being especially strong. TFR and CPR and percentage of the
population that follows African Indigenous Religions illustrate slight negative relationships (Figure 17 and
Figure 18). Finally, the percentage of the non-religious population is weakly negatively associated with TFR
(Figure 19) and weakly positively associated with CPR (Figure 20). Using Gallup surveys from Stark (2015),
Gotmark & Andersson (2020) studied TFR and its relation to religiosity and found that TFR increased with
degree of religiosity in Sub-Saharan Africa. Stronger religiosity was also associated with lower education, CPR
and GDP per capita. However, the authors did not distinguish between religions due to the global scale of the
analyses, though there are likely differences.
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Figure 9. TFR has a weak positive relationship with Muslim populations (%) across Sub-Saharan Africa.
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Figure 10. CPR (%) has a negative relationship with Muslim populations (%) across Sub-Saharan Africa.
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Figure 11. TFR has a weak negative relationship with Christian populations (%) across Sub-Saharan Africa.
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Figure 12. CPR (%) has a positive relationship with Christian populations (%) across Sub-Saharan Africa.
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Figure 13. TFR has a positive relationship with Catholic populations (%) across Sub-Saharan Africa.
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Figure 14. CPR (%) has a negative relationship with Catholic populations (%) across Sub-Saharan Africa.
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Figure 15. TFR has a negative relationship with Protestant populations (%) across Sub-Saharan Africa.
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Figure 16. CPR (%) has a strong positive relationship with Protestant populations (%) across Sub-Saharan Africa.
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Figure 17. TFR has a negative relationship with Indigenous Religions populations (%) across Sub-Saharan Africa.
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Figure 18. CPR (%) has a weak negative relationship with Indigenous Religion populations (%) across Sub-Saharan Africa.
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Figure 19. TFR has a negative relationship with no religious affiliation populations (%) across Sub-Saharan Africa.
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Figure 20. CPR (%) has a positive relationship with no religious affiliation populations (%) across Sub-Saharan Africa.
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1.5.2 Yearly Changes
Trends between population growth (% annual change) and religious denominations show increase with the
population of Muslims (Figure 21) and Catholics (Figure 23); in contrast, negative relationship exist for other
denominations and non-affiliated (Figure 22, Figure 24, Figure 25 and Figure 26).
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Figure 21. Yearly change (%) has a positive relationship with Muslim populations (%) across Sub-Saharan Africa.
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Figure 22. Yearly change (%) has a negative relationship with Christian populations (%) across Sub-Saharan Africa.
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Figure 23. Yearly change (%) has a positive relationship with Catholic populations (%) across Sub-Saharan Africa.
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Figure 24. Yearly change (%) has a negative relationship with Protestant populations (%) across Sub-Saharan Africa.
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Figure 25. Yearly change (%) has a negative relationship with Indigenous Religions populations (%) across SSA.
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Figure 26. Yearly change (%) has a negative relationship with no religious affiliation populations (%) across SSA.
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2. Methods and Materials

2.1 Sub-Saharan Africa
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Figure 27. Sub-Saharan Africa is defined by the UN as all African countries that are fully or partially located south of the
Sahara Desert. Countries south of the black line are Sub-Saharan nations that were included in this study.
[Source: Nations Online Project, 2019]
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Sub-Saharan Africa (Figure 27) is defined by the UN as all African countries that are fully or partially located
south of the Sahara Desert, including six sovereign island nations (Cape Verde, Comoros, Mauritius,
Madagascar, Sao Tome & Principe, and the Seychelles). Of the 54 African countries, the UN classifies 46 as
Sub-Saharan. However, this excludes Djibouti, Somalia and Sudan although they are geographically part of
Sub-Sahara. Djibouti and Somalia are considered part of the League of Arab States in the Arab World, whereas
Sudan is grouped as North Africa according to the UN’s geoscheme for Africa. On the other hand, the World
Bank identifies 48 countries as part of Sub-Saharan Africa, including Somalia and Sudan. For the purpose of
this paper, Sub-Saharan Africa initially included the 48 countries identified by the World Bank, with the
addition of Djibouti. However, due to strong religious and cultural differences between the island nations and
the continent, and that these nations are isolated with small populations dominated by single religions in
addition to strong tourist influences, the five island nations of Cabo Verde, Comoros, Seychelles, Mauritius
and Sao Tome & Principe were excluded from the study. Madagascar was included due to its size and higher
religious and cultural similarities with the mainland. Dependencies and other disputed territories were not
included in the study (Mayotte [France], Réunion [France], Saint Helena [United Kingdom] and Western
Sahara). The final nation count in this study of continental Sub-Saharan Africa is therefore 44.
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2.2 Systematic Review: Gathering of Literature

A systematic review of the literature was conducted on papers that focused on religion and religiosity as an
influence of fertility and contraceptive use. Using the Web of Science database initially as a primary source for
literature, and then performing subsequent searches by Scopus, the following three sets of search terms were
generated and applied to search in titles, abstracts and keywords for papers that included topics related to
fertility and contraceptive use together with religion and religiosity from countries in Sub-Saharan Africa.

e (country) AND contracept* AND religio*
e (country) AND fertility AND religio*
e (country) AND “family planning” AND religio*

**Whereby (country) is replaced with a country in Sub-Saharan Africa.

“Family planning” was included as part of the search terms as this phrase is often used interchangeably with
contraception. Ivory Coast was searched in its French name, Cote d'lvoire, which is also used internationally.
Eswatini was searched for using the name it was formerly known as - Swaziland. It is worth noting that for
Scopus it was not necessary to include individual countries in the search terms as countries were subsequently
filtered using the refine search filter tool.

All papers from the search results were organised into six separate spreadsheets in an Excel document; each
spreadsheet listing the search results for each set of search terms from Web of Science and Scopus,
respectively. The spreadsheets were subsequently combined into a single spreadsheet with all duplicates
removed, resulting in a total of 600 references, with the oldest paper dating back to 1980. The information
included in the spreadsheet were authors, title, year of publication, country, times cited, language of paper,
research classification, as well as each reference’s proper citation. A column was also set up to identify which
papers were found under each of the search terms “contracept*, “fertility”, “family planning”, or a
combination of these.

Figure 28 shows the percentages of papers that were found through Web of Science, Scopus, and the
percentages that overlapped for each decade between 1990 and 2020, as well as the total. On average, only
a third (33%) of papers appeared in the search results of both Web of Science and Scopus. This excludes four
papers that pre-date 1990. However, the number of overlapping papers increased over time with 41% of
papers appearing in search results of both Web of Science and Scopus in the last decade.

To test how comprehensive the search results from Web of Science were as regards to importance for the
subject had initially yielded, | collaborated with my Thesis supervisor, Frank Goétmark, and examined related
papers with substantial content he had collected over the last five years (n=56). Of the 56 papers, 19 (34%)
had not appeared in the Web of Science results, motivating the further searches using Scopus. However, none
of the remaining 19 papers appeared in the Scopus search results. The 19 papers were included in the review
and categorised as the others (see below).
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Using EndNote, | generated a bibliography of papers, with abstracts subsequently extracted. The abstracts
were used to find further information including the specific country(ies) or region(s), and type of publication.
| categorised publications in nine descriptive types, coded 1-9, as follows:

1. Surveys and polls from quantitative studies (including structured questionnaires and structured
interviews).

2. Quantitative analysis with factors (explanatory variables) measured, for example, from agency data,
for current situation.

3. Quantitative analysis with factors (explanatory variables) measured, for example from agency data,
and longitudinal relationships (history up to present or part of history).
Quantitative analysis as above, based on some change, but no pre-change data available.

5. Quantitative analysis as above, based on some change, with before and after data, also referred to as
“natural experiment”.

6. Qualitative studies, such as focus group discussions and in-depth interviews.

7. Projections for the future for population size, fertility/TFR, birth rates, with model and assumptions
for factors.

8. Literature reviews.

9. Other papers, books or chapters.

Furthermore, a new column was created to specify whether religion or religiosity influenced fertility and/or
contraceptive use, according to results of analyses and conclusions of author(s) of paper (see also below).
Papers where religion or religiosity had an influence, or clear relation to fertility and/or contraceptive use were
marked with “Y” (“Yes”), and papers that did not were marked with “N” (“No”). When information was
unavailable from the abstracts alone, the full article was sought to obtain the missing information.

Extra searches were carried out in collaboration with Frank Gétmark after all papers were gathered. The first
involved a search of all reference lists in collected papers from 2020. References of potential interest were
collected and extracted for examination (n=24). The other extra search was carried out on Google Scholar and
yielded few new relevant papers (n=3). Table 1 summarises the total number of papers found and their
corresponding percentages for each literature source. The total number of papers found was 649 (1980-2020).

Table 1. Total number of papers and their corresponding percentages found for each literature source.

WoS + Scopus 600 92.9%
Go6tmark Collection 19 2.9%
Reference List 24 3.7%
Google Scholar 3 0.5%
Total 646 100.0%

Page 36 of 195



WoS Scopus

195
153 Papers Papers 249 Papers
(26%) (33%) (42%)

Total: 1990-2020

WoS Scopus

19
39 Papers Papers 68 Papers
(31%)  (15%) (54%)
2000-2009

WoS

19 Papers
(30%)

WoS

95 Papers Papers

(23%)

Scopus

9
Papers 35 Papers
(14%) (56%)

1990-1999

Scopus
167
146 Papers

(41%) (36%)

2010-2020

Figure 28. Venn diagrams showing the percentages of papers that were found through Web of Science, Scopus, and the
percentages that overlapped for each decade between 1990 and 2020, as well as the total.
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2.3 Identification of Studies

Basic information about the papers had to be extracted before | could define a set of inclusion and exclusion
criteria. The first step was to group English language papers and those focused on continental Sub-Saharan
Africa by decade of publication in separate spreadsheets in a new Excel document:

e 2010-2019 + 2020 (only papers from 1% January to 31°* August 2020)
e 2000-2009
e 1990-1999

The literature from each decade was first manually examined by scanning the entire paper to gather further
information to help generate the inclusion and exclusion criteria. The additional information extracted to Excel
files included focus religion(s), focus contraceptive type(s) (see Table 3), main study concern, study
objective(s), methodological and statistical approaches, dependent and independent variables in analyses
(where applicable), and conclusions, including two conclusions relating to the outcome of religion and
religiosity, in addition to an overall general conclusion. This work served to establish the strength of focus on
religion and religiosity in papers. Table 2 outlines the criteria for a ranking of strength of focus on religion and
religiosity, where the conclusions of the study were important. This ensured that papers that did not have a
considerable focus on religion or religiosity were not included in the study.

Table 2. Criteria to establish the strength of focus on religion and religiosity from conclusions in examined papers.

Strength  Definition

Focus of study is religion (regardless of whether the study concluded that religion/religiosity
had no effect on fertility or contraceptive use).
Moderate-Strong | Religion is a strong influential factor among other factors.
Religion is an influential factor among other factors with specific religions investigated OR if
Moderate (High) | no link to a specific religion was made but the sample population consists of >95% of a single
religion.
Moderate (Low) | Religion is an influential factor among other factors, but no links to specific religions are made.
Weak-Moderate | Religion is broadly discussed but not examined in great depth.
Religion was only mentioned in passing. No correlation was identified. No specific religions
were examined.

Strong Focus

Weak Focus

Table 3 shows the different types of contraceptives and their classifications as defined by the DHS program,
which was a primary source of data for the majority of papers in the review. Abortion and menstrual regulation
are not classified as contraceptives (Croft, et al., 2018).
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Table 3. Classification of modern and traditional contraceptives as defined by the DHS program.

Female Sterilisation Tubal Ligation
Permanent
Methods
Male Sterilisation Vasectomy
Long-Acting Implants Norplant
Reversible Methods
8 (LARC) Intrauterine Device (IUD)
2
o Diaphragm
E Barrier Methods Female Condom
S
< Short-Acting Male Condom
Eo Reversible Methods . .
(SARC) Injectable Contraceptives Depo-Provera
Contraceptive Pill
Oral Contraceptives )
Emergency Contraception
Lactational Amenorrhea
Method (LAM)
Other
Periodical Abstinence Standard Days Method (SDM)
Periodical Abstinence Calendar/Rhythm Method
® wn
c T
Q2 o .
% % Withdrawal (coitus interruptus)
g =
Folk Methods Local methods of unproven effect/v?ness
such as herbs, amulets and concoctions.

Based on the extracted information and the six categories of papers, the following inclusion and exclusion
criteria were generated (Table 4). Papers that met all the inclusion criteria were included in the study; papers

that met any of the exclusion criteria were excluded.
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Table 4. List of inclusion and exclusion criteria. Papers that met all the inclusion criteria were included in the study;
papers that met any of the exclusion criteria were excluded from the study.

Inclusion Criteria

Exclusion Criteria

Study concern is related to fertility and/or
contraceptive use.

Strength of religion and/or religiosity in study is
ranked as Strong Focus, Moderate-Strong or
Moderate (High).

Studies whereby the outcome variables include
fertility and/or contraceptive use.

Studies where religion and/or religiosity are
examined as independent variables for fertility
and contraceptive use.

Accessible papers.

Studies including one or more of the main
religions of continental Sub-Saharan Africa.
Studies where the focus country or region is
within continental Sub-Saharan Africa.
Published in 1990 or later.

Published in English.

Study concern is unrelated to fertility and/or
contraceptive use.

Strength of religion and/or religiosity in study is
ranked as Moderate (Low), Weak-Moderate or
Weak Focus.

Studies whereby the outcome variables are
unrelated to fertility and/or contraceptive use.
Studies where religion and/or religiosity are not
examined as independent variables of fertility
and contraceptive use.

Papers that cannot be found after exhausting all
search procedures.

Studies where religions are not one of the main
religions of continental Sub-Saharan Africa.
Studies where the focus country or region is
outside continental Sub-Saharan Africa (e.g.
island nations).

Studies published prior to 1990.

Non-English language literature.
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2.4 Data Extraction and Analysis

Application of the inclusion and exclusion criteria resulted in 152 papers to potentially include from the most
recent decade. Because the main interest of this review concerned present conditions in Sub-Saharan Africa,
papers from the “decade” 2010-2019 + 2020 were selected and included (152 papers). They were categorised
into the following groups and sub-groups, based on characteristics of the sample population and publication
type (Table 5). Papers that fell under “Non-General Population” included participants that were community
and religious leaders, health care providers, teachers, as well as mixed population, which included a mixture
of any of the aforementioned, including samples mixed with the general population.

Table 5. Number of papers represented for each classification.

Decade Study Type Group Sub-Group

Adolescents Only
(10-19 years) (n=4)
Adolescents and Young Adults

General Population (13-30 years) (n=10)
Quantitative Studies (n=115) All Reproductive Ages
(n=117) (12-65 years) (n=97)
HIV-Positive
(n=4)
Non-General Population
(n=2) )
Adolescents Only
(10-19 years) (n=0)
Adolescents and Young Adults
General Population (13-30 years) (n=1)
Qualitative Studies (n=13) All Reproductive Ages
2010-2019 + 2020 (n=17) (12-65 years) (n=12)
(n=152) HIV-Positive
(n=0)
Non-General Population
(n=4) '
Adolescents Only
(10-19 years) (n=1)
Adolescents and Young Adults
General Population (13-30 years) (n=0)
Mixed Methods (n=11) All Reproductive Ages
(n=13) (12-65 years) (n=9)
HIV-Positive
(n=1)

Non-General Population
(n=2)

Literature Reviews
(n=5)
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| sorted each sub-group into two further groups, with outcome associated with either fertility or
contraception. Due to time constraints, the examination of collected literature focuses on quantitative studies
of fertility papers of the largest group “General Population: All Reproductive Ages (12-65 years)”, and
qualitative studies of fertility and contraceptive use from the last decade. Literature reviews were used for the
Discussion.

| classified the quantitative fertility papers according to dependent variables used in the analyses. The results
from papers using the same dependent variables were extracted, tabulated and presented in graphs to display
the results for different religions in different countries. Where religions from the same country had multiple
results (multiple papers), | calculated mean values.

For qualitative papers on contraception and fertility, | categorised and extracted common themes. Themes
that represented increasing fertility and lower contraceptive use were separated from themes that
represented limiting fertility and higher contraceptive use, respectively. | present frequencies of themes that
occurred for increasing and limiting fertility, and lower and higher contraceptive use in which the most
commonly occurring themes are identified for each of the two groups.
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3. Results

The initial search of the literature yielded 649 potentially relevant papers, with the earliest dating back to
1980. Figure 29 shows the number of papers by decades. The last decade display a remarkable increase in
papers published (n=447).

2010-2020

2000-2009 |

1990-1999

Pre-1990 ]

0 50 100 150 200 250 300 350 400 450

Figure 29. No. of papers found in the initial search by decade. 2020 only includes 1% January to 31 August.

Of the 447 papers published in the last decade, 152 met the inclusion criteria for this review. Figure 30 shows
the number of eligible papers from 2010-2020 for each country. The largest number of studies were from
Nigeria (n=67), followed by Ethiopia (n=29), Ghana (n=20) and Kenya (n=19). In contrast, Equatorial Guinea,
Guinea-Bissau, Mauritania, Sudan and South Sudan did not yield any papers. Some studies covered multiple
countries, therefore the total number of publications from each country (n=318) does not equal the number
of papers that met the inclusion criteria from the last decade (n=152). Nigeria’s population received much
attention recently, as it has the largest population in Africa of 206 million as of 2021 (Worldometer, 2021).
This figure is nearly twice that of Africa’s second most populous nation, Ethiopia, with a population of 115
million and a land area only slightly larger than that of Nigeria.
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Figure 30. No. of eligible publications per country in Sub-Saharan Africa for the decade 2010-2019 + 2020.

As mentioned in Section 2.4, due to time constraints, examination of literature in this Thesis focused on fertility
papers of the largest group and respective sub-group - “General Population: All Reproductive Ages (12-65
years)” — and qualitative studies of fertility and contraceptive use from the last decade. The literature from
these two groups covered 35 countries out of the 44 nations that qualify as continental Sub-Saharan Africa,
shown in Figure 31. Quantitative studies on fertility from the general population of all reproductive ages (12-
65 years) (n=19) covered 34 countries with Nigeria having the most papers (n=11), followed by Ghana (n=7)
and Kenya (n=6) (Figure 32). Qualitative studies (n=17) covered eight countries with Nigeria yielding the most
papers again (n=5), followed by Tanzania (n=4) (Figure 33). The nine countries that were not covered in these
two groups are Angola, Botswana, Djibouti, Equatorial Guinea, Eritrea, Guinea-Bissau, Mauritania, Sudan and
South Sudan.

Page 44 of 195



16

14

12

10

8

6

4

2

Figure 31. The studies examined cover 35 countries out of the 44 nations that qualify as continental Sub-Saharan Africa.
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Figure 32. Quantitative studies examined cover 34 countries across continental Sub-Saharan Africa.
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Figure 33. Qualitative studies examined cover eight countries across continental Sub-Saharan Africa.

To summarise, in total 36 studies were included in the review covering 35 countries in Sub-Saharan Africa.
Nineteen quantitative studies examined fertility among the general population across all reproductive ages
(12-65 years) in 34 countries. Seventeen qualitative studies explored fertility and contraceptive use in eight
countries.

3.1 Quantitative Studies of Fertility

Of the 98 quantitative studies under “General Population: All Reproductive Ages (12-65 years)” that met the
inclusion criteria, 19 studies measured outcomes that related to fertility across 34 countries. Table 6 outlines
the number of papers studied for each dependent variable. Children ever born (n=7) was the most frequently
studied dependent variable followed by fertility desires and TFR (n=5 for each). One paper (Westoff & Bietsch,
2015) measured three dependent variables: fertility desires, number of births in last five years and TFR. For
characteristics of sample populations and study design, see Appendix C. Religiosity was not explored in these
guantitative studies.

Table 6. Number of papers representing each dependent variable relating to fertility for General Population: All
Reproductive Ages (12-65 years).

Dependent Variable No. of Papers
Achievement of Fertility Desires 1
Children Ever Born 7
Fertility Desires 5
No. of Births in Last 5 Years 3
Total Fertility Rates (TFR) 5
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Figure 34 to Figure 37 combine the results of all dependent variables to represent the magnitude of fertility
differences between religions. Findings of each dependent variable is presented in Sections 3.1.1 - 3.1.5.
Participants affiliated with African Indigenous Religions had higher fertility than Christians (all denominations
pooled) in all countries that measured fertility for both religious groups, shown in Figure 34. The magnitude
of difference was largest in Liberia, followed by Sierra Leone, Kenya, Zambia and Guinea with fertility
differences of 50% or larger. Zimbabwe, Lesotho, Chad, Mozambique, Benin and Namibia had the smallest
magnitude of difference between these two religious groups, with fertility differences of 10% or below. The
average fertility difference between the groups across all countries is 26%. Thus, these results show a marked,
consistent difference in fertility between participants affiliated with African Indigenous Religions and
Christians.

Namibia (S) n=1 T
Mozambique (E) n=4 ]
Benin (W)n=3 ]
Zimbabwe (E)n=1 T
Lesotho (S)n=1 Tl
Chad (C) n=3
Congo (C)n=1
Nigeria (W) n=5 |
Ghana (W) n=4
Ethiopia (E) n=4

|
|
Cameroon (C) n=3 |
Burundi (E) n=1 |
Rwanda (E) n=2 |
Togo (W) n=1 |
DR Congo (C) n=1 |
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Zambia (E) n=2 |
Guinea (W) n=4 |
Kenya (E) n=3 |

Sierra Leone (W) n=3 |
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Figure 34. Fertility distribution between Christians and African Indigenous Religions. African Indigenous Religions had
higher fertility than Christians across all countries. The size of the bar indicates the magnitude of fertility difference
between Christians and African Indigenous Religions. Letter in parentheses refers to region (W = Western; C = Central; E
= Eastern; S = Southern). [n = No. of papers.]

Figure 35 shows that Muslims had higher fertility than Christians (all denominations pooled) in countries that
measured fertility for the two religions, except Uganda and Zimbabwe which showed the opposite trend.
Gabon displayed the largest magnitude of difference of 36%. Rwanda, Tanzania, Ivory Coast, Burkina Faso, the
Central African Republic, Chad and Mozambique had the smallest magnitude of difference of less than 10%.
Although Uganda and Zimbabwe were the only countries where Christians had higher fertility than Muslims,
the magnitude of difference was only 2% for both nations. The average fertility difference across all countries
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is 16%. Thus, these results indicate a difference in fertility between Muslims and Christians, with the latter
again having lowest fertility.
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Figure 35. Fertility distribution between Christians and Muslims. Countries where Muslims had higher fertility than
Christians is presented on the right; countries where Christians had higher fertility than Muslims is presented on the
left. The size of the bar indicates the magnitude of fertility difference between Christians and Muslims. Letter in
parentheses refers to region (W = Western; C = Central; E = Eastern; S = Southern). [n = No. of papers.]

Figure 36 shows that Muslims had higher fertility than participants affiliated with African Indigenous Religions
in eight countries with the opposite trend in ten countries. Zambia displayed the largest magnitude of fertility
difference of 30% with participants affiliated with African Indigenous Religions having a higher fertility than
Muslims. Congo had the highest magnitude of difference of 18% for the opposite trend. All other countries
had a fertility difference of 10% or less. The fertility difference in Benin was 0% as both religions had equal
levels of fertility. The average fertility difference across all countries is 2%. Thus, these results indicate that,
except in Congo and Zambia, difference in fertility between Muslims and participants affiliated with African
Indigenous Religions is small and inconsistent. Fertility levels were generally high for both religious groups (see
below, Sections 3.1.1 - 3.1.5).
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Figure 36. Fertility distribution between Muslims and African Indigenous Religions. Countries where African Indigenous
Religions had higher fertility than Muslims is presented on the right; countries where Muslims had higher fertility than
African Indigenous Religions is presented on the left. The size of the bar indicates the magnitude of fertility difference
between Muslims and African Indigenous Religions. Letter in parentheses refers to region (W = Western; C = Central; E
= Eastern; S = Southern). [n = No. of papers.]

Figure 37 shows that, among Christians, fertility is similar for Catholics and Protestants. Ivory Coast and
Lesotho had the largest magnitude of fertility difference of 12% for both nations with Catholics having higher
fertility than Protestants. All other countries had a fertility difference of less than 10%. Burkina Faso, Burundi,
Ghana, Namibia and Togo had a difference of 0% as both denominations had equal levels of fertility. The
average fertility difference across all countries is 0%. Thus, these results suggest no, or small difference in
fertility between Catholics and Protestants.

To summarise, participants affiliated with African Indigenous Religions had higher fertility than Christians in
all countries that measured fertility for both religious groups, showing a marked, consistent difference in
fertility between the two groups. Muslims had higher fertility than Christians in countries that measured
fertility for both groups, except Uganda and Zimbabwe, also indicating a difference in fertility between the
two religions. However, differences in fertility between Muslims and participants affiliated with African
Indigenous Religions were small and inconsistent. Fertility is similar for Catholics and Protestants, also
suggesting no, or small difference in fertility.
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Figure 37. Fertility distribution between Protestants and Catholics. Countries where Catholics had higher fertility than
Protestants is presented on the right; countries where Protestants had higher fertility than Catholics is presented on
the left. The size of the bar indicates the magnitude of fertility difference between Protestants and Catholics. Letter in
parentheses refers to region (W = Western; C = Central; E = Eastern; S = Southern). [n = No. of papers.]

3.1.1 Achievement of Fertility Desires (in total 1 paper)

One paper (Babalola, et al., 2017) measured the achievement of fertility desires among 1,921 women in
Nigeria. Fertility desires is the mean number of children desired, also known as the mean ideal number of
children (Westoff, 2010). The study was conducted between 2010 and 2014 in the cities of Abuja, Benin City,
Ibadan, llorin, Kaduna and Zaria. Data was collected by utilising non-DHS surveys. The women in the study
were in a union, fecund and desired no more children at baseline. 49.4% (n=949) of the women were Christian
while 50.6% (n=972) were Muslim. In this study, no numerical data was available. Nonetheless, Babalola, et
al., 2017 concluded that Muslims were less likely to achieve their fertility desires compared with Christians.
Fertility desires does not necessarily translate into actual fertility. This study explores why this may be the case
and serves as support for studies on Fertility Desires (see Section 3.1.3). Furthermore, this longitudinal study
seeks to establish causal relationships rather than just associations, therefore complimenting the cross-
sectional studies in this review.
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3.1.2 Children Ever Born (in total 7 papers)

Children ever born (CEB) is the mean number of children, both surviving and dead, who were born alive to all
women in a sample (United Nations, 2021). Seven papers measured the mean number of CEB across five
countries, of which five papers used data from the DHS and two used own questionnaires.

Fertility (CEB) for Christians, Muslims, African Indigenous Religions and those with no religious affiliations
varied among countries, especially for Christians. Ghana and Nigeria showed similar trends with African
Indigenous Religions having the highest CEB (6.2 and 7.2, respectively), followed by Muslims (5.3 and 6.7,
respectively) and Christians (4.9 and 5.0, respectively) (Figure 38). Overall, Nigeria had a higher number of CEB
across all religions compared with Ghana. In Mozambique, those with no religious affiliation had a slightly
higher CEB than Christians (3.7 and 3.6, respectively). In this case, those with no religious affiliation was
represented by 11.5% of the sample population (total sample, 232 individuals), whereas Christians were
represented by 88% (total sample, 2,007 individuals). Mean CEB varied between Christians across the five
nations, with Zambia having the highest (7.0) and Eswatini having the lowest (2.6). Christians in Ghana and
Nigeria had similar CEB (4.9 and 5.0, respectively) while Muslims had a higher CEB for Nigeria (6.7) than Ghana
(5.3).

Christian (Total) Muslim @Indigenous @ No Religion
7,0 (n = 2,950)
Zambia
5,0 (n=1,704)
Nigeria 6,7 (n = 1,169)
g 7,2 (n=127)
3,6 (n = 2,007)
Mozambique
3,7 (n=232) |
4,9 (n = 1,316)
5,3 (n = 195)
Gh 4
ane 6,2 (n = 66)
2,6 (n = 3,860)
Eswatini
0 1 2 3 4 5 6 7 8

CHILDREN EVER BORN

Figure 38. Mean number of children ever born (CEB) for Christians, Muslims, Indigenous religions and no religious
affiliation. [n = Sample size.]

[Data Source: Agadjanian & Yabiku, 2014; Chemhaka & Odimegwu, 2020; Ntoimo & Mutanda, 2017]

[NB: For Eswatini and Mozambique, Christian (Total) was calculated by taking the average of all the Christian religions.]
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In comparisons of only Christian denominations in these countries (Figure 39), country differences (marked)
seem to matter more than denomination per se. Overall, Zambia had the highest CEB, followed by Nigeria and
Ghana. In all three countries, Catholics had higher CEB than other Christians, but the difference is small.
Eswatini and Mozambique had overall lower CEB than the aforementioned countries. In Eswatini and
Mozambique, additional Christian denominations were examined, and in both countries, Apostolics had the
highest CEB (3.1 and 3.8, respectively) followed by Catholics (2.6 and 3.5, respectively) and Pentecostals (2.5
and 3.4, respectively). In Eswatini, Protestants had the lowest CEB (2.4) of all Christian denominations whereas
in Mozambique, Protestants and Zionists had the same CEB as Catholics (3.5). Overall, Mozambique had a
higher CEB than Eswatini.
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Figure 39. Mean number of children ever born (CEB) for Christian Religions. [n = Sample size.]

[Data Source: Agadjanian & Yabiku, 2014; Chemhaka & Odimegwu, 2020; Ntoimo & Mutanda, 2017]

[NB: For Mozambique, Other Christian was calculated by taking the average of all the Christian religions except Catholic.
NBB: For Eswatini, "Apostolic/Zion" is represented by "Apostolic", and "Pentecostal/Charismatic" is represented by
"Pentecostal".]

Mberu & Reed (2014) used data from three DHS rounds (2003, 2008 and 2013) to study Nigerian women of
two age ranges, 15-49 years and 40-49 years. In the broader age range of 15-49 (Figure 40), African Indigenous
Religions had the highest CEB, see Figure 38. Overtime, the CEB dipped from 5.9 in 2003 to 4.5 in 2008, before
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increasing again to 5.0 in 2013. In 2003, Catholics had the next highest CEB followed by Muslims, however,
this trend flipped in 2008 and 2013 with Muslims having a higher CEB than Catholics. Nevertheless, the Muslim
trend remained static over the 10 years with the CEB only increasing from 4.1 to 4.2 during that time. The
flipped trend between Muslims and Catholics can be defined by the steady decreasing CEB for Catholics from
2003 (4.2) to 2013 (3.7). Protestants had the lowest CEB that steadily decreased from 3.9 in 2003 to 3.6 in
2013. With the exception of Muslims in the sample population, there was an overall decreasing trend of CEB
from 4.7 in 2003 to 4.1 in 2013.

Catholic @ Protestant Muslim @ Indigenous
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36 |
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4,2
5,0
4,0
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CHILDREN EVER BORN

Figure 40. Mean number of children ever born (CEB) in Nigeria between 2003 and 2013 for women aged 15-49 years.
[Data Source: Mberu & Reed, 2014] [NB: Samples sizes were not specified.]

Although the narrower age range of 40-49 (Figure 41) showed a similar trend to that of the broader age range,
overall, the CEB was markedly higher across all religions for the older group. CEB for Muslims remained static,
increasing only slightly from 7.0 in 2003 to 7.2 in 2013 while the CEB for Catholics steadily decreased from 7.0
in 2003 to 5.8 in 2013. A dip in CEB was also observed for African Indigenous Religions from 7.4 in 2003 to 6.7
in 2008, before increasing to 7.1 in 2013. In the older age group, Mberu & Reed (2014) replaces the Protestant
group with the group Other Christians. Assuming that a substantial portion of other Christians are Protestants,
it can be said that Protestants in this age range continue to have the lowest CEB, as observed with the wider
sample population, however, with a much steeper decreasing trend from 6.5 in 2003 to 5.3 in 2013.
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Figure 41. Mean number of children ever born (CEB) in Nigeria between 2003 and 2013 for women aged 40-49 years.
[Data Source: Mberu & Reed, 2014] [NB: Samples sizes were not specified.]

In addition to individually affiliated religions, Ntoimo & Mutanda (2017) also examined CEB for couples of
mixed religions (Figure 42). In Ghana and Nigeria, couples where the wife was Christian and the husband was
Muslim, of Indigenous Religion or Other Religion had a slightly higher CEB than couples with the wife Catholic
and husband of another Christian faith. However, in Zambia, the opposite was true.

I Wife Catholic / Husband Other Christian [ Wife Christian / Husband Muslim, Indigenous or Other

Zambia
5,8 (n=92)
Nigeria
5,5(n=118)
5,4 (n = 157)
0,0 1,0 2,0 3,0 4,0 5,0 6,0 7,0 8,0
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Figure 42. Mean number of children ever born (CEB) for mixed religion couples. [n = Sample size.]
[Data Source: Ntoimo & Mutanda, 2017]
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To summarise, participants associated with African Indigenous Religions had the highest CEB (mean CEB, 6.1),
followed by Muslims (mean CEB, 5.4) and then Christians (mean CEB, 4.6). Among the Christian
denominations, Catholics had the highest CEB except in Eswatini and Mozambique where Apostolicism is
practiced and demonstrated the highest CEB.

3.1.3 Fertility Desires (in total 5 papers)

Fertility desire is the mean number of children desired, also known as the mean ideal number of children
(Westoff, 2010). Using data from the DHS, five papers measured fertility desires with different approaches
across 19 countries. Westoff & Bietsch (2015) used two groups - Muslims and non-Muslims - to study trend in
the mean number of children women desired. With the exception of Mali, all countries showed that Muslims
had higher fertility desires than non-Muslims, with Nigeria illustrating the largest gap of 2.9 children in fertility
desires between Muslims and non-Muslims, followed by Kenya (2.5) and Cameroon (1.8) (Figure 43). Chad had
highest fertility desires, quite similar for Muslims (9.7) and non-Muslims (8.6).
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Figure 43. Mean number of children desired for Muslims and non-Muslims. [Data Source: Westoff & Bietsch, 2015]
[NB: Samples sizes were not specified.]
[NBB: For Malawi, average of all non-Muslim religions generated the non-Muslim number for comparative purposes.]

Muhoza, et al. (2014) compared the mean number of children desired between Christians and Muslims across
Kenya, Rwanda, Tanzania and Uganda. Muslims had considerably higher fertility desires than Christians in
Kenya with Muslims desiring 6.2 children and Christians desiring 3.8 (Figure 44). In Tanzania, Muslims (6.0)
also had higher fertility desires than Christians (5.1). However, in Rwanda and Uganda, Christians had slightly
higher fertility desires (3.6 and 5.3, respectively) than Muslims (3.4 and 5.1, respectively). Kenya and Rwanda
both had relatively low fertility desires for Christians (3.8 and 3.6, respectively), and Rwanda had the lowest
fertility desires for both Christians (3.6) and Muslims (3.4).
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Figure 44. Mean number of children desired. For Christians and Muslims. [n = Sample size where specified.]
[Data Source: Muhoza, et al., 2014; Westoff & Bietsch, 2015]

Westoff & Bietsch (2015) also explored, using DHS data, the percentage of women wanting more children for
Muslims and non-Muslims. There is a strong trend, with the exception of Guinea, that Muslims had the desire
to continue having more children compared to Christians (Figure 45). The gap between Muslims and non-
Muslims wanting more children was especially strong in Kenya with 74% of Muslim women wanting more
children while only 42% of non-Muslims women wanted more children. This was followed by Nigeria with 89%
of Muslim women wanting more children while only 69% of non-Muslims women wanted more children,
corresponding to Westoff & Bietsch’s (2015) earlier findings of mean number of children desired. Overall,
Muslim and non-Muslim women in Malawi had the lowest percentage (42% and 34%, respectively) of wanting
more children. Chad had the highest percentage of non-Muslims wanting more children (88%), followed by
Guinea (86%). Chad also had the highest percentage of Muslims wanting more children (94%), followed by
Nigeria (89%).
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Figure 45. Percentage of women wanting more children for Muslims and non-Muslims.
[Data Source: Westoff & Bietsch, 2015] [NB: Samples sizes were not specified.]
[NBB: For Malawi, average of all non-Muslim religions generated the non-Muslim number for comparative purposes.]
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Adebowale & Palamuleni (2015) also explored the percentage of women wanting more children across five
religious groups in Malawi. Muslim women had a considerably higher percentage of wanting more children
(42%), followed by Other Religions (21.4%), Catholics (15.6%), other Christian religions (15.4%) and Protestants
(12.0%) (Figure 46). This trend corresponds to the findings of Westoff & Bietsch (2015) (Figure 43).
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Figure 46. Percentage of women wanting more children for in Malawi. [n = Sample size where specified.]
[Data Source: Adebowale & Palamuleni, 2015]

Muhoza (2019) categorised fertility desires into three groups in Kenya and Rwanda (Figure 47). In Rwanda, the
majority of respondents from all religious groups had the desire to have 0-3 children, with Other Religions
having the highest desire (64.5%), followed by Muslims (57.7%), Catholics (52.7%) and Protestants (50.4%). In
Kenya, the majority of respondents from Catholic and Protestant denominations had the desire to have 0-3
children (47.0% and 46.8%, respectively). However, respondents of Muslim and Other Religions had the
strongest desires to have six or more children (71.1% and 53.6%, respectively). Although the paper does not
specify what religions comprise “Other Religions”, it is likely to comprise of those affiliated with African
Indigenous Religions, other Christians, and those unaffiliated.
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Figure 47. Percentage of women of each religion wanting 0-3 (top), 4-5 (centre) and 6+ (bottom) children in Rwanda
and Kenya. [n = Sample size.] [Data Source: Muhoza, 2019]

Odusina, et al. (2020) examined the equality of fertility desires among couples in Nigeria (Figure 48). In 72.3%
of Christian couples, spouses had equal desires for the ideal number of children. This was clearly higher than
that of Muslims (30.8%) and Indigenous / Other Religions (24.8%) where spouses differed in opinion. On the
other hand, couples of Indigenous / Other Religions had the highest percentage with husband having higher
fertility desire (75.2%), followed closely by Muslims (69.2%). This was much less for Christians (27.7%). These
results indicate stronger patriarchal influence on fertility in Muslim and Indigenous / Other Religions,
compared to Christians.
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Figure 48. Percentage of couples with equal fertility desires (top) and with husband having higher fertility desires
(bottom) in Nigeria. [n = Sample size.] [Data Source: Odusina, et al., 2020]

To summarise, Muslims generally had higher fertility desires than non-Muslims. However, in one study
(Muhoza, et al., 2014), Christians had higher fertility desires than Muslims in Rwanda and Uganda. In Rwanda,
the majority of the population desired 0-3 children regardless of religion while in Kenya, Catholics and
Protestants desired 0-3 children, whereas Muslims and Other Religions desired six or more children (Muhoza,
2019). In Nigeria, religiously homogamous couples had equal desires for the ideal number of children, whereas
religiously heterogamous couples had a higher percentage where the husband desired higher fertility
(Odusina, et al., 2020).

3.1.4 No. of Births in the Last Five Years (in total 3 papers)

Using data from the DHS, three papers measured fertility trends across 24 countries using the mean number
of live births in the last five years. For ease of comparison, | sorted the countries into geographical sub-regions.
All countries studied in Western Africa (n=11) showed that Muslims had a higher number of births in the past
five years than Christians (Figure 49). In countries where Other Religions and no religious affiliation were also
measured, with the exception of Benin, Guinea and Nigeria, populations associated with these groups had a
higher number of births in the past five years than both Christian and Muslim groups. Across Christian
denominations (Figure 50), Catholics had a higher number of births in the last five years than Protestants in
Burkina Faso, Ivory Coast and Nigeria, whereas Benin, Ghana and Togo showed the opposite trend.
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Figure 49. Mean number of births in the last five years for Christians, Muslims, Other Religions and those with no
religious affiliation (Western Africa). [n = Sample size where specified.]
[Data Source: Heaton, 2011; Westoff & Bietsch, 2015]
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Figure 50. Mean number of births in the last five years for Christian religions (Western Africa).
[n = Sample size where specified.] [Data Source: Heaton, 2011; Westoff & Bietsch, 2015]

In Cameroon and the Central African Republic in Central Africa, Muslims had higher number of births in the
last five years (1.14 and 0.95, respectively) compared with Christians (0.95 and 0.92, respectively) (Figure 51).
Chad showed the opposite trend with 1.22 births in the last five years for Christians and 1.13 for Muslims.
Other Religions and no religious affiliation groups were measured in Cameroon and Chad with the former
group showing the highest number of births in the last five years in both countries (1.20 and 1.38,
respectively). In Chad, this was followed by the group with no religious affiliation (1.36) whereas in Cameroon,
the group with no religious affiliation had a slightly lower number of births in the last five years (1.09) than
Muslims (1.14). Across Christian denominations in Cameroon and Chad (Figure 52), Catholics had a slightly
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higher number of births in the last five years (0.95 and 1.22, respectively) than Protestants (0.90 and 1.16).
However, for both countries, those affiliated with other Christian religions had the highest number of births
in the last five years (1.00 and 1.30, respectively). In the Central African Republic, Protestants had a slightly
higher number of births in the last five years (0.93) than Catholics (0.91).
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Figure 51. Mean number of births in the last five years for Christians, Muslims, Other Religions and those with no
religious affiliation (Central Africa). [n = Sample size where specified.]
[Data Source: Heaton, 2011; Westoff & Bietsch, 2015]
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Figure 52. Mean number of births in the last five years for Christian religions (Central Africa).
[n = Sample size where specified.] [Data Source: Heaton, 2011; Westoff & Bietsch, 2015]

The nine countries of Eastern Africa that were studied showed more inconsistencies throughout the region.
Muslims in Ethiopia, Kenya, Malawi and Rwanda had a higher number of births in the last five years compared
with Christians, whereas Mozambique and Uganda showed the contrary (Figure 53). In Mozambique, the
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group of Other Religions had the highest number of children born in the last five years (1.06), whereas in
Ethiopia, this was the lowest number (0.9). In Malawi, those with no religious affiliation had the highest
number of births in the last five years (1.23), whereas in Mozambique, this was the lowest number (0.75).
Across Christian denominations (Figure 54), the number of births in the last five years were also inconsistent
throughout the region. Protestants in Kenya, Rwanda, Zambia and Zimbabwe had a higher number of births
in the last five years compared with Catholics, whereas Madagascar, Malawi, Mozambique and Uganda
showed the contrary. However, those affiliated with other Christian religions had the highest number of births
in the last five years in Ethiopia (1.08), Malawi (1.10) and Mozambique (1.08), as was also the case with
Cameroon and Chad in Central Africa.
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Figure 53. Mean number of births in the last five years for Christians, Muslims, Other Religions and those with no
religious affiliation (Eastern Africa). [n = Sample size where specified.]
[Data Source: Heaton, 2011; Westoff & Bietsch, 2015]
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Figure 54. Mean number of births in the last five years for Christian religions (Eastern Africa).
[n = Sample size where specified.] [Data Source: Heaton, 2011; Westoff & Bietsch, 2015]

The only Southern African country measured for number of births in the last five years was Namibia in which
Christianity was the only religion examined with 0.77 births in the last five years (Figure 55). This was low,
comparing across all African sub-regions examined. Within Christianity, Catholics had slightly higher number
of births in the last five years (0.79) than Protestants (0.74) (Figure 56).
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Figure 55. Mean number of births in the last five years for Christians, Muslims, Other Religions and those with no
religious affiliation (Southern Africa). [n = Sample size.] [Data Source: Heaton, 2011; Westoff & Bietsch, 2015]
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Figure 56. Mean number of births in the last five years for Christian religions (Southern Africa). [n = Sample size.]
[Data Source: Heaton, 2011; Westoff & Bietsch, 2015]

To summarise, countries in Western and Central Africa showed that Muslims generally had a higher number
of births in the past five years than Christians while Eastern Africa showed more inconsistencies. In Namibia,
the only Southern African country studied, Christianity had a very low number of births in the last five years
(0.77) compared with all African sub-regions examined. Across Christian denominations, there was no
consistent trend between Catholics and Protestants.

3.1.5 Total Fertility Rates (TFR) (in total 5 papers)

Using data from the DHS, five papers measured TFR across a total of 28 countries. For ease of comparison, |
have sorted the countries into their respective geographical sub-regions.

In Western Africa, TFR for Muslims was measured in all 12 countries while TFR for Indigenous / Other Religions
was measured in six countries (Figure 57). Across Western Africa, TFR for Muslims and Indigenous / Other
Religions was high, and both religions had a higher TFR than Christians. Of the six countries that measured TFR
for Muslims and Indigenous / Other Religions, the latter had a higher TFR than Muslims in Benin, Ghana, Liberia
and Togo, whereas the opposite trend was observed in Guinea and Sierra Leone. TFR for Christians varied
across Western Africa with Burkina Faso having the highest TFR (5.7) and Sierra Leone having the lowest (1.4).
Sierra Leone had the largest difference in TFR of 3.7 children between Christians and Muslims, while Burkina
Faso and Ivory Coast had the smallest difference of 0.6 children between the two religions.

Across Christian denominations (Figure 58), TFR in Ghana was similar among Catholics (3.8), Pentecostals (3.9),
Protestants (3.6) and other Christians (3.8). In Benin, the major Christian religion of the country - Celestial
Revival Church - had a much higher TFR (6.1) than the other Christian religions while Pentecostals had the
highest TFR in Ghana (3.9) and Togo (5.4). In Togo, TFR for Pentecostals was higher than for the other Christian
religions. In Mali, the only Christian religious group that was measured was other Christians with a high TFR
value of 7.1. Given the lower TFR value of the total Christian group (3.6), we can assume that the Christian
religions that were not measured had a lower TFR value. Catholics had only a slightly higher TFR than
Protestants in Ghana and Togo, whereas in Benin, the opposite was observed.
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Figure 57. TFR for Christian, Muslim and Indigenous / Other Religions (Western Africa).
[Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015] [NB: Samples sizes were not specified.]

Page 68 of 195



ECatholic  EPentecostal MEProtestant @ Major Christian (country specific) [ Other Christian

Togo
4,2 |
Sierra Leone
4,1 |
Senegal
3,8 |
- 0 00000 _46]
Nigeria
4,4 |
Mali
71 |
Liberia
4,6 |
Y %
Ivory Coast
4,6 |
Guinea
4,5 |
Ghana _
3,8 |
Gambia
34 |
- ______________349]
Burkina Faso
55
. Y7/ 55
Benin
5,0
0,0 1,0 2,0 3,0 4,0 5,0 6,0 7,0 8,0

TFR

Figure 58. TFR for Christian religions (Western Africa). [Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015]
[NB: Samples sizes were not specified; NBB: Major Christian religion of Benin is Celestial Revival Church.]
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Like in Western Africa, Christians across the Central African nations (n=5) had the lowest TFR with the highest
TFR in Chad (5.5) and the lowest in Gabon (2.4) (Figure 59). In Chad and Gabon, TFR for Indigenous / Other
Religions (6.7 and 5.4, respectively) was moderately higher than for Muslims (6.1 and 5.1, respectively). In
Cameroon and the Democratic Republic of Congo, TFR for Muslims (6.1 and 7.3, respectively) was slightly
higher than Indigenous / Other Religions (5.9 and 7.0, respectively) while in Congo, TFR for Muslims (7.9) was
considerably higher than Indigenous / Other Religions (5.4). Congo stands out among the other Central African
nations, as TFR for Muslims and Indigenous / Other Religions are relatively similar. Across Christian
denominations (Figure 60), Protestants had a higher TFR than Catholics in Congo, the Democratic Republic of
Congo and Gabon, whereas the opposite was observed in Chad. Chad and the Democratic Republic of Congo
had the highest TFR values across all Christian religions whereas Gabon and Cameroon had the lowest. In Chad
and Congo, other Christians had the highest TFR (7.1 and 6.2, respectively).

Gabon

DR Congo

Congo

Chad

Cameroon

Christian (Total) Muslim @ Indigenous / Other
2,4
5,1
5,4
3,9
7,3
7,0 |
4,2
7,9
54 |
5,5
6,1
6,7
3,8
6,1
59 |
0,0 1,0 2,0 3,0 4,0 5,0 6,0 7,0 8,0
TFR

Figure 59. TFR for Christian, Muslim and Indigenous / Other Religions (Central Africa).
[Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015] [NB: Samples sizes were not specified.]
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Figure 60. TFR for Christian religions (Central Africa). [Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015]
[NB: Samples sizes were not specified; NBB: Major Christian religion of Congo is unspecified.]

In Eastern African nations (n=9), Christians had a higher TFR than Muslims in Uganda (6.2 and 5.9, respectively)
and marginally so in Zimbabwe (3.8 and 3.7, respectively) (Figure 61). Christians in Kenya, Rwanda and Zambia
had the lowest TFR (1.4, 2.5 and 2.0, respectively). In Ethiopia, Mozambique, Zambia and Zimbabwe,
Indigenous / Other Religions had a higher TFR than Muslims, whereas the opposite trend was observed in
Burundi, Kenya and Rwanda. In Zambia, TFR was substantially higher for Indigenous / Other Religions (6.0)
compared with Muslims (3.3). Across Christian denominations (Figure 62), Protestants had a higher TFR than
Catholics in Ethiopia, Kenya, Rwanda, Zambia and Zimbabwe, whereas in Malawi and Mozambique, the
opposite trend was observed. In Burundi, Catholics and Protestants had equal TFR (6.1). In Mozambique,
although Pentecostals had the highest TFR (6.0), TFR values across the Christian denominations were relatively
similar except for Protestants who had the lowest TFR (5.3). In Zimbabwe, the major Christian religion
(unspecified) had the highest TFR (4.8) followed by Pentecostals (3.6) and Protestants (3.5), while Catholics
had the lowest (3.3). In Ethiopia and Malawi, the major Christian religions had the lowest TFR (3.9 and 3.2,
respectively). The major Christian religion was Orthodox in Ethiopia but unspecified for Malawi. The highest
TFR for Catholics was observed in Uganda (6.3).
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Figure 61. TFR for Christian, Muslim and Indigenous / Other Religions (Eastern Africa).
[Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015] [NB: Samples sizes were not specified.]
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Figure 62. TFR for Christian religions (Eastern Africa). [Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015]
[NB: Samples sizes were not specified; NBB: Major Christian religion of Ethiopia is Orthodox; major Christian religions of
Malawi, Mozambique and Zimbabwe are unspecified.]

In the two countries studied in Southern Africa, Lesotho and Namibia, Indigenous / Other Religions had the
lowest TFR (3.8 and 3.2, respectively) of all the aforementioned African sub-regions (Figure 63). This was
followed closely by Christians (3.1 and 3.0, respectively). Across Christian denominations (Figure 64),
Pentecostals had the highest TFR in Lesotho (3.7). Protestants had the highest TFR in Namibia (4.0) but the
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lowest in Lesotho (2.7). The major Christian religion (unspecified) had the lowest TFR in Namibia (3.5). Overall,
Lesotho had lower TFR values than Namibia across all Christian denominations.
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Figure 63. TFR for Christian, Muslim and Indigenous / Other Religions (Southern Africa).
[Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015] [NB: Samples sizes were not specified.]
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Figure 64. TFR for Christian religions (Southern Africa). [Data Source: Nansubuga, et al., 2011; Westoff & Bietsch, 2015]
[NB: Samples sizes were not specified; NBB: Major Christian religions of Lesotho and Namibia are unspecified.]

Stonawski, et al. (2016) explored TFR for Christians and Muslims in Nigerian states governed by Sharia and
non-Sharia Islamic Law using three round of DHS data: 1990, 2008 and 2013 (Figure 65). In 1990, Muslims in
Sharia and non-Sharia States had equal TFR (6.4). However, in 2008, the TFR for Muslims in Sharia States
increased to 7.8 children and slightly decreased in 2013 to 7.2 children. On the other hand, TFR for Muslims in
non-Sharia States decreased in 2008 to 5.4 children (5.5 in 2013). TFR for Christians in non-Sharia States
steadily decreased from 6.0 in 1990 to 4.5 in 2013. Because of the small number of observations for Christians
in Sharia States in 1990, it was not possible to calculate TFR. However, TFR for Christians in Sharia States in
2008 decreased from 5.5 to 4.2 in 2013 making Christians in Sharia States flip from having a higher TFR than
non-Sharia Christians and Muslims to having a lower TFR than both non-Sharia religions, and having the lowest
TFR overall.
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Figure 65. TFR for Christians and Muslims in Sharia and Non-Sharia Law States in Nigeria between 1990 and 2013.
[n = Sample size.] [Data Source: Stonawski, et al., 2016] [NB: Because of the small number of observations, it was not
possible to calculate TFR for Christians in Sharia States in 1990.]

Similarly, McGovern, et al. (2019) explored TFR for Customary and Religious Law (CRL) States in Nigeria in 2013
(Figure 66). Religious Law refers to Sharia Law while Customary Law is Indigenous to Nigeria and refers to each
of the various ethnic groups in the country having its own Customary Law. Within Sharia Law States, there are
pockets of non-Muslim people to which the Customary Law applies (Oba, 2011). In the study, CRL States were
composed of 12 states while non-CRL States were composed of 25 states. The findings show that TFR was
higher in CRL States (6.7) than non-CRL States (4.7), agreeing with the findings of Stonawski, et al. (2016) where
TFR in Sharia Law States (5.7) was higher than TFR in non-Sharia Law States (5.0) in 2013.
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Figure 66. TFR for CRL and Non-CRL States in Nigeria. [McGovern, et al., 2019] [NB: Samples sizes were not specified.]

To summarise, Muslims and African Indigenous Religions generally had higher TFR than Christians. However,
in Uganda and Zimbabwe, Christians had higher TFR than Muslims. Across Christian denominations, there was
no consistent trend between Catholics and Protestants.
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3.2 Qualitative Studies

Of the seventeen qualitative studies that met the inclusion criteria, most covered both fertility and
contraceptive use. One study (Davidson, et al., 2017) included refugees in Ethiopia from Eritrea and Somalia.
Four studies conducted focus group discussions, four studies conducted in-depth interviews and nine studies
combined the two approaches. All participants were affiliated with either Christianity or Islam. No participants
were affiliated with African Indigenous Religions. For characteristics of sample populations and study design,
see Appendix D. Religiosity was explored in one study (Akinyemi, et al., 2020), while interpretations of the
respondents’ quotes from the rest of the studies offered some idea of their level of religiosity.

3.2.1 Fertility

Fifteen qualitative studies reported influences on fertility levels across Ethiopia (n=2), Kenya (n=2), Nigeria
(n=4), Malawi (n=1), Somalia (n=1), Tanzania (n=4) and Uganda (n=1). The theme of religion was mentioned
by respondents 13 times, 11 of which related to high fertility while only two mentions in Nigeria and Tanzania
related to the limitation of fertility (Figure 67). Religion was not mentioned as an influence on fertility in
Malawi. For themes, summaries of findings and representative quotes from the studies, see Appendices E1-
E7 for increasing fertility and Appendices F1-F5 for limiting fertility.
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Figure 67. Frequency the theme of religion was mentioned as a factor for fertility.

Other common themes that were frequently mentioned as factors relating to increasing fertility were polygyny
and social status (Figure 68). Polygyny was mentioned in Kenya, Malawi and Nigeria. Respondents cited that
polygyny fuelled competition between co-wives and that the more children each co-wife had, the more
financial support they would inherit. Having more children would also prevent husbands from taking on
additional wives. Some women also perceived that by having more children, they would come across as more
attractive to their husbands. Social status was cited in Kenya, Malawi, Nigeria and Tanzania. Respondents
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reported that for men, the more children a man had, the more respected he was in the community as men
with many children were viewed as powerful, proud and rich.

Common themes frequently mentioned as factors relating to limiting fertility were financial constraints and
quality of life (Figure 68). Financial constraints were mentioned in Ethiopia, Kenya, Malawi, Nigeria and
Tanzania. Quality of life was mentioned in Ethiopia and Tanzania. Respondents commented that a large
number of children resulted in poor living standards, and that having too many children meant that families
could not pay school fees, consequently leaving children uneducated and not improving living conditions in
the future. Large family sizes can cause stresses on men as breadwinners of the family while having fewer
children improves living and hygiene standards and allows each child to receive more attention.

To summarise, themes relating to high fertility (n=71), including religion, were cited more times than themes
relating to limiting fertility (n=27). In addition, polygyny and social status were frequently cited as relating to
increasing fertility while financial constraints and quality of life were cited as relating to limiting fertility.
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Figure 68. Total frequency of themes across all countries for fertility.
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3.2.2 Contraceptive Use

Sixteen qualitative studies reported influences on contraceptive use across Ethiopia (n=2), Kenya (n=1), Nigeria
(n=5), Malawi (n=1), Somalia (n=1), South Africa (n=1), Tanzania (n=4) and Uganda (n=1). Religion was
mentioned by respondents 33 times, 18 of which related to lower acceptance of contraceptive use while 15
mentions related to higher acceptance of contraceptive use (Figure 69). Religion was associated with lower
acceptance of contraceptives in Nigeria, Tanzania and South Africa, and higher acceptance in Kenya and
Somalia. For themes, summaries of findings and representative quotes from the studies, see Appendices G1-
G8 for lower acceptance of contraceptive use and Appendices H1-H8 for higher acceptance.
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Figure 69. Frequency the theme of religion was mentioned as a factor for acceptance of family planning (FP).

Other common themes that were frequently mentioned as factors relating to lower acceptance of
contraceptive use were gender attitudes, misconceptions and general attitudes (Figure 70). Gender attitudes
was mentioned in Ethiopia, Kenya, Malawi, Nigeria, South Africa and Tanzania. Many participants agreed that
child upbringing was more the woman’s duty and therefore, contraceptive uptake was viewed as the woman’s
responsibility. However, husbands were often the head of the household and therefore the main decision-
maker and if husbands did not support the use of contraceptives, women would resort to covert use.
Misconceptions were mentioned in Ethiopia, Kenya, Malawi, Nigeria, Somalia and Tanzania. A number of
respondents believed that contraceptives would reduce sexual desire and performance, and cause body
deformations, infertility and cancer. These misconceptions were either experienced first-hand or heard from
others in the community. General attitudes were mentioned in Ethiopia, Malawi, Nigeria, South Africa and
Tanzania. Family planning was often seen as taboo. Women who used contraception were viewed as
promiscuous and men who let their wives use contraception were considered weak and powerless to their
wives. Some respondents reported that some healthcare provider would not provide contraceptives to
unmarried women or to married women who had less than three children.

Common themes frequently mentioned as factors relating to higher acceptance of contraceptive use were
birth spacing, knowledge of family planning and financial constraints (Figure 70). Birth spacing was mentioned
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in Ethiopia, Kenya, Nigeria and Somalia. Many respondents reported that the use of certain types of family
planning was acceptable for spacing births at about two-year intervals to allow mothers time to physically and
psychologically recover from the pregnancy. Knowledge of family planning was mentioned in Ethiopia, Malawi,
Nigeria and Tanzania. Many participants had a good level of knowledge of different types of modern
contraceptives and their advantages (though knowledge did not necessarily translate into behaviour).
Financial constraints were mentioned in Kenya, Malawi, Nigeria and Tanzania. As stated with limiting fertility,
participants showed interest in family planning due to economic constraints and stresses caused by large
family sizes. Having many children and not being able to care for them leave families stuck in poverty.

To summarise, themes relating to lower acceptance of contraceptive use (n=117), including religion, were
cited more times than themes relating to higher acceptance of contraceptive use (n=83), however, this
discrepancy is not as large as that observed between increasing and limiting fertility. In addition, gender
attitudes, misconceptions and general attitudes were themes frequently associated with lower contraceptive
use while birth spacing, knowledge and financial constraints were associated with higher uptake.
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Figure 70. Total frequency of themes across all countries for acceptance of family planning (FP).
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Figure 70. (cont’d) Total frequency of themes across all countries for acceptance of family planning (FP).
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4. Discussion

The aim of this review was to explore and seek to clarify the role of religion and religiosity on fertility and
contraceptive use in Sub-Saharan African countries. | have shown general trends in how religious affiliation
influences fertility levels and contraceptive use. These trends are not always consistent within and across
countries, suggesting additional influences of other factors, as discussed below.

A clear trend is that participants affiliated with African Indigenous Religions had higher fertility than Christians
in all 21 countries that measured fertility for both religious groups. This difference is strong and consistent.
Similarly, Muslims had higher fertility than Christians in 26 countries that measured fertility for both religious
groups. Uganda and Zimbabwe showed the opposite trend, but the magnitude of difference was only 2% in
both cases. These results indicate a strong difference in fertility between Muslims and Christians. However,
fertility differences between Muslims and participants affiliated with African Indigenous Religions were minor
and inconsistent. Across Christian denominations, Catholics generally had higher fertility than Protestants
although the difference is small and inconsistent within and across countries. Followers of the Apostolic
Church exhibited the highest fertility among Christian groups. Religious leaders across all religions were found
to be highly influential and many participants were inclined to follow the recommendations of religious leaders
regarding fertility and contraceptive use. The findings clearly suggest that religion influences fertility and
contraceptive use, though deviations exist in some countries. Overall, these findings agreed with my
expectations from the research questions.

To reference the initial research questions, across Sub-Saharan Africa, fertility increases with degree of
religiosity, and decreases with contraceptive use. Focus group discussions and in-depth interviews suggest
that these relationships are stronger in Islam compared with Christianity, although highly religious Christian
respondents were also noted. This was in line with my expectations. However, there were no indications for
degree of religiosity for African Indigenous Religions, thus this could not be determined.

Education, economy, gender equality and access to family planning have a negative association with religiosity,
but the strength of this association varies depending on religion, residence and region, with Muslims
(particularly those residing in rural areas) generally reported as the most disadvantaged in terms of levels of
education and wealth across Sub-Saharan Africa. Fertility is lower in predominantly Christian Southern Africa
where levels of education are high for both men and women. Religion and religiosity have an important role
to play in relation to fertility and contraceptive use, but they also depend on other factors, their interactions
and their relative influences. They have variable relationships to education, economy, gender equality,
residence (rural/urban) and access to family planning due to the different levels of these factors among and
within countries in Sub-Saharan Africa. These findings, too, met my expectations.

Several limitations were encountered. First, of the 44 countries classified as continental Sub-Saharan Africa,
the search of databases revealed no relevant studies from nine countries. Second, there was a bias in number
of studies from different countries. Countries with more studies provided more representative data than
countries that had fewer studies. Third, there were a lack of studies on religiosity, mainly because it is not
measured in DHS surveys, a primary source of data for many papers. Fourth, there is a lack of longitudinal data
due to the relatively recent attention on the influence of religion on fertility and contraceptive use in Sub-
Saharan Africa. DHS analysis utilised cross-sectional data; hence, only associations and no firm causal
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relationships can be established. Fifth, the grouping of religions is far too simple to capture distinctions within
Christianity and Islam. For example, as described by Heaton (2011), the mix of Protestant groups varies
considerable across countries and to lump them all together may overlook certain characteristics that could
explain fertility differences. In a study by Chamie (1981) on Arab-Christian and Muslim differentials on fertility
in Lebanon, Chamie discovered significant differences in fertility behaviour between the Shias and Sunnis of
Islam. Moreover, the role of religion was studied on a continent where essentially all are religious and
therefore a control group that is shielded from the influences of religion cannot be compared. Nevertheless,
the results of the review are valuable as Sub-Saharan Africa is comprised of several contrasting religions in
which it is possible to identify patterns. Finally, many study samples focused on married women and thus the
results may be incomparable to the rest of the population, such as adolescents and particularly married men,
who tend to be household decision-makers in many African societies. Women'’s choices in fertility and
contraceptive uptake may ultimately be decided by their male counterparts. Furthermore, fertility and
contraceptive behaviours associated with unmarried women may differ strongly due to the stigmatisation of
premarital sex across religious groups.

The following sub-sections explore and interpret the results of each of the indicators of fertility as well as the
gualitative findings. The fertility indicator of “Achievement of Fertility Desires” is incorporated into Section 4.1
due to the absence of numerical data.

4.1 Fertility Desires

Of the seventeen countries that measured fertility desires, Muslims had a higher fertility desire than non-
Muslims in all countries except Mali. This difference is especially strong between Christians and Muslims in
Nigeria (see below). Chad also stood out with both religious groups desiring high fertility. TFR in Chad is 5.7
and CPR is extremely low at 5.7% (United Nations, 2020), the second lowest in Sub-Saharan Africa after South
Sudan (4%). Chad has one of the lowest GDP per capita in the world (US$710) and only 24% of the population
live in urban areas (United Nations, 2020). Level of education is below average with a large gap between men
and women (Garenne, 2012). In a study by Gétmark & Andersson (2020), fertility correlates negatively with
education and GDP per capita. Chad’s extremely low education and GDP per capita are factors that likely
contribute to its very high fertility. Although Muslims had higher fertility desires than Christians in Chad (9.7
versus 8.6 children), both religions are experiencing similar impacts from low education and extreme poverty,
thus fertility desires are high for both religions. In Chad, influences of religion on fertility desires are not as
strong as socioeconomic factors. Nevertheless, across Sub-Saharan Africa, it is clear that Muslims have higher
fertility desires than Christians.

Muslim fertility desires in Mali were lower than the non-Muslim group due to the higher fertility for Animists
and women in other Indigenous religions. Furthermore, the three predominantly Muslim regions in the north
of Mali were excluded from the 2012/13 DHS due to security (Westoff, et al., 2014; Westoff & Bietsch, 2015).

Similarly, with the exception of Guinea, more Muslims desired to continue having more children than
Christians in sixteen countries (Westoff & Bietsch, 2015; Adebowale & Palamuleni, 2015). This is in agreement
with the outcome of previous studies conducted across Sub-Saharan African where Muslims have higher
fertility desires than their Christian counterparts (Adedokun, 1979; Faramade, 2006). Guinea’s population is
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comprised of 89.1% Muslims and 6.8% Christians (United Nations, 2020), and is characterised by low levels of
education (Garenne, 2012) and a low GDP per capita (US$963). TFR is 4.9 and CPR is low at 10.9% (United
Nations, 2020). TFR for Muslims in 1999 was 4.4 which increased to 5.5 in 2012 while Christian TFR was 5.5 in
1999 and decreased to 5.2 in 2012. Muslims had higher rates of child mortality and lower levels of education
than Christians (Westoff & Bietsch, 2015). Yet in Guinea, more Christians desired to continue having children
than Muslims. This contradicts with what is expected in a country with such characterisation. One possible
explanation for Muslims having lower fertility desires could be related to more Muslims living in urban areas
(39%) than non-Muslims (20%) (Westoff & Bietsch, 2015) and likely have better access to family planning
resources. Previous studies in Sub-Saharan Africa have shown that in urban settings, TFR is lower and CPR is
higher than in rural settings (Canning, et al. 2015). Although Muslims in Guinea had lower fertility desires than
Christians, TFR remains higher than Christians, and continues to increase. This could be attributed to the
practice of polygyny in Islam where women often over-achieve their fertility desires as a result of ongoing
competition between co-wives for a larger share of the husband’s wealth and attention. Western Africa is
strongly characterised by polygyny (Fenske, 2013). This was also reported in a study in Nigeria (Babalola’s, et
al., 2017) (see below) and further supported by qualitative studies explored in this review (Abdi, et al., 2020;
lzugbara & Ezeh, 2010; Jensen, 2017; Kabagenyi, et al., 2016; Kok, et al., 2020; Sinai, et al., 2019). Thus, fertility
desire does not necessarily translate to actual fertility.

Adebowale & Palamuleni (2015) identified additional variables associated with high fertility desires in Malawi.
Gender preference and sex composition of current children was associated with wanting to have more
children. In Malawi, the majority of women studied had a preference for female children that could be
attributed to many ethnic groups being matrilineal. In these settings, men live in their wives’ villages when
they get married and children trace their lineage to their mother’s side. This is contrary to most patriarchal
African settings where families prefer male children (Adeleye & Okonkwo, 2010; Chai & Nam-Hoon, 1995;
Obikeze, 1988). Adebowale & Palamuleni (2015) also attributed women’s empowerment to low fertility as
more empowered women have more decision-making authority including decisions on contraceptive use,
therefore reducing fertility. However, fertility is higher among Muslims than non-Muslims which may relate
to traditional patriarchal gender roles of Islam where men hold the authority and are the main decision-makers
of the household (Abdi, et al., 2021). It was also observed that women in the lower wealth quintile who wanted
more children after having five children were three times as those in the richest quintile. Pew Research Centre
(2016) reported that Muslims in Malawi had relatively low access to schools and that rates of poverty were
relatively high. This likely explains why fertility among Muslims are higher than non-Muslims.

However, in the study by Muhoza, et al. (2014), Christians had higher fertility desires than Muslims in Rwanda
and Uganda. Similar findings in Uganda were also reported for number of births in the last five years and TFR
(see Sections 4.3 and 4.4, respectively). This is contrary to what is expected from the main findings. Wealth
influences children desired in Rwanda and Uganda (Muhoza, et al., 2014) in that the poor are more aware of
the financial difficulties of having too many children than the middle and richer classes, and the poor tend to
more often be Muslims (Heaton, 2011; Pew Research Centre, 2011). This is contrary to the findings from
Adebowale & Palamuleni’s (2015) study in Malawi. The difference in fertility desires between Christians and
Muslims is however only 0.2 in both countries, suggesting that religious affiliation does not play a strong role
in this awareness.

In the study by Muhoza (2019), the majority of Catholics, Protestants, Muslims and Other Religions in Rwanda
desired 0-3 children. This is in agreement with Muhoza, et al. (2014) which concluded that in densely
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populated Rwanda, particularly the poor, are more aware of the financial difficulties of large families and
therefore prefer fewer children. Although more Muslims preferred to have 0-3 children than Christians, the
difference was small. In Kenya, on the other hand, the majority of Catholics and Protestants desired 0-3
children, whereas Muslims and Other Religions desired six or more children (Muhoza, 2019). Community size
and type of residential environment are possible influences of these religious differences in fertility. For
example, in Rwanda, the majority of Muslims reside in cities in small groups among larger Christian
communities, which may influence their attitudes. On the other hand, Muslims in Kenya represent an
important part of both urban and rural communities, particularly in the Eastern and Northeastern regions
where fertility is almost at uncontrolled levels (Muhoza, et al., 2014). Furthermore, higher fertility in Kenya is
associated with polygynous unions where in Islam men are allowed to have up to four wives (Pew Research
Centre, 2013). In Kenya, women born into large families prefer large families, and vice versa (Muhoza, 2019).
However, a main difference between Rwanda and Kenya relates to socioeconomic factors. In Kenya, women
with no education or residing in poor households are more likely to desire high fertility. This can be attributed
to the familial system, which is common across Africa, where there is less incentive to limit family size as
children are often raised by other people than their parents, such as grandparents, uncles and aunts, who
cover various costs (Caldwell & Caldwell, 1990; Korotayeyv, et al., 2016). Due to the strong cultural prevalence
associated with fertility observed in Kenya and across many parts of Africa, Caldwell & Caldwell (1990)
predicted that traditional explanations of fertility, such as wealth, education, health and urbanisation, are not
adequate to assess fertility trends in Africa. Cultural influences such as social and familial traditions need to
be taken into account. Furthermore, Muslim populations in Kenya and Tanzania are poorer and more
uneducated than their Christian counterparts (Muhoza, et al., 2014). In Rwanda, on the other hand,
socioeconomic variables displayed little variation in fertility preferences with the whole country having a
homogenous preference for low fertility. Lack of jobs and land scarcity in Rwanda invalidates potential
economic benefits for families from having more children. Smaller household plots mean that having many
children poses a burden to the parents (Muhoza, et al., 2014; Musahara & Huggins, 2004). In all countries,
older women, those already with high fertility and those who have lost some of their offspring were associated
with high fertility. Women who have lost a child are more likely to have more children to replace the lost one
and ensure the survival of others. This is in agreement with previous studies elsewhere (Angeles, 2010) and is
further supported by qualitative studies explored in this review (Abdi, et al., 2020; Davidson, et al., 2017;
lzugbara & Ezeh, 2010; Sinai, et al., 2019). Lack of access to contraceptives has also resulted in many women
having more children than they desired. Muhoza’s (2019) findings imply that although religion plays a role in
fertility desires, it is the interaction with socioeconomic and cultural variables that paints a fuller picture.

In Nigeria, a high percentage of Christians within the couples had equal desires for the ideal number of children
while heterogamous couples of Muslim and Indigenous / Other Religions had the highest percentage of which
the husband had higher fertility desires (Odusina, et al., 2020). Islamic Law permits polygyny, therefore fertility
desires of husbands in polygynous marriages were higher than that of husbands in monogamous marriages,
which is supported by other studies in Nigeria (Lawson & Gibson, 2018; Patel, 2017). The high fertility desires
of husbands than that of wives show the pronatalist tendency of Muslim men in Nigeria which may relate to
gender roles where men with many children are viewed in the community as powerful, proud and rich
(Oyediran, 2006) This was also supported by qualitative studies in this review (Msoka, et al., 2019; Pallangyo,
et al., 2020). Traditional gender roles also position men as the decision-makers of the household, which
includes deciding on how many children to have as well as decisions on contraceptive use, while women are
expected to obey their husband’s decisions and not assert their views on family matters (Bankole & Singh,
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1998; Ezeh, 1997; Oyediran, 2006). Higher fertility desires of husbands meant that they were less likely to use
contraceptives.

Babalola’s, et al. (2017) longitudinal study on the achievement of fertility desires corresponds with this finding
where Muslim women in Nigeria were less likely to achieve their fertility desires than Christians. Although
Muslim women tend to have lower fertility desires than their husbands, most tended to over-achieve their
fertility goals as a result of ongoing competition between co-wives for a larger share of the husband’s wealth
and attention. This trend is reported in previous studies from Nigeria (Turnwait & Alfred, 2018; Odusina, et
al., 2020) and further supported by qualitative studies explored in this review (Abdi, et al., 2020; Izugbara &
Ezeh, 2010; Jensen, 2017; Kabagenyi, et al., 2016; Kok, et al., 2020; Sinai, et al., 2019). The Northern part of
Nigeria was also noted to have higher fertility desires (Odusina, et al., 2020) and is likely attributed to the
strong presence of Islam, leading to early marriage, polygyny and high fertility. Babalola, et al. (2017) identified
age and parity as significant factors associated with the achievement of fertility desires. In other words, the
older the woman’s age and the higher the number of children she already has, the stronger the motivators for
not having any more children, agreeing with the study of Muhoza (2019) on Kenya and Rwanda. This is
supported in other studies from Nigeria (Adebowale, et al., 2013; Adhikari, et al., 2009; Adiri, et al., 2010; De
Silva, 1992; Oyediran, 2006). Spousal communication about fertility desires and contraceptive use was also a
strong predictor of achievement of fertility desires as well as the acceptance of contraceptives. Given that
traditional gender roles where husbands are the main decision-makers are still very prominent among
Muslims in Nigeria, heterogenous couples that are Indigenous / Other Religions and Muslim are less likely to
engage in spousal communication than Christians. This is consistent with results from previous studies (Abdi,
etal., 2021).

4.2 Children Ever Born

Participants associated with African Indigenous Religions had the highest CEB, followed by Muslims and then
Christians. Previous studies across Sub-Saharan Africa show the same trend. In Ghana, Christians tend to start
families later, are less likely to be in formal marriages and polygynous unions, are more likely to get divorced
or separated, and are more likely to use contraception than Muslims and those affiliated with African
Indigenous Religions (Blackstone, et al., 2017; Heaton & Darkwah, 2011; Machiyama & Cleland, 2013). These
are contributing factors to Christians having lower fertility than Muslims and African Indigenous Religions, and
remain significant even after controlling for variables such as education, residence (rural/urban) and region.
However, both Christians and Muslims in Ghana were generally more accepting of contraceptives compared
with other countries in Sub-Saharan Africa (Avogo & Agadjanian, 2008; Doctor, et al., 2009).

In Nigeria, Muslims and those affiliated with African Indigenous Religions had higher fertility than their
Christian counterparts (Faramade, 2006). However, this trend was not consistent across the country.
Adedokun (1979) found that African Indigenous Religions had the highest fertility in Western Nigeria, followed
by Christians and Muslims, but in certain rural and urban areas, Muslims had the highest fertility, followed by
Christians and lastly African Indigenous Religions. In the case of Nigeria, Muslims also had higher CEB than
Christians and that CEB was higher in the Northeast where it is predominantly Muslim compared with a lower
CEB in the Southwest (Ibeji, et al., 2020). Additional variables that influenced CEB were residence (rural women
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had higher fertility than urban women) and mother’s educational level (the higher the mother’s level of
education, the lower the CEB).

Between the Christian denominations across Sub-Saharan Africa, Catholics consistently had the highest CEB,
except in Eswatini and Mozambique. This consistent trend contrasts with the overall inconsistent differential
across all dependent variables (see Figure 37). This suggests that Catholicism may in fact be associated with
higher CEB than Protestants, though the difference is small. In a study on heterogamous and homogamous
couples in Ghana and Nigeria, Ntoimo & Mutanda’s (2017) found that couples that were both Catholic had
higher CEB than couples that were both other Christian. Yet, Heaton (2011) maintains that across Sub-Saharan
Africa, Catholics’ fertility does not show consistent patterns. In Eswatini and Mozambique, Apostolicism
demonstrated the highest CEB across Christian denominations (Chemhaka & Odimegwu, 2020; Agadjanian &
Yabiku, 2014). Apostolics in Eswatini and Mozambique comprise of 40% and 15% of the population,
respectively (United Nations, 2020). In Agadjanian & Yabiku’s (2014) study, the share of reproductive life spent
in the Apostolic Church was associated with significantly higher completed fertility regardless of other factors
and that Apostolics had a significantly higher net risk of birth in any given year. Apostolicism in Africa was
founded on early native resistance to foreign divinities and therefore characterised by a mixture of Christian
and African Indigenous religious elements (Dodzo, et al., 2016). The Apostolic Church strongly promotes high
fertility and early marriage, and contraception is believed to be against God’s Commandment. Gender
inequality is prominent in Apostolicism and polygyny is justified. Male domination of females and
disempowerment of women and girls is celebrated. This takes away women’s decision-making rights,
particularly in relation to contraceptive use. One Apostolic sect leader explained that men carry the seed that
God gave to them in abundance and therefore it is their duty to sow it. He further goes on to explain that the
fact that men never stop reproducing while women go into menopause is a justification for polygyny (Dodzo,
et al., 2016). This high regard for high fertility and non-use of contraceptives in addition to the acceptable
practice of polygyny and the low status of women explains the high fertility among Apostolics compared with
other Christian denominations in Eswatini and Mozambique.

In the longitudinal study by Mberu & Reed (2014) in Nigeria among women aged 15-49, Muslims had the
highest CEB in 2003. However, in 2013, CEB for Muslims had decreased slightly but increased for African
Indigenous Religions, consequently becoming the denomination with the highest CEB. Nigeria’s fertility
transition is at different levels across sub-groups throughout the country with fertility decline appearing to
have stalled across some of these sub-groups, in particular, the Hausa, Fulani and Kanuri ethnic groups, those
residing in the Northwest and Northeast regions, Muslims and African Indigenous Religions, those in the
lowest wealth quintile and those with no formal education (Mberu & Reed, 2014). Although the fertility
difference flipped between Muslims and African Indigenous Religions, the difference is small and both
religious groups continued to exhibit a CEB of more than seven over the 10 years, indicating a stalling fertility
transition among the two religious groups. The study also found negative attitudes towards family planning
and perceived husband opposition to contraceptive use as contributors to high fertility in areas where a
fertility stall was observed. This may have been related to the neglect of family planning programs by
governments and global institutions in the last two decades (Mberu & Reed, 2014; Bongaarts, 2016). Christians
had the lowest CEB with Catholics having a higher CEB than other Christians, which is in agreement with the
other studies that measured the outcome of CEB in this review (Chemhaka & Odimegwu, 2020; Agadjanian &
Yabiku, 2014). This is also supported by other studies in Nigeria. In Arowolo’s (1973) study, Catholics exhibited
higher fertility levels than Protestants in the town of Share. In Western Nigeria, Catholics had higher fertility
than Protestants (Adedokun, 1979). However, in Ibadan, Catholics and Protestants exhibited equal fertility
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levels (Arowolo, 1973), and thus fertility patterns between Catholics and Protestants vary throughout Nigeria.
Upon closer examination of the older age group (40-49 years) in Mberu & Reed’s (2014) study, the fertility
trend across all religious groups was the same as the broader age group, but CEB was higher, pointing perhaps
to historical disadvantage in labour force participation in older women.

Couples where the wife was Christian and the husband was non-Christian had a higher CEB than couples where
the wife was Catholic and the husband was other Christian in Ghana and Nigeria (Ntoimo & Mutanda, 2017).
In Zambia, the opposite trend was observed. Zambia has a high level of inter-faith and inter-ethnic marriages
which may indicate a higher tolerance of marital heterogamy in Zambia than in Ghana and Nigeria (Ntoimo &
Mutanda, 2017). In support of this view, Kalmijn (1991; 1998) stated that homogamy and endogamy are
indications of more open, tolerant and equal society. Possibly, religiously heterogamous marriages imply
weaker religious adherence on both parts of the couple, resulting in lower fertility. In Ghana and Nigeria,
couples who were both affiliated with African Indigenous Religions had more children than couples who were
both Muslims (Ntoimo & Mutanda, 2017), supporting the overall trend across studies in this review that those
affiliated with African Indigenous Religions had higher CEB than Muslims (Chemhaka & Odimegwu, 2020;
Agadjanian & Yabiku, 2014). In Ghana and Nigeria, lower fertility was also observed where at least one partner
was educated to secondary level or above. In Ghana, Nigeria and Zambia, occupational homogamy,
particularly in white collar professions, predicted lower fertility. However, in Zambia and Ghana, couples in
agricultural occupations who were homogamous had highest CEB. Previous studies across Sub-Saharan Africa
documented the use of children for labour in agriculture as one of the determinants of high fertility (Caldwell
& Caldwell, 1987). CEB was also lower when couples were of the same age or when wives were older or
younger by 1 to 4 years, suggesting that smaller age gaps between couples is related to more equal gender
roles and more empowered women, particularly for decision-making concerning fertility and contraceptive
use. Studies across Sub-Saharan Africa indicate the more dominant role of male fertility preference when
determining family size when the wife is considerably younger and less educated (Dodoo & Seal, 1994;
Oyediran & Isiugo-Abanihe, 2002).

Studies that examined CEB showed a clear and consistent trend that African Indigenous Religions had the
highest CEB, followed closely by Muslims while Christians had the lowest CEB. Across the Christian
denominations, Catholics consistently had higher CEB than Protestants, except in Eswatini and Mozambique
where Apostolicism is practiced and has a much higher CEB.

4.3 No. of Births in the Last Five Years

All countries studied in Western, Central and Eastern Africa showed that Muslims had a higher number of
births in the past five years than Christians, with the exception of Chad, Mozambique and Uganda. The
magnitude of the difference in the number of births varied considerably. Heaton (2011) found that the
Christian and Muslim difference increased with higher levels of development and higher levels of educational
attainment. This suggests that changes in attitudes and behaviour as a result of socioeconomic development
has a stronger influence on Christian groups than Muslims. A possible explanation for this is the more
conservative familial roles of women in Islam that shields Muslims from social changes associated with
development. However, as Heaton (2011) states, a complete test of this hypothesis would require longitudinal
data to take into account changes in development and religious group differences as well as the inclusion of
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more developed countries. Also, Muslims and Christians can differ in level of education, type of residence,
marriage timing, contraceptive use and divorce (Heaton, 2011). This requires more study.

The case of Chad shows a stark contrast to the findings of fertility desires (see Section 4.1) where Muslims had
higher fertility desires than Christians. Christians having a higher number of births than Muslims in the last five
years, despite the opposite for fertility desires, was reported in two studies (Westoff & Bietsch, 2015; Heaton,
2011). This contrast in results could be attributed to desired fertility not necessarily translating to actual
fertility. A possible explanation could be the report of a sub-fertility belt stretching across Central Africa in
which Muslims consistently had higher levels of sterility than Christians. A reason for this was the spread of
untreated sexually transmitted diseases relating to cultural practices among Muslims (Larsen, 1989). Given
the extreme poverty in Chad, and that Muslims are more likely to have lower levels of education and wealth
than Christians (Heaton, 2011; Pew Research Centre, 2011), this explanation is plausible.

In Mozambique, higher number of births in the last five years among Christians than Muslims is likely
attributed to the practice of Apostolicism in which high fertility is strongly promoted, contraception is
forbidden and polygyny is justified (see Section 4.2).

In Uganda, Christians had a higher number of births in the last five years than Muslims. This corresponds to
the findings of Sections 4.1 and 4.4 in which Christians in Uganda also had higher fertility desires and TFR than
Muslims, respectively. Muhoza, et al. (2014) found that the poor in Uganda are more aware of the financial
difficulties of having too many children than the middle and richer classes, and the poor tend to more often
be Muslims (Heaton, 2011; Pew Research Centre, 2011). Furthermore, while Christians comprise 84.4% of the
population and Muslims 13.7% (United Nations, 2020), only 18% of non-Muslims live in urban areas compared
with 32% of Muslims (Westoff & Bietsch, 2015). Those living in urbans areas likely have better access to family
planning resources. Previous studies in Sub-Saharan Africa have shown that in urban settings, TFR is lower and
CPR is higher than in rural settings (Canning, et al. 2015). Catholics, which comprise 39.3% of the population,
were also found to have a high unmet need for family planning (Kaida, et al., 2005; Wablembo, et al., 2011).
This probably explains the higher number of births in the last five years among Christians in Uganda compared
with Muslims. However, Anglicans, which comprise 45.1%, were more open towards contraceptive use (Kaida,
et al., 2005). This contrast between Catholics and Anglicans likely erases fertility differences from the overall
Christian average, therefore reducing the accuracy of the result. It seems, however, that fertility differences
in religions exist, but are also affected by strong socioeconomic factors.

The sole Southern African country studied was Namibia in which Christianity was the only religion examined
with a very low number of births in the last five years (0.77), thus also low across the African sub-regions
studied. In Garenne’s (2012) study on education and fertility in Sub-Saharan Africa, countries with the highest
level of education were located in predominantly Christian Southern Africa. South Africa had the highest
percentage of women who had completed primary education (86%), followed by Zimbabwe (78%), Eswatini
(75%), Lesotho (74%) and Namibia (71%). In addition, the ratio of the difference between males and females
to the average of males and females that were educated was smallest in the same Southern African countries
(i.e. the difference between educated males and females is small). Interestingly, South Africa, Namibia and
Eswatini had a higher mean level of education for women than for men. This higher level of education in
Southern Africa likely explains the low fertility observed in Namibia and agrees with Heaton’s (2011) findings
that changes in attitudes and behaviour as a result of socioeconomic changes has a stronger influence on
Christian groups.
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In countries where no religious affiliation was measured, with the exception of Benin, Cameroon, Guinea and
Mozambique, populations associated with this group had a higher number of births in the past five years than
both Christian and Muslim groups. This is the opposite patterns of what is expected from the more developed
regions of the world (Gétmark & Andersson, 2020). A possibly or likely explanation is that women who were
identified as having no religion were less educated than the women with religious affiliation. The calculations
were also based on a small number of women (Westoff & Bietsch, 2015).

Across Christian denominations, all Sub-Saharan African sub-regions showed small and inconsistent fertility
differences between Catholics and Protestants. This corresponds to similar trend in fertility differences
observed between Catholics and Protestants when all dependent variables are combined (see Figure 37), and
is in agreement with the findings of Heaton (2011). Thus, it is likely that socioeconomic influences on Christian
fertility impacts all Christian denominations similarly.

Despite the limitations, findings from these papers do confirm considerable differences in fertility between
Christians and Muslims, and variability cross-nationally. Religion and the interaction between religion and
socioeconomic variables are important when assessing influences on fertility.

4.4 Total Fertility Rates (TFR)

Across Western and Central Africa, TFR for Muslims and Indigenous / Other Religions was high, with both
religious groups having higher TFR than Christians. This agrees with previous studies across Sub-Saharan Africa
that showed that African Indigenous Religions and Islam had consistently higher fertility than their Christian
counterparts (Faramade, 2006). However, in Eastern Africa, Christians had a higher TFR than Muslims in
Uganda and Zimbabwe although the difference is small (6.2 versus 5.9 for Uganda; and 3.8 versus 3.7 for
Zimbabwe). Although Zimbabwe is classified by the UN as Eastern Africa, geographically its located in the
southern-most part of the sub-region, bordering Southern Africa. This region is predominantly Christian
(United Nations, 2020) and characterised by high levels of education (Garenne, 2012) (see Section 4.3). In
Zimbabwe, 87.4% of the population are Christians with 74.8% identifying as Protestants. Muslims comprise of
only 0.5% and non-affiliated make up 10.5% (United Nations, 2020). The average years of schooling in
Zimbabwe is 9.0 years, the second highest in Sub-Saharan Africa after South Africa (9.8 years). These are
similar to values found in European countries where average age of schooling ranges between 9.0 and 9.9
years (Garenne, 2012). Zimbabwe also had the second highest percentage of women who had completed
primary education (78%), after South Africa (86%). The higher level of education in predominantly Christian
Zimbabwe (where little religious variation exists) likely explains the relatively low fertility. This agrees with the
study by Gétmark & Andersson (2020) in which fertility correlates negatively with education. Uganda is also a
primarily Christian country with 84.4% of its population identifying as Christian and 13.7% being Muslim
(United Nations, 2020). However, average years of schooling is 5.4 years with 33% of women having had
completed primary education (Garenne, 2012) which explains why overall TFR is higher than Zimbabwe. The
case of Uganda was explored in Sections 4.1 and 4.3 in which Muhoza, et al. (2014) found that the poor in
Uganda are more aware of the financial difficulties of having too many children than the middle and richer
classes, and the poor tend to more often be Muslims (Heaton, 2011; Pew Research Centre, 2011).
Furthermore, a higher proportion of Muslims live in urban areas (32%) compared with non-Muslims (18%)
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(Westoff & Bietsch, 2015). Those living in urbans areas likely have better access to family planning resources.
Previous studies in Sub-Saharan Africa have shown that in urban settings, TFR is lower and CPR is higher than
in rural settings (Canning, et al. 2015). This likely explains the higher TFR among Christians in Uganda compared
with Muslims. However, the difference in TFR between Christians and Muslims in Uganda and Zimbabwe is
small suggesting that religious affiliation may not play a strong role in this awareness.

In the two Southern African countries, Lesotho and Namibia, although Indigenous / Other Religions had a
higher TFR than Christians, like in Western and Central Africa, Indigenous / Other Religions had the lowest TFR
of all the aforementioned African sub-regions. This corresponds with the findings in Section 4.3 on number of
births in the last five years, where the lowest number was also observed in Southern Africa. The higher level
of education (and/or lower degree of religiosity) in Southern Africa likely explains the low fertility observed in
Lesotho and Namibia. While fertility for Indigenous / Other Religions was also comparatively low, it still agrees
with Heaton’s (2011) findings that changes in attitudes and behaviour as a result of socioeconomic changes
has a stronger influence on Christian groups, though the differences between groups were quite small.

Across the Sub-Saharan African sub-regions, relationships between TFR and Christian denominations showed
no consistent difference, in line with findings for the number of births in the last five years (see Section 4.3).
Thus, it is likely that socioeconomic influences on TFR impacts Christian denominations similarly.

Muslims in Sharia and non-Sharia States had equal TFR (6.4) in 1990. However, in 2013, TFR for Muslims in
Sharia States had increased while TFR for Muslims in non-Sharia States decreased. In 2008, TFR for Christians
in non-Sharia States was lower than Christians in Sharia states, however, this trend flipped in 2013 with
Christians in Sharia States having the lowest TFR overall (Stonawski, et al., 2016). The authors predict that
Nigeria will become a majority Muslims country in a couple of decades unless the differential between Muslim
and Christian fertility quickly narrows. However, this is unlikely given high fertility ideals, low prevalence of
family planning, low educational improvements and high population growth in Sharia States. Sharia Law may
or will sustain high fertility in opposition to Western influence and to preserve the local culture. High fertility
is engrained in part of the local customs with more than 50% of women in Sharia States wanting 10 children
or more, or “any number of children God gives them”, while only 7% feel that four children or fewer is ideal.
Other factors that are associated with high fertility in Sharia States include marriage customs, polygyny and
liberal divorce regulations leading to high divorce rates. According to the 2008 Afrobarometer, religion is a
significant part of Nigerian society with 95% of Muslims and 88% of Christians saying that religion is a very
important part of their lives. Religion is also frequently cited as the reason for violence with rivalry between
the Muslim North and Christian South intensifying (Stonawski, et al., 2016).

In a 2013 Nigerian study (McGovern, et al., 2019), TFR was higher in Customary and Religious Law (CRL) States
than non-CRL States. McGovern, et al. (2019) state that Christian and Muslim doctrines can vary within the
States which supports Stonawski’s, et al. (2016) findings that Christians in Sharia States had the lowest TFR
overall while Muslims in Sharia States had the highest. Poverty is also more widespread in the Northern States
that are predominantly Muslim compared to the Christian Southern States. However, McGovern, et al. (2019)
conclude that economic differences were insufficient to explain the fertility differences between CRL and non-
CRL States and that the differential is robust even after taking economic conditions into account. Sharia Law
allows children to marry early, but Nigeria and other countries across Sub-Saharan African have been directed
by the Convention on the Rights of the Child (CRC) to review the compatibility of customary laws with the
values of the CRC, especially regarding child marriage (CRC, 1995). Despite many countries across Sub-Saharan
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Africa signing on to the CRC, which sets the minimum age of marriage to 18 years, many countries or states
under Sharia Law continue to practice child marriage, which is a contributing factor to high fertility, especially
among adolescents. The lack of enforcement can be attributed to contradictory law, inconsistent legal
frameworks and unenforceable international treaties in Nigerian courts, where e.g. the CRC and Convention
of the Elimination of Discrimination Against Women (CEDAW) are seen to violate religious and customary
practices (CEDAW, 2008; Global Commission on HIV and the Law, 2012; Maswikwa, 2015). In Northern Nigeria,
male interpretations of religious traditions have been used to legitimise the inferior status of women by
emphasising female submission and their role to obey and seek consent from their husbands and give birth to
many children (Bawa, 2017; Centre for Reproductive Rights, 2013; Pereira, 2010). This increases women’s
socioeconomic dependence on their husbands, limits decision-making autonomy, and upholds patriarchal
norms (Al-Mujtaba, 2016; Ejembi, 2015; Ndulo, 2011). These harmful practices have adverse effects on the
rights of women and children, and contribute to population growth.

These quantitative results for TFR show high variation between religions, countries, regions and
socioeconomy. Affiliation with African Indigenous Religions, Islam and Christianity influences fertility. The
influence on TFR is similar among Christian denominations, which do not differ strongly, with the exception to
Apostolicism, associated with higher fertility. Socioeconomic factors, including education, wealth and access
to family planning, and their interactions with religion, are important.

4.5 Qualitative Studies

These studies give supportive insights to the quantitative findings by examining actual quotes of respondents’
views and opinions of fertility and contraceptive use from focus group discussions and in-depth interviews.
Some views presented were not identified in the quantitative findings. The results offer a better understanding
of the level of religiosity of the respondents, a limiting factor in the quantitative studies, particularly in those
that utilised DHS surveys. Seventeen studies were examined across eight countries, thus countries included
are fewer compared to quantitative studies.

4.5.1 Religion

Across all studies in the review, many Christian and Muslim respondents stated that contraceptive use
contradicted their religious beliefs, and that their religion encourages them to have as many children as
possible (e.g. to use up all the eggs that God gave them). This was also reported in other studies in Sub-Saharan
Africa (Akpor, et al., 2016; Dubiwak & Seme, 2014; Kabagenyi, et al., 2014; Plummer, et al., 2006). However,
the adherence to this belief depended on the situation. This view was particularly strong in predominantly
Muslim Northern Nigeria and Somalia, whereas in Kenya, most religious leaders and scholars from Lamu and
Wajir Counties agree that family planning is supported by Islam within the context of marriage and that
nowhere in the Quran or Sunnah prohibits its use (Abdi, et al., 2020). In fact, the Sunnah specifically mentions
the acceptance of the withdrawal method (Deuraseh, 2003). This belief was stronger in Lamu compared with
Wajir which Abdi, et al. (2020) attributes to different interpretations of Islamic teachings. It is possible that
age, education and degree of religiosity are contributing factors, however, but this was not explored.
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In Northwestern Nigeria, despite a high level of awareness and knowledge of family planning, most
respondents believed that the concept of contraceptives contradicted Islamic beliefs and that this was the
root of their negative perceptions of family planning. In this region, family planning is strictly forbidden in
Islam (Adefalu, et al., 2019). This notion is supported by other studies in predominantly Muslim settings in
Northern Nigeria (Ejembi, et al., 2004), Northern Ghana (Agyei-Mensah & Owoo, 2015) and e.g. in Bangladesh
outside Africa (Mohsena & Kamal, 2016) where respondents reported religious beliefs as a hindrance to
contraceptive uptake. Religiosity is reportedly stronger in these regions, reducing contraceptive uptake
(Akinyemi, et al., 2020). Both Christian and Muslim participants believed that children are a gift from God and
should not be declined. Therefore, many women do not feel empowered to make contraceptive decisions
(Sinai, et al., 2019). Despite some respondents believing that the number of children they will have is up to
God, other respondents in Nigeria believed that both God and the people had the power to control fertility
(Izugbara and Ezeh, 2010).

Despite the general perception that family planning contradicts Islamic beliefs, Muslim respondents in Kenya,
Somalia and Nigeria agreed that use of family planning is acceptable for birth spacing, but only when used in
compliance with Islamic religious beliefs. Breastfeeding is the most accepted form of birth spacing and is
mentioned 14 times in the Quran (Egeh, et al., 2019). Most respondents from Wajir County, Kenya, also
referred to the Quranic recommendation that mothers breastfeed their children for two years to restore their
physical and psychological health before continuing with another pregnancy, up until menopause (Abdi, et al.,
2020; Afifi, 2008; World Health Organisation, 1998). However, there is still a 5% risk of a woman becoming
pregnant within the first six months, and the risk increases after six months (Ekpenyong, et al., 2013). The
withdrawal method was also mentioned as another acceptable form of family planning (Abdi, et al., 2020;
Ujuju, et al., 2011), however, condoms are prohibited as religious leaders stated that it would likely promote
sexual activity outside of marriage (Egeh, et al., 2019; Ujuju, et al., 2011). Permanent and non-reversible
contraceptive methods are not permissible (Atighetchi, 1994; Dubiwak & Seme, 2014; Omra, 1992; Shaikh, et
al., 2013). Although oral contraceptives are prohibited in Islam, religious leaders in Somalia agreed that is
permissible for birth spacing unless health problems for women exist (Egeh, et al., 2019). This is supported by
similar studies on Somali family planning practices (Davidson, et al., 2017; Kiura, 2014).

In Kenya, contraceptives are also permissible if the mother’s health is at risk from another pregnancy,
according to Islam (Abdi, et al., 2020). However, in Nigeria, the contrary view is held, and that family planning
is strictly forbidden in Islam, even if the mother has medical issues (Adefalu, et al., 2019). This could be
attributed to Nigeria having a higher Muslim population (53.5%) than Kenya (10.9%) (United Nations, 2020),
and higher religiosity (90% versus 74%, respectively, who had attended religious services in the past week)
(Stark, 2015).

Despite the belief that Islam does not support the use of contraception, especially for limiting births, many
respondents in Kenya justify their use of contraception as a result of economic constraints (smaller family size
gives access to better quality of life), particularly in Lamu (Abdi, et al., 2020). In the study by Davidson, et al.
(2017) on Eritrean and Somali refugees in Ethiopia, Somalis cited Islamic religion as a deterrent for use of
contraceptives, and inducing its followers to have many children. Many Somali respondents desired large
family sizes of up to 15 to 20 children, despite their refugee status. Somalis felt that religious beliefs
outweighed economic concerns as they believed Allah would provide them with protection. This sentiment
was echoed by Somali refugees living in Djibouti (UNHCR, 2011) and Finland (Degni, et al., 2006). Eritreans,
who practice Christianity, preferred to limit their family size to 3 to 5 children due to economic constraints
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and refugee status, and were not influenced by their religious beliefs. In Tanzania, some Christian respondents
believed that using family planning was a moral responsibility (Aristide, et al., 2020) and that limiting the
number of children was in line with religious texts (caring for children and living within one’s means). Using
contraceptives was consistent with these moral standards. Other respondents supported the view that family
planning is against their religion; however, they were also in support of the use of family planning given
hardships in life, including economical and the spread of diseases (Sundararajan, et al., 2019).

The survival of Islam was also mentioned as a motivator for high fertility by Muslim women in Northern Nigeria
(lzugbara and Ezeh, 2010). Respondents cited that high fertility guarantees the survival of religion and helps
the religion flourish. However, like the above paragraph, the women interviewed did not support unregulated
childbearing as they were aware of the consequences of poverty, lower quality of life, ill-health and reduced
opportunities for their children. The awareness of the dangers of unlimited childbearing is widespread among
women in Northern Nigeria (Duze & Mohamed, 2006).

In Malawi, although Catholics and other Christians do not support the use of modern contraceptives because
of the Christian importance of multiplying and filling the Earth and avoiding the sin of “killing the child”, the
majority of participants said that religion did not influence their need and decision-making for contraceptives.
Churches also seemed to tolerate the use of modern contraceptives silently (Kok, et al., 2020). However, TFR
in Malawi is still high (5.3) and could possibly be attributed to gender preference and sex composition of
children (Adebowale & Palamuleni, 2015) (see Section 4.1).

In South Africa, where 95% of participants said religions plays an important role in their everyday life, the
Catholic Church prohibits contraceptive use as well as premarital sex. However, unlike in Malawi, participants
felt conflicted and uncertain about how their religious beliefs might impact sex and condom use. Some
participants also felt that they did not need condom protection as God would protect them. The sexual act
itself is stigmatised by the Church, and discussing condom use or carrying a condom around implies that the
sexual act was planned. Several female participants felt embarrassed when buying condoms. On the other
hand, some participants reported that they were able to disassociate their religious beliefs from sex and
condom use (Protogerou, et al., 2014). However, South Africa has a much lower TFR (2.2) compared with other
countries in Sub-Saharan Africa. South Africa is characterised by high levels of education (Garenne, 2012) and
relatively high GDP per capita (US$6,001) (United Nations, 2020). Fertility correlates negatively with education
and GDP per capita (Gotmark & Andersson, 2020), thus South Africa’s high education and GDP per capita are
factors that likely contribute to its relatively low fertility.

In Tanzania, the view that limiting the number of children goes against God’s plan was particularly strong in
rural areas for Christians and Muslims (Aristide, et al., 2020; Keele, et al., 2005; Msoka, et al., 2019; Pallangyo,
et al., 2020; Sundararajan, et al., 2019). Tanzania is a deeply religious country with 93% of its population rating
religion as very important to them (Pew Research Centre, 2010). Women who regularly attend religious
services were reported to be less likely to receive family planning information from health care facilities
(Dynes, et al., 2018). Some Christian respondents were unsure whether their faith allowed them to control
the number of children they give birth to due to vague statements and interpretations regarding fertility in
the Bible, and lack of talk on the subject from religious leaders (Aristide, et al., 2020). Although some
participants did not feel it was appropriate that family planning was discussed in a religious setting, others
were open to it (Sundararajan, et al., 2019). Previous interventions in the context of religious beliefs showed
that when religious leaders were educated about family planning, which they then conveyed to their
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congregation, Church attenders became eager to learn more about family planning (Downs, et al., 2013;
Downs, et al., 2017; Yeatman, & Trinitapoli, 2008). Outreach to Church leaders in Aristide’s, et al. (2020) study
overcame barriers to the uptake of family planning including opposition by male partners / husbands and
uncertainty of compatibility with religious faith. In a study in Mwanza in Tanzania (Nsanya, et al., 2019), post-
intervention showed increased self-efficacy among male and female Church leaders as well as in the
population, including increased use of oral contraceptives among unmarried sexually active women. This
demonstrates the strong influence religious leaders have on the community and the potential impact this has
on fertility and contraceptive behaviour. However, interventions with Muslims leaders must be structured
differently to that of Christian Church leaders, due to stronger Islamic teachings on sex and family size
(Aristide, et al., 2020).

In Ethiopia, Orthodox Christians form the largest religious group (43.5%) (Population Census Commission,
2008) and is highly religious with 78% attending Church on a weekly basis, while only 6% of Orthodox Christians
in Russia say they do this (Pew Research Centre, 2017). Muslims and Protestants make up 33.9% and 18.6% of
the population, respectively (Population Census Commission, 2008). Although the Orthodox Church was once
against the use of contraceptives, it has since downplayed this rhetoric (UN Population Fund, 2012). While a
third of the respondents in the study by Mjaaland, et al. (2020) specified not wanting to use family planning
because they believed the Orthodox Church did not allow it, there was a 57% higher contraceptive use
reported among Orthodox Christians than among Muslims and Protestants (UN Population Fund, 2012).
Another third of the respondents interpreted the Orthodox Church’s silence on the issue to mean they were
allowed to use family planning. The final third believed the Church was still against contraceptive use, but they
still decided to use it anyway as they felt it was necessary (Gebrelibanos, 1999). The interviews and exploratory
household surveys in the study by Mjaaland, et al. (2020) show that women’s interpretations on the Orthodox
Church’s stand on contraceptive use differs across age groups, educational levels and residential settings (i.e.
rural and semiurban). Although women were much more religious than men in this study, many women
ignored religious disapproval of contraceptive use (mostly Orthodox women). Participants from both rural and
suburban areas stated that if they could not afford children, then they should not have any. This indicates a
high level of female empowerment of Orthodox women in Ethiopia. Limiting fertility and using contraceptives
helps with escaping poverty and hunger, improve living conditions and health, and be able to provide all their
children (rather than just their cleverest boys) with an education. In a study in Addis Ababa where TFR is low
(1.9), women with low or no levels of education and who had access to less than a dollar per day had longer
birth intervals than women who were better-off (Gurmu & Mace, 2008). However, it is possible that when
children become more educated and the economic situation improves, fertility would increase again. This
causality is applicable when economic considerations are central to their reasoning (Mjaaland, et al., 2020).

The qualitative studies strongly suggest that religion/religiosity can increase fertility, but also demonstrate
mixed views on the influence of religion on fertility and contraceptive use. While some respondents strongly
believed family planning and limiting fertility was forbidden in their religion, some felt religion did not
influence their decision, while others felt conflicted on the issue. Stronger religiosity is associated with less
contraceptive uptake, or hesitation. Previous studies across Sub-Saharan Africa showed similar religious
barriers (Frajzyngier, et al., 2006; Mungure & Owaga, 2014; Shattuck, et al., 2016). A religion’s stance on
fertility and family planning plays an influential role. Among Muslims, family planning is acceptable for spacing
births, but not for limiting family size. Economic constraints also influenced contraceptive uptake, regardless
of religion. Ultimately, religious leaders can strongly influence a community and spread messages on family
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planning that could potentially impact fertility and contraceptive behaviour. The following sub-sections
summarise other frequently cited influences on fertility and contraceptive use.

4.5.2 Polygyny

Polygyny was mentioned as an influence for both increasing and limiting fertility in Malawi, Nigeria and
Uganda. Polygyny is common in Islam where men are allowed to have up to four wives (Pew Research Centre,
2013), but it also occurs in Christianity (Cahu, et al., 2011; 2014). Across Sub-Saharan Africa, women who have
competing co-wives have many children to get more attention and higher share of wealth from husbands
(Audu, et al., 2008; Foley, 2001; Sinai, et al., 2019; Wilson, 1997). Furthermore, women give birth to more
children to prevent husbands from taking on more wives. More children mean higher financial responsibility
for the husband (Audu, et al., 2008; Izugbara & Ezeh, 2010). Yet, many co-wives are less inclined to use
contraception. This practice was also reported in Senegal (Foley, 2001; 2007) where high fertility was a
microtactic of economic survival for women where few opportunities exist for female autonomy. Studies
across Africa have shown that although this type of patriarchy is engrained in society, it is also preserved by
the women of society when they apply these strategies for economic survival, creating a never-ending cycle
without intervention (Florence, 2013; Femininity, 2006).

In addition, women in Nigeria perceived men to view women more beautifully and love them more if they had
more children, particularly if competition between co-wives is involved. This view was stronger among women
in the 30-49 age group than 20-29 (Sinai, et al., 2019) where older women are likely trying to prevent their
husbands from taking on younger wives. In contrast, some women in Malawi stated that having fewer children
helped them remain attractive to their husbands thereby avoiding them taking on a younger second wife (Kok,
et al., 2020). In Nigeria, others felt that if they spaced their children, the effect of repeated deliveries would
have less of an effect on their bodies and they would look more attractive, healthier and youthful to their
husbands, especially if there was competition between co-wives (Akinyemi, et al., 2020; Sinai, et al., 2019).
Therefore, these women were more inclined to use contraceptives. This sentiment resonated more with
women in their forties than in their twenties (Sinai, et al., 2019).

In a study by Cahu, et al. (2011; 2014), at the community level, polygyny was found to increase fertility, even
among women in a monogamous union. This suggests that the impact of high fertility as a result of polygyny
is influential. Although the studies in this review do not explicitly show any indication that this is the case, this
finding is important to consider in population policies. The effect is likely to be stronger when there is variation
in marital type (e.g. polygamous) and possibly even religious groups in a community, though a religion that
practices polygyny must comprise a substantial proportion of the population.

In Nigeria, most women desired five children or fewer; however, most women had far more than their desired
number, exceeding six children. Those who had not yet achieved their fertility desires predicted that they
would likely overshoot their desired mark. This was the results of competition between co-wives (lzugbara &
Ezeh, 2010). According to the Islamic inheritance system, in polygynous marriages, women with more children
get a higher share of the husband’s daily earnings as well as inheritance at death. Even when there is not much
to be inherited, husbands do not ask their wives to stop giving birth and competing. This is likely to be
attributed to their elevated social status and power from having many children (lzugbara & Ezeh, 2010).
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Finally, a strategy to deal with the threat of divorce is to have many children, especially when Muslim men
have reached their allowed limit of four wives. In Northern Nigeria, divorced women do not leave with their
children, but rather, the children are left with the husbands. Therefore, having many children will put husbands
off from divorce (lzugbara & Ezeh, 2010).

4.5.3 Gender Attitudes

Male and female respondents frequently cited that men were the sole decision-makers of the household and
women did not have much say in their choice for contraceptive use, despite family planning and child
upbringing being seen as women’s issues and responsibilities. This was reported in Malawi, Nigeria, Tanzania,
Uganda and among Somali refugees in Ethiopia (Aristide, et al., 2020; Davidson, et al., 2017; Kabagenyi, et al.,
2016; Kok, et al., 2020; Pallangyo, et al., 2020; Sinai, et al., 2019; Sundararajan, et al., 2019) and in other
studies across Sub-Saharan Africa (Dral, et al., 2018; Farmer, et al., 2015; Harrington, et al., 2016; Hubert, et
al., 2016; Kabagenyi, et al., 2014; Kululanga, et al., 2012; Mosha, et al., 2013; Nyamhanga, et al., 2014). Male
resistance to contraceptive use was related to the idea that men with more children gain more respect in the
community (see Section 4.5.4) as well as misconceptions about family planning (see Section 4.5.7). Other
reported reasons for resistance were the desire for men to exert power and control over the sexual and
reproductive lives of their wives, and to prevent wives from engaging in extramarital sexual activities (Kaneka
& Mturi, 2017). In Uganda, women who use modern contraception are mocked for having few children and
referred to as prostitutes or adulterers (Kabagenyi, et al., 2016).

Consequently, some women resort to covert contraceptive use, making adhering to products’ correct usage
difficult, resulting in risk of pregnancy (lzugbara & Ezeh, 2010; Sinai, et al., 2019; Ujuju, et al., 2011; Kok, et al.,
2020), and is reported by previous studies in Sub-Saharan Africa (Gasca & Becker, 2018). Other women would
visit the health clinic at night to get the injection for Depo-Provera (Kok, et al., 2020).

Women were also perceived to be obligated to grant a man as many children as he desires, which is seen as a
sign of respect and love for the husband (Aristide, et al., 2020; Kabagenyi, et al., 2016). If a woman does meet
the marital expectations, she can be chased away from her marital home. Bridal price is also given with an
expectation that women would bear as many children as possible (Kabagenyi, et al., 2016).

In South Africa, all male participants reported that the decision to use condoms were up to men. Half of the
female participants were unsure who decides to use a condom, and the other half stated that either the man
decides or that it was a shared decision, but none said it was entirely the woman’s decision (Protogerou, et
al., 2014). It was often difficult for women to persuade men to use a condom, if they mentioned it at all. On
the contrary, male respondents claimed that condom use had become a habit. This attitude may have been
influenced by their high educational levels and urban residence where attitudes and access to condoms are
optimal (Hargreaves, et al., 2008). These conflicting accounts between men and women suggest that South
Africa is likely in a state of transition where the status of women is elevating, yet some social confusion still
exist. Furthermore, some female respondents felt that they were mismatched with their partners in terms of
age, educational level, cultural background, life goals and residence (rural/urban and/or different province).
Thus, gender imbalances may possibly also be influenced by additional imbalances (Chimbindi, et al., 2010).
Participants also cited that men feared strong, empowered women and would therefore feel intimidated by a
woman who carried a condom around (Protogerou, et al., 2014).
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Finally, domestic violence was cited as a reason for increased contraceptive uptake in South Africa, but non-
use in Uganda. In South Africa, four female participants reported experiencing intimate partner violence, with
one being physical violence, leading to increased condom use and precaution due to lack of trust (Protogerou,
et al., 2014). In Uganda, some women feared domestic violence as a result of not producing enough children
or using contraceptives without the husband’s approval (Heise & Garcia-Moreno, 2002; Kabagenyi, et al.,
2016; Kwagala, et al., 2013). In such patriarchal societies, women’s obedience to husbands is highly regarded
resulting in poor spousal communication, particularly in relation to family planning (Bawah, 2002; Kulczycki,
2008).

Several studies suggest that increasing male knowledge of family planning could increase spousal
communication, therefore increasing the odds of couples using contraceptives through joint decision-making
(Flemming, et al., 2018; Hartmann, et al., 2012; Lutalo, et al., 2018; Mosha, et al., 2013; Olakunde, et al., 2019;
Sharan & Valente, 2002). Changing attitudes towards gender equality can increase contraceptive uptake, thus
reducing fertility in the long-term.

4.5.4 Social Status

Social status was mentioned as a motivator for high fertility in Nigeria and Tanzania, and is reported by other
studies across Sub-Saharan Africa. Culturally, and in a highly patriarchal setting, having many children brings
men high esteem among their peers. Men with many children were regarded as powerful, proud and
respected in the community (Alemayehu, et al., 2012; Shattuck, et al., 2016). Those who practice
contraception and have few children are seen as weak and submissive to women (Pallangyo, et al., 2020; Sinai,
et al., 2019). Furthermore, large families symbolise fame, respect and wealth, and serve to expand men and
women’s social networks and potentially elevate families up the social hierarchy. In addition, some of the
many children could potentially marry into wealthy and powerful households, bringing parents wealth and
social standing (Izugbara & Ezeh, 2010). Children are seen as assets for future wealth, labour and social support
(Adongo, et al., 2014; Msoka, et al., 2019). Therefore, social status is one component in high fertility and low
contraceptive use.

4.5.5 General Attitudes and Social Stigma

Stigma associated with the uptake of contraception and premarital sex was reported in Malawi, Nigeria and
Tanzania. This stigmatisation leaves women unwilling to obtain contraception, resulting in undesired high
fertility. In Northwest Nigeria (Adefalu, et al., 2019), with the exception of one area (Sokoto South), unmarried
women were less comfortable obtaining family planning due to the social stigma attached. Women who use
contraception are viewed as promiscuous (Ankomah, et al., 2013; Sinai, et al., 2019; Ujuju, et al., 2011) and
men who let their wives use contraception are considered weak (Ankomah, et al., 2013; Sinai, et al., 2019).
Kok, et al. (2020) found the same attitudes present among young people, particularly young women, in
Malawi. Tanzanian men expressed fear that contraceptive use would promote promiscuity among their female
partners (Mwageni, et al., 1998; Sundararajan, et al., 2019). This association between contraceptives and
promiscuity is reported in studies done by Adongo, et al. (2014) and Ochako, et al. (2015) who reported similar
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findings in other African settings. Sokoto South was the only area in the study in Nigeria where respondents
felt that there was no social stigma attached to unmarried women obtaining family planning (Adefalu, et al.,
2019). This could be attributed to knowledge of family planning among the population there.

Despite the overall view that women who use contraceptives are promiscuous, many women in Nigeria
considered such women to be smart and courageous, suggesting that women’s ideations are gradually
changing and society is evolving (Sinai, et al., 2019).

4.5.6 Financial Constraints and Security

Economical motives were mentioned in Malawi, Tanzania and Nigeria as reasons for both increasing and
limiting fertility. In Nigeria and Tanzania, respondents reported financial security as a reason for high fertility
and lower contraceptive uptake. Having many children provides financial security and labour for the future
(Msoka, et al., 2019; Rhine, 2009; Sinai, et al., 2019), in addition to security and care for parents in their old
age (Adongo, et al., 2014; lzugbara & Ezeh, 2010).

However, financial constraints were reported considerably more often in all three countries as reasons for
limiting fertility and using contraceptives. Despite the influences of wanting to have many children, most
women did not support unregulated childbearing and understood the consequences of high fertility (Duze &
Mohamed, 2006). Respondents stated that having many children is costly and keeps women stuck in poverty
(Kok, et al., 2020). High fertility also causes stress on men as breadwinners of the family (Sundararajan, et al.,
2019). Having fewer children would be easier financially (Msoka, et al., 2019), improve hygiene standards,
quality of life and opportunities available for the children (Akinyemi, et al., 2020; lzugbara & Ezeh, 2010;
Pallangyo, et al., 2020). Perceptions across Africa are gradually changing and people are beginning to realise
that it is difficult to support many children and are therefore open to contraceptive use (Sinai, et al., 2019).
This perception is echoed in other African countries (Ajayi, et al., 2018; Bunce, et al., 2007; Lanham, et al.,
2014) and across Christians and Muslims (Sundararajan, et al., 2019). In spite of this motive and knowledge of
modern contraceptives, use of modern methods is still reportedly low across Sub-Saharan Africa, where the
preference for traditional and unconventional methods is still high (Ajayi, et al., 2018; Asare, et al., 2017).

4.5.7 Misconceptions

Misconceptions of contraceptives were reported in Malawi, Nigeria, Tanzania, Somalia and Uganda.
Misconceptions included perceived side effects of modern contraceptive methods such as prolonged bleeding,
birth deformities, infertility, miscarriage, cancer and bodily pains (Kabagenyi, et al., 2016; Sinai, et al., 2019;
Sundararajan, et al., 2019; Ujuju, et al., 2011). Hormonal methods were thought to cause dizziness, lack of
sexual libido, and impromptu bleeding (Kabagenyi, et al., 2016). These perceived side effects were also
reported in other studies across Sub-Saharan Africa (Audu, et al., 2008; Mosha, et al., 2013; Nalwadda, et al.,
2010; Olakunde, et al., 2019; Otoide, et al., 2001; Thummalachetty, et al., 2017). In Nigeria and Tanzania, the
source of this information was often from family and friends rather than from health facilities (Aristide, et al.,
2020; Sinai, et al., 2019), and enforced by some political and religious campaigns against modern methods
(lzugbara & Ezeh, 2010).
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In Nigeria and Uganda, folkloric methods believed to regulate fertility were preferred over modern methods
due to fear of perceived side effects (Kabagenyi, et al., 2016; Prata, 2009; Sadat-Hashemi, et al., 2007).
Folkloric methods include tying an umbilical cord or traditional herbs around the waist or inserting them into
the woman’s vagina, mixing of herbs with a woman’s menstrual blood, and drinking concoctions (lzugbara &
Ezeh, 2010; Kabagenyi, et al., 2016; Sinai, et al., 2019). Information about these methods was circulated by
religious and traditional leaders, as well as by men and women in the community (Sinai, et al., 2019).

Other misconceptions included perceived reduced sexual satisfaction and performance from condoms
(Chipeta, et al., 2010; Kriel, et al., 2019; Msoka, et al., 2019; Ujuju, et al., 2011), the belief that women are
born with a limited number of eggs and that they must give birth to all the eggs or the remaining eggs will
make them ill (Sinai, et al., 2019; Sundararajan, et al., 2019), and that only pre-ejaculate liquids could make
them pregnant (Sinai, et al., 2019).

In Malawi, health care providers mainly targeted women with existing knowledge and assisted them with
covert use of contraceptives (Kok, et al., 2020), in particular Depo Provera which is the most preferred method
for secret use (Bisika, 2008), likely contributing to persisting misconceptions. Health care providers need to be
trained in communicating to all clients about the benefits of family planning, providing accurate information,
involving male partners and contraceptive provision to unmarried youth (Kok, et al., 2020).

These misconceptions among the populations create a negative perception of modern methods and form the
belief that modern methods are harmful causing users to resort to folkloric methods which do not work.
Misconceptions about traditional and natural methods renders these methods in effective (e.g. the belief that
only pre-ejaculate liquids causes pregnancy makes the withdrawal method ineffective). Thus, persistent
misconceptions result in unplanned pregnancies, and ultimately high fertility. It is important that communities
are educated with accurate information on family planning and that modern methods are easily accessible.

4.5.8 Summary of Qualitative Studies

To summarise, quotes from focus group discussions and in-depth interviews reveal views and opinions of the
respondents that were not identified in the quantitative studies. Views on religion were mentioned the most
in relation to fertility and contraceptive use. The qualitative studies strongly suggest that religion/religiosity
can increase fertility, but also demonstrate mixed views on the influence of religion on fertility and
contraceptive use. While some respondents strongly believed family planning and limiting fertility was
forbidden in their religion, some felt religion did not influence their decision, while others felt conflicted on
the issue. Stronger religiosity is associated with less contraceptive uptake, or hesitation. A religion’s stance on
fertility and family planning plays an influential role. Among Muslims, family planning is acceptable for spacing
births, but not for limiting family size. Economic constraints also influenced contraceptive uptake, regardless
of religion. Polygyny, commonly practiced in Islam and also occurs in Christianity, was associated with lower
contraceptive use and high fertility in which co-wives bore more children to compete for a higher share of
their husband’s attention and financial wealth, and to prevent husbands from divorcing them or taking on
additional wives. Contrastingly, however, some women mentioned that limiting fertility was their strategy of
staying attractive to prevent husbands from straying. Ultimately, religious leaders can strongly influence a
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community and spread messages on family planning that could potentially impact fertility and contraceptive
behaviour.

Additionally, gender attitudes were identified as a barrier to contraceptive uptake with respondents
frequently citing that men were the sole decision-makers of the household and women did not have much say
in their choice for contraceptive use, despite family planning and child upbringing being seen as women’s
issues and responsibilities. In many cases, men prohibited contraceptive use as men with many children were
respected in the community and viewed as powerful, proud and rich. Furthermore, modern contraceptives
were stigmatised in the community and women who used contraceptives were viewed as promiscuous.

Finally, misconceptions of modern contraceptives were associated with lower contraceptive uptake. Many
believed that modern methods cause prolonged bleeding, birth deformities, infertility, miscarriage, cancer
and bodily pains, and would therefore resort to folkloric methods, which do not work, resulting in unplanned
pregnancies and high fertility. Misconceptions were often circulated by religious and traditional leaders, as
well as by men and women in the community. It is important that communities are educated with accurate
information on family planning and that modern methods are easily accessible. Religious leaders and health
care providers can spread messages about the benefits of family planning and provide accurate information,
removing any stigma attached. Increasing male knowledge of family planning and changing attitudes towards
gender equality can increase contraceptive uptake, thus reducing fertility in the long-term.
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5. Conclusion and Implications

This review explored and sought to clarify the role of religion and religiosity on fertility and contraceptive use
in continental Sub-Saharan African countries. The review of quantitative and qualitative publications shows
that followers of African Indigenous Religions and Islam have higher fertility rates than followers of
Christianity. Across Christian denominations, Catholics generally had higher fertility than Protestants although
the difference is small and inconsistent within and across countries. This may be attributed to the broad
groupings of religions in DHS surveys and other study methods, thus eliminating specific characteristics that
may explain fertility differences across religious denominations. Followers of the Apostolic Church exhibited
the highest fertility among Christian groups. The findings clearly suggest that religion influences fertility and
contraceptive use, though deviations exist in some countries. Although one qualitative study explored
religiosity, interpretations of the respondents’ quotes from focus group discussions and in-depth interviews
offered some idea of their level of religiosity. Existing results suggest that across Sub-Saharan Africa, fertility
increases with degree of religiosity, and decreases with contraceptive use (Akinyemi, et al., 2020; Gétmark &
Andersson, 2020). Focus group discussions and in-depth interviews suggest that these relationships are
stronger in Islam compared with Christianity, although highly religious Christian respondents were also noted.
However, there were no indications for degree of religiosity for African Indigenous Religions, thus this could
not be determined. A religion’s stance on fertility and family planning as well as interpretations of religious
teachings play a powerful role. Religious leaders across all religions were found to be highly influential and
many participants were inclined to follow the recommendations of religious leaders regarding fertility and
contraceptive use.

In addition, other important socioeconomic and cultural factors influence fertility and contraceptive use.
Education, economy, gender equality and access to family planning have a negative association with religiosity,
but the strength of this association varies depending on religion, residence and region, with Muslims
(particularly those residing in rural areas) generally reported as the most disadvantaged in terms of levels of
education and wealth across Sub-Saharan Africa (Heaton, 2011). Furthermore, fertility was generally low
across predominantly Christian Southern Africa in which its nations have the highest levels of education across
the continent for both men and women (Garenne, 2012). Religion and religiosity have an important role to
play in relation to fertility and contraceptive use, but they also depend on other factors, their interactions and
their relative influences. They have variable relationships to education, economy, gender equality, residence
(rural/urban) and access to family planning due to the different levels of these factors among and within
countries in Sub-Saharan Africa. Overall, these findings agreed with my expectations from the research
questions.

These results have significant implications for long-term changes in the future relative size and composition
of religious groups in Sub-Saharan Africa, as has been emphasised by Pew Research Centre (2010) and Heaton
(2011). Higher fertility growth is anticipated among rural, poor and less educated Muslims relative to other
religious groups. This difference will add to the challenge of improving educational opportunities and family
planning for Muslim populations (Garenne, 2012; Heaton, 2011). Religions with higher fertility increase their
share of the population, thus, unless attitudes towards and preferences for higher fertility are changed,
population size will continue to drastically increase, exacerbating the devastating impact that overpopulation
has on the planet, for both the environment and on humans.
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Presently, occasionally priests and some denominations across Sub-Saharan Africa raise their voices and
emphasise the need for family planning services and access to contraception (Shaikh, et al., 2013; Shea, et al.,
1971). But the implication of the findings from the review is that reaching out to and educating religious
leaders about family planning and its benefits should be part of a comprehensive strategy to increase
contraceptive uptake and reduce fertility. With this knowledge, religious leaders will spread accurate
messages about family planning to their followers, promoting higher contraceptive use. Hopefully, this
improves the situation for many women, and help reduce the currently high fertility in Sub-Saharan Africa.

The recommendations | provide are in accordance with the limitations encountered in this review (Section 4).
First, for a broad picture of Sub-Saharan Africa, more research needs to be conducted in countries with no or
few studies on religion, religiosity, fertility and contraceptive use. Furthermore, as observed in this review,
fertility and contraceptive behaviours can differ also between areas within a country. Therefore, more
research needs to be conducted in specific areas where studies are lacking. Second, religiosity needs to be
considered in studies that involve religion. Surveys, including DHS surveys, should incorporate a question
related to religiosity. This could be frequency of attendance of place of worship and/or a scale on the
importance of religion in everyday life. Third, specific religions should not be lumped together (e.g. Shias,
Sunnis, Pentecostals, etc.) as distinctions in fertility and contraceptive behaviour may be lost. Finally, sample
populations need to be expanded to include men and unmarried women.

Religious leaders need to be approached, informed and educated about family planning services and their
benefits so that they will spread accurate messages about family planning to their followers, and promote
higher contraceptive use and low fertility. With a more religiously open stance towards family planning,
population policies can be more easily implemented. Religion and religiosity need to be considered in surveys
and studies on fertility and contraceptive use to inform and help policymakers, economic planners, program
managers, researchers and survey specialists. In addition, this has the potential to improve environmental
conditions in Sub-Saharan Africa.
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Appendices

Appendix A: Distribution of Population by Denomination Across Sub-Saharan Africa

Table A. Percentage of population composition by religious denomination in Sub-Saharan African countries. [Source: United Nations, 2020]
[NB: No data was available for Equatorial Guinea, Eritrea, Madagascar, Sudan and South Sudan.]

African

Other /

oy e ) g s Ungei Ml S
Religions (%) Religions (%)

Angola Central Africa 41.1% 38.1% 79.2% 8.6% 12.3% 2014
Benin Western Africa 27.7% 25.5% 13.5% 9.5% 48.5% 14.2% 2.6% 5.8% 2013
Botswana Southern Africa 79.1% 4.1% 1.7% 15.2% 2011
Burkina Faso | Western Africa 61.5% 23.3% 6.5% 29.8% 7.8% 0.2% 0.7% 2010
Burundi Eastern Africa 2.5% 62.1% 23.9% 86.0% 11.5% 2008
Cameroon Central Africa 24.4% 38.3% 25.5% 6.9% 70.7% 2.2% 0.5% 2.2% 2018
CAR Central Africa 8.5% 89.5% 1.0% 1.0% 2010

Chad Central Africa 52.1% 20.0% 23.9% 0.2% 44.1% 0.3% 0.7% 2.8% 2014/15
Congo Central Africa 1.6% 33.1% 22.1% 23.8% 79.0% 8.1% 11.3% 2010
Cote d'lvoire Western Africa 42.9% 17.2% 13.5% 3.2% 33.9% 3.6% 0.5% 19.1% 2014

Djibouti Eastern Africa 94.0% 6.0%
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DR Congo

Eswatini

Ethiopia

Gabon

Gambia

Ghana

Guinea

Guinea-Bissau

Kenya

Lesotho

Liberia

Malawi

Mali

Mauritania

Mozambique

Namibia

Central Africa

Southern Africa

Eastern Africa

Central Africa

Western Africa

Western Africa

Western Africa

Western Africa

Eastern Africa

Southern Africa

Western Africa

Eastern Africa

Western Africa

Western Africa

Eastern Africa

Southern Africa

1.3%

2.0%

31.3%

9.8%

95.7%

17.6%

89.1%

45.1%

10.9%

12.2%

13.8%

93.9%

100.0%

18.9%

29.9%

20.0%

0.7%

42.3%

13.1%

20.6%

39.3%

17.2%

27.2%

26.7%

40.0%

22.8%

12.3%

46.7%

53.8%

47.8%

33.5%

32.6%

39.3%

30.0%

43.8%

27.4%

11.4%

11.1%

9.1%

26.6%

95.9%

90.0%

67.3%

82.0%

4.2%

71.2%

6.8%

22.1%

85.5%

96.2%

85.6%

77.3%

2.8%

59.8%

85.0%

0.6%

0.6%

5.2%

1.6%

14.9%

0.6%

1.1%

0.7%

15.0%

1.4%

8.0%

0.8%

7.6%

0.1%

0.8%

0.1%

15.9%

2.0%

1.4%

0.2%

5.6%

7.3%

1.3%

5.2%

2.4%

2.0%

1.6%

2.3%

1.5%

2.1%

2.5%

13.9%

2014

2015

2016

2012

2013

2010

2014

2008

2019

2014

2008

2018

2018

2017
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Niger Western Africa 99.3% 0.3% 0.2% 0.1% 2012

Nigeria Western Africa 53.5% 10.6% 35.3% 45.9% 0.6% 2018
Rwanda Eastern Africa 2.0% 43.7% 49.5% 93.2% 2.2% 2.5% 2012
Senegal Western Africa 95.9% 4.1% 2016
Sierra Leone Western Africa 78.6% 20.8% 0.5% 2013
Somalia Eastern Africa 100.0% 2012
South Africa | Southern Africa 1.9% 86.0% 5.4% 1.5% 5.2% 2015
Tanzania Eastern Africa 35.2% 61.4% 1.8% 0.2% 1.4% 2010
Togo Western Africa 14.0% 43.7% 35.6% 0.5% 6.2% 2010
Uganda Eastern Africa 13.7% 39.3% 45.1% 84.4% 1.6% 0.2% 2014
Zambia Eastern Africa 20.2% 75.3% 95.5% 2.7% 1.8% 2010
Zimbabwe Eastern Africa 0.5% 7.3% 74.8% 5.3% 87.4% 1.5% 0.1% 10.5% 2015
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Appendix B: Statistical Data for Countries in Sub-Saharan Africa

Table B. Statistical data for Sub-Saharan African nations. [Source: United Nations, 2020]

Sub-Region Population Yearly Popt{latlon Land Area TFR CPR Source = Median Urbar? GPP per
Country (UN Density per CPR (%) Population Capita (USS)
(2020) Change (%) (km?) (2020) Year Age
Definition) km? (2021) (%) (2020) (2019)
Angola C:f:itcrzl 32,866,272 3.27% 26 1,246,700 5.96 13.7%  2015/16 17 67% 2,791
Benin V\'Aefsntg" 12,123,200 2.73% 108 112,760 5.53 155% | 2017/18 19 48% 1,219
Botswana Scxfr:’czm 2,351,627 2.08% 4 566,730  2.45  67.4% 2017 24 71% 7,961
. Western
Burkina Faso i 20,903,273 2.86% 76 273,600 451 | 32.5%  2018/19 18 31% 787
. Eastern
Burundi el 11,890,784 3.12% 463 25,680 528 = 285%  2016/17 17 14% 261
Central
Cameroon e 26,545,863 2.59% 56 472,710 466 = 19.3% 2018 19 58% 1,508
Central
CAR i 4,829,767 1.78% 8 622,980 414 = 152%  2010/11 18 42% 468
Central
Chad e 16,425,864 3.00% 13 1,259,200  5.68 5.7% 2014/15 17 24% 710
Central
Congo e 5,518,087 2.56% 16 341,500 445 = 30.1% = 2014/15 19 68% 2,280
Céte d'lvoire V\ffsntg" 26,378,274 2.57% 83 318,000 367 | 23.3% 2018 19 52% 2,276
.. . Eastern
Djibouti el 988,000 1.48% 43 23,180 219 19.0% 2012 27 78% 3,415
Central
DR Congo i 89,561,403 3.19% 40 2,267,050 577  20.4% = 2013/14 17 46% 581
Equatorial Central
N e 1,402,985 3.47% 50 28,050 411 12.6% 2011 22 73% 8,132
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Eritrea

Eswatini

Ethiopia

Gabon

Gambia

Ghana

Guinea

Guinea-Bissau

Kenya

Lesotho

Liberia

Madagascar

Malawi

Mali

Mauritania

Mozambique

Eastern
Africa

Southern
Africa

Eastern
Africa

Central
Africa

Western
Africa

Western
Africa

Western
Africa

Western
Africa

Eastern
Africa

Southern
Africa

Western
Africa

Eastern
Africa

Eastern
Africa

Western
Africa

Western
Africa

Eastern
Africa

3,546,421

1,160,164

114,963,588

2,225,734

2,416,668

31,072,940

13,132,795

1,968,001

53,771,296

2,142,249

5,057,681

27,691,018

19,129,952

20,250,833

4,649,658

31,255,435

1.41%

1.05%

2.57%

2.45%

2.94%

2.15%

2.83%

2.45%

2.28%

0.80%

2.44%

2.68%

2.69%

3.02%

2.74%

2.93%

35

67

115

239

137

53

70

94

71

53

48

203

17

40

101,000

17,200

1,000,000

257,670

10,120

227,540

245,720

28,120

569,140

30,360

96,320

581,795

94,280

1,220,190

1,030,700

786,380

3.73

2.52

4.14

3.41

3.21

3.90

4.92

4.75

3.43

2.50

4.90

3.78

5.31

5.72

3.65

4.97

8.4%

66.1%

40.1%

31.1%

16.8%

30.8%

10.9%

16.0%

60.5%

64.9%

31.2%

44.3%

59.2%

17.2%

17.8%

27.1%

2010

2014

2018

2012

2018

2017

2018

2014

2017

2018

2016

2018

2015/16

2018

2015

2015

19

21

19

23

18

22

18

19

20

24

19

20

18

16

20

18

41%

24%

22%

90%

63%

57%

37%

44%

28%

29%

52%

39%

17%

44%

55%

37%

643
(2011)

3,895

856

7,767

778

2,202

963

697

1,817

1,118

622

523

412

879

1,679

504
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Namibia

Niger

Nigeria

Rwanda

Senegal

Sierra Leone

Somalia

South Africa

South Sudan

Sudan

Tanzania

Togo

Uganda

Zambia

Zimbabwe

Southern
Africa

Western
Africa

Western
Africa

Eastern
Africa

Western
Africa

Western
Africa

Eastern
Africa

Southern
Africa

Eastern
Africa

Eastern
Africa

Eastern
Africa

Western
Africa

Eastern
Africa

Eastern
Africa

Eastern
Africa

2,540,905

24,206,644

206,139,589

12,952,218

16,743,927

7,976,983

15,893,222

59,308,690

11,193,725

43,849,260

59,734,218

8,278,724

45,741,007

18,383,955

14,862,924

1.86%

3.84%

2.58%

2.58%

2.75%

2.10%

2.92%

1.28%

1.19%

2.42%

2.98%

2.43%

3.32%

2.93%

1.48%

19

226

525

87

111

25

49

18

25

67

152

229

25

38

823,290

1,266,700

910,770

24,670

192,530

72,180

627,340

1,213,090

610,952

1,765,048

885,800

54,390

199,810

743,390

386,850

3.07

7.00

4.72

3.52

4.04

4.62

5.51

2.22

5.54

4.72

4.59

4.22

5.54

5.49

3.93

56.1%

11.0%

16.6%

53.2%

27.8%

21.2%

54.6%

4.0%

12.2%

38.4%

23.9%

41.8%

49.5%

66.8%

2013

2017/18

2018

2014/15

2017

2019

2016

2010

2014

2015/16

2017

2018

2018

2015

22

15

18

20

19

19

17

28

19

20

18

19

17

18

19

52%

17%

52%

17%

48%

43%

46%

67%

20%

35%

35%

43%

25%

45%

32%

4,958

554

2,230

820

1,447

528

320

6,001

1,120
(2015)

442

1,122

679

794

1,305

1,464
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Appendix C: Quantitative Papers

Table C. Characteristics of sample populations and study design of quantitative papers of fertility.

Other

Focus Focus Sample ips . . Date(s) of .
Author & R Focus . Dependent Sample P Sample Specifics of Study Residential (s) Statistical
Region / . . Contraception Method . . Age . R Data
Year Religion(s) Variable Size Gender Sample Location(s) Setting ik Approach
Country Type(s) (Years) . Collection
Population
Anglican; Mz:;egrflﬁrst
Baptist; Catholic; . v
Adebowale Muslim; marriage),
L e non- i
& ' Malawi Presbytenar‘\, Modern. DHS' DaFa Fert.|llty 1,739 15-49 Females menopausal, Across' Rural and 2010 Loglst{c
Palamuleni Protestant; Contraceptives Examination Desires not sterilised Malawi Urban Regression
(2015) Seventh Day fecund andl
Adventist; Other "
Christian; Other e et et
! 5 children.
Apostolic; hib
- Catholic; Chibuto Logistic
Agadjanian ’ . . - -
& Yabiku Mozambigque Pentecostal; All ) Questionnaire Children 2,019 18-50 Females Eve.r ina DIStrICt', Gaza Rural and 2008 Regr'essmn,
(2014) Protestant; Contraceptives Ever Born union. Province, Urban Poisson
Zionist; No Mozambique Regression
Religion
Agyei- Christian; i
—— No. of Births .
bitEmeein & Ghana .MUShm' Modern. DHS_ Dat.a in Last 5 Unspecified 15-49 Females N/A Across Ghana HuE 2008 P0|sso‘n
Owoo Indigenous; No Contraceptives Examination Urban Regression
(2015) Religion Years
; Christian; . Multiple
Akintunde, Musl N Al Children Males Akinyele LGA, Regression:
etal. Nigeria ustim; . Questionnaire 2,197 15-49 and N/A Oyo State, Unspecified | Unspecified g !
01 Indigenous; Contraceptives Ever Born F | Nigeri Chi-Square;
(2013) Other emales igeria ANOVA
f'” a “Sioné Abuja, Benin
-~ S - Achi t ecund an City, Ibadan, ivari
Babalola, et L Christian; All U7 (o ¢ |evern.en desired no ty .a = Mumv.a”.able
Nigeria R . DHS) Data of Fertility 1,921 15-49 Females llorin, Urban 2010-2014 Logistic
al. (2017) Muslim Contraceptives o . more B
Examination Desires f Kaduna and Regression
children at
baseline. Zaria, Nigeria
Apostolic;
hemhak Catholic;
Chemhaka Muslim; i
; . Multilevel
& ) Eswatini Pentecostal; All ) DHS- Dat-a Children 4112 15-49 Females Sexyally Acros‘s. Rural and 2006-2007 Poisson
Odimegwu Protestant; Contraceptives Examination Ever Born experienced. Eswatini Urban R
(2020) Indigenous; Regression
Other; No
Religion
* (i:::;‘;”es 5,217- 20-49 Males Across Multivariat
Garenne . . Christian; Modern DHS Data 60,556 ‘emales); Rural and )
(including 2 . . - TFR (F ) and N/A selected 1991-2009 e Linear
(2012) ) Muslim Contraceptives Examination (country 20-59 . Urban .
island Females countries. Regression
. range) (males)
nations)
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Heaton &
Darkwah
(2011)

Heaton
(2011)

Ibeji, et al.
(2020)

Mberu &
Reed
(2014)

McGovern,
etal.
(2019)

Muhoza
(2019)

Muhoza, et
al. (2014)

Nansubuga,
etal.
(2017)

Ghana

30
Developing
Countries,
Including 22
in SSA

Nigeria

Nigeria

Nigeria

Kenya;
Rwanda

Kenya;
Rwanda;
Tanzania;

Uganda

22 Countries
in SSA

Catholic;
Muslim;
Protestant;
Indigenous;
Other Christian;
No Religion

Catholic;
Christian;
Muslim;
Protestant

Christian;
Muslim; Other

Catholic;
Muslim;
Protestant;
Other Christian;
Indigenous;
Other

Christian;
Muslim

Catholic;
Muslim;
Protestant;
Other

Catholic;
Muslim;
Protestant

Catholic;
Muslim;
Pentecostal;
Protestant;
Major Christian
(country
specific); Other
Christian;
Indigenous;
Other

Modern
Contraceptives

Modern
Contraceptives

N/A

All
Contraceptives

All
Contraceptives

All
Contraceptives

N/A

All
Contraceptives

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

Children
Ever Born

No. of Births
in Last 5
Years

Children
Ever Born

Children
Ever Born

TFR

Fertility
Desires

Fertility
Desires

TFR

4,557
(1993);
4,843
(1998);
5,691
(2003)

3,223-
12,195
(country
range)

~30,000

5,533
(2003);
25,363
(2008);
26,643
(2013)

38,948

9,009
(Kenya);
6,890
(Rwanda)
4,356
(Kenya);
6,337
(Rwanda);
6,022
(Tanzania);
4,868
(Uganda)

2,891-
18,794
(country
range)

15-49

15-49

15-49

15-49

15-49

15-49

15-49

15-49

Females

Females

Females

Females

Females

Females

Females

Females

N/A Across Ghana
Across
In a union. selected
countries.
Across
N/A Lo
/ Nigeria
Ever Across
married. Nigeria
A
Married. Frosis
Nigeria

. Across Kenya
In a union.

and Rwanda
Across
Marr‘ied or in Kenya,
a union with Rwanda
at least 1 !
child. Tanzania and
Uganda
Across
N/A selected
countries.

Rural and
Urban

Rural and
Urban

Rural and
Urban

Rural and
Urban

Rural and
Urban

Rural and
Urban

Rural and
Urban

Unspecified

1993, 1998,
2003

1995-2007
(across the
surveys)

2013

2003, 2008,
2013

2013

2014
(Kenya);
2014/15
(Rwanda)
2008/09
(Kenya);
2010
(Rwanda);
2005
(Tanzania);
(2011)
Uganda

2010-2017

Cox
Regression;
Logistic
Regression;
Ordinary
Least
Squares
Regression

Poisson
Regression

Negative
Binomial
Regression;
Poisson
Regression

Multiple
Linear
Regression

Crude Linear
Regression;
Multivariate
Linear
Regression

Multinominal
Logistic
Regression

Logistic
Regression

Poisson
Regression

Page 119 of 195



Ntoimo & Ghana;
Mutanda Nigeria;
(2017) Zambia
Odusina, et Nigeria
al. (2020) g
Stonawski,

etal. Nigeria
(2016)

Westoff & 17 Countries
Bietsch in SSA
(2015)

Catholic;
Muslim; Other
Christian;
Indigenous;
Other

Christian;
Muslim;
Indigenous /
Other

Christian;
Muslim (Sharia
/ non-Sharia)

Muslim; Non-
Muslim

All
Contraceptives

All
Contraceptives

All
Contraceptives

All
Contraceptives

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

DHS Data
Examination

Children
Ever Born

Fertility
Desires

TFR

Fertility
Desires; No.
of Births in
Last 5 Years;

TFR

1,785
(Ghana);
3,185
(Nigeria);
3,175
(Zambia)

6,813
Couples

8,393

(1990);
32,506
(2008);
38,231
(2013)

2,809-
26,163
(country
range)

35<
(Wives)

15-49

15-49

15-49

Males
and
Females

Males
and
Females

Females

Females

Couples in
monogamou
s union.

N/A

Married or
cohabiting
and sexually
active.

N/A

Across
Ghana,
Nigeria and
Zambia

Across
Nigeria

Across
Nigeria

Across
selected
countries.

Rural and
Urban

Rural and
Urban

Unspecified

Rural and
Urban

2003, 2008,
2014
(Ghana);
2003, 2008,
2013
(Nigeria);
2001/02,
2007,
2013/14
(Zambia)

2018

1990, 2003,
2008, 2013

2004-2013

Poisson
Regression

Logistic
Regression

Unspecified

Multivariable
Logistic
Regression
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Appendix D: Qualitative Papers

Table D. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Ethiopia.

Author & Focus Focus . Methodological 5 Sample Sample Other Specifics Study Residential B Statistical
Year Country Religion(s) Contraception Approach ST Age (Years) Gender CHEETe Location(s) Settin, Data Approach
8 Type(s) PP 8 Population 8 Collection PP
Focus Group Lamu and
Abdi, et al. . All Discussions; In- Males and Wajir " .
(2020) Kenya Muslim oS Depth 93 15-54 Females N/A TS, Unspecified 2018 ATLAS.ti
Interviews Kenya
Focus Group
. . . Sokoto and
Adefalu, etal | e eria Muslim; Modern Discussions; In- 250 15-45 Females N/A Kebbi States, | U181 pecified NVivo
(2019) Other Contraceptives Depth L Urban
R NW Nigeria
Interviews
Focus Group
Akinyemi, et - . Injectable Discussions; In- - Males and Gombe, - X
al. (2020) Nigeria Muslim TR Depth 102 Unspecified Femnales N/A et Unspecified 2016 NVivo
Interviews
o Rural villages
A . All F Mal
ristide, et a Tanzania Protestant . O.cus Group 100 26-46 ales and N/A in NW Rural 2019 NVivo
(2020) Contraceptives Discussions Females :
Tanzania
Refugees in
Ethiopia (from 2 Eritreans
Females Eritrea and and 2 Somali
' Ethlopla; o Lot Al focus'Group 11,000- 18-44 (IDIs); Sqmalla); refugegs
Davidson, et (Eritrean & Christian; Reversible Discussions; In- 25,000 (cam (females); Males and Married (males camps in Unspecified 2014 ATLAS.ti
al. (2017) Somali Muslim R Depth ! p 20-50 and females), Northern and P ’
Contraceptives A pop. range) Females
Refugees) Interviews (males) (FGDs) non-pregnant Eastern
(females), and borders of
residence of 6+ Ethiopia
months (males).
. . . Transcript-
Egeh, et al. Somalia Muslim Al . In—De'pth 17 28-59 Unspecified Islamic religious Somallla.nd, Unspecified | Unspecified Based
(2019) Contraceptives Interviews leaders. Somalia )
Analysis
Married; also
Focus Group included health . .
lzugbara & All Discussions; In- care providers JEREns Rural and Transcript-
Ezeh (2010) Nigeria Muslim oIS Depth 336 14-64 Females NGO workers, Kan(? Stzf\tes, Urban 2007-2008 Baseq
R . Nigeria Analysis
Interviews and community
leaders.
FGDs: 170. FGDs: Rural villages 1988
Focus Group IDIs: 219 Randomly in Coast agnd (Western
Jensen (2017) Kenva Christian, All Discussions; In- women (132 Irrespective Males and selected. Western Rural Province); ATLAS.ti;
4 Muslim Contraceptives Depth first round; 87 P Females Second round, Provinces 1990 (Coast SPSS
Interviews second descendants Kenva ! Province);
round) and 25 were also ¥ 2011
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Kabagenyi, et
al. (2016

Kok, et al.
(2020)

Mjaaland
(2014)

Msoka, et al.
(2019)

Pallangyo, et
al. (2020)

Protogerou,
et al. (2014)

Sinai, et al.
(2019)

Uganda

Malawi

Ethiopia

Tanzania

Tanzania

South
Africa

Nigeria

Catholic;
Muslim;
Pentecostal;
Protestant;
Other

Catholic;
Muslim;
Other

Muslim;
Orthodox;
Protestant

Christian;
Muslim

Christian;
Muslim

Christian

Christian;
Muslim

Modern
Contraceptives

Modern
Contraceptives

Modern
Contraceptives

All
Contraceptives

Vasectomy

Condom

All
Contraceptives

Focus Group
Discussions; In-
Depth
Interviews

Focus Group
Discussions; In-
Depth
Interviews

In-Depth
Interviews

Focus Group
Discussions

In-Depth
Interviews

In-Depth
Interviews

Focus Group
Discussions

men (20 first
round; 25
second
round).

154

123

25 (women
from three
generations);
270
(household
women); 200
(students)

20

20

20

81

15-64

Unspecified

Unspecified

20-50

20-50

18-25

15-49

Males and
Females

Males and
Females

Females
(non-
students);
Males and
Females
(students)

Females

Females

Males and
Females

Females

supplemented.
IDIs: Randomly
selected. In
addition, health
personnel,
teachers,
community and
religious
leaders were
interviewed.

N/A

N/A

N/A

Married with 2
or more
children.

Married or
cohabiting with
2 or more
children.

Undergraduate
students.

Married, non-
pregnant,
sexually active,
no intention of
pregnancy in
the next year,
and not using

any FP method.

Bugiri and
Mpigi
Districts,
Uganda

Makanjira,
Katuli, and
Namkumba
TAs in
Mangochi
District,
Malawi

Northwestern
Tigray,
Ethiopia

Bagamoyo
and Kisarawe
in Pwani,
Tanzania
Bagamoyo
and Kisarawe
in Pwani,
Tanzania

Cape Town,
South Africa

Northern,
Central and
Southern
Zones of
Kaduna,
Nigeria

Rural

Unspecified

Rural and
Suburban

Rural

Rural

Unspecified

Rural and
Urban

2012

2019

2008-2012

2017-2018

2017-2018

Unspecified

2016

ATLAS.ti

NVivo

Unspecifie
d

NVivo

NVivo

NVivo

NVivo
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NVivo

Villages that
Sundararajan . Muslim; Modern Focus Group Males and had both a Mwanza, NW
! T ! 206 18< ! Rural 2016-2017
et al. (2019) anzania Protestant Contraceptives Discussions Females Church and a Tanzania ura
Mosque.
In a union and
Focus Group ucs:jzltt)ll\r}lg%:‘rn:t AT Transcript
Ujuju, et al. Nigeria Catholic; Standard Days Discussions; In- 113 29.42 Males and least 6 months: Katsina Rural and Unspecified Basedp
(2011) g Muslim Method Depth Females ) ! States, Urban s )
. FP providers o Analysis
Interviews Nigeria
and users of
SDM.
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Appendix E1: Increasing Fertility (Ethiopia)

Table E1. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Ethiopia.

Study Theme Summary Representative Quote(s)
Davidson, et al. *Religion Somalis’ desire for large family sizes “Our Somali community wishes in having birth with many children. Our culture and our
(2017) [Somalis] was influenced by the Islamic religion both are encouraging in having birth of more children.” Somali (gender unspecified)

Mjaaland (2014)

Child Mortality /
Financial
Security / Social
Security
[Somalis]

Fertility Desires
[Somalis]

Financial
Security

religion to have many children.
Somalis felt that religious beliefs
outweighed economic concerns as
they believed Allah would provide
them with protection.

Somalis saw having many children as
necessary due to the possibility of a
child dying, as well being a source of
financial and social support in the
future.

Both Eritreans and Somalis desired
high family size, however, Somalis
desired larger family sizes of 15 to 20
children, despite their refugee
status.

When children are more educated
and economic situation improves,
fertility would increase again
(causality - when economic
considerations are central to their
reasoning).

“Our religion and culture allows in having lot of children, and we do not worry about
economy because Allah guarantee all the economic aspects whatsoever, therefore, | interest
in having many children.” Somali Male

“I personally interest to birth a lot of children...if someone interest in having 1 to 2 children,
he does not know their children’s live endurance, as well as his live endurance but only Allah
knows it. Having a lot of children is helpful in many different aspects. For example, when the
parent become old they support their parents and among themselves they will bring up their
younger brothers and sisters and they also provide support to the society at large.”

Somali Male

“I like to have 15, up to 20.” Somali Male

“I do not agree using contraception methods, because | need to have a lot of children.”
Somali Male

(None presented.)
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Appendix E2: Increasing Fertility (Kenya)

Table E2. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Kenya.

Study Theme Summary Representative Quote(s)
Abdi, et al. *Religion Most respondents from Wajir “In our religion in the Quran we were told for the woman who gives birth she should breast
(2020) County referred to the Quranic feed her child for 2 years so that both the mother and the baby’s health will not be affected

Child Mortality

Fertility Desires
(preference for
large family size)
Gender
Preference

Polygyny

recommendation that mothers
breastfeed their children for 2 years
to restore their physical and
psychological health before
continuing with another pregnancy,
up until menopause.

Families in both Lamu and Wajir
Counties had larger families to take
into account that some children may
die in their childhood.

Men from Wajir County desired up
to 15 children as children provide
wealth and labour force.

Having a boy was culturally
preferred, more so in Wajir County
than in Lamu County, therefore
women would keep giving birth until
they get a boy (or reach
menopause).

Polygyny fuelled competition
between co-wives. The more
children each co-wife had, the more
financial support they would inherit.
This was reported more by

but if what you are talking about is child spacing more than those two years unless it is for
medical reason then the religion does not allow, even ALLAH says in his book give birth and
do not think about poverty because he is the provider." FGD, Religious Leader, Wajir

“In our community we want our wives to give birth until the menopause stage that is what
| want personally... My reason is am following the practice of the prophet and the prophet
said | want my followers to reproduce and fill the earth.” FGD, Male, Wajir

“We prefer many children so that when some die at least you will still have some. For
example, when you have only one or two and God takes them what will you do? So it’s wise
you bear as many children as you can.” FGD, Female, Lamu

“Many people have that perception that | rather have many children so that when some die,
still you have other children.” IDI, Female Leader, Wajir

“In our community we want our wives to give birth until the menopause stage that is what
I want personally. If you ask a number, | can tell you personally | need many children, around
15, because nobody wants few number when it comes to children.” FGD, Male, Wajir
“..the other one is cultural bias towards the male... you will see a mother has 4 girls she sees
this is a good number but her wanting to get a boy child, she will keep trying to get pregnant
until she is able to get a boy or until menopause.” IDI, Health Worker, Wajir

“The society values boys more than girls, so if you don’t have a boy you keep giving birth
until you are able to get [one].” FGD, Female, Wajir

“In polygamous marriage when a woman is married to a rich man many children will help
her to inherit more wealth.” IDI, Female Leader, Wajir
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Jensen (2017)

Age at First
Marriage
[Coast Villages]

Gender Attitudes
[Western
Villages]

Gender
Preference
[Western
Villages]
Marital Security /
Social Status
[Coast and
Western
Villages]
Medical
Improvements
[Coast Villages]

respondents in Wajir County than in
Lamu County.

Relatively lower fertility was likely
due to women marrying later and
therefore being exposed less to
pregnancy.

In a highly polygynous and
patriarchal society, risky behaviour
such as drinking and prostitution led
to risky sexual behaviour which led
to higher fertility.

Boys were preferred, therefore
women continued to have many
children until they got a son.

Overall, having many children
provides security for women and
prestige for men in both provinces,
but on varying levels.

In the past, untreated reproductive
health problems (venereal diseases
and Muslim cultural practices)
resulted in a sub-fertility belt
stretching across central Africa
which left Muslims with lower
fertility than Christians. The Digo
women in this study had fewer
children in their desires. Women
now have access to medical
treatments for STls, and are now
able to achieve their fertility desires,
which explains the slight increase in
fertility.

(None presented.)

(None presented.)

“In Bukusu (Kenya)... a woman... must at least give birth to a son, otherwise you are useless

as a person in the family. Children are men’s possessions: Children belong to the man...

because he is the one who planted the seed.” FGD, Western Villages, Young Female (18-

35 Years)
(None presented.)

(None presented.)
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Polygyny The power of polygyny is moderate “Just leave the man to live his life and I live mine.” Young Female, Early 20s, Mother of Two

[Coast Villages] as women have higher autonomy (In response to what she would do if her husband took another wife.)
and the option to leave their
husbands.
Polygyny Women have many children to (None presented.)
[Western prevent husbands from taking on
Villages] additional wives.
Social Status Having many children enhances a (None presented.)
(Men) man’s prestige, ensures his property
[Western and is a sign of wealth.
Villages]
Social Status A woman’s status depends on the “I only have one child, who happens to be a girl. People do not value girls as much as boys.
(Women) number of children she bears as “a So | feel that | am much inferior if | do not have children just like my co-wife who has eight
[Western prolific wife will command more children. Thus many people look down upon me just because | do not have many children.”
Villages] respect from her husband and his IDI, Female, Early 30s, Western Villages, Has High Status in Terms of Education and
kinsmen” (Wagner, 1949). Income, Second Wife of a Man of Rank
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Appendix E3: Increasing Fertility (Malawi)

Table E3. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Malawi.

Study

Theme

Summary

Representative Quote(s)

Kok, et al. (2020)

Polygyny (more
attention with
more children)

Social Status

Women who have many children get
more attention from husbands when
competing with co-wives. This was
reported by participants in Katuli and
Makanjira where the culture is
predominantly Yao, which is
predominantly Muslim and practice
polygyny.

Culturally, having many children
brings men high esteem among their
peers.

“Give their husbands more children.” Married Female

(None presented.)
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Appendix E4: Increasing Fertility (Nigeria)

Table E4. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Nigeria.

Study

Theme

Summary

Representative Quote(s)

Adefalu, et al.
(2019)

Akinyemi, et al.
(2020)

lzugbara, & Ezeh
(2010)

*Religion

Age at First
Marriage

Gender
Preference

*Religion

*Religion
(having children
is a way to
worship God)

Age at First
Marriage

In Islam it is forbidden to stop having
children.

Women who married at a younger
age were more likely to have more
children.

Having boys offers a sense of
security in their husband’s house,
therefore women will continue to
give birth until they get a boy.
Community members believed that
children are a “divine blessing” from
God and families should have as
many children as possible.

Children are a gift from God so
having several children is a way to
worship God and secure the future
of Islam. Those serving one’s fertility
to Allah and helping the religion of
Islam are considered good Muslims.
Early marriage led to many children.
One respondent stated that she was
only 12 when she got married, and
by the time she was 20, she had had

“In Islam, they say it is forbidden for a woman to stop herself from getting pregnant or
people from getting more children. So, that is how they see it.”
FP Coordinator, Sokoto North LGA

“Islam said woman should not be stopped from getting pregnant and deliver babies which
our religion focuses on.” Community Representative, Sokoto North LGA

“Many women get married at young age when they are in their mid-twenties above and
they already have about six especially when they need male children. When they have many
already, they go to the facility for contraceptives.”

Community Representative, Sokoto South LGA

(As above.)

“...there will always be resistance to this use of contraceptives, because here, we are people
that believe that children are a blessing, so you give birth to as many as possible. ...The
resistance may not be as a group, but when you come to individual levels... as a government,
they might not show you the resistance, but when it comes to the actual usage, that’s where
you start having problems.” IDI, Male Doctor, SMoH

(None presented.)

(None presented.)
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Child Mortality

Contraceptive
Use (covert use)

Contraceptive
Use /
Misconceptions

6 pregnancies. Men preferred to
take young girls and virgins as wives
for reason related to power, prestige
and status.

Having a high number of children
was a strategy to take into account if
a child dies during childhood.

Many women used contraceptives
secretly from their husbands which
made adhering to the products’
correct usage difficult, resulting in
risk of pregnancy. Covert use was to
prevent husbands from taking on
more wives if he was to find out
about his wife’s limited childbearing.
Respondents believed that modern
contraceptives would cause
“mahaifan kulle” (locked womb) and
halt childbearing. Respondents also
believed that modern methods were
laced with substances that could
cause cancer, loss of fertility, birth
defects and STls. These
misconceptions are enforced by
political and religious campaigns
against modern methods. Many
respondents resorted to traditional
methods, despite knowing that they
are less effective than modern
methods. These traditional methods
involved concoctions, amulets or
charms. The calendar method was
also used, though women found
excuses to not have sex with their

(None presented.)

"It is not easy for women here to use contraceptives with their husbands' knowledge. If men
know..., you cannot tell what they will do. They can tell you to go ahead and then marry
another wife. So, many of us use them secretly..., with poor results." Female

"Many us do not want our husbands to know that we are using contraceptives ... so we are
extremely careful. Sometimes you have to hide whatever you are using, and doing this
makes it difficult to use them as prescribed." Female

Contraceptives “gradually eat up women’s fertility.”
Female Participants in Jigawa and Kano

"Even when we don't want to have more children and we make efforts to prevent
[pregnancy] by going for traditional family planning, it usually fails and we continue to have
many children. Many fear using modern methods because of the things we hear about them:
...that they are not good.” Kairo, 38 Years Old, Housewife, Jigawa
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Financial
Security

Polygyny (to
receive more
wealth)

Polygyny (to
prevent

husbands from
taking on more
wives)

husbands on ovulating days, such as
pretending to be ill or picking a
quarrel.

Having many children provides
financial security and labour for the
future, and security and care for
parents in their old age.

In polygynous marriages, women
with more children get a higher
share of the husband’s daily earnings
as well as inheritance at death
(Islamic inheritance system). Even
when there is not much to be
inherited, husbands do not ask their
wives to stop giving birth and
competing (perhaps due to their
elevated social status and power
from having many children).

Women give birth to more children
to prevent husbands from taking on
more wives. More children mean
more responsibility for the husband.

(None presented.)

“Here, husbands give things to their wives based on the number of children [the wives]
have... To get more of your husband’s wealth, you have to give birth to many children.”
Nasirat, Female, 34 Years Old

"Men here, when they have some money, continue to marry, and when the women begin to
compete to have more children, the men do not say anything, even when they know there
isn't much to be inherited." Female

"Men always say we need children to inherit from us. When wives hear it, they begin to
compete to see who will have more children, especially when the man has some wealth.”
Female

"If you go there (to my sister's house, aged 40), you won't believe it. When one wife gets
pregnant, the others follow immediately; they don't want to be left behind." Female

"Often cowives do not want their mates to have more children than they do. You either
match them or outpace them. So they often continue to give birth until the whole place is
full of children... If you don't compete, you get less from maigida [the husband]. He will give
your mates 10,000 naira because they have many children and give you 3,000 naira or less
because you have three children. The problem is there because husbands do not often ask
their wives to stop when they notice this happening.”

Safinatu, Mother of Seven, Second Wife (of Four)

“Women here, when they want to prevent their husbands from marrying more wives will
continue to give birth. By the time the house is full of children, the man will not want to
bring in another wife.” Asana, 27 Years Old, Housewife, Kano
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Polygyny (threat
of divorce)

Social Security

Social Security
(survival of
family names,
heritages and
lineages)

A strategy to deal with the threat of
divorce is to have many children,
especially when Muslim men have
reached their allowed limit of having
4 wives. In northern Nigeria,
divorced women do not leave with
their children, but rather, they are
left with the husbands. Therefore,
having many children will put
husbands off from divorce.

Childless women can be vulnerable
to mistreatment and disrespect,
consequently leaving her unhappy.
Having children is a form of social
protection.

High fertility guarantees the survival
of family names, heritage and
lineages. Childlessness is fatal for the
family line.

"I know men here... If you want to stop them from getting new wives, give them more
responsibilities, and don't talk about family planning. Big responsibility is the key thing that
prevents them from marrying so many women. When they remember that the responsibility
for these children will be theirs alone... they rethink."

Hafsat, 42 Years Old, Mother of Eight, Kano

"If we had four children each, it would be easy for him to take a third or even a fourth wife.
He could even decide to throw one of us out of his house and then redistribute her children
among the other wives, but now it is difficult for him to do this.” Maimuna, Female, Jigawa
(Conspired with her co-wife to each become pregnant in alternate years to prevent their
husband from taking on a third wife. They each have 7 children as of this study.)

"A wife with many children is not easily divorced."

FGD Female Participants in Jigawa and Kano

"One way to prevent a man from divorcing you is to bear him many children.”
FGD Female Participants in Jigawa and Kano

"A wife can prevent divorce by bearing her husband many children."
FGD Female Participants in Jigawa and Kano

"I heeded this advice, and in five years | had four children. It is difficult for him to ask me to
go now because | will leave the children with him. He can't send another four children to his
mother.” Jamima, Female (Husband was notorious for divorcing his wives over flimsy
excuses and sent his 4 children to live with his mother.)

“If you don’t have children, people will not respect you.” Female, Jigawa

“Children bring you respect; a childless woman can be mistreated by her co-wives and even
by her husband... That’s why it is good to have many children, so that you are sure nobody
will laugh at you.” Female, Kano

"Haifuwa maganin mutuwa." [“Only birth cures death.”]

Female Participants in Jigawa and Kano
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Sinai, et al.
(2019)

Social Security
(survival of
ethnic groups,
faiths and
regions)

Social Status

*Religion

Child Mortality

Contraceptive
Use

Financial
Security

High fertility sustains the strength
and relevance of ethnic groups,
faiths and regions, as well as
promotes greater political influence
and representation.

Large families symbolise fame,
influence, respect and wealth, and
serve to expand men and women'’s
social networks and potentially
elevate families up the social
hierarchy. Furthermore, some of the
many children could marry into
wealthy and powerful households,
bringing parents wealth and social
standing.

Both Christian and Muslim
participants believed that children
are a gift from God and should not
be declined.

Having a high number of children
was a strategy to take into account if
a child dies during childhood. This
was viewed by most participants in
the 20-29 age group only.

Failure in a FP method resulted in
high number of children. This was
stronger among women in 30-49 age
group than 20-29.

High number of children was viewed
as future social and financial
security.

FGD, Female, Jigawa

“It is God who gives it to you, and you cannot do anything about it.”
Zahra, 36 Years Old, Mother of Seven, Second Wife (of Three), Muslim
(None presented.)

(None presented.)

(None presented.)

“Without giving birth to many people, we will not have many people and many Muslims.”

“A large population is good...; it guarantees our people a strong place in Nigeria and helps
the religion to flourish.” Female, Kano

“You don't really know, [but a] child may be married by an emir or may marry a governor's
daughter and bring you honour and wealth." Female, Urban Jigawa

“We have to thank God who gives us the children and pray to Him to give us good health
and strength to care for them.” Rose, 31 Years Old, Mother of Five, Only Wife, Christian
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Gender
Preference

Misconceptions

Misconceptions

Misconceptions

Polygyny (share
of inheritance)

Polygyny (more

attention with
more children)

Social
Expectations

Social Status

Boys were preferred, therefore
women continued to have many
children until they got a son.

Some women believed that they
wouldn’t be able to conceive easily
because their eggs are far.

Some women believed that they
must have as many children as they
have eggs, and that they must finish
their eggs.

Some women believed that only pre-
ejaculate liquids could make them
pregnant.

When co-wives are involved, having
many children increases the share of
inheritance from the husband.

Many women perceived men to view
women more beautifully and love
them more if they had more
children, especially if competition
between co-wives is involved. This
view was stronger among women in
30-49 age group than 20-29.
Women felt pressure from relatives
and in-laws to have a greater
number of children.

Limiting the number of children
causes men to appear weak and
submissive to their wives.

(None presented.)

“There are some people that say that their egg is far, and they can reach four to five years
before they conceive. So, some people are comfortable with it because it is suiting their
births and the spacing between their children.”

Felicia, 28 Years Old, Mother of One, Only Wife, Christian

“Some women think that if they do not give birth to all their eggs, it can lead to diseases or
make her to become sick, so they try as much as possible to see that they deliver all the
eggs.” Favour, 29 Years Old, Mother of One, Only Wife, Christian

“Yes, the male sperm that comes at the beginning of the intercourse is what makes women
pregnant not the one that comes at the end of long intercourse that only makes the couples
feel the pleasure of having sex.”

Huseina, 30 Years Old, Mother of Three, Third Wife (of Three), Muslim
(None presented.)

(None presented.)

(None presented.)

(None presented.)
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Appendix E5: Increasing Fertility (Somalia)

Table ES5. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Somalia.

Study Theme Summary Representative Quote(s)
Egeh, et al. *Religion The Islamic religion encourages “Using birth control is not only forbidden but is considered a deadly sin and a violation of
(2019) giving birth to as many children as Islamic law.” Religious Leader

possible. Limiting the number of
children is considered a sin.
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Appendix E6: Increasing Fertility (Tanzania)

Table E6. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Tanzania.

Study

Theme

Summary

Representative Quote(s)

Aristide, et al.
(2020)

Msoka, et al.
(2019)

Pallangyo, et al.

(2020)

*Religion

Marital Security
Husband’s Age /

No. of Living
Children /

Polygyny

Social Status

*Religion

Social Status

Church-goers believed that being
provided with eggs was God’s plan
and that they should multiply as
much as they can. Some respondents
were unsure whether their faith
allowed to control the number of
children they give birth to.
Respondents believed that it was a
wife’s duty to bear many children.
Men are unwilling to limit the
number of children they have until
they reach a certain age and have a
certain number of children (between
multiple wives).

The more children a man had, the
more respected he was in the
community. Men with many children
were viewed as powerful, proud and
rich. Children were seen as assets for
future wealth and labour.

Some women said limiting births (by
vasectomy) was against “God’s
plan”. This was particularly relevant
in rural settings.

Men with many children were
regarded as powerful, proud and
respected in the community. Those
who practice contraception are seen
as weak and submissive to women.

"I don’t know if the Bible says it but as | recognise even God said he allows us to go and
multiply. | don’t know if there is another passage which says you should give birth according
to [FP].” Female, Church Attender

"There is no using FP because | want [to give birth] until the eggs that God planned [have
been used up]." Female, Church Attender

“If you stop giving birth, your [marriage] is over.” Female, Church Attender
“Vasectomy can be done after a man is above 45 years and has six or more children. He will

be willing to practice vasectomy because the number of children is so big.”
FGD 3, R 5, Kisarawe

(None presented.)

“Why are you correcting God who planned for the birth? You are contrary to His wish, you
are against good values of the religion... In town, you will be seen as a cunning person, but
for people like us from rural areas it is an issue.” Woman 1, Kisarawe

(None presented.)
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Sundararajan, et  *Religion Direct statements regarding fertility “In our religion, we are forbidden to use family planning, because we are told to go and

al. (2019) (against limiting ~ within religious scriptural texts were  multiply, and fill the land.” Female, Christian
number of vague and lacking, leading to varied
children) and ambiguous interpretations on “The Quran does not allow us because the prophet he says he will be proud on that day
religious stances on the number of when he stands to see the multitude of people is big.” Male, Muslim

children acceptable. A number of
Christian and Muslim respondents
viewed limiting the number of
children as opposed to their religious
beliefs, that their religion states that
they should multiply and fill the land.
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Appendix E7: Increasing Fertility (Uganda)

Table E7. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing increasing fertility in Uganda.

Study

Theme

Summary

Representative Quote(s)

Kabagenyi, et al.
(2016)

*Religion /
Religiosity

Attitudes

Gender Attitudes
/ Domestic
Violence

Gender Attitudes
/ Social
Expectations

Male and female respondents
mentioned that children are a gift
from God and that all children come
with a blessing. Respondents
believed that they have to produce
until all eggs are finished and that
God will provide for all children.
There is a belief that when there is a
twin birth, it should be followed by
another birth and that it is
abominable to stop at twins.

Some women fear domestic violence
and being chased away if they don’t
produce many children. Men are
perceived as the decision-makers
and decide how many children they
want; women are perceived to grant
the number of children a man wants
and does not have any say in the
matter.

Married women are expected to give
birth to as many children as possible.
If a woman does meet the marital
expectations, she can be chased
away from her marital home. Price
bride is also given with a hope that
women would bear as many children
as possible. Furthermore, women

are expected to obey their husbands.

“When it comes to religion, for example, the Muslims have to produce until the eggs are
finished in the womb. However not only the Muslims, the Bible says go produce and fill the
world. Muslims also have a belief that every child comes with his or her blessing.”

Male, IDI, Mpigi

“For me what | hear people saying is that “Nalongo or Salongo” parents of twins do not stop
giving birth at twins. There should be a follower to the twins called “KIIZA”, therefore if
someone bears twins, they have to get another child to follow the twins.”

Female, FGD, 25-34 Years, Mpigi

“Men are difficult and always say they are the decision makers. For instance, | had twins
with my husband, however when | conceived again, they (health workers) called my
husband to talk to him because | had complications. They (health workers) wanted me to
stop giving birth but my husband did not want.” Female, IDI, Bugiri

“..in our society every married woman is expected to have as many children as possible.
Those who cannot bear children are given undesirable names. Occasionally, some married
women with few or no children are threatened by their partners to retrieve bride price from
their families.” Female, IDI, Bugiri
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Gender
Preference /
Social Security /
Social Status

Polygyny

They perceive men as wanting many
children and therefore, by producing
many offspring is a sign of respect
and love for the husband.

Most male participants believed that
women should produce many
children to extend their lineage. Sons
were preferred as this was a symbol
of social status for the son would
continue the family lineage so
women would continue having
children until a son was achieved. A
lot of value is also attached to
children. Lastly, births also meant
replacement of ancestors, and
continuity of clan’s existence and
cultural values.

When competing with co-wives,
more children means a higher share
of wealth. Having more children is
also seen as getting more attention
from the husband.

(None presented.)

“Most women in polygamous relationships are competing with their co-wives to have more

children born. Competition comes in when the man is well off, has some money, domestic

animals and land so when one produces few, her children would be cheated while sharing

the fathers’ inheritance.” Male, FGD, 35-54 Years, Bugiri
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Appendix F1: Limiting Fertility (Ethiopia)

Table F1. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing limiting fertility in Ethiopia.

Study

Theme

Summary

Representative Quote(s)

Davidson, et al.
(2017)

Mjaaland (2014)

Access to
Education /
Quiality of Life
[Eritreans]

Fertility Desires
[Eritreans]

Financial
Constraints /
Refugee Status
[Eritreans]
Financial
Constraints

Having fewer children can allow for
education and better quality of life.
The following quote may also imply
that having fewer children is also
beneficial for the environment, and
that by benefitting the environment,
quality of life is also benefitted.
Both Eritreans and Somalis desired
high family size, however, Eritreans
preferred to limit their family size to
3 to 5 children due to economic
constraints and their refugee status.
Eritreans preferred to limit their
family size due to economic
constraints and their refugee status.

Participants from rural and suburban
areas stated that if they could not
afford children, then they should not
have any. Limiting fertility helped
with escaping poverty and hunger,
improved living conditions, improved
their and their children’s health, and
be able to provide all their children
(rather than just their cleverest boys)
with an education.

“..The world is getting more developed; the soil is not as in the past. It is being polluted. So
that you cannot have children as in the past. You have to see in quality not quantity. Being
educated and healthy, he can benefit the community and can be a citizen that can benefit
his country.” Eritrean Male

“I say generally it should not exceed from three.” Eritrean Female

“My husband and | do not want to have child here, since we are migrants we do not want
any more.” Eritrean Female

“You have to get children with plan since we are in migration; economy can restrict you. If
you get more children you can be pressured due to the poverty.” Eritrean Male
“We want to give our children a good upbringing. If they are too many how can we

manage?” Female, 30 Years Old, Non-Literate, Peasant

“Since we were rich [then], there was no reason to reduce the births.”
Female, 58 Years Old, Non-Literate, Peasant
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Appendix F2: Limiting Fertility (Kenya)

Table F2. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing limiting fertility in Kenya.

Study

Theme

Summary

Representative Quote(s)

Abdi, et al.
(2020)

Jensen (2017)

Fertility Desires
(preference for
modest family
size)

Contraceptive
Use

[Coast + Western
Villages]
Financial
Constraints
[Western
Villages]

Gender Attitudes
[Coast Villages]

Gender Attitudes
[Coast and
Western
Villages]

Gender
Preference
[Coast Villages]

Both men and women from Lamu
County and Women from Wajir
County desired modest family sizes
of 4-6 children due to the economic
burden of sustaining large families.
Widespread access to modern
contraceptives decreased fertility in
Western Villages and kept it low and
stable in Coast Villages.

Western Villages are more
agricultural therefore needing more
children. But fertility fall of the
Western Villages could be the result
of weak economic development.
Father’s involvement in their
children likely influences keeping
fertility relatively low and stable.
Discontent in gender roles and signs
of change in attitudes may play a
part in fertility trends changing in
Western Villages, and maintaining
relatively low in Coast Villages.
There appears to be no preference
for boys or girls, therefore keeping
fertility relatively low and stable.

“I would say four is enough. Many women in this current time, they are employed women

and the economy doesn’t favour one having many children. Some say they want four, others

even seven children, but most prefer four because it is manageable.”

IDI, Female Leader, Lamu

(None presented.)

(None presented.)

(None presented.)

(None presented.)

“All kids are equal... sex doesn’t matter, a kid is a kid.”

FGD, Coast Villages, Young Males (18-35 Years)

“I regard all children as equal. We cannot ignore their rights.”
IDI, Coast Villages, Young Female
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Appendix F3: Limiting Fertility (Malawi)

Table F3. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing limiting fertility in Malawi.

Study

Theme

Summary

Representative Quote(s)

Kok, et al. (2020)

Financial
Constraints

Polygyny (more
attention with
less children)

Time Consuming

Having many children is costly and
keeps the woman stuck in poverty.

Contrary to the above, some women
from the same areas stated that
having fewer children helped them
remain attractive to their husbands
thereby avoiding them taking on a
younger second wife.

Having many children is time
consuming and eliminate women of
their free time.

“A woman who doesn’t follow family planning is always busy with children at home and
poverty is always on her because of the many children. You also appear attractive to your
husband when you practice family planning because you don’t get old quickly.”

FGD, Married Females 19+ Years, Makanjira

(As above.)

(As above.)
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Appendix F4: Limiting Fertility (Nigeria)

Table F4. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing limiting fertility in Nigeria.

Study Theme Summary Representative Quote(s)
lzugbara & Ezeh *Religion (God Respondents believed that both God  "Allah (God) gives and controls fertility, but people can also do something about it."
(2010) and people both  and the people had the power to FGD Female Participants in Kano
control fertility) control fertility.

Fertility Desires

Financial
Constraints

Maternal Health

Most women desired 5 children or
fewer, however, most women had
far more than their desired number,
exceeding 6 children. Those who had
not yet achieved their fertility
desires predicted that they would
likely overshoot their desired mark
as a results of co-wife competition.
Despite the influences of wanting to
have many children, most
respondents did not support
unregulated childbearing. Having too
many children can be costly and lead
to poverty, which reduces the quality
of life and opportunities available for
the children.

Most respondents acknowledged
that limiting fertility would be
beneficial towards their health, and
avoid illness and suffering.

"Allah gives us fertility, but people can also affect it... We can try and fail, but Allah does not
fail." Female, Kano

"It is only Allah that makes people fertile and gives children, but people can also decide to
have a particular number." Amina, 40 Years Old, Jigawa

"I decided then that if | ever married, | wouldn't want more than five or six children."
However, her husband, married a second and third wife, and left them to compete among
themselves concerning the number of children to have.

Halima, 47 Years Old, Mother of Eight

"Having a house full of children can bring you wealth, good luck, and happiness, but it can
also be difficult. You need to train them and cater for them, and if you are poor, this is not
easy." 35 Years Old, Mother of Four

(None presented.)
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Appendix F5: Limiting Fertility (Tanzania)

Table F5. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing limiting fertility in Tanzania.

Study Theme Summary Representative Quote(s)
Msoka, et al. Financial Some women raised concerns that (None presented.)
(2019) Security having fewer children would be
easier financially.
Pallangyo, et al. Access to Some women commented that a (None presented.)
(2020) Education / large number of children results in
Financial poor living standards and quality of
Constraints / life, and that having too many
Quality of Life children meant that families couldn’t
pay school fees, leaving children
uneducated as a consequence and
not improving living conditions in the
future.
Access to Educated men desired smaller family  “Some people will see [a man] as breaching customs (if he uses vasectomy), but those who
Education / sizes so that they can provide a are ahead of us those who are well educated see him as a clever person. Educated people
Quiality of Life better quality family life. give birth to two, three, or four children, but for us who did not go to school, we go for eight
children or ten. You’re competing: my neighbour has six kids so I also need six kids.”
Female 1, Chalinze
Sundararajan, *Religion (for Contrary to the above, some “When God says that you should fill the earth, he did not mean we should just give birth,

etal. (2019)

limiting number
of children)

respondents believed that limiting
the number of children was
acceptable by citing moral lessons
derived from religious texts, such as
caring for children and living within
one’s means.

that we should just give birth haphazardly. He meant that you give birth to those children
you should be able to feed them with your income... You should give birth to the children
that you can take care of in your life... If you do not take care of them, you just leave them?
That is also a sin.” Female, Christian

“God has started this question. He has seen it—yes indeed —because he said first when you
want to marry, you marry in accordance with your position. God has admonished us, first
even if you want to marry, marry the women you are able to keep. But, you must fulfil their
needs. There we came to look, and in this question of children, the religion is also involved
to tell us we should give birth in relation to our capacity. It has admonished us we should
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Financial
Constraints

Maternal Health

Quiality of Life

Quiality of Life
(Hygiene)

Large family sizes cause stresses on
men as breadwinners of the family.
This was reported among both
Christian and Muslim men.

Having fewer children leads to lower
risk of maternal mortality.

Having fewer children allows more
attention and better quality to be
given to each child. This was
generally agreed upon regardless of
gender or religion.

Having fewer children results in
better hygiene. Husbands also want
clean living conditions otherwise
they may look for additional wives
that are cleaner.

give birth in accordance to our economic capacity, the way we are. Yes, indeed that is how
religion tries to be involved.” Male, Muslim

“What causes us men to agree to be advised early to practice family planning is mainly due
to the economic situation. If you look at it right now, the economy is already very bad. Men
agree easily to family planning because of the life, and low life, you see. | have to reduce the
poverty because | am the one to look out for everything, therefore | must be involved so that
| bring up few children.” Male, Christian

“It comes like this; you get a family. At times it is too much for you... to give it the important
needs. For example, education, a place to sleep, and the needs of food.” Male, Muslim
“Another reason which women... follow family planning is the deaths of mother and child...
if you look a high percentage of families who do not follow family planning, the mother gets
negative effects. First there is exhaustion, exhaustion brings deaths. The mother gives birth
one year, she gives birth to a child one year, she hasn’t rested those cells.... She has a child.
The following year she has a child. It means it leads even to death.” Male, Christian

“We give them a chance of being... [A young child] still needs the mother’s love and you give
birth to another child, that means you desert the previous one and you don’t give him/her
the same rights equal to the ones of the small child. [By using family planning] we are having
ample time to take care of the children we already have with more love and bringing them
up better.” Female, Muslim

“Now the man sees the children reach even three, four inside. Now I, the woman, will be
unable even to wash clothes, to sweep the house. When he comes in he finds it just dirty.
Now it is necessary that he finds a [girlfriend outside of the marriage] because...he’ll find
that woman is clean. Maybe she has children, she has only one child. He’ll find the lady there
is clean. She washes the clothes. But if he comes to you with five or six children, it just smells
of urine inside, so he just has to run away and leave you with this family.” Female, Christian
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Appendix G1: Lower Acceptance of Family Planning (Ethiopia)

Table G1. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Ethiopia.

Study

Theme

Summary

Representative Quote(s)

Davidson, et al.
(2017)

*Religion

Attitudes

Many Muslim Somalis chose not to
use FP because it was against their
religious beliefs. Religion was also a
deterrent to use of the contraceptive
implant for Somalis.

Somali views on modern FP were
more negative. However, when it
came to the Intrauterine Device,
both Eritreans and Somalis held
negative attitudes due to its long-
acting nature. One Eritrean man
believed it was used by sex workers.

“My religion doesn’t allow me to control the birth.” Somali Woman

“I meet other who have different idea than me; they say to me, “What do you need implant?
If you die while implant is with you then you will be in the hell.” However, my husband and
| agreed to use this method.” Somali Woman

“You can use birth control, but you had better use natural methods not artificial methods.”
Somali Woman

“We hate them [contraceptives].” Somali Woman

“We heard it, but it is impossible to us because it [IUD] is a long term.”
Somali Men and Women

“I do not know the time of intrauterine device takes, so | may die before having any child.”
Somali Men and Women

“This [IUD] is very difficult contraception method to use, besides waiting 10 years; people
cannot accept waiting in 3 years, particularly in the Somali community. | do not belief that
refugee women in this camp will accept this kind of birth control ever.” Somali

“They did not choose it [IUD] because it stays for a long time and they need before that time
to give birth.” Somali

It [IUD] is very effective as informed by health professionals. You can take it out whenever
you want baby, but every one cannot remove it. But in our community it is not acceptable;
because if she is going to stay for 10 years without child she may be sterile.”

Male (despite knowing that IUD can be removed for childbearing)
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Mjaaland (2014)

Fertility Desires

Gender Attitudes

Misconceptions /
Side Effects

Refugee Status*

*Religion /
Religiosity

Somalis desired larger family sizes
and therefore didn’t agree with
contraceptive use.

Somali respondents cited that men
were the sole-decision makers and
women did not have much say in
their choice for contraceptive use,
particularly the contraceptive
implant.

Both Eritreans and Somalis
expressed concerns over side effects
of the contraceptive implant.
Somalis, but not Eritreans, expressed
distrust over the effectiveness of the
implant. Respondents of both
nationalities believed that the
intrauterine device causes infertility,
cancer and other health problems.
LARC implies continued refugee
status.

A third of the respondents specified
not wanting to use FP because the
(Orthodox) Church did not allow it.

“I do not agree using contraception methods, because | need to have a lot of children.”
Somali Man

“My husband told to me leave implant because our religion does not allow it, then if |
disagree with him our family will destroy.” Somali Woman

“We heard this method [implant], from the health staff, but, it is not effective and we do
not know why, we are in confusion, people who took it became pregnant.” Somali

“We thought it [IlUD] can close the uterus.” Eritrean Woman

“This [IUD] device goes inside a women uterus, sometimes it can bring cancer disease, it can
bring other side effect such like removal of the uterus because of different problems from
inserting it inside the uterus at the beginning and this object stay there for at least 10 years’
time. No one will use this instrument except a failure person” Unknown

“As you would expect, this method of birth control creates me hopelessness, Allah gives us
donations, this method takes a very long time, | feel a very big misery.” Unknown

(None presented.)
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Appendix G2: Lower Acceptance of Family Planning (Kenya)

Table G2. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Kenya.

Summary

Representative Quote(s)

Study Theme
Abdi, et al. *Religion
(2020)

Access to
Education /
Spousal

Communication

Child Mortality

Gender Attitudes

Some respondents form both Lamu
and Wajir counties stated that Islam
does not support the use of FP at all
and that children are a blessing from
God.

In Wajir, communication on
contraceptive use was rare or non-
existent and often depended on the
level of education of the couples. In
both Lamu and Wajir, lack of
communication or opposition from
husband or other family member
often led women to resort to covert
use of contraceptives, risking their
marriage.

Many respondents from both Lamu
and Wajir counties considered the
risk that some children would die
during childhood, which influenced
their lower uptake of contraception.
Furthermore, when a child dies, a
woman was less likely to use FP.

In both Lamu and Wajir counties,
most women believed that men had
full authority in FP decision making.
However, some respondents

“Family planning is haram because you are preventing a living creature from coming to the
world.” FGD, Male, Lamu

“Because they have the belief that God is the one who provides and sustains so family
planning is a sin to them even when we are giving them health talk some say we the health
workers are irrational, they ask why do you want us to kill the unborn child, they tell us
taking the pill is to kill the child.” IDI, Health Provider, Wajir

“At the family level discussing family planning is an issue [for only the few] who are educated
because there is mass which are over 80 percent of uneducated people the issue of a family
planning it is not a topic of discussion... ” IDI, Health Manger, Wajir

“There are some who say they hide the pills because if their husbands find out they end up
getting divorced but there are those who are clever enough they come for injection that way
the husband will not know.” IDI, Female Leader, Wajir

“In cases where men don’t support, this forces the woman to practice family planning in
secrecy. This can also lead to relationship wrangles and [divorce].” FGD, Females, Lamu
“We prefer many children so that when some die at least you will still have some. For
example, when you have only one or two and God takes them what will you do? So it’s wise
you bear as many children as you can.” FGD, Female, Lamu

“...many people have that perception that | rather have many children so that when some
die, still you have other children.” IDI, Female Leader, Wajir

“In many cases, the decision of how many children the family needs lies with the husband.

In some instance[s], the decision is made by the couple. In few instances, advice from the
doctor due to the health of the mother.” FGD, Male, Lamu
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Gender
Preference

Misconceptions

Polygyny

Social
Expectations

disagreed stating that FP decisions
should be jointly made after a
healthy discussion. The ability for
women to decide how many children
to have correlates with
contraceptive use. Husbands often
achieve their fertility desires
regardless of wife’s preference.
Women who gave birth to many girls
would avoid FP. This was reported
more in Wajir than in Lamu, where
society values boys more.

Many respondents from Wajir
believed that women cannot get
pregnant during the 2 years of
breastfeeding, therefore, do not feel
the need to use contraceptives.
Competition between co-wives to
have more children to inherit more
wealth leads to lower contraceptive
use. This was reported more in Wajir
than in Lamu.

Mother-in-laws have a strong
influence on use of FP.

“Mostly, you will find it is the man who makes the decision and sometimes they don’t care.
I think there are very few families who sit down and say, ‘Ok, how many children do we want
to have?’ But if there is one of them who were to make decision it is usually the man.”
Islamic Scholar, Wajir

“..the other one is cultural bias towards the male... you will see a mother has 4 girls she sees
this is a good number but her wanting to get a boy child, she will keep trying to get pregnant
until she is able to get a boy or until menopause.” IDI, Health Provider, Wajir

“The society values boys more than girls, so if you don’t have a boy you keep giving birth
until you are able to get [one].” FGD, Female, Wajir

“Most people believe that when women are breastfeeding they will not get pregnant.”
Female Leader, Wajir

“On my personal judgement, polygyny is one of the drivers of not using contraceptives as
the women may compete having many children.” IDI, Health Provider, Wajir

“In polygamous marriage when a woman is married to a rich man many children will help
her to inherit more wealth.” IDI, Female Leader, Wajir

“Mother-in-law also suggests, and most of the time they can’t be ignored because they have
so much influence in their son’s lives.” FGD, Female, Lamu

“When other people like mothers-in-law are involved, this issue about family planning she
will not accept; she will even curse you....” FGD, Female, Wajir
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Appendix G3: Lower Acceptance of Family Planning (Malawi)

Table G3. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Malawi.

Study

Theme

Summary

Representative Quote(s)

Kok, et al. (2020)

Accessibility

Attitudes

Gender Attitudes

Although there is a high availability
of contraceptives, the most popular
methods such as Depo Provera were
often out of stock. This is because
district hospitals and health centres
can only order according to the
number of commodities used in the
last consignment. As a result of stock
outs, women were often encouraged
to use another method, which
sometimes made them terminate
their contraceptive uptake, and led
to mistrust against HSAs.

Sex is seen as for those who are
married, therefore, social stigma
exists for young people who used
contraceptives, particularly young
females who are seen as
promiscuous. Although HSAs kept
young people’s contraceptive use
confidential and were overall
comfortable supply young people
with contraceptives, they did not
seem to know how to face possible
resistance when discussing teenage
pregnancy prevention with parents.
Both male and female participants
agreed that child upbringing is more

“The methods are not there, it’s now six months without contraceptives and many [people]

(None presented.)

(None presented.)

like the Depo but it’s not there. And now the people have lost hope in family planning.”
FGD, HSAs, Lugola
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Misconceptions

Polygyny (more
attention with
more children)

the woman'’s responsibility and
therefore, contraceptive uptake was
seen as the woman'’s responsibility.
However, husbands hold authority
and if husbands did not support the
use of contraceptives, women would
resort to covert use. Most women
preferred Depo-Provera and would
visit the health clinic at night to get
the injection. Some women feared
that their husbands would divorce
them should they find out. On the
other hand, most male participants
claimed that they would not feel
uncomfortable if their wives were
using contraceptives covertly.

Many participants, particularly men
believed that contraceptives would
reduce sexual desire and
performance, and cause body
deformations. These misconceptions
were either experienced first-hand
or heard from others in the
community.

Women who have many children get
more attention from husbands when
competing with co-wives. This was
reported by participants in Katuli and
Makanjira where the culture is
predominantly Yao, which is
predominantly Muslim and practice
polygyny. These women don’t use
contraceptives.

“The contraceptives have weakened our men. They could sleep with us three times a day,
but not now, they can’t perform...” FGD, Married Females 19+ Years, Makanjira

“Give their husbands more children.” Married Female
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Quality of Family  About half of the HSAs that took part ~ “Number 6 [referring to a colleague HSA] and | come from very far villages, and when we

Planning and in the study were trained in the tell the people to come here at the hospital to get the Depo, they find the nurse busy and
Services provision of Depo Provera. This they go back home, 26 to 28 kilometres without any help. If we were trained, we would help
(training) caused confusion and mistrust them in the outreach clinics.” FGD, HSAs, Namkumba

among clients when untrained HSAs
had to refer to trained HSAs.

Social Status More children gave men high esteem (None presented.)
within the community.
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Appendix G4: Lower Acceptance of Family Planning (Nigeria)

Table G4. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Nigeria.

Study Theme Summary Representative Quote(s)
Adefalu, et al. *Religion / According to Islam, use of FP is “We are bound by religion... they say family planning is Haram that means it is forbidden...
(2019) Gender Attitudes forbidden, even if the woman has If she even has some medical issues she cannot, she will say no, it is Haram.”
medical issues. This view has a FP Coordinator, Sokoto North LGA
strong influence on husbands’
rejection of FP. Men are seen as the “Islam said woman should not be stopped from getting pregnant and deliver babies which
decision makers of the household. our religion focuses on.” Community Representative, Sokoto North LGA
“Here, whatever your husband says is the final, so for some women, their husband will not
allow them.” FP Coordinator, Argungu LGA
“So the men will stop their women, they will already tell you as you are getting married that
it is Haram. Some will even make them to vow, they will make them to swear even before
you marry, that you will not do family planning.” FP Coordinator, Sokoto North
“Everything here is all about your husband. You can’t do anything without your husband
here, so knowledge is very limited.” Community Representative, Aliero LGA
“..some men do not still allow their wives.” FP Coordinator, Sokoto South LGA
Accessibility All LGAs, with the exception of “We do experience stock-out sometimes. Even now, we have no commodity and our
Sokoto North, have experienced providers are complaining that they do not have any commodity.”
stock-out of contraceptives. FP Coordinator, Sokoto South LGA
Age at First Marrying at an early age and having “Many women get married at young age when they are in their mid-twenties above and
Marriage / lots of children, some of which are they already have about six especially when they need male children. When they have many
Financial boys, offers financial security in the already, they go to the facility for contraceptives.”
Security / husband’s house, thus many women  Community Representative, Sokoto South LGA
Gender do not use contraceptives until this
Preference goal has been achieved.
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Akinyemi, et al.
(2020)

Attitudes

Knowledge of
Family Planning
Social
Expectations

*Religion

*Religiosity

Gender Attitudes
/ Knowledge of
Family Planning

With the exception to Sokoto South,
unmarried women were less
comfortable obtaining FP due to the
social stigma attached.

Level of knowledge of FP was
generally poor.
The older generation is able to

influence young, uneducated women

against contraceptive use.
Children are ‘divine blessings’ from
God and procreation should not be
regulated.

Strong religiosity is a hindrance to
contraceptive uptake.

Gombe is largely a society where
men are the sole decision-makers
and may not allow contraceptive
use. Many men are also ill-informed
about contraceptives.

“Anybody can demand for contraceptive... some that are not married, their boyfriend will
buy the drug for them in the chemist.” Community Representative, Aliero LGA

“Anybody can demand for contraceptive and family planning but if you are not married,
people will gossip about it especially all these young ones.”

Community Representative, Sokoto North LGA

“..knowledge is very limited. Enlightenment is very poor.”

Community Representative, Aliero LGA

“The problem is those old people and women, they are the ones that have the problems and
influence young uneducated women against contraceptive use.”

FP Coordinator, Sokoto North, Kil

“...There will always be resistance to this use of contraceptives, because here, we are people
that believe that children are a blessing, so you give birth to as many as possible. ...The
resistance may not be as a group, but when you come to individual levels... as a government,
they might not show you the resistance, but when it comes to the actual usage, that’s where
you start having problems.” IDI, Male, Doctor, SMoH

(None presented.)

“Some men will not accept it (contraceptive) because they want plenty children... she (the
wife) should continue begging the husband until he agrees if she wants to use
contraceptives.” FGD, Women Not Using Contraceptives

“..Some of the men don’t know much about family planning commodities and some
(people) are telling them some of the side effects. So, they prevent the women from using
them...that’s why we need more sensitization to the men and the youths.”

IDI, Female, Nurse

“The perception of men (about contraceptives) is lower than that of women. The women
know the implications better than the men. The men in the rural areas don’t mind having
any number of children...” FGD, Married Men

“Honestly, we need to do more in carrying them [men] along. Male involvement is very
important because you know they are our superiors. We in the North, it is only the educated

that may be sometimes at loggerhead (with their husbands)... but these illiterates and
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lzugbara & Ezeh
(2010)

Knowledge of
Family Planning

Side Effects

Gender Attitudes

Misconceptions

Lack of knowledge about
contraceptives leads to uptake
hesitance.

Adverse effects of injectable
contraceptives have led to
reluctance to take up or continue
with the contraceptive.

As men hold the authority in the
household, many women used
contraceptives secretly from their
husbands which made adhering to
the products’ correct usage difficult,
resulting in risk of pregnancy. Covert
use was to prevent husbands from
taking on more wives if he was to
find out about his wife’s limited
childbearing.

Respondents believed that modern
contraceptives would cause
“mahaifan kulle” (locked womb) and
halt childbearing. Respondents also
believed that modern methods were
laced with substances that could
cause cancer, loss of fertility, birth
defects and STls. These
misconceptions are enforced by
political and religious campaigns
against modern methods. Many
respondents resorted to traditional
methods, despite knowing that they
are less effective than modern
methods. These traditional methods

native people, it is always the man that is superior. So, it is very important for us to consider
male involvement, it will help a lot.” IDI, Female, Nurse

“..the community and people at the grassroots have little information (on contraceptives).
Kll, Female, Senior Official, SMoH

“Severe bleeding during menstruation.” IDI, Female, CHEW

"It is not easy for women here to use contraceptives with their husbands' knowledge. If men
know..., you cannot tell what they will do. They can tell you to go ahead and then marry
another wife. So, many of us use them secretly..., with poor results." Female

"Many us do not want our husbands to know that we are using contraceptives ... so we are
extremely careful. Sometimes you have to hide whatever you are using, and doing this
makes it difficult to use them as prescribed." Female

Contraceptives “gradually eat up women'’s fertility.” Females in Jigawa and Kano

"Even when we don't want to have more children and we make efforts to prevent
[pregnancy] by going for traditional family planning, it usually fails and we continue to have
many children. Many fear using modern methods because of the things we hear about them:
...that they are not good.” Kairo, 38 Years Old, Housewife, Jigawa
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Sinai, et al.
(2019)

*Religion

Accessibility

Affordability

Attitudes

Gender Attitudes

involved concoctions, amulets or
charms. The calendar method was
also used, though women found
excuses to not have sex with their
husbands on ovulating days, such as
pretending to be ill or picking a
quarrel.

Both Christian and Muslim
participants believed that children
are a gift from God and should not
be declined. Therefore, many
women do not feel empowered to
make contraceptive decisions.
Participants showed concerns that
contraception was not always in-
stock at health facilities.

Although commodities are free,
clients often have to pay for tests,
consumables, and insertion and
removal of LARC.

Women who use contraception are
viewed as promiscuous and men
who let their wives use
contraception are considered weak.

Many women felt they did not have
the power to make contraceptive
decisions as husbands were seen as
the decision-makers of the
household. Most men, and their

“We have to thank God who gives us the children and pray to Him to give us good health
and strength to care for them.” Rose, 31 Years Old, Mother of Five, Only Wife, Christian

“It is God who gives it to you, and you cannot do anything about it.”
Zahra, 36 Years Old, Mother of Seven, Second Wife (of Three), Muslim

“Injection and implant are not always available in the hospitals, so they use drugs
[emergency contraception].”

Huseina, 30 Years Old, Mother of Three, Third Wife (of Three), Muslim

“It can prevent because | don’t know the reality of the cost of the commodity. | just relied
on the false information that some women are spreading. So, if | don’t have the money I can
be scared to go to the hospital for the method.”

Blessing, 27 Years Old, Mother of Four, Only Wife, Christian

“Some people see the women who use family planning as promiscuous. This is because they
think that such women are engaged in extra-marital sexual activities. That is why they are
using the methods to prevent them from getting pregnant.”

Thabita, 25 Years Old, Mother of Three, Only Wife, Christian

“In my area if a woman uses a family planning method, people think that her husband does
not have control over [her] and that she is not submissive to her husband, and in most cases
the woman encounters problems with her husband’s relatives.”

Rita, 28 Years Old, Mother of Three, Only Wife, Christian

“In my area if a woman uses a family planning method, people think that her husband does
not have control over [her] and that she is not submissive to her husband, and in most cases
the woman encounters problems with her husband’s relatives.”

Rita, 28 Years Old, Mother of Three, Only Wife, Christian
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Gender Attitudes

Gender Attitudes

Misconceptions

Misconceptions

relatives, were against contraceptive
use. Many participants perceived
that their husbands did not
understand the burden of child-
bearing and that child-rearing was
solely the mother’s responsibility.
Participants perceived that some
health providers will only prescribe
FP if they are accompanied by their
husbands or if they have already
given birth to at least 3 children.

Some women covertly use
contraceptives as they fear their
husbands will divorce them should
they find out. Although this means
contraceptive uptake, it could
potentially result in incorrect usage.
Many folkloric contraceptive
methods were also mentioned, such
as drinking various concoctions after
sex, including water mixed with
Quranic verses. Others included
smoking of spider web and herbs,
and wearing beads around the waist.
Information about these methods
was circulated by religious and
traditional leaders, as well as by men
and women in the community.
Participants believe women need to
have as many children as possible or
they become sick, and that they can

“If you come to the hospital to get a method, they will not attend to you if you don’t come
with your husband. So, they will tell you to come back with your husband and until he agrees
before you can get a method.”

Aziza, 30 Years Old, Mother of Five, First Wife (of Two), Muslim

“I went to collect a method, but the provider asks me how many children do | have? I replied
only one and he said they only give method to a woman after she delivered three times.”
Thabita, 25 Years Old, Mother of Three, Only Wife, Christian

“Yes, there are situations whereby the husbands don’t want their wives to use the methods,
so if they use the methods secretly it can lead the husbands to divorce them once they realise
that their wives are using the methods.”

Favour, 29 Years Old, Mother of One, Only Wife, Christian

“There is one religious method that is called rubutu. In this case you write some [Quranic]
verses on a piece of paper, cut the paper into tiny pieces and then you swallow the pieces of
paper bit by bit depending on the duration of the safe period [from pregnancy] you want to
have.” Unidentified, 15-29 Age Group

“We get the information about the traditional methods from the elderly members of the
community. | have used the guru [sacred rope] tied round the waist and Laya [sacred band].”
Bintu, 40 Years Old, Mother of Seven, First Wife (of Two), Muslim

“Some women think that if they do not give birth to all their eggs, it can lead to diseases or
make her to become sick, so they try as much as possible to see that they deliver all the
eggs.” Favour, 29 Years Old, Mother of One, Only Wife, Christian
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Misconceptions

Misconceptions /
Side Effects

Polygyny (more
attention with
more children)

get pregnant from pre-ejaculate
fluids, not sperm. These
misconceptions lead participants to
believe that they do not require
contraception.

Most participants had the
misconception that health providers
would not prescribe a form of FP
without undergoing tests.

Most participants believed there was
a major risk to using modern
contraceptives, including bleeding,
infertility and miscarriage. The
source of this information was often
from family and friends rather than
from health facilities.

Many women perceived men to view
women more beautifully and love
them more if they had more
children, especially if competition
between co-wives is involved.
Therefore, women in these
situations are less inclined to use
contraception. This view was
stronger among women in 30-49 age
group than 20-29.

“Yes, the male sperm that comes at the beginning of the intercourse is what makes women
pregnant not the one that comes at the end of long intercourse that only makes the couples
feel the pleasure of having sex.”

Huseina, 30 Years Old, Mother of Three, Third Wife (of Three), Muslim

“We know that one is supposed to be tested and the people who go there are not usually
tested, and the results have been bad. So how can we go, since we see women who use [the
methods without test] suffer the side effect?”

Elizabeth, 29 Years Old, Mother of Three, Only Wife, Christian

“Some women want to use the methods but are scared of the excessive bleeding that usually
accompanies the use of the methods. | know of a woman who bled for more than two weeks
after using a method of delaying pregnancy.”

Laraba, 45 Years Old, Mother of Seven, Third Wife (of Three), Muslim

“I see many women after using it and they want to have children, they usually don’t conceive
when they want [...] for a very long time. | observed that in most cases when they eventually
conceive, they either lose the child after birth or sometimes even lose their lives during
delivery.” Rita, 28 Years Old, Mother of Three, Only Wife, Christian

“Any woman that has used a method and benefited from it always informs her friends about
the methods she has used. If her friends complain to her about problems related to
childbirth, she directs them to the hospital where they also obtain the methods and counsels
on how the method works.”

Bintu, 40 Years Old, Mother of Seven, First Wife (of Two), Muslim

(None presented.)
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Ujuju, et al.
(2011)

Polygyny (share
of inheritance)

Quality of Family
Planning &
Services

Social
Expectations

*Religion

*Religion /
Gender Attitudes

Attitudes

Fear of Sexual
Dissatisfaction

Gender Attitudes

When co-wives are involved, having
many children increases the share of
inheritance from the husband.
Therefore, women in these
situations are less inclined to use
contraception.

Participants reported a lack of
information on possible side effects
of contraceptive use at health clinics,
and a lack of support for managing
side effects and often trivialised.
Some participants said that their
husbands were not against FP, but
still expressed disapproval from
pressure from relatives.

Modern contraception is frowned
upon in both the Catholic Church
and Islam.

In Islam, refusing sexual relations
with the husband is against the
religious ethics of marriage. In
marriages where the husband
refused to cooperate on fertile days,
women would have to stop using
SDM.

Condoms were perceived to
encourage promiscuity.

Condoms were perceived to have
reduced sexual satisfaction and
performance.

In Enugu state, some women
covertly use modern contraceptives
to not anger their husband nor be
ostracised from the community.

(None presented.)

“The provider was kind to me, she was polite in her response. It was a nice experience
meeting that woman.” Julie, 28 Years Old, Mother of Five, Only Wife, Christian

“Some men are not against it, because when the woman looks good because she is resting
from childbirth, it makes the man proud. But the instigation from the husband'’s relatives
makes the man to be against it, sometimes beating the woman.”

Joy, 27 Years Old, Mother of Three, Only Wife, Christian

“Some religion is against pills but this one (CycleBeads), our Priest encouraged us to use it.”
Female

(None presented.)

(None presented.)

(None presented.)

“They (women) will come and take injectables so that the husband will not know about it or
take pills (they) remove pill from the sachet and put it in an envelope... (this is because) if
the husband hears that the wife is taking pills, he’ll be furious.” Health Provider
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Knowledge of
Family Planning

Misconceptions

Self-Control

Side Effects

Although no misconceptions were
mentioned, some users stated that
they did not fully understand the

instructions of SDM and CycleBeads.

Some respondents believe that the
use of modern contraceptives can
prevent future pregnancy and that
some methods cause abortion.

A big drawback of SDM is the long
fertile period and having to have
strong sexual self-control.

Participants who had stopped using
injectable contraceptives
complained of side effects including
irregular bleeding, menorrhagia,
headaches and stiffness.
Subsequently they took up SDM.

“The red indicates the start of the period, the white possibility of conception and the brown
no conception.” Male

“I have used condoms but each time | meet my wife | don’t enjoy it, then | used Billing’s
Method but | don’t understand its instructions.” Male
(None presented.)

“When | take injection it is for 2 months | and my husband meet at anytime but now it needs
a lot of self-control on his side.” Female

“One of my friends is also using it but her initial complaint was that the white bead days are
too long. They are practicing the withdrawal method during the white bead days.” Female

“They told me they would stop using it because of the white bead days.” Health Provider
“For me | had a problem, | was using injectable and | was menstruating 2 times in a month.”
Female
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Appendix G5: Lower Acceptance of Family Planning (Somalia)

Table G5. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Somalia.

Study Theme Summary Representative Quote(s)
Egeh, et al. *Religion Use of FP is only acceptable for the “Using birth control is not only forbidden but is considered a deadly sin and a violation of
(2019) purpose of birth spacing, but only Islamic law.” Religious Leader

Birth Spacing -
Condom

Misconceptions

when used in compliance with
Islamic religious beliefs. Using FP for
the purpose of limiting is considered
asinin Islam.

Condoms are also prohibited as this
practice would likely promote sexual
activity outside of marriage.

Religious leaders stated that
breastfeeding before intercourse will
decrease the chances of pregnancy,
even though it is still possible to
become pregnant while
breastfeeding.

“Allah makes the ultimate decision regarding creation; withdrawal can prevent the woman
from becoming pregnant. Thus, a distinction is drawn between whether the withdrawal
method was used with the intention to limit the number of children or to space the births.
This distinction is important when making the choice to use the withdrawal method.”
Religious Leader

“I am totally against condoms. | believe that condoms cause diseases when they are used
by young people without control. | don’t trust the idea that condoms prevent sexually
transmitted diseases. In my opinion, it leads instead to negative use and in that sense
condoms are disgusting, insecure products used by the young and unmarried.”

Religious Leader

“Continuing with breastfeeding most probably disrupts women from menstruating. This
gives them a break before another pregnancy, which means that if the women continue
breastfeeding, they will most probably not become pregnant.” Religious Leader

“There is no need to give women contraceptive pills to achieve birth spacing because
breastfeeding the child correctly by emptying the breasts of milk before having sex is enough
to achieve the desired results.” Religious Leader
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Appendix G6: Lower Acceptance of Family Planning (South Africa)

Table G6. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family
planning in South Africa.

Study Theme Summary Representative Quote(s)
Protogerou, et *Religion The Catholic Church prohibits “..the Catholic Church apparently is against the use of contraceptive measures, so that
al. (2014) contraceptive use as well as basically means first of all you should have sex after marriage according to the religion and
premarital sex. Participants felt if you are engaging in sexual intercourse you shouldn’t use any contraceptive
conflicted and uncertain about how measures...that would make it impossible to wear a condom in those circumstances.”
their religious beliefs might impact Ryan, Black Xhosa, Christian, 20 Years Old
sex and condom use. Some
participants also felt that they did “I believe in God, | believe that He is protecting me cause even now like | always attribute
not need condom protection as God  the fact that | haven’t contracted any diseases at the moment, it’s pure luck and the fact
would protect them. that He’s watching over me...” Alice, Black Zulu, Christian, 25 Years Old
*Religion / Stigma was attached to the sexual “I don’t think it’s quite natural to just talk about sex because talking about condom use could
Attitudes act itself, and that discussing also mean you’re talking about sex and things like that, usually sex happens spontaneously,

Affordability /
Quality of Family
Planning &
Services

condom use or carrying a condom
around implies that the sexual act
was planned. Several female
participants felt embarrassed when
buying condoms. It seemed that the
Church is responsible for
stigmatising the sexual act.

Participants complained of the high
costs of brand-name condoms.
While government-provided
condoms were cheaper or free,

so usually it [condom use] will be just spontaneous.” Kali, White, 18 Years Old

“Firstly, I’d be a bit taken aback if they were sort of planning for it [sex], which | don’t really
agree with... I’'m hoping that their intentions are not like a plan...”
Lydia, White, 21 Years Old

“...it sounds like you are a loose cannon, it looks like you are just a loose person who’s just
ready for sex wherever.” Adam, Black Zulu, 19 Years Old

“I think condoms are the easiest, | mean you can find them on campus, they hand them out,
it’s easy enough to provide over the counter, you don’t need a prescription... but for me
going to a pharmacy to get the pill is maybe a little easier, emotionally, because | can say
it’s for my hormones.” Ella, Black Xhosa, 20 Years Old

“...we used to buy condoms and it was like a hundred rand a box [of 3] and we just think like
they should be cheap, but they’re not, they charge so much and the government ones are
fine but if they really wanna make sure people keep using them they should make a higher
quality | mean, they break.” Brett, Coloured, 21 Years Old
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Emotional
Distress

Gender Attitudes

participants stated that these
condoms were not of high quality
and that they break

Female participants cited negative
emotions, such as sadness,
depression and anger, could lead to
risky sexual behaviour as this was an
outlet of emotional distress, often
resulting in unprotected sex. Non-
use of condom was exchanged for
affection.

All male participants reported that
the decision to use condoms were
up to men. Half of the female
participants were unsure who
decides to use a condom, and the
other half stated that either the man
decides or it’s a shared decision, but
none said it was entirely the
woman'’s decision. It was often
difficult for women to persuade men
to put on a condom, if they
mentioned it at all. Most
participants, however, felt their
peers would approve of a female
friend asking a man to use a concern,
though concerns were raised about
the stigma attached. Participants
also said men feared strong,
empowered women and would

“..you’re sort of disturbed about certain things, like you’re quite sad about something,
maybe somebody close to you died and you’re feeling very emotional, and you’re irrational
about decision-making and things like that, so you might end up being sexually interacting
with this person... and you probably will engage in sexual activity but not even think about
the consequences.” Tasmin, Black Xhosa, 19 Years Old

“If I had a huge fight with my parents or with someone | know...or some of my friends, they
have a huge fight with their parents or they’ve failed a test and they feel really bad about
something and then they go see one of their guy friends and then they’re [the guy friends]
consoling them and comforting them, and...he is obviously looking after you caring for you,
if there’s no condom, well it’s ok because you feel bad and he’s trying to cheer you up.”
Eva, White, 20 Years Old

“...based on my religion, I’m firstly waiting for marriage to have sex... so, ja my body it’s not
actually mine and it belongs to my future husband, basically, so it’s not mine to just go and
use it like that really.” Rosie, Black Sotho, Christian; 18 Years Old

“I would say my partner most of times [decides on condom use] like, | tried to avoid being
the one to say “can we use a condom”, I’d wait for them to make the decision first... if they
decided not to [not use a condom], let’s say if we were in the moment | wouldn’t rip out the
condom and say let’s use one, I’d see whether he did first... if the guy didn’t want to, it would
be hard to use it.” Libby, Coloured, 19 Years Old

“It’s something that I’'m struggling with really [negotiating condom use], one time, he said
“let’s put a condom on” but he didn’t, and | wanted to see...| was so mad afterwards because
sometimes you can’t even feel the condom as a woman, so afterwards, | wanted to see the
condom the one that he ejaculated in, the semen, there was nothing.”

Alice, Black Zulu, 25 Years Old

“...if it’'s someone you really like but you’re nervous around and he now wants to have sex
with you, then you think you don’t want to chase him away or you don’t want to put him

off, so to now ask for condoms you know, “should I, shouldn’t I”, and then usually whilst
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therefore feel intimidated by a
woman who carried a condom
around.

Intimacy (heat of  Values, personal choice and

the moment) responsibility were often overridden
by emotions experienced in the heat
of the moment.

Intimacy (trust) Most female participants linked
condom use in intimate relationships
to lack of trust and infidelity.

you’re thinking things end up happening and you kind of like, oh well, can’t do anything
about it now.” Eva, White, 20 Years Old

“...I think it would be kind of weird if a girl did that [ask a man to use a condom] in our group
of friends because we are, as a group of friends, quite judgmental of such things, you know,
a woman isn’t supposed to do that but she’s still supposed to be safe.”

Ryan, Black Xhosa, 20 Years Old

“Yes, yes it’s acceptable, even though me and my friends don’t really talk about such things,
but | think it would be acceptable.” Kali, White, 20 Years Old

“...maybe it [carrying condoms] will have repercussions on her, the way people view her, the
way people interact with her... | mean | think many guys are quite intimidated by strong
empowered women and also they fear them, and this may lead to some form of hostility, so
I think | think these are some of the dangers that women face.”

Brett, Coloured, 21 Years Old

“..you are so wrapped up in the heat of the moment you actually want to complete
whatever it is that’s going on there...” Ryan, Black Xhosa, 20 Years Old

“..I actually would try to avoid using condoms if | could... | guess it feels more intimate for
both of us if we don’t use them... the pill has basically been the thing that’s made a
difference because before we used to use condoms quite religiously, because | really don’t
wanna be pregnant. For some reason, for me pregnancy is more of a scare than sexually
transmitted diseases because of the trust that we have.” Libby, Coloured, 19 Years Old

“..the man is probably sleeping around...the men is always out there doing some funny
things... so | guess, partly, they would’ve found out something, some features about each
other... so it [condom use in exclusive relationships] is lack of trust, but it can also be trying
to take care of one another...” Tasmin, Black Xhosa, 19 Years Old
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Appendix G7: Lower Acceptance of Family Planning (Tanzania)

Table G7. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Tanzania.

Study Theme Summary Representative Quote(s)

Aristide, et al. *Religion Religious leaders are strongly “Many communities believe the pastor a lot and the pastor has a great influence in the

(2020) influential figures and have the community -- therefore when they... explain a matter like [FP] it is easy to be understood.”
power to spread FP message. Male Church Attender
However, most respondents had
never heard their Church leaders "I don’t know if the Bible says it but as | recognise even God said he allows us to go and
discuss FP, and were unsure whether  multiply. | don’t know if there is another passage which says you should give birth according
FP use was acceptable with their to [FP].” Female Church Attender
faith. Their main understanding
about the association between FP "There is no using FP because | want [to give birth] until the eggs that God planned [have
and their faith is through their been used up]." Female Church Attender
understanding of the Bible, which is
that God'’s eggs are “unborn
children” and that God allows them
to multiply.

Attitudes FP is perceived as taboo. (None presented.)

Fear of Sexual
Dissatisfaction /
Marital Security

Gender Attitudes

Some women feared that
contraceptives would cause sexual
dissatisfaction for their husbands,
and that use of the calendar method
would lead men to seek other sexual
partners. Some men feared that
contraceptives would decrease their
wives’ libidos.

Men are considered household
heads and bear decision-making
authority, including over FP, which
many men oppose to.

"Maybe some women fail to use FP due to the fact that when she uses the calendar the man
gets another woman, he marries, she has a child, now the woman can’t do anything, she
decides to continue giving birth." Female Church Attender

"Their husbands are usually very harsh. They don’t want them to use FP, they just want...
well, a child. Now if the woman goes for FP, it brings isolation in the marriage."
Female Church Attender
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Msoka, et al.
(2019)

Gender Attitudes
/ Marital Security

Knowledge of
Family Planning

Misconceptions

Social
Expectations

*Religion

Accessibility

Many respondents stated that it was
a wife’s duty to give birth to many
children, and that men did not
support the use of FP.

Lack of knowledge on FP led to
reluctance of FP uptake. And
because men are considered
household decision-makers, they
need to be educated about FP.

Women were often fed
misinformation from neighbours,
friends and other family members.

Women are often pressured by their
own and their husband’s families to
bear many children.

Women saw religion as one of their
biggest barriers and perceived use of
FP as against their religious
teachings. They also stated that most
men see male contraception as
religious taboo.

Attending health clinics for
vasectomy required the whole day.
Many men saw attending the clinic

“If you stop giving birth, your marriage is over.” Female

"The reasons that cause some not to use FP is lack of education. If you were given education
as to what FP means, some would know that it cannot harm you if you use it the healthy
way." Female Church Attender

“[The man] has no such education [about FP]... the main decision maker is the man, he
should have education of knowing FP.” Male Church Attender

"In my community, some say that FP has side effects... you find the child, you can give birth
to it with an implant in the eye... others are saying that when they use FP, they get cancer
of the uterus, you bleed for even a whole month! That is why they are scared of FP."
Female Church Attender

"The reason which causes a woman not to use FP is because she is afraid[it] is dangerous,
and at times there is excessive bleeding during her days." Male Church Attender

"If you use these [contraceptive] pills, [babies] can be born without intelligence."
Male Church Attender

"She cannot use FP, she says, ‘My mother did not use FP so how can [?""

Female Church Attender

"Maybe she was forbidden by her husband or his relatives. She should not use FP."

Female Church Attender

“..But honest, according to [the] Muslim religion, it is not easy to sit with my husband and
talk [about] issues concerning family planning, he will not agree at all; taking him to the

clinic will be difficult for him, and it is the same case for all Muslim men from coastal region.
FGD 3, R 2, Kisarawe

“My husband is not employed; he is a day worker, so if you want to take him to the clinic he
is supposed to stop working for the whole day.” FGD 4, R 4, Masaki
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Pallangyo, et al.
(2020)

Fear of Sexual
Dissatisfaction /
Misconceptions

Financial
Security / Social
Security / Social
Status

Misconceptions

*Religion

*Religion

as a “waste of time” as they could be
working instead.

Some women feared vasectomy
could make their husbands sexually
dysfunctional, or that men with
vasectomy are unable to satisfy their
wives.

Men were disinterested in taking up
FP as having a large number of
children brought them good
reputation in the community.
Children also brought financial and
social security for the future. Men
are not keen to take up FP until they
had a certain number of children.
Many men had misconceptions on
vasectomy, which many women
urged on the importance of
spreading accurate knowledge to
educate men on vasectomy.

Some women believed vasectomy
was against their religion and that
men who had vasectomy were living
against “God’s plan”. Particularly in
rural settings, FP was seen as “killing
living things”.

In Islam, men are permitted to have
multiple wives. Having a vasectomy
could be problematic for co-wives
who may be competing over number
of children.

You mean he has to attend clinic and what about our food? He should go to work to get
money for meals, because you can go to the clinic and find that there is a long queue.

FGD 4, R 2, Masaki

“Men with vasectomy cannot satisfy their wives, women find it a pleasure and feel to have
sex frequently and have kids; if the men will practice vasectomy, some of their needs will
not be fulfilled, and hence no more children.” FGD 1, R 5, Bagamoyo

“Vasectomy can be done after a man is above 45 years and has six or more children. He will
be willing to practice vasectomy because the number of children is so big.”
FGD 3, R 5, Kisarawe

“I cannot advise him because he is not yet more than 45 years and where he came from he
used to have many kids; for example, I’'m the third wife, | have three children, the second
wife has five, the first one has six children, and the last wife has two. It is not easy to advise
him for vasectomy.” FGD 2, R 2, Chalinze

“I am very sorry to say that he will never assist me in any of the reproductive health issues;
for example, my husband has wrong beliefs regarding the effect of vasectomy on both
physical and sexual ability.” FGD 3, R 3, Kisarawe

“Before starting using family planning you should involve your partner so as to get his/her
thoughts, and attend the clinic together, and it is a good idea because each one gets first-
hand information from the service provider.” FGD 1, R 3, Bagamoyo
“Why are you correcting God who planned for the birth? You are contrary to His wish, you
are against good values of the religion... In town, you will be seen as a cunning person, but
for people like us from rural areas it is an issue.” Female 1, Kisarawe

“There might be a problem between a man and his wives because one wife or two wives
may have children, whereas others don’t have. It might happen that one wife want a child
and not becoming pregnant [after vasectomy]. This may cause the marriage to break up
because of conflict and misunderstandings in the family.” Woman 2, Bagamoyo
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Sundararajan, et
al. (2019)

Attitudes

Gender Attitudes

Knowledge of
Family Planning

Social Status

*Religion

Men who had received a vasectomy
were seen in the community as
“idiots”, “powerless to their wives”,
“half men” and “bushmen”.

Men believe that FP is the woman’s
responsibility and most men did not
play a role in FP uptake. Some
women also believed FP is the
woman’s responsibility and would
prefer female over male sterilisation.
However, most women preferred
shared responsibility, but found it
difficult to approach their husbands.
Some women described vasectomy
as an unsafe procedure.

Men with many children were seen
in the community as powerful, proud
and respected.

A number of Christian and Muslim
participants saw FP as against their
religious beliefs. There is the belief
that God gave them a finite number
of eggs (also referred to as “unborn
children”) and it was their moral
duty to “finish” the eggs and not
interfere with God’s plan by denying
children the right to be born. Despite
many participants overall desiring
more information on FP, some
participants did not feel it was

“The community cannot agree with this issue (vasectomy), they can look at you as a “bush

”

man”, meaning you can be ignored. They will say, “for which reasons is this person
practicing family planning?” If you practice it [vasectomy], you do it secretly; maybe a man

could only inform his wife.” Woman 2, Masaki

“A lot of people judge men for having a vasectomy because it’s such an absurd thing to be
done by a man.” Woman 2, Kisarawe
(None presented.)

“He will be despicable eeh! People will see him doing something [vasectomy] which is non-
existing... They [the community] are not well educated about practicing vasectomy.”
Woman 1, Masaki

(None presented.)

“In our religion, we are forbidden to use family planning, because we are told to go and

multiply, and fill the land.” Female, Christian

“The Quran does not allow us because the prophet he says he will be proud on that day
when he stands to see the multitude of people is big.” Male, Muslim

“If we go back even to our teachings of the Islamic religion, the lesson of family planning,

we don’t have it. Refer even to the teachings of the Prophet Mohammed. This question is
not there. Our prophets have given birth to very many children.” Muslim Man
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Gender Attitudes

appropriate that FP was discussed in
a religious setting.

Some women believed that women
should be the primary decision
makers on FP as they are the ones
physically affected by pregnancies.
However, despite this, men are seen
as the household heads and make
the ultimate decision. Sometimes,
women will employ deceptive
negotiation to get their husbands to
agree with FP.

“There are eggs which you are stopping. It is possible that child would have come to be born
and been of help to the community. Now, when you take those medicines, you are going to
kill that egg, and you kill God’s plan.” Christian Man

“A woman can tell you, ‘We at our home don’t close [use family planning]. | shall give birth
until my eggs do what? They finish the ones allocated to me.” Now you find this woman has
a brain. She tells you that, ‘| have already been born with eggs, so | will give them out
according to what was given to me by God’.” Muslim Man

“Questions of family planning? Those are completely different from the topic of religion.”
Muslim Man

“You see, [the Imam] will have opened our ears... so that we get the exemplification that
family planning is ok. But on the other side, some people will contradict him, because he is
not allowed to tell us in the mosque.” Muslim Woman

“If my leaders tell me about family planning, | wouldn’t feel good because the word of God
says ‘Go into the world. Fill this country, and what belongs to Caesar leave it to Caesar’.
Therefore, it will be good to get this education on the side of Caesar.” Christian Man

“The hardship and problems connected to giving birth are upon the woman. That is why she
will make the big decisions herself, according to her health.” Muslim Woman

“The one who decides to use family planning is the woman, not the man. Men often don’t
agree because he doesn’t have a heavy load. He does not carry the pregnancy. He doesn’t
breastfeed.” Christian Woman

“As | understand family planning, the one with the main decision is the man. He is the one
who prescribes for you, ‘Now, my wife, we should use family planning. It is necessary that
we go to the clinic, this and that. Indeed, we should use family planning.”” Christian Woman

“For example, we women, it is possible that you... have a man, he does not want you to

practice family planning... as for you, that is your husband. You must follow his laws the way
he wants.” Muslim Woman
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Knowledge of
Family Planning

Women had higher knowledge of FP
as they received information during
antenatal and postnatal visits to
health clinics. Men, on the other
hand, did not receive such
information and therefore lack
knowledge on FP, causing conflict

“The one who gets hurt first is the woman. She reaches the conclusion to tell her husband,
‘Sir, my husband, | want to start family planning.’...Now, if the husband has understanding,
the man can receive it directly that it is good. Because the one who gets trouble is the
woman. I-the man—don’t get any trouble at the time of giving birth. She is the one who gets
the pain, | am just enjoying.” Christian Man

“The father gets concerned after being told by the mother about family planning. First, he
evaluates himself, the situation he is in in life and economically and...this pace [of rapidly
having children]... he sees this idea that his wife brought. If it is useful, then he supports his
wife. Therefore, they are both together for the purpose of continuing with family planning.”
Christian Man

“We [women] have the ability to confuse the man until he agrees... you convince him until
he agrees, so that you join family planning.” Christian Woman

“You must use extra intelligence — how will you bring this question to him? You will present
it. He will find it is now necessary that you use your brain if he is stubborn — because
husbands are stubborn. They absolutely don’t agree with this [family planning]. It is
necessary that you use an alternative approach, and you see. At what time should | present
this question? Which should | use so that | can obtain an agreement more quickly?”
Muslim Woman

“Clearly the one with the major decision making, it’s the man. That is why at times even
women reach the point of using these ways of family planning secretly without informing
their men. Some men do absolutely not want to hear something like this, and they have the
final say in this matter, which concerns everything regarding marriage.” Christian Woman

“We men don’t have that education: the benefit of family planning are these, and the
negative impacts are these. That is why the woman, as a woman, she looks at the level of
the life which she leads... now it is necessary that the woman uses it [family planning] in
secret.” Muslim Man

“Itis necessary that first education must be given so he knows the benefit of family planning.
What are the benefits? If he does not use family planning, what are the negative effects?
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Misconceptions

being the main decision-maker of
the household.

There are many misconceptions
circulating around the community
about FP causing cancer, alteration
of menstrual cycle and infertility.
Many participants also believed that
women are born with a limited
number of eggs and that they must
give birth to all the eggs or the
remaining eggs will make themiill.
These beliefs are shared by
Christians and Muslims, males and
females.

Once he recognizes this, he will be easily involved in implementing family planning. But, if
he is not educated, he will not be involved.” Christian Man

“Some believe this family planning has side effects, because if you use the pill you can give
birth to a child who has maybe not even fingers. They are not fully developed, maybe they
are just half. Maybe the head is twisted sideways, maybe s/he has no legs, maybe
handicapped.” Christian Man
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Appendix G8: Lower Acceptance of Family Planning (Uganda)

Table G8. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing lower acceptance of family

planning in Uganda.

Study Theme

Summary

Representative Quote(s)

Kabagenyi, et al.  *Religion /
(2016) Religiosity

Gender
Preference /
Social Security /
Social Status

Misconceptions

Male and female respondents “When it comes to religion, for example, the Muslims have to produce until the eggs are
mentioned that children are a gift finished in the womb. However not only the Muslims, the Bible says go produce and fill the
from God and that all children come  world. Muslims also have a belief that every child comes with his or her blessing.”

with a blessing. Respondents Male, IDI, Mpigi
believed that they have to produce
until all eggs are finished and that
God will provide for all children.
According to religions like
Catholicism and Islam, the use of
contraception is likened to the killing
of children and only God will decide
when it’s time to limit.

Most male participants believed that = (None presented.)
women should produce many
children to extend their lineage. Sons
were preferred as this was a symbol
of social status for the son would
continue the family lineage so
women would continue having
children until a son was achieved. A
lot of value is also attached to
children. Lastly, births also meant
replacement of ancestors, and
continuity of clan’s existence and
cultural values. Therefore, many
participants opted out of using FP.

Traditional methods believed to “Yes, | heard that women usually go to traditional doctors who make them sit in herbs mixed
regulate fertility was used in both with water for about an hour or so. Once these herbs enter inside the woman’s womb, she
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Misconceptions
(fear of
perceived side
effects)

districts. This included tying
traditional herbs around the waist or
inserted into the woman’s vagina,
mixing of herbs with a woman’s
menstrual blood, drinking
concoctions, using calendar or
withdrawal methods, and tying an
umbilical cord around the waist.

Perceived side effects of modern
methods contraceptives are
prolonged bleeding, birth
deformities, infertility, cancer, bodily
pains, and weight gain or loss.
Hormonal methods were thought to
cause dizziness, lack of sexual libido,
and impromptu bleeding.

cannot conceive. The traditional doctor may give a woman a duration of 2 or 3 years when
one would not conceive.” Male, IDI, Mpigi

“Yes, people here say that if a woman gets the child’s umbilical cord and mixes it with some
traditional medicine then ties them together and keep them in a secret place or around the
waist then this woman would not conceive until she unties the concoction in future.”
Female, IDI, Mpigi

“Yes, using my menstrual blood after delivery, | can tie it with herbs in a piece of paper and
put it in the kitchen chimney where the smoke gets out. That method can easily prevent one
from conceiving.” Female, FGD, 35-49 Years, Bugiri

“Not only here in Mpigi but in the whole of Uganda most people are still mainly using
traditional / cultural practices like consulting their ancestral spirits. There is no where you
can go more than 3-4 steps without finding a traditional healer / witch doctor in this
community.” Male, FGD, 35-54 Years, Mpigi

“We have elderly women who are knowledgeable about the traditional methods that can
be used to space births. These are respected in our communities for their expertise and
advice. Many women in need of traditional methods do consult them.”

Female, FGD, 35-49 Years, Mpigi

“If women use cultural practices or herbs or evoke spirits, with these they don’t get side
effects because these can be untied and one’s fertility restored. It won’t be like pills that will
pile up in her stomach and bring harm. For instance, traditional herbs like “mumbwa”
luganda word meaning (clay) are easy for her to use since they are not harmful to her. Most
women if they go in for cultural practices at the end of their reproductive period, they remain
looking good, but pills treat them badly. Sometimes you find them (women) losing or gaining
unnecessary weight which is not the case with traditional methods.”

Male, FGD, 25-34 Years, Mpigi

“..the modern methods have some side effects. People say that modern methods are bad,

they have a belief that if you stop using the modern contraceptive methods and want a child,
you will never get pregnant.” Male, IDI, Mpigi
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Misconceptions
(of perceived
costs)

Polygyny

Social
Expectations

Attitudes /
Gender Attitudes
(partner
disapproval)

There are perceived costs to modern
methods and so many preferred the
lower cost of traditional methods.
When competing with co-wives,
more children means a higher share
of wealth. Having more children is
also seen as getting more attention
from the husband. Therefore, many
women would opt out of FP use.
Pressure from in-laws to have many
children hindered the use of
contraceptives.

Women who use modern
contraception are mocked for having
few children and referred to as
prostitutes or adulterers. Fear of side
effects and the social stigma
attached has led to male disapproval
for modern methods.

“...Because of the side effects of the modern methods, and also the fact that people are very
poor and cannot afford the modern methods, they use the traditional ones which are free.”
Male, IDI, Mpigi

“Most women in polygamous relationships are competing with their co-wives to have more
children born. Competition comes in when the man is well off, has some money, domestic
animals and land so when one produces few, her children would be cheated while sharing
the fathers’ inheritance.” Male, FGD, 35-54 Years, Bugiri

“..around here, there is a family where the son married and built near his mother’s home.
The mother-in-law keeps telling her daughter-in-law that she has to produce till all her
children get finished from the womb. She claims that if she had not produced her son then
nobody would have helped her. Therefore, such a woman would know that family planning
is good but because the mother-in-law says she should produce all the children from her
womb, the woman cannot do otherwise.” Female, FGD, 25-34 Years, Bugiri

(None presented.)

Page 174 of 195



Appendix H1: Higher Acceptance of Family Planning (Ethiopia)

Table H1. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in Ethiopia.

Study

Theme

Summary

Representative Quote(s)

Davidson, et al.
(2017)

Mjaaland (2014)

*Religion / Birth
Spacing

Attitudes

Knowledge of
Family Planning /
Promotion of
Family Planning

Modern

Development

*Religion /
Religiosity

Both Eritreans and Somalis were in
support of FP for birth spacing, as it
is supported by Islam, though
Eritreans cited 3 to 5 years as ideal
whereas Somalis cited 2 years.

Eritreans had positive views about FP
in general. When it came to
contraceptive implants, Eritreans
admitted they had less experience,
however, they still expressed
positive attitudes.

FP campaigns had increased the
participants’ knowledge and
awareness, and dispelled myths of
contraception for both Eritreans and
Somalis.

Eritreans and Somalis were happy to
take up FP as they saw this as being
a part of modern development.
Although women were much more
religious than men in this study,

“Our religion says 2 years is the best, to have healthier mother and child.” Somali Woman

“Religion leaders (Sheikhs) say it is good to have a time interval between two children... they
preach us to use the oral contraceptive pills and injection.” Somali

“Family planning is spacing children from three to 4 years difference. We can say this is
family planning.” Eritrean Woman

“Now we have... this family planning... we would like to have family planning at this time.
So people in this camp need/want to have children with plan. Everything is told to us, so we
know it. This is the present situation of the camp.” Eritrean Woman

“They like it. All women took injection or pills. No one hate it.” Eritrean Woman

“I hear that it [implant] is the best while they were telling us; | mean it is preferable.”
Eritrean Woman

“I, myself, did not know it until the IRC social worker came and teach us. After that | knew it
and went to the center.” Eritrean Woman

“As they were saying there should have more education on women. There are many who do
not have knowledge... There are many who overlap children. This is because of lack of
education... if they believe that they can be sterile, this is lack of knowledge.” Eritrean Man
“I have two children the first one exceeds one year than the other, now there is a
development because we use pills or injection. Thanks for IRC.” Somali Woman

“..According to our religion it [contraceptive use] is not allowed. To use medicines [to
prevent childbirth] is not allowed by our religion. But, we don’t respect our religion that
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Financial
Constraints

many women ignored religious
disapproval of contraceptive use
(mostly Orthodox women). A third of
the respondents interpreted the
Church’s silence on the issue to
mean they were allowed to use FP.
Another third believed the Church
was against contraceptive use, but
they still decided to use it anyway as
they felt it was necessary.

Participants from rural and suburban
areas stated that if they could not
afford children, then they should not

much [on this issue], so we use it. I, myself use it now. Meaning, to avoid unwanted
pregnancy and other things [diseases]; so far, | have taken care of myself properly.
Otherwise, it’s prohibited by our religion; it doesn’t say take the [contraceptive] injection.
According to our religion it’s said to be a sin...(laughs). But | keep quiet. | use it by my own
choice. If | want to give birth, if | want it, | will stop it...I don’t tell the priests. That’s it, they
tell [us] this, this and that. Then we say okay, and listen to them. But in practice it’s not
done...it means...if we follow what they say it might not be good for our lives. But...we tell
God and say, Lord forgive us, and do what we want (laughs).”

Female, Late 20s, Married Housewife, Suburban Area, 10 Years of Education

“What about it; it’s good to give birth, but if you don’t want to, you can prevent it. The
priests don’t have knowledge about this; it’s the doctors who know. Who will tell them about
it?” Female, 70 Years Old, Non-Literate, Living Alone, Suburban Area

“We don’t ask the priests’ [permission].” Female, 40s, Peasant, Non-Literate

“Who will tell the priests?” Female, 30s, Peasant, Non-Literate

“I will take it from now on, | have enough children now.” Female, 30s, Non-Literate

“I don’t know if it’s allowed or not. We will allow it ourselves!” Female, 30s, Non-Literate

“The government follows science, scientific education, the clergy only religion; so there is a
difference... My opinion and the priests’ opinion are different. They say it is sin; that it’s not
allowed. From the point of view of science, it’s allowed, | think.” Female, 30 Years Old,
Suburban Area, Divorced Day-Labourer of a Peasant with 4 Years Formal Education

“[Giving birth] must not become a problem for us; if we become too many it will be a
problem...The priests say it’s a sin, but we will use it anyway. There is not enough land now,
what shall we eat if we bear too many children?” Female, 22 Years Old, Peasant, Pregnant
with Third Child, Taken Out of School in Fourth Grade, Married to a Deacon at 15 Years
“If you don’t have enough means to raise many children, it’s the right thing to do.” Female,
30 Years Old, Suburban Area, Divorced Day-Labourer of a Peasant with 4 Years Formal
Education
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have any. Using contraceptives was
seen positively as it helped with
escaping poverty and hunger,
improved living conditions, improved
their and their children’s health, and
be able to provide all their children
(rather than just their cleverest boys)
with an education.
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Appendix H2: Higher Acceptance of Family Planning (Kenya)

Table H2. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in Kenya.

Study Theme Summary Representative Quote(s)
Abdi, et al. *Religion Most religious leaders and scholars “The Sunnah does not directly talk about child spacing as such but it talks about the prophet
(2020) in both Lamu and Wajir counties (PBUH) noticing that his companions doing practicing coitus interruptus (Al azl) and when

*Religion / Birth
Spacing

*Religion /
Maternal Health

*Religion /
Financial
Constraints

believe the use of FP is supported by
Islam (especially for child spacing)
and that nowhere in the Quran or
Sunnah prohibits the use. The
respondents also referred to the
Sunnah saying that it specifically
states that FP is allowed, especially
the withdrawal method.

However, most respondents from
Wajir mentioned that according to
Islam, use of FP should be exclusively
used for the purpose of child spacing
(about 2 years to restore physical
and psychological health) and that
women should keep giving birth until
menopause.

Respondents in Wajir stated that in
addition to child spacing, FP can only
be used if the woman’s health is at
risk, according to Islam.

Despite the belief that Islam does
not support the use of
contraception, especially for limiting
births, many still justify their use of

he heard about it he did not forbid this practice therefore his followers concluded that if it
was anything that is not allowed in Islam he could have stopped it immediately. The
intention of Al azl was to prevent pregnancy just like the modern temporary methods."

IDI, Islamic Scholar, Wajir

“Our religion says that God is the one who gives us children, but on another perspective, we
are not allowed to burden ourselves. To do family planning is okay, what is wrong is
abortion. Its better you have a child that you can take care of." IDI, Female Leader, Lamu
“In our religion in the Quran we were told for the woman who gives birth she should breast
feed her child for 2 years so that both the mother and the baby’s health will not be affected
but if what you are talking about is child spacing more than those two years unless it is for
medical reason then the religion does not allow, even ALLAH says in his book give birth and
do not think about poverty because he is the provider." FGD, Religious Leader, Wajir

“Islam allows family planning only if it’s child spacing and not stopping the women from
giving birth completely and also the other reason is that if a doctor recommends family
planning for a woman for a reason related to her health and the baby, the religion has no
objection.” FGD, Religious Leader, Wajir

“Islam allows family planning only if it’s child spacing and not stopping the women from
giving birth completely and also the other reason is that if a doctor recommends family
planning for a woman for a reason related to her health and the baby, the religion has no
objection.” FGD, Religious Leader, Wajir

“Islam doesn’t allow family planning, it is haram, (forbidden) we are just practicing because
of the difficult economic times, even the Prophet said fill the world with children so that |
have a big ummah (society) in the day of judgement.” FGD, Female, Lamu
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Spousal
Communication

contraception as a result of
economic constraints preventing a
large family size access to a good
quality of life, particularly in Lamu.
In Lamu, there is some
communication between couples on
contraceptive use.

“We talk to our husbands, some support the idea while others don’t support the idea.”

FGD, Female, Lamu
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Appendix H3: Higher Acceptance of Family Planning (Malawi)

Table H3. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family
planning in Malawi.

Study Theme Summary Representative Quote(s)

Kok, et al. (2020) *Religion Although Catholics and Bible “I' am a church leader and the Bible says we should multiply like the sand. For the people to
believers do not support the use of go to the hospital for family planning methods we cannot condone that, but since the way
modern contraceptives because of the organizations are lined up these days, we encourage some people that the way the
the importance of reproduction and  world is these days, it’s good for them to go to the hospital and follow family planning, but
avoiding the sin of ‘killing the child’, according to the bible, it is unacceptable.” Kll, Christian Religious Leader, Namkumba
the majority of participants (HSAs
and community members) said that
religion did not influence their need
and decision-making for
contraceptives. Churches also
seemed to tolerate the use of
modern contraceptives silently.

Accessibility Although contraceptives were not (None presented.)
provided by the Catholic CHAM
facility in Makanjira, long-lasting
contraceptives were still highly
available throughout Mangochi
District and provided by HSAs. In
Namkumba, community-based
distribution agents also existed.
Financial Having many children is costly and “A woman who doesn’t follow family planning is always busy with children at home and
Constraints keeps the woman stuck in poverty. poverty is always on her because of the many children. You also appear attractive to your
husband when you practice family planning because you don’t get old quickly.”
FGD, Married Females 19+ Years, Makanjira
Knowledge of All participants were aware of (None presented.)
Family Planning different types of modern
contraceptives and their advantages
(though knowledge didn’t
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Polygyny (more
attention with
less children)

Quality of Family
Planning and
Services

necessarily translate into behaviour
— contraceptive use).

Contrary to the above, some women
from the same areas stated that
having fewer children helped them
remain attractive to their husbands
thereby avoiding them taking on a
younger second wife. Therefore,
they used contraceptives.

Most participants were generally
happy with the quality of health care
provided. Some did mention that
HSAs could improve on addressing
side effects and addressing
misconceptions. HSAs understood
that being polite will encourage
clients to take up contraceptives and
gain their trust. All HSAs are
supportive of contraceptive use and
explain the economic and health
benefits of contraceptives to
women.

“A woman who doesn’t follow family planning is always busy with children at home and
poverty is always on her because of the many children. You also appear attractive to your
husband when you practice family planning because you don’t get old quickly.”

FGD, Married Females 19+ Years, Makanjira

“As HSAs we must make sure we are polite with the people, we shouldn’t think that we are
more knowledgeable just because we have the positions. Because if we don’t, they will not
get the contraceptives and they hate you. When you are polite with them they even help in
encouraging others to come to you and get the contraceptives.” FGD, HSAs, Makanjira
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Appendix H4: Higher Acceptance of Family Planning (Nigeria)

Table H4. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in Nigeria.

Study Theme Summary Representative Quote(s)
Adefalu, et al. Increasing Trend  Overall, there is an increasing “The demand is increasing now unlike before.” Community Representative, Argungu LGA
(2019) of FP Acceptance demand for FP.

*Religion /
Knowledge of
Family Planning

Access to
Education

Accessibility

Health education on religious leaders
has meant that religious leaders are
now supporting the use of FP, which
has a strong influence on followers
of that religion.

Increased access to education is
increasing FP knowledge and usage.

Sokoto North was the only LGA to
claim to not have experienced any
stock-out of contraceptives.

“The people trained by the Association for Reproductive and Family Health (ARFH) have
been moving around so uptake has increased gradually. They are coming, especially this
new Sayana Press, it has gotten through, and they are coming.”

FP Coordinator, Sokoto North LGA

“It is free of charge everywhere.” Community Representative, Argungu LGA
“Because of health education (of the religious leaders), the religious leaders are now
supporting for child spacing.” Community Representative, Argungu LGA

“Health education from house to house and community dialogue with men and religious
leaders in the community.” Community Representative, Argungu LGA

“...community dialogue, invite our religious leaders. Here in Sokoto, the opinions of religious
leader especially the sultanate council are more followed and respected than that of even
the governor or senator or anybody so invite them to the dialogue with health education.”

Community Representative, Sokoto South LGA

“...now, with more education, more younger generation coming up, with more training,
more sensitization more everything, so things are getting better honestly, and we are
getting there and | think | am sure in another couple of years, when you come around again,
it (perception towards contraceptive use) is going to be 70-80%.”

FP Coordinator, Sokoto North

“For the past five years, there has been no out of stock of any commodity. Thanks to [donor
agencies]. They provide all the commodity, they go to our clinics they go there with their
vans.” FP Coordinator, Sokoto North LGA
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Attitudes

Gender Attitudes

Knowledge of
Family Planning

Knowledge of
Family Planning

Promotion of
Family Planning

Overall Support
for Scale-Up

Akinyemi, et al.
(2020)

Sokoto South is the only LGA in the
study where respondents felt there
was no social stigma attached to
unmarried women obtaining FP.
Although men are still the dominant
decision makers, gender attitudes of
the role of women is changing and
women are increasingly able to make
their own decisions.

An exception where level of
knowledge of FP was very high was
in Sokoto South.

Another exception where level of
knowledge of FP was very high was
in Sokoto North.

Family planning campaigns through
house to house and mass media
exposures have educated people
about FP and gradually increased FP
uptake. It is also to integrate
religious leaders (above) and men
into the target of these campaigns as
they are strong influential figures
and sole decision-makers,
respectively.

Overall, there is support from both
the community and religious leaders
for the scale-up programme to

“Now, since people are educated, not only married people accept family planning, even
school girls, highly educated girls in the university even secondary schools come for
contraceptives.” FP Coordinator, Sokoto South

“Things are getting better now, before women are meant to stay home, get pregnant,
deliver children and take care of them.” FP Coordinator, Argungu LGA

“Here in Sokoto South, knowledge about family planning is very high. People are aware of
different methods.” Community Representative, Sokoto South LGA

“I will give them 80%... When a woman comes to you for service; she already knows most
of the methods with advantages and disadvantages, the side effect etc. They are very
knowledgeable about [family planning] here.” FP Coordinator, Sokoto South LGA

“The reason [for the high level of knowledge] is that Sokoto North is the heart of Sokoto.”
Unknown, FGD (Session 3), Sokoto State

“The urban area of Sokoto caliphate, people here are more educated and enlightened
compared to other part of Sokoto [Sokoto North].” Community Representative

“The community volunteers trained have been moving from house to house so knowledge
is increasing gradually.” FP Coordinator, Argungu LGA

“We can continue to increase awareness especially on the television and radio.”
FP Coordinator, Sokoto South LGA

“It is also important to involve the men, since they are the one that have the final say once
the men are involved, the whole problem of family planning will be solved. They will also be
able to talk to their fellow men about it. Community dialogue and compound meeting
involving men to discuss the benefits of family planning are very important.”

Community Representative, Sokoto North LGA

“In fact, the support our community gives to this programme, without exaggeration, | will
say maybe 80%-90%. They (the community) have been very supportive of the programme.”
IDI, Male, Traditional Ruler, Yamaltu/Deba
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Programme /
*Religion

Accessibility /
Confidentiality /
Gender Attitudes

injectable contraceptives. However,
some respondents cautioned that
some supporters did not have
adequate knowledge about
injectable contraceptives.

Most female and male respondents
preferred community-based
approaches over facility-based
approaches to distribution of
contraceptives due to convenience,
affordability and focused attention
from health worker. For men,
convenience meant giving women
more time for domestic issues.

“Definitely, you have 70% support from the communities. From the religious leaders,
traditional rulers and even of ward heads in the community we get 100% support.”
IDI, Male, Traditional Leader, Gombe

“...Really, people have supported the program but | know some people do not have the
knowledge (about injectable contraceptives) but those that have the knowledge are really
in support of the program... [you know] the Northern culture prohibits some things, that’s
why | said the support for it (injectable contraceptives scale up) is not as much as we expect.”
IDI, Male, Christian Religious Leader

“Whenever the need arises, we normally call the kingmakers, district head kingmakers, they
are about seven, and we have at least 54 ward heads, we use to call them from time to time
and enlighten them on the programme. In fact, almost all the community leaders are fully
aware of the programme.” IDI, Male, Traditional Leader

“There are so many traditional rulers that were involved in this program; that is the reason
why it has been accepted 100%, especially in Gombe State now.”
IDI, Male, Traditional Leader, Gombe

“...My involvement is... passive involvement. Of course, we preachers, you can push people,
encourage them in your own little way... We preach it, we tell people about it...”

IDI, Male, Christian Religious Leader

“..During home visit, it’s between you and the woman (health worker) and she can explain
it very well to you since she is not in a hurry; although in the hospital they can also explain
but the home visit is better since the health worker will explain until you understand.”
FGD, Female, Current User

“...Maybe the time the wife wants to go (to the health facility) the husband needed her for
something else... Sometimes some husbands want all these things to be confidential, but
when you now tell them to release their wives to the hospital, they will think you are
exposing the family issues.” FGD, Married Men
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Sinai, et al.
(2019)

Financial
Constraints /
Marital Security /
Quality of Life

Attitudes

Birth Spacing /

Polygyny
(attractiveness)

Financial
Constraints

Using FP and having fewer children
allows women to stay attractive in
order to prevent husbands from
‘straying’. Quality of life and hygiene
is improved with fewer children and
fewer financial constraints.

Despite the social stigma associated
with contraceptive use, attitudes
towards FP are changing and being
viewed in a more positive light.

Despite some women believing that
they appeared more beautiful with
more children, others felt that if they
spaced their children, the effect of
repeated deliveries would have less
of an effect on their bodies and they
would look more attractive,
healthier and youthful to their
husbands (especially if there was
competition between co-wives).
Therefore, these women were more
inclined to use contraceptives. This
sentiment resonated more with
women in their forties than in their
twenties.

People are starting to realise that it
is difficult to support many children
and are therefore open to
contraceptive use.

“..If we space our children well, we will enjoy our lives because our husbands will always
desire us since we are always looking attractive. He will not stay out late because he will be
thinking of you at home.” FGD, Female, Current User

“..You will be able to take care of yourself as well as your house, your husband will also
desire you as you will look good as well as your children. Flies will not follow you around and
anyone that comes to your house will be able to eat and drink because everywhere is clean
and attractive.” FGD, Female, Current User

“We viewed them as women who enjoyed their lives, because there is no comparison
between women who use that method and those who do not. What is more interesting in
this community is that people are beginning to rethink about the use of family planning
methods. | really adore women who use family planning methods; I’d really love to use it if
my husband would allow it.”

Asabe, 49 Years Old, Mother of Nine, First Wife (of Three), Muslim

“Those using the [contraceptive] methods are much healthier in looks than those who do
not. If you would see my age mate who is using the methods, you would think | am older
than her because she rests after every delivery before another.”

Fatima, 31 Years Old, Mother of Six, Second Wife (of Two), Muslim

“God gives us these children and He provides us with what to sustain them. On the other
hand, people are now complaining about the number of children. People now don’t want to
take responsibility. In fact, people are saying the number of children women give birth to is
too much” Asabe, 49 Years Old, Mother of Nine, First Wife (of Three), Muslim
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Ujuju, et al.
(2011)

Knowledge of
Family Planning

Quiality of Family
Planning &
Services
*Religion

Birth Spacing
(short term)

Male
Involvement

Information about FP is widely
available and all could name modern
contraceptive methods.

Participants overall found quality of
health care to be friendly,
informative and helpful.

Billing’s Method was preferred as
this was the method approved by
the Catholic Church. Community and
religious leaders also helped
expanding access of SDM and
CycleBeads which helped alleviate
fears in the communities about the
methods. Withdrawal method is also
accepted.

SDM was accepted for those
intending for short term birth
spacing or those breastfeeding to
prevent pregnancy. It is also best for
women with regular menstrual
cycles.

Male participants who introduced
the SDM and CycleBeads to their
wives were more likely to ensure
that their wives remember to move
the ring, and abstain or use condoms
during the fertile periods as they
took pregnancy prevention more
seriously. Abstinence for men in
polygynous marriages is easier as

“Most of the time they use injections or implants, but injection is mostly used.”
Amina, 31 Years Old, Mother of Two, First Wife (of Two), Muslim

“They told me that | will experience a small change, but it is normal and after some time |
be fine.” Huseina, 30 Years Old, Mother of Three, Third Wife (of Three), Muslim

”

“Some religion is against pills but this one (CycleBeads), our Priest encouraged us to use it.
Female

“Islamic clerics have been asked to comment on the Islamic relevance of the CycleBeads
which they said is allowed for health reasons and spacing.” Male

“For me | would say that any woman who has lots of children and gives birth at a close range
should use the CycleBeads.” Female

“Women who don’t want to use pills to prevent pregnancy.” Female

“Those women that their cycle length is 26—-32 days.” Female

“It could be used by a woman who wants to space her children for three years or more
because some women who are breastfeeding can get pregnant.” Male

“I monitor it on a daily basis to ensure she (my wife) moves the ring.” Male

“The health provider gives me condoms to use because | had complained to him that |
cannot abstain for the 12 days.” Male

“Some abstain, some use condom but majority abstain.” Provider
“You can’t start using CycleBeads without the consent of your husband. You can’t do it alone

except your husband agrees. The problem is not with the women, but usually with the men.
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they can be with a different wife
during the fertile period.

Side Effects The absence of side effects was a big
reason for using SDM.

Source of Most users of SDM obtained

Information information from health care
providers.

| suggested to my husband and he gave me his consent. If he did not agree, | wouldn’t have
used it, frankly.” Female

“We only spend two days in a wife’s room and move to the next... The man with one (wife)
is the one with that problem (managing the white bead days).” Male

“You see, rotation allows the man to have sexual intercourse with all the wives. It is easier
because it is rare for all the women to be on white bead days at the same time.”

Health Provider

(None presented.)

(None presented.)
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Appendix H5: Higher Acceptance of Family Planning (Somalia)

Table H5. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in Somalia.

Study Theme Summary Representative Quote(s)
Egeh, et al. *Religion / Birth  Breastfeeding is the most accepted “We [my wife and I] used 2 consecutive years of breastfeeding to space the births of our
(2019) Spacing - form of birth spacing and is children... that helped us and there is a 2-year interval between the birth of my children.”

Breastfeeding
*Religion / Birth
Spacing - Oral
Contraceptives

Birth Spacing —
Condom

Birth Spacing -
Withdrawal

Maternal Health

Spousal
Communication

mentioned 14 times in the Quran.
Oral contraceptives are prohibited in
Islam. However, religious leaders
agreed that is was permissible for
birth spacing only if it did not have
any health problems for women.
Despite the negative attitudes, one
religious leader supported condoms.
Withdrawal is an accepted form of
FP, so long as it is used for the
purpose of birth spacing.

If pregnancy is risky to the woman’s
health, a Muslim doctor can
recommend contraception to extend
birth spacing.

Most religious leaders believe
healthy discussion and fair decision-
making between couples for FP
needs is prudent for birth spacing
and avoids problems caused by lack
of communication.

Religious Leader

“There is no need to give women contraceptive pills to achieve birth spacing because
breastfeeding the child correctly by emptying the breasts of milk before having sex is enough
to achieve the desired results.” Religious Leader

“I think that married couples can use condoms if they so desire. Condoms are not a big deal,
and it is just like the withdrawal method.” Religious Leader

“Allah makes the ultimate decision regarding creation; withdrawal can prevent the woman
from becoming pregnant. Thus, a distinction is drawn between whether the withdrawal
method was used with the intention to limit the number of children or to space the births.
This distinction is important when making the choice to use the withdrawal method.”
Religious Leader

“If the mother does not have or eat a balanced diet that will build her body and prepare her
for having another baby, birth spacing is an option for her because the Islamic religion
always protects the women and children and does not want to harm anybody.”

Religious Leader

Decision making that is fair and shared is the best way to make decisions on birth spacing.
However, sometimes this may not be the case (e.g. sometimes the woman may express false
complaints, telling the husband that she is sick and unable to have another pregnancy when
in fact she is physically fit). The couples should be open and honest to build a strong and
lasting relationship.” Religion Leader

“..shared decision making is not a matter of quarrelling but it is like sitting together to
discuss what is good for both of them, both the man and the woman.” Religious Leader
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Appendix H6: Higher Acceptance of Family Planning (South Africa)

Table H6. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in South Africa.

Study Theme Summary Representative Quote(s)
Protogerou, et al. *Religion Some participants were able to “..you know when having sex, it’s not a relief bringing religion into it, | guess when in that
(2014) disassociate their religious beliefs space, when | am about to have sex | kind of dissociate the religion and because of the clashes

Accessibility /
Affordability

Domestic
Violence

Family and
Educational
Values

from sex and condom use.

Government condoms were free of
charge and were “everywhere”
(though of low quality). Hormonal
contraception was also easily
accessible and more affordable than
brand-name condoms.

Four female participants reported
experiencing intimate partners
violence (with one being physical
violence). All participants cited
increased condom use and increased
precaution due to lack of trust.
Condom use appeared to be heavily
influenced by family and school
values (schools were selected based
on family values).

with the religion and what I’m doing, so there’s no religious influence in condom use.”
Nicole, White, Roman Catholic, 22 Years Old

“You can either get the pill for free from, | know at UCT [the University’s initials], they will
provide you with the pill for free, but | think it’s best to go to a doctor, however they won’t be
free but it’s really easy to get it, currently | go to my doctor and she just gives me three months
for it and | don’t have to keep coming back for it, it’s just a case of making an appointment.”
Libby, Coloured, 19 Years Old

“...now [after experiencing verbal and physical violence] we no longer want to try that whole
adventurous thing, you just wanna keep it safe all the time, | told him, now | don’t wanna
trust you...” Zoe, Black Tsonga, 24 Years Old

“The only thing that would really influence me is just my parents, what they have told me and
said to me and made sure that | understand what could happen... so it’s just my parents
drilling morals into me really.” Lydia, White, 21 Years Old

“I went to a Jewish school...it was quite a liberal school | think in terms of safe sex education
and they were quite open about that, but | think, you know, my mother, I’'m quite open with
my mother about my sexual history so... | think it’s just the fact that they’ve educated me
enough is enough.” Megan, White, 23 Years Old

“My family’s a kind of a very alternative “diluted” form, we are proud of who we are and we
do some of the cultural things but we have added our own sort of, some would say western,
I would say more advanced things to the culture... we’ve added on some values that really
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Pregnancy and
Disease
Prevention

Promotion of
Family Planning

Male participants did not feel
condoms threatened intimacy. Male
and female participants agreed that
condoms would be appropriate in
intimate relationships if the intention
was to prevent pregnancy and
HIV/STls.

Participants were exposed to condom
messages from the government from
a young age.

would help preserve our family and ourselves so, condoms, it’s something that we really
endorse.” Ryan, Black Xhosa, 20 Years Old

“...from experience and friends and just general family, | think it’s down to the person. | don’t
think it’s about culture because | think of people from all [South African] cultures who make
stupid decisions and people that are very safe.” Libby, Coloured, 19 Years Old

“I do agree with married couples wearing the condoms sometimes if they’re not taking any
other precautionary methods, but I’d like to think that the condom is rather to avoid
unexpected pregnancies ... or if one of the partners is indeed infected with a disease, it’s not
the end of the world, then it’s good... you’re still giving your partner pleasure and you’re still
getting pleasure from your partner.” Tyler, Black Zulu, 19 Years Old

“I know people would think about the issue of trust, | maybe do trust the person but it’s not
about trusting, | think, it’s just that we live in a time where HIV especially in South Africa is
such a huge thing, and you can’t really afford to slip up anywhere, you know, even when | get
married, I've decided, | think, I’'m going to have to use them [condoms] so, | think exclusive or
not exclusive, condoms all the way.” Ryan, Black Xhosa, 20 Years Old

“..it’s [condom use] been drilled in your head for many years, | think | was like twelve when
they started teaching us and it’s now eight years later and it’s still in my head “sex without
condom equals chance of AIDS”. Ryan, Black Xhosa, 20 Years Old

Page 190 of 195



Appendix H7: Higher Acceptance of Family Planning (Tanzania)

Table H7. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in Tanzania.

Study Theme Summary Representative Quote(s)
Aristide, et al. *Religion Some respondents did say that it was  (None presented.)
(2020) their belief that using FP was a moral
responsibility.
Msoka, et al. Source of More and more women are getting “I do get information from [the] health center, but sometimes | receive messages through my
(2019) Information reproductive health information from  phone; there are some questions that am being asked about my health.” FGD 4, R 5, Masaki
health facilities and their phones.
Women saw health facilities as “What | know due to poor economy, it is important you plan before giving birth; therefore, you
providing credible sources of need to sit with your husband in the clinic and decide.” FGD 1, R 2, Bagamoyo
information.
Pallangyo, et al. Access to Women believed that men with “Some people will see [a man] as breaching customs (if he uses vasectomy), but those who are
(2020) Education / higher education and from well- ahead of us those who are well educated see him as a clever person. Educated people give birth

Financial Security
/ Quality of Life

Fertility Desires /
Financial
Constraints /
Quiality of Life

Gender Attitudes
/ Promotion of
Family Planning

educated communities were more
likely to take up vasectomy as they
are aware that FP allows them to save
money and have better quality of life.
A key reason for accepting vasectomy
was that a small family size meant
that it was possible to save money,
educate each of their children and
have better quality of life.

Most women believed that promoting
FP to men would increase their uptake
as they are the decision-makers in the
household, therefore, it is easier if the
man contributed to FP decisions.
Many women feel they are more
educated that men on FP as they get
information when visiting health

to two, three, or four children, but for us who did not go to school, we go for eight children or
ten. You’re competing: my neighbor has six kids so | also need six kids.” Woman 1, Chalinze

(None presented.)

“Encourage men to use contraceptive methods using community health workers, or maybe you
could announce seminars or meetings about family planning in villages. Through these
meetings, you may encourage men to attend clinics.” Woman 4, Bagamoyo

“The [woman’s] main role is to educate the father so he can understand it (vasectomy) through

action and words too. We [women] get this education when visiting clinics with our children.”
Woman 4, Masaki
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Sundararajan, et
al. (2019)

Knowledge of
Family Planning /
Misconceptions
*Religion

clinics. They then educate their
husbands. However, men who receive
information from a health
professional is more likely to take FP
seriously. Women also stated that
supporting men in their decision-
making would encourage them to take
up vasectomy.

Some women believed vasectomy
protected against HIV and other STls.

Contrary to the above, some
respondents believed that limiting the
number of children was acceptable by
citing moral lessons derived from
religious texts, such as caring for
children and living within one’s
means. Using FP was consistent with
these moral standards. Other
respondents supported the view that
FP is against their religion, however,
they are also in support of the use of
FP due to current hardships in life
including economical and the spread
of diseases. Although some
participants did not feel it was
appropriate that FP was discussed in a
religious setting, others were open to
it.

“A woman'’s role is to accept and not ignore him, because he will continue with sexual acts as
normal. You should not ignore your husband, saying he is no longer a man because he practiced
vasectomy. You need to be humble and respect him so that your marriage will last.”

Woman 1, Bagamoyo

“Vasectomy should prevent both pregnancy and HIV/AIDS.” Woman 3, Kisarawe

“When God says that you should fill the earth, he did not mean we should just give birth, that
we should just give birth haphazardly. He meant that you give birth to those children you should
be able to feed them with your income... You should give birth to the children that you can take
care of in your life... If you do not take care of them, you just leave them? That is also a sin.”
Female, Christian

“God has started this question. He has seen it—yes indeed —because he said first when you want
to marry, you marry in accordance with your position. God has admonished us, first even if you
want to marry, marry the women you are able to keep. But, you must fulfil their needs. There
we came to look, and in this question of children, the religion is also involved to tell us we should
give birth in relation to our capacity. It has admonished us we should give birth in accordance
to our economic capacity, the way we are. Yes, indeed that is how religion tries to be involved.”
Male, Muslim

“The Bible is clear, and God has ordered us that we go and give birth, and fill the world. Except,
because the way of life has changed for now, the human being enters into the challenge of life.
It is better to at least use family planning because life is difficult.” Christian Man

“There are diseases the woman may have, like diabetes, high blood pressure. These are among
all the things that can cause her to use family planning. Even though in our religion of Islam,
these things are not there; in our faith there is no family planning. It is not there at all, but
according to the situation right now, it has to be done.” Muslim Man
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Female
Independence

Financial
Constraints

Maternal Health /
Quiality of Life

FP allows women to pursue their own
income-generating ambitions.

Both Christians and Muslims showed
interest in FP due to economic
constraints and stresses caused by
large family sizes.

Taking up FP is beneficial to the health
of both mother and child and allows
the mother to give more attention to
each child when there are fewer
children, giving each child a better
quality childhood. This was reported
by Christians and Muslims, males and
females.

“It would be a good thing [if religious leaders provided family planning education] because
indeed... it will be easy. Men for men. Therefore, if they [male religious leaders] deliver it [family
planning education] it will indeed be better because we ourselves [women] we are taught and
then the man is at home. The woman cannot teach the man at home, and some men don’t
listen at all.” Muslim Woman

“If... in church they talk about this matter...you must feel good because they give quality
education to the believers and the whole society, not only in church. It means once you are
taught in church straight away even outside you will provide it, you will teach others.”
Christian Man

“Family planning helps me with very many issues because it helps me that | can have a business.
Many children in short intervals [means] you cannot do your business. But you plan
reproduction, your business goes well, those big children; you give them space and things go
very well.” Muslim Woman

“What causes us men to agree to be advised early to practice family planning is mainly due to
the economic situation. If you look at it right now, the economy is already very bad. Men agree
easily to family planning because of the life, and low life, you see. | have to reduce the poverty
because | am the one to look out for everything, therefore | must be involved so that | bring up
few children.” Male, Christian

“It comes like this; you get a family. At times it is too much for you... to give it the important
needs. For example, education, a place to sleep, and the needs of food.” Male, Muslim

“We give them a chance of being... [a young child] still needs the mother’s love and you give
birth to another child, that means you desert the previous one and you don’t give him/her the
same rights equal to the ones of the small child. [By using family planning] we are having ample
time to take care of the children we already have with more love and bringing them up better.”
Muslim Woman

“Another reason which women... follow family planning is the deaths of mother and child... if
you look a high percentage of families who do not follow family planning, the mother gets
negative effects. First there is exhaustion, exhaustion brings deaths. The mother gives birth one
year, she gives birth to a child one year, she hasn’t rested those cells.... She has a child. The
following year she has a child. It means it leads even to death.” Christian Man
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Quiality of Life

Without FP, hygiene standards are
hard to keep up. When husbands
don’t have clean living conditions,
he’ll look for a new woman outside
the marriage.

“Now the man sees the children reach even three, four inside. Now I, the woman, will be unable
even to wash clothes, to sweep the house. When he comes in he finds it just dirty. Now it is
necessary that he finds a [girlfriend outside of the marriage] because... he’ll find that woman is
clean. Maybe she has children, she has only one child. He’ll find the lady there is clean. She
washes the clothes. But if he comes to you with five or six children, it just smells of urine inside,
so he just has to run away and leave you with this family.” Female, Christian
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Appendix H8: Higher Acceptance of Family Planning (Uganda)

Table H8. Results from the qualitative studies (2010-2019 + 2020) displaying the summaries and representative quotes of themes influencing higher acceptance of family

planning in Uganda.

Study Theme

Summary

Representative Quote(s)

Kabagenyi, etal.  Attitudes
(2016)

Younger adults (15-24 years) claim to
be in a modern generation and do
not know about the older
generation’s traditional methods and
are less likely to practice it.

“Those were methods uses a long time ago. Such traditional contraception methods of using
herbs and cultural practices are no longer efficient. The elderly people who knew these herbs
are no longer there as they died.” Male, FGD, 15-24 Years, Mpigi

“We hear our elders were using traditional medicine, | do not know them. | doubt whether
they still use them because every generation has its practices but what | know is that they
give you herbs for drinking. Also, there are women who cannot get pregnant when
breastfeeding. A woman can spend 3 years breastfeeding her baby and when she chooses to
stop, she can immediately conceive.” Female, FGD, 15-24 Years, Bugiri

“Those were for a long time ago, the contraception methods of using herbs and cultural
practices. The elderly people who knew these herbs are no longer there as they died.”
Male, FGD, 19-24 Years, Mpigi
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