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ABSTRACT
Objectives: Population growth is an important public health problem with economic, social, cul-
tural and political consequences. The aim of the study was to determine the reproductive behav-
iour and perspectives on fertility of women in Sanliurfa, the city with the highest fertility rate
in Turkey.
Methods: The quantitative dimension of the study was carried out using a mixed methods
approach in which 300 women were interviewed and a questionnaire was completed; the qualita-
tive dimension was carried out through in-depth individual interviews with 14 women, using a
semi-structured interview form. Analysis of the qualitative data was done using a content ana-
lysis technique.
Results: The median number of children was three (range 0–10). Women with no or a low level of
education tended to have a greater number of children. Preference for a particular sex of child
was one reason behind the higher number of children. These two factors were main causes of an
increased number of children. Women with no or a low level of education (odds ratio [OR] 9.1)
and women who expressed a preference for a male child (OR 5.9) had more children compared
with other women. Participants regarded a male child as more valuable than a female child and
that having many children strengthened the family. Parents regarded their sons as insurance for
their old age. Having an induced abortion was perceived as a sin.
Conclusion: The results showed that cultural norms and values significantly affected fertility rates.
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Introduction

Although the global maternal mortality ratio has decreased
it remains high. The risk of maternal death varies from
country to country and from region to region. The World
Health Organisation reported that in 2017 the maternal
mortality ratio was 462 per 100,000 live births in develop-
ing countries vs 11 per 100,000 live births in developed
countries; every day, approximately 810 women died from
pregnancy and childbirth, equating to 295,000 women over
the course of the year [1]. Although Turkey has achieved a
significant decrease in maternal mortality ratio with a rate
of 13.6 per 100,000 [2], the rate is still high in comparison
with those in developed countries.

To achieve success in reducing the maternal mortality
ratio, factors affecting fertility should be taken into
account. Studies have found that fertility behaviour is
affected by: religious belief [3–5], educational level [6–12],
age [6,8–10], age at first childbirth [10], number of living
children [9,10], sex of children, number of pregnancies
[6–9], value placed on children [13], economic level/income
[6,8,11], place of residence [7,8,14], lack of contraceptive
education [8,14], media messages about contraception [7],
urbanisation and industrialisation [15]. Many biological,
sociocultural and economic factors affect fertility. Biological
factors produce similar results for each individual, but

sociocultural and economic factors vary among different
societies and produce different results [16]. Turkey has sig-
nificant regional differences in social and economic devel-
opment reflected in fertility behaviour: the fertility rate is
2.0 in the west, 3.2 in the east, 2.8 in the south, 2.1 in the
middle and 1.6 in the north [12] Fertility expectations are
still very high in the eastern and south-eastern regions,
where different ethno-cultural (Kurdish, Arab) groups live in
densely populated groups observing traditional cul-
tural norms.

The present study was conducted in the city of
Sanliurfa, which is in the south-eastern Anatolia region and
capital of a province with the highest fertility rate in
Turkey and high mother–infant mortality rates. While the
total Turkish fertility rate in 2018 was 1.99, in Sanliurfa
province it was 4.13; while the crude birth rate was 15.3
per 1000, Sanliurfa had the highest rate in Turkey at 31.3
per 1000 [17]. Gender inequality is evident in this province
and women’s participation in education and employment
is low. In a recent gender equality report, Sanliurfa ranked
75th among 81 provinces and was among the top 10 prov-
inces where women had the lowest gender equality [18].

To develop appropriate interventions it is important to
identify the reasons for high fertility rates and existing bar-
riers to reducing high-risk pregnancies and births. Sporton
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[19] stated that the increased use of mixed methods in fer-
tility research owes much to the growing acceptance of
qualitative methods to provide an understanding of the
complexities and contradictions underlying reproductive
behaviour. Use of mixed methods provides the opportunity
to situate these studies within a wider framework, linking
constructions of reproduction and childbirth to different
levels of social organisation and exploring the intersections
between the ‘local’ and the ‘global’. A mixed methods
approach was therefore used in the present study to deter-
mine the perspectives of women aged 15–49 on their fertil-
ity and reproductive behaviour. The research was carried
out in the city of Sanliurfa, which has the highest fertility
rate in Turkey.

Methods

Study design and ethical issues

The research was carried out in three densely populated
central districts of Sanliurfa, which has 13 districts in total.
In terms of socioeconomic development Sanliurfa ranks
73rd among 81 provinces in Turkey [20]. In 2015, the total
population of the province was 1,892,320, of which the
female population was 941,827 [21]. Written consent to
carry out the research was obtained from Koç University
ethics committee (no. 2016.004.IRB3.003), and verbal and
written consent was obtained from the women who
agreed to participate in the study.

Sampling

For the quantitative study, the target population was
569,382 women in the 15–49 age group living in the cen-
tral districts of Sanliurfa city [21]. A 30 cluster sampling
technique was used [22] and the number of clusters was
stratified in proportion to the population; a total of 300
women were sampled, comprising 10 women in
each cluster.

Qualitative study sampling involved 14 women selected
by purposive sampling among the quantitative study par-
ticipants. The following three main characteristics of partici-
pants with different socioeconomic levels were taken into
consideration: (1) women who were married and had four
or more children; (2) women who were married and had
fewer than four children; (3) childless single women

Procedures

Quantitative data were obtained during face-to-face inter-
views in women’s homes using a questionnaire prepared
by the researchers. To collect the sample, 30 streets were
chosen by a simple random sampling method from the
street lists of the regions; the third house from the start of
each street was determined as the starting point and the
process was carried out through the right side of the street
until completion of the survey with 10 women. Where
there was more than one woman at home between the
ages of 15 and 49 who could take part in the survey, the
Kish method was used to select just one woman for inter-
view [23].

To obtain the qualitative data, participants who volun-
teered and were eligible for sample selection were inter-
viewed for a second time at home. The study was
terminated at the point where the new data no longer
added additional concepts to the research question [24].

Instrumentation

Quantitative data were collected using a questionnaire
comprising 50 items covering participants’ sociodemo-
graphic characteristics (age, educational background,
employment status, husband’s age, husband’s educational
background, husband’s employment status, income status,
health insurance, marriage duration), use of contraception
and views on fertility (ideal marriage age, ideal earliest and
latest ages for pregnancy, ideal number of children). In
order to evaluate the clarity and usefulness of the ques-
tions, a pre-test was conducted among 10 women and the
necessary corrections were made.

Qualitative data were collected through in-depth indi-
vidual interviews using a semi-structured interview form.
Interviews were conducted by a sociologist experienced in
qualitative research. All interviews were recorded with par-
ticipants’ written consent. Each interview took approxi-
mately 30min.

Data analysis

Quantitative data were analysed using IBM Statistics for
Windows, version 26 (IBM, Armonk, NY, USA). Descriptive
statistics, the v2 test, Student’s t test, Mann–Whitney U test,
intra-group correlation analysis and logistic regression ana-
lysis were used to evaluate the data.

The dependent variable was the number of living chil-
dren. A logistic regression model was established using var-
iables that were found to be significant in the univariate
analyses. As the median number of children was three, this
number was chosen as the cut-off point in the analyses. In
logistic regression analysis, the number of living children
was categorised as three and below or four and above.
Among the independent variables included in the logistic
regression model, the age of the woman and her husband,
the woman’s age at first marriage and the duration of the
marriage were continuous variables; the educational back-
ground of the woman and her husband (primary and
below or secondary and above), perceived income (good/
poor), place of birth (village/other) and sex preference for a
child (yes/no) were categorical variables. The results were
evaluated with 95% confidence intervals and the signifi-
cance level was set at p< 0.05.

A content analysis technique was used for the qualita-
tive data [25]. To identify interview themes, participants’
individual perspectives of the same coded issues were
taken into particular account and the similarities and differ-
ences were noted to clarify the next steps of the analysis
[26]. This process helps to improve coding, i.e., ‘relating
particular passages in the text of an interview to one cat-
egory, in the version that best fits these textual passages’
[27]. The themes and codes are presented in Table 1.
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Results

Quantitative findings

Participants’ mean age (± standard deviation [SD]) was
27.1 ± 9.5 years; 21.6% had had no formal education; 61.3%
were born in Sanliurfa province. Only 34.0% were
employed, the majority (58.8%) being seasonal agricultural
workers. At home, 32.3% of participants spoke Kurdish or
Arabic besides Turkish; 17.3% rated their income level as
poor; 26.3% had no access to social security. More than
half (55.3%) of the participants were married and the mean
length of their marriage was 12.40 ± 9.5 years; 64.0% of
the married women had married during adolescence
(�17 years) and their mean age at first marriage was
19.8 ± 3.4. Almost half (47.1%) of married women had mar-
ried a relative and 51.9% were first-degree relatives of their
husbands. The mean age of the women’s husbands was
36.8 ± 10.1; 7.6% had had no formal education and almost
all (92%) were employed. The median number of pregnan-
cies of married women was four (range 1–14) and the
median number of living children was three (range 0–10);
30.0% had had their first pregnancy in adolescence.
Participants’ mean age at first pregnancy was 20.2 ± 3.5
years and their mean age at the last pregnancy was
28.1 ± 5.8 years; 40.7% had had a spontaneous abortion,
5.8% had had an induced abortion, 4.7% had had a dis-
abled baby, 6.4% a stillbirth and 38.4% an unplanned preg-
nancy (Table 2).

Of the married women, 12.9% stated that their husband
had decided when they should have children and 10.5%
stated that their husband had decided the number of their
children; 83.6% stated that they had shared these decisions
with their husband.

A contraceptive method was used by 56.7% of married
women. The most commonly used methods were the intra-
uterine device (41.2%) and withdrawal (28.8%). Reasons
given for non-use of a contraceptive method among mar-
ried women were that they were already pregnant (35.7%),
wanted to become pregnant (15.7%) or were in the meno-
pause (14.3%).

Univariate analyses showed that having four or more
children was significantly more prevalent among women
who were born in a village or town (66.7%), had had no
formal education (76.4%), whose husbands had had no for-
mal education (92.3%), who rated their income status as
poor (54.8%) and who wanted their baby to have a

particular sex (80.0%) (p< 0.05). In addition, the mean age
of those who had four or more children (38.2 ± 6.7 years),
the mean age of their husbands (43.9 ± 7.6 years) and the
mean length of their marriage (19.4 ± 7.4 years) were
higher, while the mean age at first marriage (18.4 ± 3.3
years) was lower (p< 0.001) (Table 3). The place where
they had lived the longest, their employment status, health
insurance, the most spoken language at home, type of
marriage, occupation of the husband and kinship status
with the husband were not associated with the number of
living children (p> 0.05).

The effect of independent variables on the number of
living children was evaluated using logistic regression ana-
lysis. Enter-model analysis of variables that were statistically
significant in the univariate analyses showed that the likeli-
hood of having four or more children was 9.1 times higher
in women with primary education or below, and 5.9 times
higher in those who had given birth in the hope of having
a male child (Table 4).

While there was no statistically significant difference
between married and single women in terms of the ideal
age at first marriage of both women and men, the ideal
age at first and last pregnancy and the ideal time between
pregnancies (p> 0.05), there was a significant difference
between married and single women in terms of their ideal
total number of children, the ideal number of male chil-
dren and the ideal number of female children. The ideal
number of male children, female children and the total
number of children was higher among married than
among single women (p< 0.001) (Table 5).

The ideal mean age at first marriage reported by mar-
ried women was 22.5 ± 2.4 years. There was moderate con-
sistency between the age at first marriage and the ideal
age at marriage for women (p< 0.001). The ideal mean first
pregnancy age reported by married women was
23.1 ± 2.7 years. There was moderate consistency between
the age at first pregnancy and the ideal age at first preg-
nancy (p< 0.001). The ideal total number of children
reported by married women was 3.7 ± 1.2. There was mod-
erate consistency between the total number of living chil-
dren and the ideal total number of children (p< 0.001).
The ideal number of male children reported by married
women was 1.9 ± 0.6. There was moderate consistency
between the number of male children that women had
and the ideal number of male children (p< 0.001)
(Table 6).

Table 1. Qualitative data themes and codes.

Theme Code

Desire to have many children � Having a large and strong family
� Opportunity to use child labour
� Large families make child care easier
� Social pressure and doctrine
� Belief that giving birth makes young women productive and delays ageing
� Preference for a male child (ensuring continuation of the lineage with the surname, gaining status for the

mother, discouraging the husband from taking a second or third wife, males protect the honour of the mother
and sisters, difficulty of raising girls compared with boys)

� Considering induced abortion as a sin
� Considering a child as insurance for old age
� Poor or lack of information on contraceptive methods
� Men not participating in birth control

Difficulties of having many children � Poverty
� Not being able to benefit from educational opportunities

Value of a child � Economic value
� Social value
� Psychological value
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Qualitative findings

The qualitative findings of the study support the quantita-
tive findings. The study results clearly reveal the reasons
why some women had more children than they wanted.
Under the theme ‘Desire to have many children’, married
and single women expressed many reasons for having sev-
eral children. One main reason was related to contributing
to becoming a large and strong family. On this matter, one
married woman with more than one child said:

My father always said that he was alone and he wanted to
have many children. I’m alone here, I’m not in my hometown
and I’d rather have a large family.

(Ten siblings, 42 years old, primary school education, married,
six children)

As many as 90% of all seasonal agricultural workers in
Turkey are from the south-eastern part of the country,
mainly Sanliurfa province. The fact that child labour can
easily be used in seasonal agricultural work also creates a
desire to have several children.

Unfortunately, job opportunities are limited here … Because
more than half of Urfa leaves the province to work [as a
seasonal agricultural worker]. It is difficult to [afford to buy
things] in a large family … when we had more workers, we
had better wages.

(Eight siblings, 20 years old, primary school education, single)

In the area where these women lived it was an accepted
social norm to have a lot of children, which created certain
social pressure. The strength of a woman with many chil-
dren was increased both in the family and in the immedi-
ate environment, and her fertility gave her a level of
dignity. Women referred to this social pressure:

Actually, our desire to have a baby was [for social reasons] … I
didn’t want a baby before. After I had [had] two children – my
Lord gave [me] one girl and one boy – I said enough. With
some social pressure … Else, I still don’t want.

(Four siblings, 30 years old, high school education, married,
two children)

Women tended to have a lot of children to make their
position stronger and protect their marriage. In Sanliurfa,
the fact that polygamy is gaining more widespread accept-
ance scared some women, who therefore wanted to have a
lot of children to prevent their husbands from taking
another wife:

I was secretly protecting [using contraception without the
husband’s knowledge] for a while. [During that] time he was
saying, ’You’ve become infertile’. He was saying, ’If you are
infertile, then I will marry [again]’. So, I discontinued the
medicine because I was afraid. I’d expect such behaviour from
him. So I thought, instead of letting him marry [again], I could
have more children.

(Eight siblings, married, 40 years old, literate, five children)

There was a perception that a child was a kind of insur-
ance for old age. In places where social welfare services are
not sufficiently developed and modern insurance systems
are uncommon, regarding children as some kind of insur-
ance for the future was commonplace:

May God not let anyone live without children. If we have one
foot in the grave, the child will look after his parents.

(Age 40, incomplete primary school education, married, five
children, mobile seasonal agriculture worker)

We found that the rate of use of safe or effective contra-
ception was low. Induced abortion was one of the methods
used to manage unwanted, unplanned pregnancies.
Although induced abortion is legally recognised as a right,
it was considered by some to be a sin rather than a right:

It [induced abortion] is a sin. If my Lord gives, it is for the best.
I don’t accept it [induced abortion] because I think religiously.

(Nine siblings, 20 years old, incomplete high school
education, single)

Table 2. Sociodemographic and fertility characteristics of the study partici-
pants (N¼ 300).

Characteristic n %

Age, years
�18 60 20.0
19–24 88 29.3
25–30 61 20.3
31–36 30 10.0
�37 61 20.3

Educational level
Illiterate 40 13.3
Literate 25 8.3
Primary school 60 20.0
Secondary school 82 27.3
High school 64 21.3
University or higher 29 9.7

Employment
Employeda 102 34.0
Unemployed 198 66.0

Perceived income
Very good 2 0.7
Good 46 15.3
Moderate 200 66.7
Poor 52 17.3

Social security
Yes 221 73.7
No 79 26.3

Marital status
Marriedb 172 57.3
Single 128 42.7

Age at first marriage (n¼ 172), years
�17 110 64.0
18–20 43 25.0
21–23 18 10.5
24–26 1 0.6

Husband’s age at first marriage (n¼ 153), years
�18 11 7.2
19–21 21 13.7
22–25 79 51.6
26–30 37 24.2
�31 5 3.3

Duration of marriage (n¼ 172), years
�1 17 9.9
2–5 38 22.1
6–9 22 12.8
�10 95 55.2

Age at first pregnancy (n¼ 160), years
�18 61 38.1
19–24 73 45.6
�25 26 16.3

Kinship with husband (n¼ 172)
Yesc 81 47.1
No 91 52.9

Spontaneous abortion (n¼ 172)
Yes 70 40.7
No 102 59.3

Stillbirth (n¼ 171)
Yes 11 6.4
No 160 93.6

Birth of disabled baby (n¼ 172)
Yes 8 4.7
No 164 95.3

a58.8% of employed individuals were seasonal agricultural workers.
bSix of the married women were divorced or widowed.
cDegree of kinship of spouses is given in the Results section.
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While 43.3% of married women said they did not use
any contraceptive method, one woman confessed that she
did use contraception but hid it from her husband:

It is not easy to look after [many children]. It is very hard. To
bring them up, to [send them to] school … Well, I use it
secretly [contraception]. I don’t say anything to my husband.

Table 3. Distribution of some characteristics of married women (n¼ 172) according to the number of living children.

Characteristic

No. of living children

Statistical test p-Value�3 �4

Place of birth
Province 65 (70.7) 27 (29.3) 16.1a <0.001
Village/townb 13 (33.3) 26 (66.7)
District 22 (53.7) 19 (46.3)

Educational level
Uneducatedb 13 (23.6) 42 (76.4) 58.4a <0.001
Primary educationb 25 (51.0) 24 (49.0
Secondary education and aboveb 62 (91.2) 6 (8.8)

Husband’s educational level (n¼ 171)
Uneducatedb 1 (7.7) 12 (92.3) 39.0a <0.001
Primary educationb 15 (32.6) 31 (67.4)
Secondary education and aboveb 84 (75.0) 28 (25.0)

Perceived income level
Good 24 (80.0) 6 (20.0) 8.2a 0.016
Averageb 62 (55.9 49 (44.1)
Poorb 14 (45.2) 17 (54.8)

Had child because of sex preference (n¼ 167)
Yesb 8 (20.0) 32 (80.0) 27.2a <0.001
No 87 (68.5) 40 (31.5)

Age, years 27.8 ± 6.8 38.2 ± 6.7 0.378c <0.001
Husband’s age, years 31.7 ± 8.6 43.9 ± 7.6 0.065c <0.001
Age at first marriage, years 20.8 ± 3.2 18.4 ± 3.3 0.470c <0.001
Duration of marriage, years 6.8 ± 6.7 19.4 ± 7.4 2.758c <0.001

Data are presented as n (%) or mean ± SD.
av2 test.
bThe group that creates a difference.
cStudent’s t test.

Table 4. Logistic regression model showing the association between some characteristics of married women and the
number of living children.

Associated factor p-Value OR 95% confidence interval

Age 0.242 1.3 0.8, 2.1
Husband’s age 0.073 1.1 0.9, 1.4
Age at first marriage 0.174 0.7 0.4, 1.1
Duration of marriage 0.299 1.0 0.4, 1.2
Educational level (primary or below) 0.002 9.1 2.1, 37.4
Educational level of husband (primary or below) 0.155 2.0 0.7, 7.1
Perceived income level (poor) 0.766 0.8 0.1, 4.4
Sex preference (male child) 0.014 5.9 1.3, 17.7
Place of birth (village/town) 0.188 1.7 0.6, 8.7
Constant 0.006

Table 5. Distribution of ideal fertility-related properties in married and single women.

Characteristic Married women Single women Mann–Whitney U test p-Value

Ideal marriage age for women, years 22 (16–30) 22 (18–30) 10,757.5 0.731
Ideal marriage age for men, years 25 (16–35) 25 (18–32) 10,071.5 0.244
Ideal first pregnancy age, years 23 (18–30) 23 (18–32) 10,659.0 0.635
Ideal last pregnancy age, years 35 (25–50) 35 (25–45) 10,683.0 0.655
Ideal no. of female children 2 (1–5) 1 (1–4) 8309.0 <0.001
Ideal no. of male children 2 (0–5) 2 (1–4) 8063.0 <0.001
Ideal total no. of children 4 (2–10) 3 (2–8) 8016.5 <0.001
Ideal time between two pregnancies, years 3 (1–6) 3 (1–9) 10,215.0 0.266

Data are presented as median (range).

Table 6. Some fertility-related characteristics of married women and level of consistency in their outlooks related to these
characteristics.

Characteristic Value Intra-group correlation coefficient p-Value

Age at first marriage, years 19.8 ± 3.4 0.44 <0.001
Ideal age for first marriage for women, years 22.5 ± 2.4

Age at first pregnancy, years 20.2 ± 3.5 0.49 <0.001
Ideal age at first pregnancy, years 23.1 ± 2.7

Total no. of living children 3.1 ± 2.3 0.53 <0.001
Ideal no. of children 3.7 ± 1.2

No. of male children 1.8 ± 1.2 0.46 <0.001
Ideal no. of male children 1.9 ± 0.6

Data are presented as mean ± SD.
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(Seven siblings, 40 years old, primary school education,
married, four children)

Women thought that men should take more responsibil-
ity for contraception:

Contraception should be my husband’s responsibility, [as] this
is the healthiest way. Birth control pills, or any other drugs that
I use, always have a side effect. But there is no problem
for men.

(Ten siblings, 30 years old, high school education, married,
four children)

Some women who did not use an effective contracep-
tive method appeared to have prejudices and misinforma-
tion about safe contraception:

They say the pill is dangerous. It is affecting the ovaries or
something … I hear things like inflammation. The pill is
dangerous in this regard. I don’t know about the needle.

(Eight siblings, 20 years old, primary school education, married,
one child)

In addition, some women stated that there were times
when they had not used contraception because of their
religious beliefs:

I didn’t know back then. I always thought it was a sin. Later I
started to use spirals.

(Eight siblings, 42 years old, illiterate, married, nine children)

It was seen that an important obstacle to not using
contraception was related to the meaning and value that
society attributed to children. Women generally stated that
a child’s social and psychological value was very high: a
child holds the family together, preserves the marriage,
turns the woman and man into a mother and father and
ensures they take responsibility:

A child is like the joy of the house and the fruit of the family. I
can’t sleep when my child gets sick … [A child] is a
valuable thing.

(Eight siblings, 20 years old, primary school education, married,
one child)

Women’s gender preference for a child seemed to be
related to the value that was attributed to a male child.
Under the theme ‘Value of a child’, women referred to the
social, economic and psychological value of a child. It was
believed that a boy would strengthen the family, whereas
a girl would marry and leave. The expectation that a boy
would take care of his parents in the future reduced the
value of female children. The high value attributed to a
male child also led to an increase in the overall number
of children:

In Urfa, a boy means love. It’s kind of like that for them. When
he becomes a man, he honours us, keeps our lineage, glorifies
us, works and struggles.

(Seven siblings, 19 years old, high school education,
single, employed)

Having boys has become a tradition here. In these lands, they
say real men make sons … Keeping your surname … The girl
goes with a stranger, but the boy stays at home.

(Eight siblings, 20 years old, primary school education, married,
one child)

Yes, boys are precious here. For me, I give birth to have
someone to turn to. My children are my husband. I give birth
to these [male] children for my future, just for myself.

(Ten siblings, 42 years old, primary school education, married,
six children)

Women said that the value of male children in society
differed from that of female children in economic, social
and psychological terms. Girls were said to be weak and
needed male protection, and it was difficult to raise girls.
Women did not see girls as having an economic value but
focussed rather on their psychological value: female chil-
dren cared for other family members, did housework and
undertook childcare; they symbolised love and compassion:

I believe a daughter is better … One [a girl] is a symbol of
compassion and the other [a boy] is a symbol of power. The
male is more extroverted. Females mostly deal with
the housework.

(Five siblings, 36 years old, university education, five children
including triplets)

It was noted that poverty and missed educational
opportunities, defined under the theme ‘Difficulties of hav-
ing many children’, were prominent issues among partici-
pants. Poverty and exclusion from educational
opportunities affected female children to a greater extent
and increased social gender inequality. The cost of having
many children is borne by females; they do not have equal
access to education and therefore easily follow the path of
becoming seasonal workers.

Only men studied. They did not let us [female children]
back then.

(12 siblings, 37 years old, illiterate, married, six children)

In this study, one in every 10 women said their husband
had decided the number of the children they should have:

My husband was deciding. He said, ’If you didn’t want to have
children, you would [have continued to] live in your family
home.’ And I said, ’We are broke. Why should we?’ When we
are supposed to have a child, that is the husband’s call. We do
whatever our husband says.

(Eight siblings, 40 years old, literate, five children)

In general the number of children considered to be nor-
mal, regardless of age, education and sex, varied between
three and four:

For me, four is ideal, whether she [the mother] works or not.
After all, she can make a career, work, etc., as far as they go.
When a woman comes home, she is with her children … As
long as one can take care of them materially and morally,
having a child is a beautiful thing.

(Five siblings, 36 years old, university education, five children
including triplets)

Discussion

Findings of the study and comparison with
other studies

In traditional societies, girls who are not allowed to con-
tinue their education, for reasons such as tradition and
honour, are married at a very young age and give birth at
an early age [28,29]. Social norms related to fertility and
reproduction encourage women’s desire to become preg-
nant immediately after marriage [30]. In Turkey, society
views marriage as the start of the period of childbirth.
Women who get married at an early age become pregnant
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at an early age, bear the risk of pregnancy for a longer
period and generally have more children. According to the
new Turkish Civil Code (2001), women and men must be
over the age of 17 to marry [31]. But, in Sanliurfa, which is
a traditional society, our results showed that six out of 10
married women were married at the age of 17 or below.
Despite the law, early marriage continues in the region in
secret religious ceremonies and leads to early pregnancies.
Women’s ages at first marriage and at first pregnancy were
below the Turkish average, and the rates of unplanned
pregnancy, spontaneous abortion and stillbirths as well as
the total number of pregnancies and the mean number of
living children were higher than the mean values in Turkey
[12]. This result is particularly related to the sociocultural
structure of the region and the psychological, social and
economic value that their society places on marriage and
children. Young girls who take care of the housework and
siblings in their father’s house marry at an early age and
undertake serious responsibilities such as marriage and
becoming a woman, wife and mother before completing
their biological development.

Unplanned pregnancies may lead to induced abortions.
Although the rate of unplanned pregnancies was above
average, the rate of induced abortions was quite low com-
pared with the mean value in Turkey (15.0%) [12]. This may
be because giving birth is culturally accepted whereas, for
religious reasons, pregnancy termination is not. We found
that the high numbers of stillbirths, spontaneous abortions
and disabled babies may be attributed to the number of
consanguineous marriages.

Studies have shown that in traditional societies with low
educational levels, the marriage age decreases, contracep-
tive use diminishes and the number of births increases
[32–36]. We found that the wish to have four or more chil-
dren was 9.1 times higher in women with primary educa-
tion or below compared with better educated women.

A child has economic, psychological and social value
[13]. In our study, we found the value of a male child to be
especially high. Indeed, the wish to have four or more chil-
dren was 5.9 times higher in women who preferred to
have a male child. This result reflects those of other studies
indicating that gender preference affects fertility [6,9]. In
traditional societies a male child enjoys a separate status
from that of a female child, as he is regarded as the person
who will maintain the family’s lineage and provide care for
the parents in their old age [37].

We found that in Sanliurfa it was very important to have
male children because they conferred an important social
value on the family and would ensure their care, also in
old age. A male child had a social value in that he would
maintain the family name or lineage and was seen as a
means of connecting with the outside world and guarding
the honour of the female family members. A woman with
male offspring was more valued and enjoyed a higher sta-
tus. Indeed, having a male child could prevent a husband
from taking a second or third wife. For this reason, women
continued to give birth until they produced a male child.
These findings agree with those of previous studies which
reported that the drive to have a male child accompanied
negative thoughts, attitudes and behaviours relating to the
use of contraception [38,39].

In our study, the rate of use of any contraceptive
method by married women was 56.7%, which is quite low
in comparison with the rate in Turkey as a whole (70.0%)
[12]. The fact that one in every five women had a very low
level of education, that a child was seen to have economic
and social value and there was a preference for male chil-
dren may lie behind the use rate. Responsibility for contra-
ception was generally taken by women.

In countries where fertility and unmet contraceptive
need are high and men often do not support the use of
contraception [40,41], some women nevertheless secretly
use it [42]. In our study, 43.3% of women did not use any
method of contraception. Some women stated that men
should take more responsibility for contraception and that
they had to secretly use a contraceptive method because
their husbands would not accept it. While this finding
agrees with the literature [42], women’s behaviour in terms
of pregnancy termination was different. Women in our
study held induced abortion to be a sin and preferred to
give birth rather than terminate an unwanted pregnancy. A
recent large Turkish study reported that the perception of
abortion as a sin increased from 40% to 60% between the
years 2016 and 2019 [43]. The growing influence of religion
on politics in Turkey may lie behind this. Since 1983,
induced abortion up to the 10th week of pregnancy has
been legal in Turkey [44]. The rising religious educational
programme pursued by the Turkish government for the
last 15 years, however, might have increased the perception
of abortion as a sin among women with low education,
causing an increase in unplanned or unwanted
pregnancies.

Studies show that religious and cultural factors affect
the acceptance and use of birth control in different ways
and are one of the reasons for increasing fertility [3–5]. A
systematic review concluded that the negative factors that
prohibited or reduced contraceptive use among a sub-
Saharan African population included disapproval by the
male partner and the sociocultural norms surrounding fer-
tility in that region [45]. Our results also showed the
importance of male participation as well as religious and
cultural norms in the effective use of contraception.

In regions where there is gender inequality, women live
under social, economic and political pressure which nega-
tively affects their fertility behaviour and they bear more
children than they would wish [29,46,47]. In our study,
there was moderate consistency between married women’s
ideal number of children and the number of children they
actually had. In addition, the ideal number of children that
single women wanted to have in the future was less than
the ideal number given by married women. Single women
did, however, agree with married women about the
importance of having a male child. This suggests that some
young women may continue in the future to have more
children than they want in attempting to have several
male children. The 2018 Turkey Demographic and Health
Survey found that the ideal number of children for married
women was three [12]. In our study, however, married
women’s ideal number of children, regardless of women’s
age, education and child sex preference, was four. It is
important, however, to note that while the mean number
of siblings in women’s birth families was eight, the number
regarded as ideal by their own generation had decreased

THE EUROPEAN JOURNAL OF CONTRACEPTION & REPRODUCTIVE HEALTH CARE 145



to four. It may be concluded that better social and eco-
nomic conditions are leading couples to have
fewer children.

Strengths and weaknesses of the study

The strengths of the study are that the results may be gen-
eralised to the population in the research area, thanks to
the sampling selection method used. The use of mixed
methods allowed us to see more comprehensively the fac-
tors affecting fertility in this population.

A limitation of our study is that, in the region studied,
reproductive health is viewed as a private matter, which
caused some difficulties in communication and in the col-
lection of detailed information. Some women referred to
reproductive health matters using the words ‘shame’ or
‘sin’, which might have reduced the possibility that they
gave open answers to some of the questions.

Implications for policy-makers

To reduce high-risk pregnancies and births due to high fer-
tility, it is important to take into account sociocultural val-
ues and beliefs, determine cultural barriers, and plan and
implement health services to overcome these barriers.
Knowledge of a society’s cultural values and perspectives
on fertility should guide health policies. In this context,
multidisciplinary comprehensive projects are required to
promote equality and increase gender awareness as well as
increase female education and employment opportunities.

Future research

In the province where our research was conducted, men
make most of the decisions in all areas of life. Research
might therefore be done on the views of married and sin-
gle men in that society. Furthermore, studies into the rela-
tionship between the gender roles of women and men and
their attitudes towards fertility would be useful.

Conclusion

Our study found that in married women of reproductive
age their number of children was already more than three.
It was found that women’s age, educational level of both
them and their husband, perceived economic level and
preference for a male child were influential on the number
of living children. The value placed on male children was
higher than that on female children. Regarding fertility and
having children, common views were of the importance of
having a strong family, seeing the child as insurance in old
age, and viewing induced abortion as a sin.
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