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Overview 

 

In March, 2015, I 

travelled to Magadini and 

Wosiwosi villages in the 

Longido District of 

northern Tanzania; a 

primary aim of my visit 

was to obtain feedback on 

the workshops given one 

year earlier by Dr. Penny 

Aeberhard and Dr. Joanna 

Moore to Traditional Birth 

Attendants (TBAs) under 

the auspices of the Natron 

Healthcare Project (NHP). 

 

In general, certain key messages had been retained by the TBAs, 

though not everything remembered had been put into practice.  

Group discussions strongly suggested a greater awareness of 

impediments to healthy birth such as hygiene and anaemia, even 

if this had not yet led to behaviour modification. 

 

Additionally, through these often open-ended discussions, I was 

able to gain greater insight into pre-natal practices common to 

rural Masai, particularly the use of emetics. 

 

Within the groups, there were clear “front runners” – women who 

spoke decisively and honestly, and who had put the workshop’s 

messages into use.  There were others who were more obviously 

reactionary; though they remembered the messages, they resisted 

employing them. 

 

There was also a difference between the groups of women – those 

from Magadini and those from Wosiwosi.  In general, the Wosiwosi 

group had better retention and expressed more enthusiasm for 

change in practice.  In our experience, the community of 

Wosiwosi has better leadership, and is more socially cohesive.  

However, as the NHP has a far lesser degree of intervention with 

Wosiwosi, it is more difficult for us to verify that the women’s 

ready shift in attitude and behaviour is real, rather than what 

their strong leadership knows we want to hear. 

 

Figure 1 Under the tree in Wosiwosi 



In other words, I trusted the more random responses of the 

Magadini women – some reactionary, some progressive; and 

remained unsure (unfairly?) of the Wosiwosi women’s.  

 

It should be noted here that both groups expressed strong 

interest in contraception. 

 

 

Background 

 

Dr. Aeberhard, FGCRP, was a family doctor, with a special 

interest in teaching health workers and young doctors. As such 

she was an advisor to teaching practices in the Oxford Region in 

the UK. She worked in a busy practice in a suburb of London, 

with a multi-ethnic population. After her retirement she 

continued to use her skills in attachments, responding to 

requests by NGOs, in India, Nepal and Tanzania where she 

specialized in teaching under-resourced healthcare workers.  Co-

founder and co-director of the NHP, she has shaped the project’s 

teaching methods. 

  Dr. Joanna Moore, MRCGP, accompanied Dr. Aeberhard as a 

volunteer for the NHP.  Her experience working with Somali women 

immigrants at the Battersea Fields Practice spurred her interest 

in working with TBAs in remote regions such as Natron.  Often 

working with a translator, Dr. Moore gained trust and access 

through non-verbal cues, acute sensitivity and cultural respect. 

 

Using interactive teaching methods developed by Dr. Aeberhard, 

including visual props, they endeavoured to teach locally 

acknowledged Traditional Birth Attendants safer birthing 

practice in workshops that spanned four days in March, 2014. 

 

Maternal mortality among the Masai people in the Natron 

Healthcare Project’s catchment area is likely as high (probably 

higher due to poor access to primary medical care) as the 

national average: 578 deaths per 100,000. 

 

According to the World Health Organization, not only has 

maternal death not decreased as has infant mortality, but it 

represents 18 percent of all deaths of women age 15-49. 

 
“The main direct causes of maternal death are haemorrhages, infections, 

unsafe abortions, hypertensive disorders and obstructed labours. The presence 

of these causes is exacerbated by HIV and malaria, Tanzania's number one 

killer. The fact that more than half of births in Tanzania occur at home also 

contributes to the elevated maternal mortality rate. Of all pregnant women, 

only 46 percent are assisted during childbirth by a doctor, clinical officer, 

nurse, midwife or maternal and child health aide.” 



 

Strong anecdotal evidence suggests the key reasons for maternal 

mortality in Magadini and Wosiwosi are similar to those 

recognised by WHO. However, no formal data has been collected in 

this area, other than narratives told to the NHP; through 

medical interventions carried out by Dr. Aebehard, Dr. Moore, 

and myself; and by input from area healthcare facilities. 

 

Our understanding of the leading causes of maternal mortality in 

Magadini and Wosiwosi villages are: 

 

 Post-partum infection 

 Haemorrhage 

 Obstructed labour 

 Pre-eclampsia/hypertension 

 

Dr. Aeberhard’s study of anaemia in the area indicates very high 

rates of chronic anaemia in pregnant women.  (See appendix.)  We 

believe this to be a major contributing factor to birthing and 

post-partum complications. 

 

The vast majority of women in Magadini and Wosiwosi give birth 

at home.  Evacuations to primary medical care are exceptional, 

when a visitor with transport is present (maybe once every 6 

years!).  The most common outcome of problematic births is 

death.  Primary medical care is distant, and there is no regular 

transport.  Therefore, it is the Traditional Birth Attendants 

who bear responsibility for the life (and death) of mothers in 

these remote communities. 

 

Dr. Aeberhard and Dr. Moore set out to teach these TBAs safer 

birth practice.  They acknowledge that the workshops they 

conducted need extensive follow-up over several years before 

permanent behaviour modification can be expected.  

 

 

Observing unsafe birthing practices among women in the Masai 

communities of Magadini and Wosiwosi 

 

Dr. Aeberhard, consulting with Dr. Osmund Swai and Dr. Steve 

Friberg, both long-standing doctors with the Lutheran clinics in 

Longido District, defined key problems with the current, un-

tutored TBA practice: 

 

 Lack of good hygiene during birth process 

 Dangerous use of emetics in pregnant women 



 Passive attitude to serious birth complications such as 

obstruction (e.g. “It’s God’s will.”) 

 Forced evacuation of placenta 

 Poor post-natal handling of infants, especially vulnerable 

infants 

 

All of these have negative impacts on the health of mother and 

child, all-too-often leading to death of one or both. 

 

Teaching based on trust and respect: aiming for behaviour 

modification 

 

The Natron Healthcare Project has worked in these two 

communities since 2008, and has established firm trust.  This 

trust is further supported by NHP’s partnership with Dr. Swai 

and Dr, Friberg, both of whom are recognised throughout the 

region for their high-level of care and their compassion. 

 

Dr. Aeberhard’s teaching 

methods promote respect and 

validation for local culture; 

this has led to receptiveness 

in both communities to 

learning.  We have held 

annual workshops on many 

topics such as Sexually 

Transmitted Diseases, 

anaemia, diarrhoea, 

dehydration, and hygiene.  

 

The workshops are well-

attended.  We believe there 

is now a real enthusiasm for 

learning.  For the 2014 

workshops, a group of six elderly TBAs walked more than 40kms to 

attend.  

 

Dr. Aeberhard’s empathetic and non-didactic approach has also 

led to deep engagement with the communities.  It is through 

frank and open discussions over the years, and through our 

consultation with Dr. Swai and Dr. Friberg, that we have been 

able to learn of TBA practices and beliefs.  Women have shared 

with us out of their trust for us.   

 

While we recognise certain of their practices are dangerous, we 

must approach “correction” gently and respectfully.  We 

Figure 2 TBAs using a tablet 



recognise that no one likes their life task denigrated – even if 

they are causing real harm. (Ref Atul Gawande article here.)   

    

Dr. Aeberhard and Dr. Moore’s TBA workshops in 2014 

 

Dr. Aeberhard and Dr. Moore focused their separate teaching 

sessions on the following topics: 

 

 Placing baby to immediately breast to promote natural 

evacuation of the placenta, and  encouraging breast milk 

flow, discouraging supplementary feeding.* 

 Waiting for pulse to stop before cutting the cord. 

 Care of the small or premature infants* 

 Serious complications that require immediate evacuation of 

mother to primary care 

 Better hygiene and preparation for birth 

 Causes and treatment for anaemia 

 Nutrition and care of pregnant women. 

 

Observations and feedback: one-year later 

 

I held two two-hour meetings with 26 women in Magadini, 

including all the TBAs who had attended training in 2014.  We 

reviewed what they remembered, and also discussed other aspects 

of pre and post-natal maternal care.  The aim of this exchange 

was for me to gauge how much the TBAs had retained of Dr. 

Aeberhard and Dr. Moore’s key messages, and to ascertain if/what 

they had put into practice. 

 

I also had a two-hour meeting in Wosiwosi with a large group of 

women, including the TBAs who attended the training last year.   

 

My demeanour in these meetings was that of a listener, not 

medical practitioner.  In Magadini, I arranged the desks in a 

semi-circle; in Wosiwosi, we sat under a tree.  I asked open 

questions, quietly sitting to the side (as did my translator).  

My aim was to gently provoke unfettered discussion and honest 

response. 

 

 

 Placing baby to immediately breast to promote natural 

evacuation of the placenta 

Dr. Aeberhard had ascertained that TBAs forced the placenta out 

of the womb with vigorous massage.  She and Dr. Moore offered to 

them that if the baby is put quickly to the breast, the body 

will push out the placenta naturally.   



 

I asked the women “What do you remember about what Dr. Penny 

taught about the placenta?”  In Magadini, there was a poor 

response.  I felt that either woman had forgotten this part of 

the teaching, or had not implemented it.  I did not get the 

sense that they actively disagreed; rather, that the message had 

not seemed important enough or they had not understood enough to 

warrant behaviour modification. 

 

However, when I asked the same question of the women in 

Wosiwosi, theirs was a more positive response.  Some of the 

women said, “Yes,” they had tried this, and they had seen it 

work.  A few admitted they had not yet tried it. 

 

Even these negative responses indicated to me the open 

engagement we have established.  I was therefore careful to 

refrain from judgement or disparagement.  I only encouraged them 

to “Maybe try it and see.” 

 

 Waiting for pulse to stop before cutting the cord 

I simply prompted them with “What did you learn about cutting 

the cord?”  They spoke about waiting for the blood to stop.  I 

asked if they had tried this, and there was confident consensus. 

 

They told me they repeat the traditional blessing, “You go with 

your hut, I go with mine,” until the cord is cut. 

 

Of all the new ideas presented by Dr. Aeberhard and Dr. Moore, 

this seemed the easiest and most-readily grasped. 

 

  Care for small or premature babies  

Dr. Moore had emphatically emphasized that putting the baby to 

the breast would get the milk started.  While there was 

consensus about the benefit of colostrum, there remains a deeply 

entrenched belief in “cow oil” – boiled and cooled cow fat.  

This is given to the baby before any milk as it “gives 

strength.”   

 

The translator told me, “They don’t always give cow oil to the 

baby.”  But then hedged, “Maybe they give them colostrum -or 

maybe both.”   

 

The baby is also smothered in it, in the belief that it will 

keep the baby “warm.” 

 

I listened as objectively as I could, and there were some women 

who said they “didn’t always do this now.”  However, I was not 



entirely convinced, especially as most of the others 

enthusiastically told me how they continue to use cow oil. 

 

It was less clear if the use of oil entirely excluded the idea 

of “skin-to-skin,” as taught by Dr. Moore.  My feeling is that 

they still vastly prefer the oil and wrapping the baby.  Perhaps 

the idea of a woman’s body providing enough heat for the tiniest 

infants is difficult to grasp?  And trust? 

  

They told me the cow oil is “tradition,” and given the 

importance of cattle, this is perhaps almost like a baptism.  

Probably, this behaviour will not be modified, and can only be 

improved – say, using the cow fat and then putting the baby to 

breast. 

 

 Serious complications that require immediate evacuation of 

mother to primary care 

Both groups were about to confidently recount the three 

occasions on which to immediately evacuate the pregnant mother:  

“fits” (pre-eclampsia), haemorrhage, “stuck baby” (obstruction).  

However, it did not sound as if any woman had been evacuated for 

any of these reasons.  I do not know if any woman had died, 

either.  

 

The Wosiwosi women expressed frustration that they have no ready 

means to evacuate a woman in trouble. Since 2013, the hunting 

company (Tanzania Game Trackers/Wingeret Windrose Safaris) has 

lost access to the area, and they had always provided evacuation 

with their vehicles.  Without cell phone service or a radio, 

they cannot contact Flying Medical Service to arrange an 

evacuation.  Therefore, they remain in the direst straights, 

resorting to motorcycle taxis:  loading a distressed pregnant 

woman onto the back of a motorcycle for a 50km ride through 

rough, wild country. 

 

How can we teach them the protocol for evacuation – encourage 

them to be proactive and not passive when a woman is dying 

(“It’s God’s will”) when they have no means of doing so? 

  

 Better hygiene and preparation for birth: 

All women in both communities spoke confidently about hygiene.  

Unprompted, they spoke out about the use of water and soap, 

washing their hands and arms thoroughly prior to assisting with 

births.   

 

The knife or razorblade used the cut the cord is either new or 

had been boiled. 



 

We also discussed the small piece of leather the TBA use to cut 

the cord against, and that this is NOT cleaned - as suggested by 

Dr. Aeberhard and Dr. Moore.  However, during the discussion 

they suggested (themselves) that they boil it. 

 

I was very strongly convinced that they understood the 

importance of clean hands and sterile “equipment.” 

 

 Anaemia 

They clearly understood the idea of weak or thin blood, and that 

this could cause problems to the pregnant women.  I introduced 

COPAK tests for all the women, and we tested each other.  This 

was useful in showing so clearly that some women had “thicker” 

blood than others – and that this could not be known simply by 

looking at a person. 

 

I had intended to give each TBA elements of a COPAK kit. (COPAK 

provides 300 strips and an easy-to-use colour reference chart to 

field test anaemia) so that she could test the women in her 

care.  We agreed that any woman registering 8 or below in the 2nd 

trimester needed to be given iron and better nutrition.  Any 

women 8 or below in the 3rd trimester needed to be evacuated to 

primary care for birth.  However, I did not have enough COPAKs!  

I would suggest this is a brilliant tool, easy to use and 

empowering.  A man would find it very difficult to argue against 

such evidence of a pregnant woman’s weakened condition. 

 

The cause for such widespread anaemia appears to be the belief 

that women should starve themselves in the 3rd trimester to have 

smaller babies.  We had a long, confusing discussion about this. 

 

 Nutrition and care of pregnant women. 

 

The women agreed that a woman who did not eat much did not 

necessarily have a small baby; and, conversely, a woman who ate 

well did not necessarily have a large baby.  They seemed to 

understand there is NO correlation, but the tradition or habit 

is ingrained, and does not need a “reason.”   

 

For instance, one woman explained that wealthy families withheld 

food from pregnant women but poorer ones fed them.  I could not 

get the bottom of this, but wondered if it is because poorer 

women still have to work so much while pregnant? 

 

The women from Wosiwosi said they did practice this anymore – at 

all.  Which is as they had told Dr. Aeberhard on previous 



occasions, so it is very likely true; and evidence that the 

Wosiwosi women are more progressive.  They had also told her 

that they did not use emetics.  (Can we objectively confirm 

this?) 

 

Both groups traditionally give a woman enriched soup the day 

after birth, including goats’ liver and other offal. 

  

We spent a great deal of time talking about the relationship the 

TBA has with the pregnant mum, and how and when she evaluates 

her.  A TBA is “chosen by God.”  But it is also a profession:  a 

TBA is paid 10,000/- (£4 or $5.5) for her services.  She keeps 

tabs on the pregnant woman from early in the pregnancy, and is 

able to tell by massage the position and age of the baby.  One 

woman said she was able to tell the gender of the baby.  (In 

fact, this woman had told me I was having twins when I was 

barely eight weeks, and the ultrasound had only detected one 

heartbeat.  I was indeed pregnant with twins!) 

 

Another TBA in Magadini continued:  “You can see if she [the 

mother] is healthy or not.  You also give her cow oil to give 

her diarrhoea and herbal medicines so she can vomit.”  

 

I was told these are given (at least?) four times throughout the 

pregnancy.  One of the women told me such purging “reduces 

malaria.”  This seemed confusing to me, in part because the 

diagnosis of malaria is so casual – any fever or ache is 

“malaria.”  And as we now know, there is in fact very little 

malaria in the area. Is there a spiritual component to being 

cleansed? 

 

I asked Father Pat Patten of Flying Medical Service about 

emetics – which is common practice in all Masai.  He believes 

the reason is more pragmatic:  the Masai diet of milk and meat, 

bereft of fibre, causes constant constipation (!). 

 

It was clear to me that the TBAs (and all the women) concurred 

that the use of emetics was part of a mother’s well-being.  My 

only suggestion was that if a woman was anaemic perhaps the 

strength and frequencies of the doses could be reduced. 

 

 

Interest in contraception: 

 

The women were all VERY interested in contraception.  They liked 

the teaching Jo did about the women with lots of children and 

the one with only a few. They said the problem for them remains 



discretion in getting the shot, even from FMS.  As people are 

always watching – and it’s mainly other women they fear. 

 

FMS says that they can give women Depo when they bring their 

children for immunizations; but there is no privacy, even for 

this, as the “clinic” is under a tree, in full view.  (We have 

been pushing the village to construct a mud-and-wattle hut for 

more private examination, but it is still no more than a few 

upright posts in the ground.) 

 

I know of a few women in Magadini who travel regularly to 

Merigoi, Ketumbeine and Gelai Bomba, and they receive the Depo 

there.  At least one Magadini woman had the implant, but she 

suffered from side-effects and had it removed. 

               
Figure 3 She has a right to safe birth practice 


