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Figure 1 Walking sticks outside the classroom in Magadini 
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Part I. ABSTRACT 

1. Objective. 

Our objective in this intervention is to decrease maternal mortality and morbidity in two 

communities where the rates are potentially among the worst in the world.1  The transparent 

and ready access to contraception is acknowledged as a key factor in improving women’s 

health.2  Currently, in Magadini and Wosiwosi, very few women use contraception.3  Health 

education is a cornerstone of the Natron Healthcare remit; so, when, in November 2016, 

members of both communities directly asked the Natron Healthcare Project (NHP) to teach 

them about contraception, we undertook to do so. 

2. Setting. 

Magadini Village and Wosiwosi Village are extremely remote outposts at the western edge of 

Longido District in northern Tanzania.  Neither village has a permanent road; Wosiwosi is often 

unreachable during the rainy season.  Both are at least eight hours walk from a healthcare 

facility.  Prior to the interventions of the NHP (starting in 2009), villagers submitted to fate 

when ill or injured:  “Die or get better.”  NHP has worked with both communities to improve 

access to regular, responsive and reliable healthcare; and to educate villagers about their 

health issues, so they can become pro-active in effective prevention and treatment.  This family 

planning intervention took place over a week, April 21 to 26, with three days in each 

community. 

 Crucially, there were preparations underway in both villages for important age-set 

ceremonies.  This “Rika” was imminent in Wosiwosi and people were deeply distracted.  Also, 

by this time, it was obvious the long rains were going to fail and drought – with all its hardships 

- was inevitable.  

 

3. Design. 

This intervention focused entirely on men and comprised three elements:  a survey, self-

assessment learning scales, and group workshops.  This combination intended to assess: 

                                                      
1 The District of Longido estimates 800 women in Wosiwosi.  They told us six women died in childbirth or from 
maternal complications in 2016; so if even 600 women are of child-bearing age, this is 1:100 compared to the 
government estimate of 410:100,000 (approximately 1:243), making these communities among the dangerous 
places in the world to give birth. 
2 World Health Organization 
3 We know of only two in Wosiwosi, and two confirmed in Magadini. 
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current use of natural family planning methods; attitudes to and knowledge of contraception; 

attitudes to and knowledge of women and children’s health; factors limiting progressive ideas 

toward contraception.  The intervention was also an exercise in sensitization of men: to 

provoke thought and discussion, outside this forum, about many themes impacting acceptance 

of contraception. 

4. Subjects. 

Men from both communities, between the ages of 20 and 55.  The survey targeted a 

spontaneous range of men, usually in their bomas.  In Magadini, the learning scales and 

workshops comprised men who had elected to come; while in Wosiwosi, these were given to 

men already “captive” in a community meeting. 

5. Results 

Nearly all men stated they were practicing “natural” family planning through abstinence or 
counting days, recognizing that child-spacing of 2-4+ years was beneficial to both the mother 
and her newborn child.  Men said that between 4-8 children was the ideal number, given the 
cost of raising a child.4  However, there was a wide array of opinion about that cost – from only 
12 goats a year (approx. 500,000/-) to 800 goats (32,000,000/-), but with a median of about 40 
goats (800,000/). Many expressed concerns about contraception for their wives, including 
weight gain, bleeding, and reliability (65%).  There were concerns, too, about disapproval of 
contraception by other men (75%).  Lack of access (70%) and lack of knowledge (75%) 
prevented them from considering contraception as a family planning alternative.   

In reviewing the data, we tested for correlations between two factors:  a) age and attitude 
to contraception; and b) interest in contraception and desire to send girl children for further 
education.  We found no significant correlations (-0.3225 and 0.3504 respectively).   

In comparing self-assessed attitudes through the Learning Scales, in Magadini, 84% were 
either eager to learn more to support their wife’s efforts to obtain family planning or to actively 
teach about family planning; in Wosiwosi, this was even higher: 87%. 

 
6. Conclusions 

Men’s attitudes toward contraception and certain roles of women are highly idiosyncratic.  

However, men in both communities are overwhelmingly eager for reliable knowledge about 

contraception.  They are aware of the impact of multiple, frequent pregnancies on the health of 

women, and that it is difficult to provide adequately for a large number of children.  Family 

planning education for men must be delivered transparently to both men and women in these 

communities.  It should be embedded in a macro-socio-economic forum, so men and women 

can appreciate the forces directly and potentially impacting them; this knowledge will allow 

them to make informed decisions about family size, the empowerment of women, and better 

health for all.  

                                                      
4 It was not always clear if this was the total preferred, or per wife, as certain men had more than one. 
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Part II. THE INTERVENTION 

1. Acknowledgements.   

We would like to thank the District Administrative Office of Longido for its interest in and 

approval of this project.  The District Medical Office continues to provide invaluable support 

and assistance, including data collection and outreach.  The villages of Magadini and Wosiwosi 

welcomed us with great trust and co-operated fully, despite the personal nature of aspects of 

this intervention. The Flying Medical Service and the Lutheran Mission Cooperation have also 

offered their whole-hearted support in data collection, and, as always, provide us with insights.  

Both our excellent translators, Rehema Simon and Boniface Ngimojino, gave their time, 

knowledge, compassion and patience.  In reviewing and interpreting data, Stephanie Giese, 

Visiting Associate Professor of Business at Lyndon State College, Vermont was insightful and 

indispensable.  Agway in Lydonville, Vermont, donated a number of small, plastic farm animals. 

Thank you. 

2. Aims and Objectives. 

Our aims were: 

 To reduce maternal mortality and morbidity in Magadini and Wosiwosi 

 To create a platform whereby contraception education may be transparently 

introduced to a supportive community. 

The objectives were: 

 To assess male understanding of “family planning” and its use 

 To assess male attitudes and knowledge of contraception  

 To assess male attitudes toward and knowledge of women and children’s health 

 To determine factors limiting progressive male ideas toward contraception   

 To provoke spontaneous thought and discussion among men about many 

themes impacting acceptance of contraception. 

 

3. Methodology 

Background: NHP has taught a number of basic public health workshops, including prevention 

and treatment of diarrhea, of burns, and of STDs, understanding and treating anemia and 

dehydration, how to take prescription medicines, eye care, wound care, and so on.  In 2015, 

Penny, who had identified poor obstetric care as a cause for great concern, also began working 

with Traditional Birth Attendants in both communities.   With the rare exception, women give 

birth at home, attended by a TBA.  As Penny began to work with TBAs to improve their skills 

and connect them with Government Midwives (see separate report), she received requests for 

more knowledge about contraception.  In a TBA workshop in November, 2016, both men and 

women urged her to teach about it.  We felt this was an invitation. 
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Strategy: It is crucial to breakdown the barrier of secrecy and disapproval.  NHP has long 

wanted to undertake a family planning initiative, but we hesitated; we were concerned not only 

about creating rifts within the communities, but also, if we were not careful, we could make it 

more difficult for the handful of women who were already secretly obtaining contraception.  

Both communities, being so remote, are relatively new to the idea of even the most basic 

preventative and curative medical treatment; prescriptive contraception is a big step in 

conscious attitude toward healthcare.  In strategizing, we talked with other NGOs5 and long-

term healthcare providers in the area about their family planning initiatives, and we concluded 

that to introduce an effective and sustainable family planning program, we must start with the 

men. 

We saw the intervention as a considered, tiered process.  Establishing a baseline of attitudes 

would help us better design and target family planning information for the most effective, 

collaborative and open delivery.  Igniting discussions amongst men, so they might debate the 

pros and cons of fewer children, would also give them ownership of any further education 

intervention.  If they might see the benefits, to themselves, of contraception, then they would 

support it for their women. 

Design. This initial intervention focused entirely on men and comprised three elements:  a 

survey, self-assessment learning scales, and group workshops.  This combination intended to 

assess, from several different perspectives: current use of natural family planning methods; 

attitudes to and knowledge of contraception; attitudes to and knowledge of women and 

children’s health; factors limiting progressive ideas toward contraception.   

The intervention was also an exercise in sensitization of men: to provoke thought and 

discussion, outside this forum, about many themes impacting acceptance of contraception.  

Two Masai translators worked with us, Boniface Ngimojino (male) in Magadini and Rehema 

Simon (female) in Wosiwosi.  Both Boniface and Rehema had worked with us in these 

communities before; they were familiar and well-liked, and being from “outside” perhaps more 

trusted with private matters. 

Surveys.  Rehema and Boniface went to numerous bomas, speaking to 20 men – 11 in Magadini 

and 9 in Wosiwosi - of a wide range of age and prosperity.  The men were asked to answer 29 

questions.6 Participants were told the reason for the survey was to find out “what men think 

about family planning.”  They were told the surveys were confidential, with only the translator 

and the two directors of NHP aware of specific names. 

                                                      
5 The Flying Medical Service; West Turville Wells Trust; the Lutheran Mission Cooperation, Tanzania, the Longido 
District Medical Office. 
6 Based on the CORE Group’s Social and Behavior Change for Family Planning – A “Off-the-Shelf” Facilitator’s 
Guide. 
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We realised by asking these questions we were planting seeds in their minds to initiate change 

if they desired. 

SURVEY OF MEN IN MAGADINI AND WOSIWOSI, APRIL 21-26, 2017 
 
Name:         Code: 
Date:         # of wives: 
Boma: 
Age: 
 

1) Do you know what family planning is? 

☐ Yes    ☐ No 
 

2) If yes, what do you know about it? 
 

3) If yes, are you and your wife(s) using family planning? 
 

4) If yes, how? 
 

5) At what age are children most likely to get very ill, possibly to die? 

☐ Birth – 1 year  ☐ 6-12 years  ☐ Don’t know 

☐ 2- 5 years  ☐ 12-18 years 
 

6) Why do you think this is so? 

☐ Poor nutrition  ☐Don’t know 

☐ God’s will  ☐ Other _________________________ 
 

7) Have you and your wife(s) discussed family planning? 

☐ Yes  ☐ No 
  

8) If yes, who initiated the discussion? 

☐ Husband  ☐ Wife 
 

9) What was discussed? 
 

10) What would be/are the disadvantages of contraceptive family planning (*Interviewer: “I’ve heard you 
say…” and list these back to subject.) 

 
11) What would be/are the advantages of contraceptive family planning (*Interviewer: “I’ve heard you 

say…” and list these back to subject.) 
 

12) Would/do most people you know approve of you and your wife(s) using  

☐ Yes   ☐ Possibly   ☐ No 

☐ Don’t know  Additional comments: ___________ 
 

13) Who do you think will most disapprove? 

☐ Men  ☐ Women  ☐ Specific individuals 
 

14) So, would you have to keep it secret? 
 

15) Would you feel strong enough to tell people? 
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16) Do your children go to school? 

☐ Yes  ☐ No 
17) If yes: 

☐ Girls # _____________  Grade(s) _____________ 

☐ Boys # _____________  Grades(s) ____________ 
 

18) If no, can you tell us why? 
 

19)  Do you plan to send your children to secondary school? 

 ☐ Yes  ☐ No 

 ☐ Girls # _______________ 

 ☐ Boys # _______________ 
 

20) Is this all your children? If only some, why those children only? 
 

21) Who should pay for family planning medicines (contraception)? 

☐ Husband   ☐ Wife   ☐ Together 
 

22) Do you know these medicines are free? 
 

23) What are the problems you have heard about these medicines? 
 

24) What would make it easier for you and your wife(s) to get contraceptive medicines? 
 

25) What makes it difficult for you now? 

☐ Lack of knowledge 

☐ Lack of access 

☐ Concern of other’s opinion 

☐ Concern of God’s approval 

☐ I do not approve of contraception for my wife(s) 

☐ Other 
 

26) How much would you pay if your wife needed to go to hospital to give birth? 

☐ 10,000/-   ☐ 30,000/-   ☐ 60,000/- 

☐ >100,000/- 
 

27) What can you afford to pay without going into debt? 
 

28) What do you think is the best amount of time for a woman to leave between pregnancies? 

☐ 1 year   ☐ 2 years   ☐ 3 years 

☐ 4 years+ 
Why? 

29) Is there anything else you would like to say or ask? 
 
Notes/additional answers: 
Thank you! 
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Learning Scales. At the start of the group workshops, the men were divided into groups of four 

to five, and given a learning scale to assess themselves, individually.  Ideally, the learning scale 

would have been given in private, but in any event men seemed confident choosing their own 

position even within in their groups.  These responses have allowed us to see the variety of self-

assessments in men in their attitudes to contraception.   NB:  “Family planning” implies all 

methods, natural and prescriptive contraception. 

Participating Opening up Actively seeking Transferring 

I am concerned about the 
health of women and 
children in our community.  
But I do not wish for my wife 
to have any family planning 
and I do not wish to know 
any more about family 
planning. 

I am concerned about the 
health of women and 
children in our community.  I 
wish to know more about 
family planning for women, 
but I do not wish for my wife 
to have it. 

I am concerned about the 
health of women and 
children in our community.  I 
wish to know more about 
family planning for women 
and I would like my wife to 
know more.  I support my 
wife’s efforts in obtaining 
family planning. 

I wish to know more about 
family planning.  I support 
my wife’s efforts in 
obtaining family planning.  I 
am interested in speaking 
with other men in our 
community about family 
planning because I 
understand it is important 
for the health of women and 
children. 
.  

 

Group workshops. Remaining in their groups, the men were given the opportunity to choose 

various “props” such as small, plastic sheep, cows and goats, as well as numerous laminated 

“cut outs” of culturally familiar images including women and children.  Our idea had been that 

they would use these props to answer a short set of questions.  In the end, they didn’t.  But the 

props served a useful purpose of breaking the ice and creating a sense of play and a relaxed 

atmosphere.  They proved a sweetener. 

Then, we asked the men several questions to answer as a group.   

1) What is the right size for a family?  Why?  

2) Would your wife(s) agree with you? 

3) How many goats do you need to care for one child each year?   

If there were disagreements within the group, we said, then these should be part of their 

answer.  After each question, one man from each group moved to another group. 

4. Results and Discussion 

Survey answers: 

85% equated, without prompt, “family planning” as natural method “child-spacing.”  Only two, 

without prompt, cited prescriptive contraception as a family planning method. One said he 

didn’t know anything about family planning; but, given that he was 50 and has five wives and 

11 children, it may be that he was thinking about contraception 

95% were using family planning. 

 9 using abstinence 
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 5 counting days 

 1 ejaculating outside 

 2 not currently using 

 1 intends to use 

 1 wife had implant (as recommended by a doctor, following difficult birth) 

 1 did not answer 

Of those using child spacing only two cited disadvantages to the method in that it limited the 

number of children. 

However, 60% expressed fears about contraception, including permanent infertility, excessive 

weight gain/loss, bleeding, unreliable efficacy, use of expired medications, and, in one instance, 

death.  We should consider this 65%, as one participant’s wife is using the implant; he was 

knowledgeable to about side effects, but he expressed concern about her frigidity. 

Child spacing has many benefits, including rest for women between births (65%); better ability 

to care for children (65%); and controlling the number of children (35%).  One participant cited 

concerns about the economy as a reason to have few children.  This idea of the financial impact 

of children was voiced in other ways, throughout the survey, either as affordability of education 

and healthcare, as well as concerns about availability of resources and lack of free “me” time.  

One respondent said people “must practice family planning because the economy is very 

difficult now.” 

Optimum spacing between births: 20% said two years; 45% said three years; 35% said four+ 

years. 

75% said access would make it easier for them to obtain contraception. 

70% said lack of knowledge makes it difficult for them to obtain contraception. 

90% did not know contraceptives are free. 

20% said they did not approve of contraceptives for their wives – although, due to the 

unintended ambiguity of the question as well as the word “approve” as well as its ambiguous 

translation, it’s unclear whether this was dependent on learning more before approving (e.g. “I 

do not yet give my approval.” Or, was it rather, a reflection that men believe the decision to 

obtain contraception is theirs alone; they view their wives bodies as their property?  

40% said other people would not approve of their using contraception. 

Participants overwhelmingly stated that men would be most likely to disapprove of their using 

contraception: 75%.  Of these, two said both men and women would disapprove.  Even some 

who had not been bothered about disapproval of others (“It is my business”) or had said that 

most would approve, stated that other men would not approve. Three other participants – all 

from Magadini – said women would be most likely to disapprove.   
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And while 60% said other people would, or might possibly, approve of their using 

contraception, 85% said they wanted to keep it a secret. (One of these said he would share 

knowledge with a friend.) The remaining three said they would be happy to actively tell others 

about contraception. (NB: it was difficult for us to distinguish between “privacy” and “secrecy.”) 

50% reached out at the end of the interview, asking specifically for more knowledge of 

contraception. 

In reviewing the data, we looked for correlations between two factors:  a) age and attitude to 
contraception; and b) interest in contraception and desire to send girl children for further 
education.  We found no significant correlations (-0.3225 and 0.3504 respectively).   Neither 
was there any significant variance of these correlations between the villages. 
 
Discussion: While the deliberate use of the ambiguous “family planning” in questions 1-3, 7-11; 

versus “family planning medicines” in questions 21-25.  We wanted to understand what, if any, 

natural or prescriptive methods people were using, without leading them to discuss medicinal 

interventions.  As the questionnaire progressed, they could then distinguish between their own 

non-medical child-spacing methods and contraception.  This helped them (and us) determine 

the different advantages and disadvantages of traditional child spacing techniques that they 

already experienced versus the rumored problems of prescriptive contraception.  In other 

words, if people are already using family planning to their benefit, how can contraception 

increase that benefit? 

However, as the survey progressed, several unintended ambiguities arose, mainly due to 

translation. 

1) Question 25: “I do not approve of family planning for my wife.”  We had initially thought 
this a simple negative assertion, embedded within more practical difficulties of access, 
opinion and knowledge.  How many men just don’t want their wives to have 
contraception?  However, we hadn’t considered that men automatically think approval 
is theirs to give, and since 99% of men interviewed didn’t know much about or use 
contraception, the question was both moot and confusing.  We would have done better 
to make it more open, e.g.: “What would help you consider using contraception for 
yourself and your wife?” and then listed better access, more information, more 
supportive community, etc. 

2) We intentionally left question 29 completely open.  It was here many men asked directly 
for more information and even assistance.  Others as questions related to FMS and 
general health concerns, including access to clean water. Some, however, stated their 
confusion as to the reason for the questionnaire; since the interviewers clearly stated 
the reason for the survey, we wondered if these questions were an attempt to 
understand if the survey may not be private? 
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Learning scales:  

A vast majority of men in both communities expressed desire to learn more and support their 

wives’ efforts in obtaining family planning and to actively transfer knowledge through teaching: 

87% in Wosiwosi and 84% in Magadini.   This similarity in attitudes is worth noting simply 

because the Magadini group had self-selected to come, while the Wosiwosi group was 

“captive.” 

In Magadini: 63% of men selected to “transfer,” 21% as “seeking,” 11% as “participating,” and 

5% as “opening.”  In Wosiwosi, 51% selected “transfer,” 36% “seeking,” 2% “participating,” and 

11% “opening.” 
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Discussion:  Ideally, these learning scales would have been given individually, in private; so we 

cannot tell effectively how much peer pressure influenced the results.  And, again, we cannot 

be certain if the words “family planning” were indeed heard as “contraception.”  In particular, 

the Magadini men came to the workshop expecting to discuss contraception; there may be 

more ambiguity with the Wosiwosi men.  But, since these numbers generally reflect similar 

attitudes in the surveys, we can assume both groups understood “contraception.” 

 

Workshop groups:  In Magadini, groups answered between 4-8 (4, 5, 4, 8 and 4) as the best 

number of children.  This “low” number was due to “poverty,” “hunger,” “school and difficulty 

with money,” “decreasing livestock,” “school,” “tough economy,” and “better manageability for 

health and education.”  One group said they’d like “many more” but adjusted due to “capacity.” 

 

As for the agreement of their wives:  the groups said their wives would generally agree.  The 

group who’d answered “8” children said this was with two wives having four children each.  

One group said, “We hope they’d agree.”  Another said, “Wives want less but four is a good 

total.” 

 

The question about goats per child was far more contentious.  The first group said “100,” and 

this was on to “80,” “90,” “50,” “30,” and finally “15.”  There was great murmuring, and so Mel 

asked why there was such a spread between the 100 and the 15.  The 15 group said, “You can’t 

sell 100 goats in a year.”  The upper end groups then lowered their numbers to 30, 25 and 45.  

The 15 group, however, didn’t want to revise upward.  They said this number was based on the 

average price of goats, and that goats could be sold as needed. 

(NB: when Mel told this to the Magadini women in a later workshop, they scoffed at the idea 

that a child could be raised on 15 goats a year.  “Men have no idea what things cost,” said one 

woman.) 

In Wosiwosi, there was a wider variety in answers, possibly due to some posturing due to the 

mood of the group. 

 10 children with 2 wives 

 100 children with 8 wives 

 16 with 2 wives 

12 with 2 wives 

40 children with 8 wives 

60 children with 4 wives 

50 children with 8 wives 

24 children with 8 wives 

20 children with 4 wives 

20 children with 5 wives 

50 children with 8 wives 
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Looking at some of these surely inflated numbers of wives, and figuring that perhaps the 

translation of the word “best” became “most desired if at all possible” – the numbers of 

children per wife may not so different from Magadini.  With the exception of the outlier of 100 

children with 8 wives (12-13 children each!), most were stating between 3 and 8 was the 

optimum number.  One group said, “Life is changing, I only need 20.”  Another said, “I don’t 

want a big family I can’t afford.” And another, “It depends on my ability to take care of them.” 

The groups stated that they would split the children between school and tending livestock. 

 

When asked if their wives would agree, the answers were more aggressive. “She has to agree,” 

“They have to agree” were common responses.  One man caused raucous laughter:  “She has to 

agree, the machine is mine!”  How much of this attitude was situational? 

 

As for the cost of a child, numbers ran from the top of 800 to 12, 12, 60, 70, 50, 100, 30 goats.  

The men (possibly following the lead of the first team) cited specific expenses: food, school, 

shoes, books, transport, healthcare.  Some became even more detailed:  “good food,” “every 

kind of good food,” as well as blankets, pocket money, holidays, and play.  This began to seem 

more like a wish list – as if we were, in fact, speaking of that fantasy of “most desired:”  how we 

all speak of what we want to afford for our children, regardless of our economic and geographic 

reality. 

 

Given the tone of the meeting in Wosiwosi, Mel asked if the group could give her one more 

question.  They had already given her nearly 90 minutes, but they quite jovially agreed.  She 

then asked a last question, using the cut out girl 

child (photo) with her different outfits of wife, 

doctor, businesswoman/teacher:  Which would 

you prefer your daughter to be? 

 

  The answers came quickly:  nurse, accountant, 

businesswoman, teacher, teacher, doctor, 

accountant in a bank.  They estimated between 10 

and 25 years of schooling required for these 

professions.  Of the nurse, the group said, “She can 

take care of Masai.”  Others said of their choices, 

“She can share her salary,” “She can help you,” 

“She can make money,” “She can help other people,” “She’ll take care of me.” 

 

Discussion: The workshops in Magadini and Wosiwosi were distinct and different in several 

important ways.  In Magadini, the group was self-selected, the venue was a quiet classroom, 

and there were only 19 men.  In Wosi, there were more than 50 men, they were deeply 

distracted by their upcoming Rika, and we were under a tree in the midday heat.  The Wosi 

Figure 2 Girl cutout with outfits 
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men were definitely “pumped up” and their initial answers were fueled by male bravado.  

However, as the session progressed, they seemed to settle.  These divergent conditions may be 

serendipitous to us, as the Wosiwosi men’s responses began to converge with those of the 

Magadini men.   

Finally, we have found that the time post-workshop provides us with a further forum for 

feedback and discussion.  Indeed, in Magadini, the men hung around talking about 

contraception, and one leader asked Mel if she used it.  She replied that she did, and that it 

meant she and her husband could have sex whenever they liked without fear of pregnancy.  

This was met with warm laughter; but we do wonder how such an idea as “contraceptive sex” 

might charge further discussions. 

5. Conclusion 

Masai men are already aware of and actively practicing natural methods of family planning.  

They are keen to learn more about contraception, even if they do not currently want it for their 

wives.  They believe the decision to use family planning, both natural and contraceptive is 

theirs, though some suggested it is a decision that might be shared with their wives.  A 

surprising number want to embrace contraception and become leaders – though this desire 

doesn’t necessarily correlate to other progressive attitudes toward education and women’s 

rights. 

Almost none knew contraceptives are free or that certain kinds already available at FMS.   

 

There is a high awareness that women need adequate rest between births both to recover their 

own health and to provide care for the young child.  However, in some instances this “rest” is 

three to four years, and most children are weaned at two-years.  How do we account from this 

extra time woman are granted exception from sex?  Or is this an ideal, not a practice?  What 

are men doing for sex during this long abstinence?  Particularly the men with one or two wives?  

What changes between men and women when sex need not result in pregnancy?  Is this 

necessarily beneficial to women? 

 

Men are concerned about the economy, they appreciate the costliness of children (even if 

women think it much higher!). Masai prize large numbers of children – children are gifts and a 

potential workforce; but men were relatively conservative in stating their ideal number.   

 

They recognize children prosper when there are adequate resources.  Wosiwosi participants 

more correctly identified the most vulnerable years for children as birth-1, with some also 

checking 2-5.  They all said this was the result of poor nutrition.  Magadini, however, identified 

2-5 year-olds as the most vulnerable set (7/11), with a nearly even split citing diseases (4/11), 

God’s will (3/11) and poor nutrition (4/11). One participant didn’t know.  Why is there such a 

different understanding of childhood illness – particularly since Magadini has had more 
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interventions and food provided for school students? And are the Magadini men correct in 

seeing 2-5 year olds as the most vulnerable in their community? 

There are concerns about forces beyond their ken and horizon.  They have ambitions for their 

children, regardless of gender, that are not based on sound understanding of cost and capacity.   

We feel it is a real issue for men that they have no real concept of wildly increasing populations, 

climate change, the limits of available grazing lands, the reasons for the increased cost of 

maize.  This is not willful ignorance; they have no forum in which these issues are made 

available to them coherently and correctly. 

 

They are worried about money.  They lack knowledge of the macro – economic and social 

forces impacting their livelihood and culture.  “Why is corn so expensive?” Penny was asked.  

Women in Magadini scoffed at the idea that a child could be raised on 15 goats a year; how 

realistic are men’s formulations for the cost of children?  Other men have wondered to Mel, in 

conversation, why there is a shortage of grazing land.  There is no recognition of the conflict 

between farmers (who provide them with food to eat) and pastoralists.  Indeed, available land 

has vanished in barely a generation.  These communities have experienced the push from 

Kenyan Masai, who have lost large communal grazing areas to privatization (and fences) by 

wealthy Masai. 

There is deep ambivalence about the role and potential of girls; while so many stated that 

educating girls was a waste, many of these same men wanted their daughters to achieve highly-

educated professional status, and they saw the benefit of this to themselves.  What is the value 

of the girl child?  How do men view her experience of life?  Her hopes and ambitions and 

needs?  How do they view the experience of their women as individuals?  The lack of 

correlation between interest in learning about contraception and their desire to send their 

female children to school is worth studying more.  For instance, would men approve of 

obtaining contraception for their daughters to secure their education opportunities? 

 

They are suspicious of poor quality drugs, and they have genuine concerns about the side-

effects of drugs on their women.  Their answers suggest that chat has taken place among men 

about contraception; but the lack of reliable, adequate knowledge fuels rumors and concerns. 

There were also some distinct differences between Wosiwosi and Magadini responses.  For 

instance, there appears a strong correlation between the physical presence of a school and 

participants either sending children to school or intending to. (We did not t-test this.)  Many, 

already sending children in Magadini, intended to send them on to secondary.  Two Wosiwosi 

participants noted the difficulty of sending children to school beyond kindergarten, as they 

must travel to Lumbwa or Kenya.  Fewer Wosiwosi participants intended to send their girls to 

secondary. 3/9 in Wosi did not see the value of further education for girls, and had either 

already married them off or intended to.  Only 1/11 in Magadini made the same assertion. 
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It’s worth noting here some of the more random comments.  Two men were concerned that 

women’s breasts were not clean during lactation, and could they therefore transmit disease to 

their babies.  One man asked if he could harm the child if he had sex during lactation.  Another 

was concerned that he and his wife were wrong to practice child spacing.  Others noted hunger, 

concern about access to clean water, and a request for contact with FMS.  Three asked 

expressly for the reason for the survey.  Another man asked: “Is it possible or good for a woman 

to go and have family planning medicine without the approval of her husband? 

The lack of correlations – both those we tested for and those we merely observed – suggest 

highly individuated attitudes toward contraception and certain roles of women.  Some 

participants who actively asked for more information didn’t intend to send their girls to 

secondary education.  Others did.  Some who weren’t worried about the approval of others, 

none-the-less wanted to keep the matter of family planning private.  Debt ceilings for 

healthcare did not correlate with intentions to send children to secondary school.  Age sets also 

seemed to yield no noticeable consistency.  

Therefore, we conclude it is even more important to look at the common ground:  men want 

information about contraception, they want access to it, they have an emerging and evolving 

view of their daughters’ potential, they want to understand the shifting macro socio-

economic factors directly impacting the choices they face. 

Mitigating factors:  There are several factors we believe may have impacted this intervention.   

1) The expectation of severe drought.  The long rains were failing, and both communities 

were facing serious die-offs of livestock, as well as hunger.  The Flying Medical Service 

had already reported to us that “people are looking thin” in both communities.  Drought 

and hunger were at the forefront of everyone’s minds - and the consequences for small 

children and pregnant women were dire.  This may have made men more open to the 

idea of contraception – smaller families, scarce resources.  Would they have felt 

differently had the rains been plentiful? 

2) The upcoming Rika ceremonies throughout Gelai Ward.  Hundreds of people were 

expected to converge on Wosiwosi just four days after our visit, and the community was 

extremely focused on preparations.  This was why we had “hijacked” a men’s meeting, 

because they refused to leave it and come to us.  The mood was very macho, not least 

because of the sheer number of men gathered; but the ceremony is a male one – moran 

become payan (the first level of elders).  Dozens of cattle, goats and sheep were slated 

to be slaughtered, long days of dancing and singing and feasting anticipated. 

3) Ambiguity of the use of the phrase “family planning.”  While most men seemed to 

understand the difference between natural methods and prescriptive contraception, we 

cannot be absolutely certain, particularly in the Learning Scale answers and workshops, 

where not everyone was paying attention, or an individual in the groups may have taken 

the lead in an assumption either way. 
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4) In Magadini, Mel has the trust of men in the workshop, who were all familiar to her.  

Their answers were open and honest; while she is less well-known in Wosiwosi. 

5) We used Boniface Ngimonjino, a male translator in Magadini for all the work.  However, 

in Wosiwosi, Rehema Simon conducted the surveys, and a local Masai, Likama, 

translated for the workshops and learning scales.  Likama, a fluent English speaker and 

former teacher, had a complicated relationship with his community, who seemed to not 

altogether accept him as one of them – even though his father is from there. 

Further questions:  As a result of this initiative, we have further questions to answer before 

presenting an education module to men and women. 

1) What do Masai men do for sex while abstaining from sex with their breast-feeding wives 

– sometimes for four years?  

2) If women receive contraception while still breast-feeding, how does this effect their 

sexual and emotional relationship with their husband? 

3) How might widespread use of contraception affect traditional roles for men and 

women, especially in that women’s bodies are viewed as male property? 

4) How might widespread use of contraception affect FGM? 

5) How might widespread use of contraception reduce/increase the spread of AIDS/STDs?  

6) What about women whose husbands refuse them access to contraception?  If these 

men are made aware of the methods and availability, may they use knowledge as a 

means to prevent their wives seeking contraception in secrecy? 

7) What are the costs of raising a child – food, schooling, clothes? 

8) What are the macro-economic forces affecting their pastoral economy and lifestyle? 
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Part III. RECOMMENDATIONS 

 

Family planning education for men must be delivered to both men and women in these 

communities.  It should be embedded in a macro-socio-economic forum, so men and women 

can appreciate the forces directly and potentially impacting them; this knowledge will allow 

them to make informed decisions about family size, women and children’s health.  It may not 

be possible to project or anticipate the social, personal and sexual impact of contraception on 

the communities.  Family planning education should be delivered sensitively and effectively, 

with adequate follow-ups over time. 
 

 

Figure 3 The plastic farm animals created a sense of play and openness 


