
Public Health Research 2013, 3(2): 9-17 

DOI: 10.5923/j.phr.20130302.01 

 

Determinants of High Fertility Status among Married 

Women in Gilgel Gibe Field Research Center of Jimma 

University, Oromia, Ethiopia: A Case Control Study 

Dube Jara
1,*

, Tariku Dejene
2
, Mohammed Taha

2
 

1Debre Markos University, college of Medicine and Health science Department of Public Health 
2Jimma University, college of Public Health and medical sciences Department of Epidemiology  

 

Abstract  Ethiopia is one of the countries with h igh and uncontrolled fert ility in Africa. The TFR is 4.8 ch ild ren per 

woman and under five mortality rates 88 per 1000 live births. Th is study was designed to identify determinants of high 

fertility status among Married woman Gilgel Gibe Field Research Center of Jimma University. Unmatched case-control 

study was conducted. Cases are women with number of children ever born alive greater or equal to five and controls are 

women with number of children ever born alive less than five. Simple random sampling technique was used. Logistic 

regression was used to analyze the data by using backward variable selection technique. In this study, age at last birth affect 

fertility status significantly with adjusted OR of 25.65. Under-five mortality affected fert ility status significantly AOR of 

1.91. Monthly family income, Age at first marriage, history of stillbirth experience and number of children desired before 

marriage were the other variables that showed significant associations with the level of fertility.  The finding implies high 

fertility status is strongly associated with age at last birth,  child death and some other factors like stillbirth. Hence measures 

that reduce child mortality and stillbirth are believed to decrease fertility status besides promoting child survival.  
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1. Introduction 

The demographic pattern of developing countries is 

characterized  by the co-existence of high fertility and high 

infant, and child mortality[1]. Fertility is the most important 

component of population dynamics and plays a major role in 

changing the size and structure of the population of a given 

area over time[2].  

In 2008, of the 1.4 billion women in the developing world  

of reproductive age (15-49 years), more than 570 women d ie 

per 100,000 live births and 70 percent o f this d ie due to 

totally avoidable reasons[3]. These women live in countries 

where their status is poor to extremely poor and  these 

conditions threaten their health in many ways. Studies 

conducted in a number of countries show that wherever 

fertility is high, maternal, and infant and child mortality 

rates are high. Fetal deaths, low birth weight, and related 

problems are also associated with unregu lated fert ility. 

Fertility rate is highest in sub-Saharan Africa than many 

parts of the world, main ly due to strong kinship networks 

and  h igh  economic and  s ocial values  at tached  to  
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children[4]. 

Ethiopia is one of the sub-Saharan African countries 

where h igh and persistent fertility  rate has been seen for a 

long period of time. Although a slight decreasing trend has 

shown from year to year, it is still h igh as compared to 

developed nations[5]. Uncontrolled fertility has adversely 

influenced the socio-economic, demographic and 

environmental development  of the country[6].Various 

reasons were mentioned for the reasons that kept the fertility 

rates still h igh in  Ethiopia. Poverty, war and famine, low 

level o f education, economic status and less autonomy of 

women and trad itional barriers were usually mentioned as a 

reason for this persistent and high fertility rate in Eth iopia[5]. 

The demographic significance of Ethiopian population 

growth on the African continent is substantial. The country 

is one of the largest and poorest that even in the midst of 

crisis, have maintained h igh levels of fert ility[7]. Its 

population has increased nearly sevenfold from 11.8 million 

at the beginning of the 20th century to about 73.9 million in 

2007. The estimated annual rate of growth and doubling 

period was 2.6% and 26 years, respectively[8]. 

The Oromia Regional State where the present study was 

undertaken also is not out of this. The high plateaus of the 

region have been tremendously affected by uncontrolled 

population growth throughout ages. The potential health 

service coverage and utilizat ion of the region is about  
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70.5% and 27%, respectively. Around 3.7% of women 

deliver at health care facilities, while over 95% of them 

deliver at home. The infant, and under-five mortality rate is 

76 and 122 per 1000 live b irths respectively[9, 10]. 

According to the report of 2011 Ethiopia Demographic and 

Health Survey (EDHS), the total fertility rate and 

contraceptive prevalence rate of the region were 5.2 and 

13.6 %, respectively[11]. 

The women in Ethiopia were found to be at a 

disadvantaged position compared with the male 

counterparts mainly due to their low social status that 

results from a lack of access to family  resources, education, 

occupation and decision-making power[12]. The women in 

Gilgel Gibe Field Research Center (GGFRC) where the 

present study will be undertaken as part of the country are 

not an exception. 

Human fert ility is a function of a variety of factors.  

They are broadly classified into proximate (d irect) and distal 

(indirect) factors. The proximal factors are bio -behavioural 

factors known to be the intermediate determinants are the 

biological, reproductive and behavioural/attitude factors 

through which the indirect determinants must devour to 

affect fertility and affect fert ility directly, while the later, 

distal determinants are socio-cultural factors  which 

consists of socio-economic and demographic factors  affect 

fertility indirectly through affecting the bio-behavioural 

factors[1, 2]. 

A proper understanding of these factors are of paramount 

importance in  tackling the problem of uncontrolled fertility, 

which paves the way for the improvement of the prevailing 

socioeconomic problems of the country. Particularly, it 

would have a substantial contribution in the improve ment of 

the health status of women and children. It is plausible that 

they may be related to each other. Therefore, the ult imate 

objective of the study was  to assess the factors that 

influence high fertility status among married women in 

Gilgel Gibe Field Research Center of Jimma University, 

Oromia Region. 

2. Method and Subjects  

2.1. Study Setting and Design  

This study was conducted from January to February, 2012 

at Gilgel Gibe Field Research Center of Jimma University. 

The Gilgel Gibe Field Research Center setting was identified 

by Jimma University considering South-West Ethiopia’s 

physical features, bio-social factors and the newly built  dam 

as a field research and learning setting for Community Based 

Education (CBE). It is located in Jimma Zone of the Oromia 

Region about 260km south west of Addis Ababa and about 

55 km north-east of Jimma. The total estimated population of 

these Kebeles is close to 50,000 residing in about 10,500 

households[13]. 

The study design was a community based unmatched 

case-control where cases are women with 5 or g reater 

number of children ever born alive (CEB) and controls are 

women with less than 5 numbers of children ever born alive 

(CEB). The cut-off point of 5 is taken because the medical 

and obstetric risk for mothers with a number of CEB greater 

or equal to 5 is significantly higher compared with those 

with less than 5[1]. It is also based on the population policy 

of Ethiopia which aims to have less than five children per 

woman by the end of 2015[14].  

The study subjects were selected from the Gilgel Gibe 

Field Research Center database. Total number of women 

who are married and aged 20 to 49 years  of both cases and 

controls were identified from Gilgel Gibe Field Research 

Center database. Then the study subjects were selected by 

using simple random sampling technique from a list of case 

and control. The age range was restricted as fertility status 

was affected by age. All women aged 20-49 and who are 

married for at least 5 years were included in the study. These 

groups of women were taken for this particular study by 

taking into account the fact that women in Oromia region 

are married at an early  age and could have more than four 

children before they celebrate their twenty-fifth 

birthday[15]. The minimum age was therefore set at 20 to 

give an equal chance for both the high and low fertile 

groups. 

As the investigation was unmatched case-control study, 

sample size was calculated by taking into account the major 

determinant. In this regard, a minimum detectable OR 

(Odds Rat io) o f 2  for under five mortality among cases as 

compared to controls, a 5%  level of significance 

(two-sided), a power of 80%  and a two to one allocation 

ratio of controls to cases (2:1) were assumed.. The 

prevalence of important factors to be studied, which  is the 

proportion of married  women who have an experience of 

under-five mortality among the low fertile group, is 

assumed 29.7%[1]. This exposure variable was selected for 

sample size calculat ion because recent evidence show that 

improved child survival is the most powerful stimulant of 

fertility decline and hence under-five mortality is the most 

powerful determinant of fertility status[16]. Based on the 

above assumptions, with an additional 5 percent 

contingency for non-response the total sample size was 360 

with 120 for cases and 240 for controls.  

2.2. Measurement  

Structured interviewer administered questionnaire was 

used which was adopted from Eth iopian Demographic 

Health Survey (EDHS) and World Fert ility Survey (WFS)  

to enable the comparability of the finding.  Pre-test was 

carried out in one nearby kebele on 36married women of 

similar age group to familiarize the interviewers with the 

instrument. 

The number of children  ever born  (CEB) alive  which is 

categorized as low fertility when CEB alive is  less than 5 

and high fertility when CEB alive is greater than or equal to 

5 was the outcome variab le. Independent variables include 

socio-economic and demographic, reproductive, biological, 
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sexual behaviour, and under-five mortality. 

2.3. Data Collection and Analysis  

Eight data collectors and two supervisors were recru ited 

who were employees of the Research Center having prior 

training and experience on data collection. Train ing was 

given to the data collectors about the objective of the study 

and they were familiarized  with the tool of data collection 

for two days. Data was collected from February 1 to 15, 

2012. Incomplete questionnaires were filled by call back & 

the principal investigator supervised the overall activit ies on 

a daily basis.  Each and every completed questionnaire was 

checked for completeness. Moreover, visiting randomly 

selected 5% of households were made each day to ensure 

the reliab ility of the collected data. Data was entered using 

Epidata version 3.1 with double entry to minimize data 

entry error. 

The data entered was exported to Statistical Package for 

Social Sciences (SPSS) version 16 for analysis.  Logistic 

regression was fit  to the data to identify factors that affect 

high fertility status as the main s tatistical method of 

analysis by using backward logistic regression variable 

selection technique. All exp lanatory variab les that were 

associated with the outcome variable in bi-variate analysis 

with p-value o f 0.25 or less were included in the init ial 

logistic models of multivariable analysis. The crude and 

adjusted odds ratios together with their corresponding 95% 

confidence intervals were computed. A P-value ≤ 0.05 was 

considered to declare a result as statistically significant in 

this study.  

Ethical clearance was obtained from College of Public 

Health and Medical Sciences of Jimma University. Prior 

permission was also obtained from the program managers 

of Gilgel Gibe Field Research Center. Study subjects were 

told about the purpose of the study and verbal informed 

consent was secured. In order to protect the confidentiality 

of the information, names and house numbers was not 

recorded on the interviewer-admin istered questionnaire. 

3. Results  

3.1. Socio-Demographic and Economic Characteristics  of 

Respondents  

A total of 120 women in  the cases  and 240 women in  

controls were included in this study of which 117 cases  and 

237 controls were willing to participate with overall 

response rate of 98.3%.  

This study indicated that among total respondents of 

cases and controls 103(88%) and 178(75%), respectively, 

cannot read and write while 14(12%) of cases and 59(25%) 

of controls can read and write or had attended formal 

education. Concerning educational status of their husbands, 

80(68%) of cases and 147(62%) controls had husbands that 

cannot read and write whereas 22(19%) of cases and 21(9%) 

of controls had partners with informal education. On the 

other hand, 15(13%) of cases and 69(29%) of controls had 

partners with formal education. Of total respondents of cases 

and controls, 102(87%) and 183(77%), respectively, were 

residing in rural area. Many of the respondents, both cases 

and controls, were living in households with a very low 

monthly income. Regard ing income source, the major 

sources of income were farming and livestock production for 

the majority of high fert ile groups and low fert ile  groups. 

The mean number of ch ildren  ever born (CEB) alive for 

older women (age 40-49 years) who are nearing the end of 

their reproductive period to be 7.26 from parity of 1 to 12 

because the mean number of child ren ever born to older 

women, who are nearing the end of their reproductive 

period, is an indicator of average completed fertility. The 

TFR and the mean number of ch ildren  ever born for women 

age 40-49 years would be expected to be similar.  It was 

learned from the present study that the mean number of 

children per woman in the high fertile group was 6.0 

(±2.0SD) while it  was 3.0 (±1.0SD) in the low fert ile group. 

The median  age at first sex and marriage was 17.0 and 17.0 

for both high fertile group and low fertile group, 

respectively. This study has shown that the median age at 

first birth was 19.0 for both high fert ile  group and low 

fertile groups, and the median age at last birth among high 

fertile g roup was 32.0 while it  was 25.0 among low fert ile 

group. Meanwhile, the mean duration of marriage among 

high fertile group was 18.0(median = 18.0) while it was 

10.0 (median = 9.0) among low fertile groups. 

Table 1.  Mean Number of Children Ever Born across Basic 
Socio-Demographic Characteristics of Respondents in Gilgel Gibe Field 
Research Center, Oromia, Ethiopia, 2012 

Exposure variables 

Distribution No. 

(%) 

Mean Child 

Ever Born 

High 

n= 117 

Low 

n=237 

High 

fertile 

Low 

fertile 

Educational status of 

women 
    

With illiterate 103(88) 178(75) 7 3 

Can read and write and above 14(12) 59(25) 6 3 

Educational status of 

husbands 
    

Cannot read and write 80(68) 147(62) 7 3 

Can read and write 22(19) 21(9) 7 3 

Formal education 15(13) 69(29) 6 3 

Place of residency     

Urban 15(13) 54(23) 6 3 

Rural 102(87) 183(77) 7 3 

Monthly income     

<37.5USD 90(77) 180(76) 6 3 

37.5-49.3USD 8(7) 27(11) 6 3 

≥49.4USD 19(16) 30(13) 7 2 

3.2. Determinants of High Fertility Status 

As can be noted from the result in table 2, educational 

status of women and their husbands, age at first marriage 

and age at last birth were significantly associated with 

outcome variable. Age at first sex, which has a high 
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correlation with age at first marriage with correlation 

coefficients of 0.99, was removed from model as 

redundancy variables despite its association with fert ility 

status.  

History of under five deaths, still birth experience, 

desired number of children, ever heard  of contraceptive had 

a sizeable association with outcome variab le (Tab le 3). 

In the final model, it was observed that ever heard of 

Contraceptive and Educational status of women were 

observed of having effects on fert ility status and these 

factors were kept in the multivariable analysis based on the 

existing fact. The educational status of women and 

knowledge about contraceptives  turned out to be marg inally 

significant p=0.054 and 0.056 in  mult ivariab le analysis, 

respectively. Based on the existing fact that indicated 

educational status of women is considered to be an 

important controlling variable of fert ility status. Thus taking 

into considerations of subject matter and based on the 

existing fact ever heard of contraceptive and educational 

status of women were included in the model (Table 2&3). 

Monthly income of the family has shown a significant 

association with fert ility status of women in the study area. 

Women residing in a family with a monthly income above 

49.3USD were 3.14 and 5.13 t imes more likely to have a 

high fertility status as compared to those women from the 

family had monthly income less than 37.5USD and 

37.5USD to 49.3USD, respectively (p = 0.019, p = 0.022). 

Age at first marriage and age at last birth showed a 

significant association with fertility status of women in the 

study area. Women who get married at  early (less than 18 

years) were 2.66 times more likely to have a high fertility 

status as compared to mothers who get married at 18 years 

and above with 95% CI of AOR (1.35, 5.26). The variat ion 

in the number o f children ever born alive between the 

women age at last birth less than or at 30 years and those 

greater 31 years is significant with ad justed OR of 25.65 

and 95% CI (11.89, 55.31).  

Table 2.  Results of Logistic Regression Analysis of Fertility Levels Versus Demographic and Socio-economic in Gilgel Gibe Field Research Center, 
Oromia, Ethiopia, 2012 

 

Exposure variables 

Fertility status[No. (%)] 
Crude OR with 

95%CI 

Adjusted OR 

with 95%CI 

 

 

 

p-value 
High 

n= 117 

Low 

n=237 

Educational status(women)      

With illiterate  103(88) 178(75) 2.44 (1.30,4.58) 2.45 (0.98, 6.01) 0.054          

Can read and write and above 14(12) 59(25) 1.00 1.00  

Income /monthly     0.035** 

<37.5 USD 90(77) 180(76) 0.79 (0.42, 1.48) 0.32 (0.12, 0.83) 0.019* 

37.5-49.3 USD 8(7) 27(11) 0.47 (0.18, 1.24) 0.20 (0.05, 0.79) 0.022* 

≥49.4USD 19(16) 30(13) 1.00 1.00  

Age at first marriage      

<18 years 67(57) 119(50.2) 1.33 (0.85, 2.08) 2.66 (1.35, 5.21) 0.005* 

18+ years 50(43) 118(49.8) 1.00 1.00  

Age at last birth      

≤30 years 47(40) 218(92) 1.00 1.00 <0.001* 

31+ years 70(60) 19(8) 17.09 (9.41, 31.04) 25.65 (11.89, 55.31)  

* Significant association only one category ** for variables having more than two categories, the overall significance is given by their corresponding P  – values. 

Table 3.  Results of Logistic Regression Analysis of Fertility status versus some proximate determinants in Gilgel Gibe Field Research Center, Oromia, 
Ethiopia, 2012 

Exposure variables 

Fertility status[No. (%)] 
Crude OR with 

95%CI 

Adjusted OR 

with 95%CI 

 

p-value  High 

n= 117 

Low 

n=237 

History of under-5 mortality      

Yes 61(52) 59(25) 3.29 (2.06, 5.24) 1.91 (1.01, 3.62) 0.047* 

No 56(48) 178(75) 1.00 1.00  

History of still  birth      

Yes 17(15) 15(6) 2.52 (1.21, 5.24) 3.80 (1.49, 9.65) 0.005* 

No 100(85) 222(94) 1.00 1.00  

Desired number of children     0.002** 

<5 children 6(5) 32(13) 0.37 (0.15, 0 .95) 0.45 (0.13, 1.47) 0.185 

≥ 5 children 6(5) 38(16) 0.31 (0.12, 0 .79) 0.58 (0.17, 1.98) 0.382 

As God give 54(46) 66(28) 1.62 (0.99, 2.65) 2.68 (1.36, 5.28) 0.004* 

Did not decide the number 51(44) 101(43) 1.00 1.00  

Ever heard of Contraceptive      

Yes 106(91) 203(86) 1.00 1.00  

No 11(9) 34(14) 0.62 (0.30, 1.27) 0.39 (0.15, 1.02) 0.056 

* Significant association only one category ** for variables having more than two categories, the overall significance is giv en by their corresponding P  – values 
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The history of under-five mortality was found to have an 

association with fertility status of women. As the number of 

under-five children who had died increased, there appeared 

in increasing trend in the number of children ever born alive 

(X
2
 for trend=19.80, df =2, p <0.001). Women who 

experienced under five death were 1.91 t imes more likely  to 

have a high fertility status as compared to mothers who 

didn’t experienced under five death with 95% CI of AOR 

(1.01, 3.62). In the same way history of still b irth 

experience among the married women in this study found to 

have an association fertility status of women. Women had 

history of still birth experience were 3.80 t imes more likely 

to have a high fertility status as compared to those who 

hadn’t such experience with 95% CI of AOR (1.49, 9.65),(p 

= 0.005). 

The number of children desired before marriage indicated 

a significant association with fert ility status of women. 

Women who have no intention of limit ing their number of 

children were more likely to have high risk of uncontrolled 

fertility and to have high fertility status, with the adjusted OR 

of 2.68 (p = 0.004) and 95% CI (1.36, 5.28). 

4. Discussion 

The high-fert ility countries lag in many development 

indicators, as reflected for example in their rate of progress 

toward achievement of the Millennium Develop ment Goals 

(MDGs). These countries have also received less 

development assistance for population and reproductive 

health than countries more advanced in their transitions to 

lower fertility[16]. 

In order to successfully tackle the uncontrolled 

population growth and associated problems in  

Ethiopia in general and in the present study area in  

particular, there appears a need to investigate the 

contribution of a number of factors influencing high fert ility. 

Accordingly, this study has tried to  look into determinants 

of fertility  status in the study area by incorporating as many 

risk factors as possible. According to international standards, 

the median age at marriage fo r those married women age 

20-49 years of 17.0 in Gilgel Gibe Field Research center. 

This is earlier than that of the legal age at first marriage in 

Ethiopia which is 18 years. However, compared to Eth iopia 

as whole, women in Gilgel Gibe Field Research center tend 

to get married at slightly similar ages. The median age at 

first marriage for women age 20-49 years of Ethiopia is 

17.1, respectively[9, 11].  

The educational status of women has shown insignificant 

effect on the fert ility status of women in mult ivariab le 

model even though it was turned out to be marg inally 

significant. A similar finding was also reported in Rural 

Butajira where education of the mother didn’t show 

statistically significant difference among the low and high 

fertile  group when adjusted for socio-demographic 

variables[17]. On the contrary, another study showed that 

uneducated Ethiopian women have three times as many 

children as their educated counterparts with at least 

secondary education. Those educated women have lower 

fertility compared to uneducated women[2, 11].  

Educated women are more likely to postpone marriage, 

have smaller families more often than uneducated 

women[18]. As this study shown that majority of the 

women were uneducated and attended only primary  level 

education which requires the development of an  enabling 

condition to increase female student’s participation in 

school attendance and to reduce those who fail to continue 

their education. It is to be noted that education is 

instrumental not only to reduce uncontrolled fertility, but 

also to enhance many other developmental activ ities[19]. 

Monthly income of the family was shown a significant 

association on fertility status of women in  the study area 

similar to fact  in  the EDHS of 2011 in which  Fertility status 

has also strongly associated with wealth quintiles [9]. 

Women residing in a family monthly income above 49.3 

USD were 3.14 and 5.13 t imes more likely to have a high 

fertility status as compared to those women from the family 

had monthly income less than 37.5 USD and 37.5 USD to 

49.3 USD respectively. But the reverse is true from the fact 

that in the EDHS of 2011 while Women in the lowest wealth 

quintile have a TFR of 6.0, more than twice as high as 

women in the highest wealth quintile, at 2.8[9] and also 

reverse from study conducted on the effect of Education, 

income, and Child Mortality on Fert ility in South Africa in 

which the lower the income levels the higher the child 

mortality. Higher child mortality is followed by a higher 

fertility in  indiv iduals[20]. The possible exp lanation fo r this 

traditionally in rural setting people tend to have more 

children as their income and asset increase special agrarians 

society believe that children help them in farming and 

rearing their livestock. 

Age at first birth didn’t show significant effect on the 

fertility status of women both in univariate and 

multivariable analysis in this study. This is slightly different 

from results of other study while those women who get 

married at early age exposed to an early sexual intercourse 

and early first give birth, which in turn leads  to too many 

teenage pregnancies. A study undertaken in Eth iopia 

revealed a situation in which mothers with an earlier age at 

first birth are likely to end up in having many children[21]. 

The possible explanation for this might be in this study 

there was no such a great variation in age at  first birth for 

both high fertile and low fertile group. And age at first birth 

for both groups (high and low fert ile  women) was relat ively 

the same with the median  age at first birth was 19.0 for both 

high fertile group and low fert ile groups. 

Age at first marriage d id show a significant effect of on 

the fertility status of women. This effect is persisted after 

controlling the confounding factors. This is similar to other 

findings where age at first marriage highly  a significant 

effect on fertility[19]. Similar results are documented in 

Nepal, Egypt and Morocco. The earlier age at marriage 

exposes to an early first intercourse with a consequence to 
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earlier age at first birth. Study conducted on adolescent 

fertility show that  teenagers whose age was between 18 and 

19 years were about eight times more likely to be fertile  than 

the younger once[1,21]. In this study area, marriage is 

acceptable culture of nearly all people. However, age at first 

marriage has an important factor to control age at first birth. 

Since early  marriage has a major effect  of early  child 

bearing, they tend to have a lower rate of contraceptive use 

due to their inadequate know how of birth control. Women 

who marry early have on average a longer period of 

exposure to pregnancy and a greater number of lifetime 

births. 

The history of under-five mortality was found to have an 

association with fertility status of women. As the number of 

under-five children who had died increased, there appeared 

in increasing trend in the number of children ever born alive.  

Where similar result indicated that high infant and 

under-five mortality causes high fertility through the 

insurance and replacement effect[22, 23]. Study on analysis 

of data from rural Ethiopia supports under-five mortality 

had a strong significant effect on the number of children 

ever born. An increase in the number of children who have 

died raises the probability of attain ing higher fert ility[1]. 

Similarly the relat ion between fertility and child mortality 

experienced by mothers was found to be very strong and 

positive, in which it illustrated that under-five mortality, 

had a significant positive effect on fertility status. That is, 

an increase in the under-five mortality rate increases 

fertility significantly. As the number of children who died 

increased, women were exposed to a higher risk of 

uncontrolled fertility[24]. 

Reducing under-five mortality, beside from giv ing 

mothers and fathers limit number of children they would 

like to have, will also increase the life expectancies of 

women to a greater extent. Moreover, women will have the 

opportunity to be occupied in many other activit ies that 

would eventually lead them to gain  a greater empowerment. 

A similar finding was obtained in the South and North 

Gonder[25]. In India, the fear o f under-five mortality and 

their own experience of the child / infant death tend to be 

increased the size of family, which the mothers considered 

to be replace the lost child. The death of an infant in an 

index b irth interval and the death of a ch ild  immediately 

prior to the index interval elevate subsequent fertility[26]. 

High rate of under-five mortality is a contributing factor to 

a couple’s decision to have more children.  

History of still b irth experience among the married 

women in this study was found to have an association with 

fertility status of women which contrary to other finding 

was obtained in the Butajira study of Central Ethiopia and 

Awassa whereas the occurrence of stillbirth didn't contribute 

for significant difference among the low and high fertility 

profile group[1, 2]. 

The number of children desired before marriage indicated 

a significant association in the fertility status of women. 

This is similar to other studies where the desire to have 

lower children usually come firsts for decline in fertility[24]. 

This finding is in contrary to other similar studies in 

Butajira while the number of ch ildren desired before 

marriage did not show significant difference among the 

two-fert ility profile group[1, 17]. The insignificant 

association seen in butajira might be due to the fact that the 

study was done in old age (30-49 years) women were desire 

more child is relatively  more common and also difficult to 

remember desired children before marriage at this age 

group (recall bias). Th is study was conducted on both 

young age group and old age group respondents aged 20-49 

which make this study different from study that conducted 

in Butajira. 

Knowledge about contraception assessed by asking 

whether the women ever heard of contraceptive didn’t show 

significant difference between the low and high fertility 

group this could be due to more than 85% of respondents 

have heard of contraceptive. Therefore, there was no such 

strong evidence at 5% level of significance to reject the null 

hypothesis of no significant association between ever heard 

of contraceptive and fertility  status of women because there 

was no such a great variat ion in ever heard of contraceptive. 

It is analogous results were documented in  Butajira and 

Awassa where knowledge about contraception whether the 

woman knows the existence of contraceptives didn’t show 

significant difference between the low and high fertility 

group[2, 17]. 

Ever use of contraceptives was not found to have a 

significant effect on fertility status of wo men. There was no 

such strong evidence at 5% level of significance to reject 

the null hypothesis of no significant association between 

ever use of contraceptive and fertility status of women 

again because there was no such a great variation  in  using 

contraceptive. As it can noted from the study result both 

groups (high and low fert ile women) were about the 

relatively the same in using contraceptives (20% vs. 27%). 

Similar findings were documented in the Gondar studies that 

both groups (high and low fertile women) were about the 

same in using contraceptives (22% vs. 25%)[25]. It could be 

due to women intended to use contraception when they 

reach or exceed the total number of ch ild ren ever born  alive 

they would like to have. More than 80% of respondent were 

liv ing in ru ral area and poor educational status (even lower 

than elementary education class) which could be directly or 

indirectly  affect their contraceptive use. Similar findings 

were found from Awassa, Bangladesh and Ghana while 

Ever use and current use of contraceptives is not 

significantly associated with the fertility status of women[2, 

26, 27]. Other Similar findings were documented in the 

Gondar and Butajira[1, 24]. In contrary studies where the 

use of contraception is significantly higher like Pakistan 

where contraceptive use was found to be d irectly  associated 

with the fertility desire and fertility status  and the fertility 

inhibit ing effect of contraception has been demonstrated by 

several studies in developing countries was 

significant[28,29,30]. Some of the events may be difficult to 

remember and hence the effect of recall bias may exist. 

Selection b ias might introduce due to incompleteness of 
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database concerning variable of interest for selection.  

In concussions, various reasons were ment ioned as 

reasons that kept the fertility rates still h igh in Eth iopia. In 

GGFRC, the number of children ever born alive is high. 

This study has tried to come up  with the conclusion; the 

following factors are contributed to this experience of high 

fertility. These factors are: - family monthly income, 

under-five mortality and stillb irth, age at first marriage, age 

at last birth and desired number of children before marriage 

were the most contributing factors. Among these factors, 

under-five mortality and stillbirth as well as age at last birth 

considerably stand as controlling predictors of fertility. 

More than half of the respondents approved the benefits of 

having more ch ild ren and their main reasons for such need 

were children support in old age, to maintain posterity; 

children's are honour and uncertainty of children survival.  

Based on the findings of the study, the following 

recommendations are made: 

◆ Measures taken to decrease under-five mortality and 

stillbirth will ind irectly help in reducing fert ility. Such 

strong measures can be vaccination, impregnated bed nets 

(ITN), access and provision of safe water, reducing 

maternal infect ion etc should be put in place to reduce 

fertility.  Incorporating the basic disease prevention 

methods in primary schools could also be considered. All 

stakeholders including health extension workers  should 

exert maximum efforts should be trained to practice those 

mothers, the key child  survival interventions like antenatal 

care follow-up, skilled-based delivery, use of oral 

rehydration salt and homemade flu ids . 

◆ In  Ethiopia in  general and in  the present study areas 

in particu lar, marriage is the destiny of nearly all people. 

The legal age at first marriage in Ethiopia is 18 years. 

However, this minimum age at first marriage is not 

implemented particularly in the present study areas. Hence, 

all responsible bodies including the remotest Kebele 

administrations, community, community leader and 

religious’ leaders should be in a position to ensure the 

practicability of this  marriage law.  

◆ It was understood from the present study that there 

was some evidence regard ing the negative influence of 

current use of contraceptives on high fertility. In this regard, 

the family planning programs of the region should be 

strengthened to the extent that they could play significant 

roles in b ringing down the prevailing high fertility. 

Accordingly, the main stakeholders including health 

extension workers should exert maximum efforts to make 

the method of choice availab le and accessible to the users. 

◆  Thus community conversation should include 

education department, women affair, health extension 

workers and social ritual groups giving emphasis on 

couple’s knowledge, approval and use to family  planning to 

reduce fertility. Low fertility women’s should encourage 

about small desired children. 
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Appendix 1: Conceptual Framework on 
Determinants of High Fertility Status 

The conceptual framework of the study that deals with 

the determinants of high fert ility status is showed in figure1. 

The selected socio-economic and demographic factors in 

the model list the proximate determinant variab les. These 

factors can also determine high fert ility of married women. 

This conceptual framework is constructed based on the peer 

reviewed published literatures.  
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Figure 1.  Conceptual framework on determinants of high fertility status in Gilgel Gibe Field Researcher Center, 2012[31] 

Appendix 2: Schematic Presentation of Sampling Technique 

 

Figure 2.  Schematic presentation of sampling technique of married women in Gilgel Gibe Field Researcher Center, 2012 
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