





ratios show significant declines in the proportion of women with four children moving on to have a fifth
birth within five years of their fourth birth. There is evidence that the first groups to adopt limiting
behaviour are women living in urban areas and those who have completed secondary education and
beyond. When the transition starts, it appears to be only a matter of time before it spreads to other strata
of the population, in a self-sustaining process of diffusion. Much remains to be studied about this process:
the importance of mass media, the social and geographic criteria and the types of barriers that can delay
or stall this process. It is interesting that there is also notable fertility decline among primary school
educated women. This suggests that there has already been some diffusion.

With regards to the analysis of age at first marriage, it is evident that early marriages are still prevalent
in Zimbabwe although changes towards late marriage are taking place. The data also indicate that
according to the Bongaarts model the inhibiting effects of marriage and contraception are more important
than postpartum infecundability. A decomposition of the TFR into change due to marital status and
marital fertility indicated that changes in marriage are responsible for some reduction in recent fertility.
Perhaps the most important finding to emerge from the analysis is that the fertility increasing effects of
the short breastfeeding interval among the urban and highly educated women are counterbalanced by the
greater fertility reducing effects of nuptiality and contraception.

With respect to contraceptive use and breastfeeding, the results show that there is substantial overlap. The
longer the desired birth interval, the earlier women are likely to start using contraception. Urban and
educated women are more likely than other women to continue using after they have weaned their child.

10.1 PROSPECTS FOR FUTURE ANALYSIS

This analysis of the determinants of fertility in Zimbabwe using the ZDHS data provides new insights into
the prospects for further fertility decline and the design of a comprehensive population policy. The
possibility that the severe economic problems of Zimbabwe might be promoting or impeding fertility
decline prompts the need for an evaluation of the micro-economic determinants of fertility and a careful
examination of social class differences in fertility, attitudes towards contraception and desire for future

births.

Further analysis should focus on the following questions which may prove useful in evaluating policy and
targeting resources:

- What are the social and cultural sources and determinants of the fertility decline in
Zimbabwe?

- What are the effects of education on fertility, desired family size, contraceptive use and what
are the channels through which these effects operate?

- What are the likely effects of increases in the availability and costs of schooling, health care
and family planning services on contraceptive use and fertility?

10.2  POLICY IMPLICATIONS

From the foregoing analysis, a few salient areas of potential policy relevance can be identified. It has
been observed that although fertility has started to decline in the five years prior to the ZDHS, these
declines are much more pronounced in the urban areas. Data show that the total fertility rate is 6.4 in the
rural areas and 4.2 in the urban areas, a difference of two children. In view of the limited resources and
economic difficulties, we feel that a greater demographic impact would be realized if the population
control efforts in terms of IE&C are directed to the rural areas.
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Although the Zimbabwe family planning programme has achieved a remarkable contraceptive prevalence
relative to other countries on the African subcontinent, it should be pointed out that the programme is pill
dominated. There is, therefore, a need to broaden the contraceptive method mix in order to match all
clients to the most suitable contraceptive methods. A broader choice of contraceptives has been observed
to lead to prolonged contraceptive use.

Generally, contraception is initiated soon after birth. This means that there are long durations of
contraception and breastfeeding overlap. However, breastfeeding alone would delay considerably the
return of the menstrual cycles and thus ovulation and fecundity. It has also been found that 70 percent
of mothers who were 6-7 months postpartum were still amenorrheic. If this period of postpartum
amenorrhea is linked with the timing of contraceptive initiation after birth, then the Zimbabwe family
planning programme will use contraceptives much more effectively and its demographic impact will be
potentially greater.

Women with no education are less likely to use contraception for longer periods than those with primary
or higher levels of education. The ZNFPC would benefit by particularly targeting these women in its
IE&C programmes. However, it would be much more effective to ensure that once demand for
contraceptive use has been created in these "neglected" subgroups, a broader range of contraceptive
methods should also be available to meet both the spacing and the limiting goals of these people.

There are indications from the data that contraception in Zimbabwe is largely used for spacing purposes.
At the currently high fertility levels, the population growth rate will remain one of the highest on the
subcontinent. For the national family planning programme to have a marked demographic impact, the
emphasis of the programme should shift, though cautiously from spacing to the adopting of a small family
norm.
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Appendix A

Coefficients and Descriptive Statistics for Variables Used in the Multinomial Logistic Equation

A. Contraceptive use and breastfeeding

Standard Standard
Variable Coefficient error T-Ratio Mean deviation
Constant 3.01 0.28 10.68 1.00 0.00
Period since birth -0.14 0.01 -17.95*% 2231 15.18
Preferred birth interval
<2 years -0.79 0.46 -1.69 0.04 0.21
25-36 months 0.09 0.32 0.27 0.12 0.32
49-60 months 0.79 0.30 2.63* 0.13 0.34
>61 months : 0.19 0.26 0.71 0.20 0.40
No more 0.24 0.25 0.88 0.34 047
Place of residence 041 0.19 -2.20%* 0.27 0.45
Parity -0.05 0.04 -1.20 4.19 2.66
No education . 0.24 0.23 1.03 0.17 0.38
Secondary -0.49 0.21 -2.34% 0.21 0.41

* Indicates that the variables are statistically significant

B. Used contraception in the open birth interval '
Standard Standard
Variable Coefficient error T-Ratio Mean deviation
Constant -0.93 0.38 -2.45% 1.00 0.00
Period since birth 0.03 0.01 3.64*% 2231 15.18
Preferred birth interval
<2 years 0.78 0.50 1.56 0.04 0.21
25-36 months 0.68 0.35 1.93*  0.12 0.32
49-60 months -1.09 0.36 -3.00*  0.13 0.34
>61 months -2.40 0.39 -6.12* 0.20 0.40
No more -1.45 0.33 -4.40* 0.34 0.47
Urban 0.00 0.24 0.00 0.27 0.45
Parity -0.07 0.05 -1.35 4.19 2.66
No education 0.25 0.30 0.83 0.17 0.38
Secondary -0.09 0.27 -0.35 0.21 0.41

* Indicates that the variables are statistically significant
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C. Not used contraception in the open birth interval

Standard Standard
Variable Coefficient error T-Ratio Mean deviation
Constant 2.16 0.24 8.81* 1.00 0.00
Period since birth -0.05 0.01 -9.44* 2231 15.18
Preferred birth interval
<2 years 0.13 0.40 0.32 0.04 0.21
25-36 months 0.15 0.29 0.52 0.12 0.32
49-60 months 0.28 0.26 1.11 0.13 0.34
>61 months -0.50 0.22 -2.28%* 0.20 0.40
No more 0.06 0.23 0.25 0.34 0.47
Residence -041 0.15 -2.67* 0.27 0.45
Parity -0.03 0.03 -1.00 4.19 2.66
No education 0.42 0.19 2.19* 0.17 0.38
Secondary -0.81 0.18 -4.39* 0.21 0.41

* Indicates that the variables are statistically significant
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Appendix B

Regression coefficients and descriptive statistics of variables used in the ordinary least squares regression
equation

Standard Standard
Variable Coefficient error  T-Ratio Mean deviation
Constant 22.18 1.58 14.06 1.00 0.00
Age -0.07 0.45 -1.56 26.54 6.56
Parity 1-2 -2.25 0.73 -3.08 0.37 0.48
Parity 5+ -1.12 0.56 -2.01 0.30 0.46
Urban 0.14 0.40 0.40 0.34 047
Breastfeeding -14.87 0.52 -28.59 0.86 0.35
No education 1.85 0.56 334 0.13 0.34
Secondary -0.82 0.48 -1.72 0.26 0.43
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