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1983a: 143; Kenya, 1989b: 207). The Kenya Demographic and Health Survey
of 1989 reveals a TFR of 6.7, reflecting a decline (Kenya, 1989a).

Parallel to the increase in national fertility is the decrease in mortality. The
latter declined from a crude death rate of 20 per thousand of the population in
1962 to 17 in 1969 and to 14 in 1979. Infant mortality declined as well from
119 per thousand live births in 1969 to 104 in 1979 (Kenya, 1984b. 207,
Kenya, 1979:3).

These national level data on population growth and completed fertility,
however, conceal large geographic areas of low growth and completed fertility.
It is well known, for example, that Kenya's Coast province which is inhabited
primarily by the Mijikenda peoples suffers from comparatively lower levels of
completed fertility (Kenya, 1978). This is not a result of contraception; it is
pathological infertility and sub-fertility. In addition, the country's nomadic
pastoral peoples who inhabit over 80 per cent of Kenya's territory in the
northern and southern parts of the country also suffer from non<«ontraceptive
infertility. They appear to record an annual population growth rate of only
about 2.2 per cent (Kenya, 1984). Their completed fertility similarly is lower
with an average of about 5 live births. What is more is that, as elsewhere in
tropical Africa, the country's areas of low fertility tend to co-exist wjth those of
very high fertility.

Kenya's zone of impaired fertility is not isolated. It is part of a large belt in
tropical Africa extending from West Africa through Central Africa to East
Africa covering diverse ethnic groups (Table 1; Adadevoh, 1974; Belsey, 1976;
David and Voas, 1981). Involuntary sub-fertility and infertility have caused
negative population growth in parts of Gabon, Zaire, Upper Volta, Central
African Republic, Cameroon, Guinea Bissau and Sudan (Eraj, 1985:2; Belsey,
1976). Eraj (1985) claims that in the northern parts of Zaire, about half of the
women aged 50 are childless. This is true also for parts of Gabon, Sudan,
Cameéroon and Zaire where rates of childlessness for the same category of
women ranged between 20 per cent and 40 per cent during the 1960s (Belsey
1976: 322). This computation was however based on incomplete data.

Birth rates in north-eastern Zaire and Gabon are half what they could be were it
not for infertility (Eraj, 1985). Generally, areas suffering from sub-fertility and
infertility have a total fertility rate of less than 5 children compared to between
6 and 9 for high fertility areas (Eraj, 1985:2; Doenges and Newman, 1989).
. The problem of sub-fertility and infertility- could be a geographically wider
matter but data are lacking to back authoritative generalizations (Adedevoh,
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2.2.4 Natural marital fertility control

Natural marital fertility is fertility without the use of either contraceptives or
induced abortion. The body biological function itself can control fertility
through postpartum infecundability.

2.2.5 Postpartum infecundability

A nursing woman's body offers contraceptive protection for a few months
following parturition. This is attained through the "postpartum anovulation and
amenorrhoea caused by elevated prolactin levels which inhibit the release of
pituitary and ovarian hormones" (Gray, 1981: 102)

Lactational amenorrhoea is achieved because of prolonged breastfeeding. A
sexually exposed woman who does not breastfeed can conceive within a period
of 3 months after giving birth. This period can last as long as 1.5 years or more
for one who is breastfeeding (Bongaarts and Potter, 1983; Gray, 1981)

However, postpartum amenorrhoea does not provide complete cover from
conception. As Gray (1981) notes, ovulation can occur before the first
postpartum menstrual flow is realized. Moreover, a healthy and well nourished
woman may get a conception despite breastfeeding. Lactational amenorrhoea
provides higher chances of immunity when breastfeeding is intense and an
infant is not provided with food supplements (Bongaarts and Potter, 1983),
The immunity is greatly diminished when breastfeeding is irregular.
Breastfeeding then, is not an insurance against conception. Perhaps this is one
of the reasons why certain cultures devised postpartum sex taboo.

2.2.6 Sterility

Sterility may be caused by any of several factors e.g. genetic disorders aff scti
one spouse and sexually transmitted diseases. Generally, some 3 per cent 3
the couples in any population are sterile at the beginning of their reproductive
years (Bongaarts and Poter, 1983).

2.2.7 Spontaneous intrauterine mortality (SIM)
This usually involves spontaneous abortions and stillbirths. SIM really is a
measure of successful conceptions which do not end up in live births. SIM is

termed spontaneous abortion when the foetus dies before the 28th week of






determinants (Doenges and Newman, 1989). This approach is attempted in the
present study.

Below, I discuss a number of factors which inhibit fertility and how these may
affect the proximate determinants. These factors are marriage, nutrition,
disease, postpartum taboo, and breastfeeding.

2.3.1 Marriage

"For African peoples, marriage is the focus of existence ... Everybody,
therefore, must get married and bear children: that is the greatest hope and
expectation of the individual for himself and of the community for the
individual" (Mbiti, 1969: 133, 134).

The above quotation shows clearly that each person in tropical Africa is
expected to marry. Marriage is a central institution in African life and as such
marital fertility is significant. This is the case in Kenya (Table 2.2) Thus, the
proportion of women who are married may not be important, celibacy is not
institutionalized and it is insignificant.

A myriad socioeconomic and cultural factors operate to influence patterns of
marriage and ultimately fertility. As shown above, age at marriage especially
for women is important. Before marnage is consummated, various ceremonies
and rites of passage must be performed (Kenyatta, 1984; Mbiti, 1969). Among
the Maasai for example, an uncircumcised girl, that is, one who has not
undergone clitoridectomy cannot get married. Such circumcision is usually
conducted when the girls are between 14 and 17 years old. Women are free to
get married after circumcision is concluded.

A related factor is that women who do not go to school tend to marry at an
earlier age. Inevitably, those who attain higher education must delay their
reproductive intentions (Tables 2.3). Table 2.3 also shows that rural women in
Kenya on average marry earlier than their urban counterparts.
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African societies regulate fertility by child spacing within marriage. In traditional
Affican societies, fertility control appears to have been part of a larger cultural
arrangement where child spacing through prolonged breast-feeding and
postpartum sexual abstinence worked together with mechanisms of social
regulation (Lesthaeghe, 1980). The Rendille of northemn Kenya weaned their
children during the period of the long wet season when milk and other foods were
abundant (Spencer, 1973). This improved the probability of a chilif's survival
against protein-energy malnutrition and related infections. Elsewhere in Kenya the
child spacing period ranged from 2.5 to 3.5 years for the Kikuyu, 3 years for the
Akamba, 2 years for the Luo and Luhya (Ndeti and Ndeti, no date) and 2 years for
the Gusii (Le Vine and Le Vine, 1966:112).

The postpartum taboo was practised everywhere in tropical Africa
(Schoenmaeckers, et al,, 1981). The period of observance tended to vary very
widely from a few days in some communities to months and a year or more.
Schoenmaechers and his associates (1981: 43-65) provide a long list of the time
variation of the observance of the postpartum taboo for various communities in
tropical Africa for which data were available.

Whiting (1964) cited in Schoenmaechers et al. (1981) hypothesized that areas of
the world suffering from protein-energy malnutrition tend to have a long
postpartum taboo. While accepting Whiting's nutrition hypothesis, Saucier (1972)
suggested that the postpartum taboo is related not only to malnutrition but also the
women's work roles and the social organization of society (Schoenmaechers, et al.,
198 1). Saucier believes that long postpartum taboo is merely one element within a
given social organization.

In order to uphold the postpartum taboo, men practised polygyny. But couples in
monogamous unions could circumvent the taboo without publicly appeanng to
violate the child-spacing norm by using coitus interruptus. This practice was
widespread in East Africa (Lesthaeghe, 1980: 528). .
Some societies in Africa, however, partly regulated fertility through late marriages
rather than early marriage and child-spacing within mam'age This was particularly _
so for pastoral groups that insisted on young men going through a period of
residence as warriors. In such communities, male elders controlled social and”
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3.1 Background to the Current Demographic Circumstances!
3.1.1 Precolonial Situation

Little is known about Kenya's demographic circumstances in the pre-colonial
period. Such is particularly the case for the period before the eighteenth century.
The difficulties of reconstructing population trends in the pre-colenial period can
be pursued elsewhere (Sindiga, 1990). The concern at the instant is the period
from the beginning of the nineteenth century.

Writings by European colonial officials tell of never-ending warfare among African
peoples. In addition, they allege that nineteenth century populations were reduced
_ by diseases and famines. Demographer Kuczynski (1977) disputed this view and
argued that mortality was not as high as reported by some of the colonial officials.
Some scholars,-for example, Muriuki (1974) have noted that extensive economic
and social networks existed among various Kenyan peoples. Beneath the so-called
hostilities was mutual cooperation and interdependence. Such cooperation
included intermarriages and trade.

Up to mid-nineteenth century, Kenya's population was perhaps stable and
sometimes gradually increasing. Cultivation and livestock-keeping must have
insured food security and thus reasonable survival rates. However, mortality must
have remained high thereby lowering the rate of population growth. In addition,
the presence of such diseases as pneumonia, measles, influenza, diarrhoea,
dysentery and tuberculosis could lead to high infant and child mortality.
Ultimately, the pace of population growth probably was attuned to food
availability, traditional medicine, existent environmental health circumstances and
social controls of fertility. The latter was intended to enhance infant and child
survival and was achieved via child spacing within marriage by invoking the
postpartum taboo. °

Towards the end of the century a series of misfortunes afflicted the people of
Kenya and East Africa as a whole (Kjekshus 1977). A rinderpest epidemic and an
outbreak of bovine pleuro pneumonia came in 1889-1890. Smallpox attacked in
1892. Rinderpest and pleuro pneumonia killed livestock and undermined the
subsistence basis of life. Smallpox killed many people. Then a sand flea
(sarcopsylla, penetrans) plague attacked and had its severest effects on the'Maasai
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notes that “fanulics were much smaller than among neighbouring tribes and only
averaged two or three children to every union". Cultivators and mixed farmers
living adjacent to the Nandi, for example the Luhya and Luo had 7.75 and 10.6
children in a family (Matson, 1972: 13). Whereas the actual average figures might
be suspect because of lack of corroborative data, the general observation of lower
fertility among pastoralists than groups with different modes of production is true.
The postulated reasons for these fertility differentials will be discussed later on in
this section and in section 5.

The first census in Kenya was conducted in 1948 (Table 3.1). By the time of the
second census in 1962, the population was shown to have increased by 60 per
cent. These data must however be handled cautiously. Many parts of the country
especially the vast semi-arid and arid zone were inaccessible to enumerators.
Other difficulties related to cultural taboos against counting. The Maasai, for
example, do not count people or livestock. The latter are known by the colours of
their skins. Also, most people did not reveal the exact numbers of their family
members because of the fear that the data would be used for taxation purposes; a
well-founded fear based on colonial tax collection procedures.

Notwithstanding the caveats outlined above, the rate of population growtlr was
probably much higher in the years after 1950 than before. This was partly a result
of the establishment of modern health care facilities. Both birth and death rates
remained high with relatively low life expectation.

3.1.3 Contemporary time

The growth rate since the early 1960s was much higher. The data reveal that by
the 1980s, fertility had actually increased. At independence in 1963 Kenya's health
facilities were unevenly distributed and the majority of the people did not get
access to them. One of the pledges of the new national government was to fight
disease. The government embarked on a programme of expanding health care
facilities which partly helped to reduce mortality. In 1979/80, the government
spent 2.5 per cent of the Gross National Product on health; 2.4 per cent during
1981/82 and 2.1 per cent in 1982/83 (Bennett and Maneno, 1986:16). Overall, the
government health expenditure grew by a rate of 18.4 per cent per year during the
1970s; second only to education as the largest recipient of public financial
allocation (Kenya, 1983a: 32). This high cost of health services to government did
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vast distances”. It would: appear that the Maasai occupied much of Kenya during
the seventeenth century (Ehret, 1974; Sutton, 1966 and 1986).

Despite reports that the Maasai do not mix with other ethnic groups and "have
maintained racial purity" (Biss, et. al., 1971: 694) empirical data speak to the
contrary. The Maasai, just as many groups in East Africa, have in history
assimilated other peoples who in due course lost their identity to the "conquerors”
(Sutton 1986). Moreover, the Maasai frequently married women from other
ethnic communities (Kantai, 1971: xi). What unites the Maasai is the common
language (and associated cultural attributes) and a common mode of production,
livestock-keeping. Although certain Maasai groups cultivate the land, e.g. the
Nguruman, Arusha and the IL Chamus, all Maasai prefer pastoralism. According
to Kantai (1971), the Maasai adopt other subsistence practices only when
conditions do not allow pastoralism. However, it is known in Maasai mythology
and beliefs that God gave all cattle to them and that no other ethnic group has a

right to own and keep them. Consequently, the Maasai justify their raids in other .-

people's territories to "retrieve” livestock. Nevertheless the Maasai are also known
to enjoy cereals, for example, maize which is produced by neighbours. Such grain
is obtained via trade.

4.2.2 Organization

Maasailand is divided into territorial units or sections called iloshon. Narok
district is inhabited by some eight sections, namely Iloita, lldamat, Ilpurko, Isiria,
Ilwuasingishu, Timoitanik. Ilkeekonyokie and Ilaitayiok (Kantai, 1971:x; Kipury,
1983:ix). Each section is composed of several clans (ilgelaf). A number of
families (ilmarei) make up a clan (Lewis, 1967:68). The clans operate as
patrilineal exogamous groups.

Each iloshon is a separate entity with its own territory. However, the Maasai
frequently share herding resources in the territory of other sections especially
during times of drought. Also, each section would have its own peculiar dress,
weapons, beadwork, ways of conducting its ceremonies and even constructing
housirdg (see, Mol, 1978: .viii).

The Maasai settlement pattern is dispersed. A number of families live together in a
village (enkang) which comprises of a ring of huts surrounded by a circular thorn
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the Maasai in Narok do not have would graze. All kinds of worms including
hookworms, tapeworms and roundworms are present.

4.2.8 Diarrhoeal diseases

As already indicated, water is a serious problem-in Narok. This is worsened by
lack of latrines and overcrowding in houses. Overcrowding especially encourages
flies which abet the spread of fly-born diseases including diarrhoea and vomiting.

4.2.9 Skin diseases -

Skin diseases such as scabies, measles etc. are prominent because of lack of clean
water and low personal hygiene. Also, there is little supply and consumption of
fresh fruits and vegetables among the Maasai.

4,2.10 Pneumonia

This is related to overcrowding in houses. Maasai houses are smeared with cow
dung on the roof and are particularly troublesome during the rainy periods. They
leak heavily. These conditions are ideal for pneumonia and upper respiratory tract
infections. Sometimes, the Maasai cover the tops with cow hides as shelter against
rain. This, however, does not provide complete protection and the houses become
a muddy mess, thanks partly to urine, dung and animal trampling.

4.2.11 Gonorrhoea ;;-L\z

Gonorrhoea, a sexually transmitted disease, has been known to be widespread
among the Maasai since the colonial time. This is associated with the relatively
open and liberal sexual mores of the Maasai (see chapter 5). Although the Maasai
claim. that they have a treatment for the disease, it is likely that a cure is not
obtained and the disease tends to perpetuate itself in chronic form.

4212 Eye infections
Trachoma or eye infection is common among the Maasai. It is associated with the

poor conditions in-the Maasai living environment whereby the many houseflies
transfer the disease from person to person.

46












In general there is low outpatient attendance at various facilities (Table 4.5). This
is curious in light of the existent numerous environmental health problems It
appears that areas with high population densities are the ones with local health
facilities fully utilized. As will be shown later, such areas are settied by non-
Maasai immigrants some of whom have been assimilated. Such is the case for
Kilgoris, Lolgorien and Angata Barigoi. There are health facilities in ecologically
better-endowed areas but which are not fully utilized for lack of drugs, water or
personnel

In the Maasai - occupied dry areas of Narok, access to health care is problematic.
However, the Maasai themselves add to the problem, a large proportion does not
80 to health facilities. It procures treatment of common ailments at home. There
is heavy patronage of herbal medicine. Each Maasai youth is taught about the
medicinal value of herbs as part of youthful education (see Sankan 1971). As such
the Maasai know certain herbs which treat several common ailments, for example
diarrhoea and vomiting, malaria etc. Belief in the efficacy of traditional medicine,
illiteracy, inaccessibility of health facilities, and lack of health personnel all
contribute to perpetuate Maasai beliefs and actions to the detriment of their health.

For the vulnerable groups of expectant mothers, infants and children, life is no
better.  There are scant maternal-child health facilities. Only about 32
immunization centres are in place in Narok with a coverage of about 32 per cent
during the last review done in 1987 (District Health Education Officer, personal
interview, 1990). However the Ministry of Health targets an immunization
coverage of 60 per cent of the district. By 1993 it is expected that there will be 40
immunization centres (Kenya, 1989¢:146).

[\

5. POPULATION CHANGE IN NAROK vl

5.1 Recent Trends

Narok district counted some 210,306 persons in the 1979 census. Of this total
over 60 per cent was aged under 20 (Table 5.1). The total population was
estimated to be 336,923 in 1988 (Kenya, 1989C:7) whereas the projected total in
1989, assuming constant levels of fertility and mortality, was 353,994 (Kenya,
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The data on Table 5 5 suggest that Maasai population was more or less static until
the first census was done in 1948 The shortcomings of these data have already
been highlighted above For Kenva in gencral, Governor Philip Mitchell estimated
that during the earlv 1950s population in ecologically better-endowed areas was
growing at about 2 per cent per vear But this figure was disputed both by the |
demographer R R Kuczynski (1977) and the East Africa High Commission (Great |
Britain. 1961) In the carly 1930s the Kenva Land Commission noted that |
population was growing at | £ per cent per vear (Great Britain, 1934)  Again, |
Kuczvnski suggested a much lower rate of 0 § per cent per vear in 1948 (Great
Britain, 1961)

\Whatever evidence is available from archival records suggests that Maasai fertility
and population growth rate were much lower than for peoples in ecologically
wetter areas  The officer in charge of Maasai ¢xtra territorial district, for example,
noted that Maasai birth rate was lower than that of other African peoples (Maasai
Annual Report. 1924 5)  In the words of an earlier report, Maasai birthrate was an
“extraordinarnily low one” (M AR 1921 9) It would scem that the population of
the pastoral Maasar was growing much more slowly than the neighbouring
cultivator groups or even among Maasal men who marned Kikuyu wives (District
Commussioner, Narok, 1953 14)  The reason given for the conclusion is that the
non-Maasai experienced less infant and child mortality than the Maasai  As to the
Maasai marnages to the non-Maasai, it is not clear what motivated the men to do
so It would appear that part of the explanation is the high level of sterility among
Maasai women. The Maasa: are known to have intermarricd with many other
groups notably the Kikuyu and the Kipsigis Indeed. Maasai men marned from any
ethnic group provided the womep were circumcised Be that as it may, the Kikuyu
women who were married amopg the Maasai tended to keep their customs and
cultivated land (DC, Narok, 1953:7).

A health survey conducted among; the Maasai between November 1930 and April
1931 revealed evidence of high levels of sterility and extremely high child
monrtality(Kenya, Colony and Protectorate, 1933:25-26). The medical officer
conducting the investigation visited not just Narok district but all parts of
Maasailand. He concluded that "about 34 per cent of the women appear to be
sterile" and "almost certainly the folk are not increasing in numbers----" (Kenya,
1933: 25). He noted that child mortality "bordered on 500 per 1000 live births".
While the cause of the high level of sterility was identified as gonorrhoes, the
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reasons for the high infant and child mortality were not explicitly identified.
However, environmental sanitation was poor with high rates of infection with
hookworm, tapeworm, eye infections and gonorrhoea (Kenya, 1933). The
prevalence of diarrhoea and pneumonia was high. In addition there was no intake
of vegetables and fruits which provide the body with vital vitamins and minerals
(Kenya, ¥933).

Another study was conducted during 1951 by Dr. Mackay, Medical Officer of
Health in Narok district, to inquire into fertility and child mortality. His report did
not provide figures of completed fertility. But while concluding that the number of
births among the Maasai was normal he noted that "infant wastage rate is (sic) in
the region of 400 per 1000" (quoted in District Commissioner, Narok 1952:19).
This conclusion might appear to be supported by the results of a sample survey of
256 Maasai women taken at the end of the 1950s. It showed a total fertility rate of
eight children per woman; however, only three survived beyond 10 years of age
(see Molnos, 1972:241). According to estimates, half of all children born alive
died by the end of the first year essentially from diarrhoea and pneumonia (Molnos,
1972 241).

5.3 Fertility Determinants Among the Maasai
5.3.1 Patterns of Marriage

In order to understand patterns of marriage and sexual unions among the Maasai
one needs to examine their societal structure. Maasai society is organized
hierarchically with male elders holding the ultimate control (see chapter 2).
Traditionally, male elders are heads of households and keep the ultimate ownership
of family herds and flocks. This translates into control over bride wealth and the
ultimate authority to sanction the marriage of younger men.

Younger men must undertake a period of residence as warriors and go through
obligatory ceremonies and rites of passage before obtaining elder permission to
marry. A Maasai young man first becomes circumcised at the age of 16 or 17 or
higher (Fosbrooke, 1938:31). He then teams up with other initiates to form an
encampment or emanyatta. The time between circumcision ceremonies and the
formation of such a manyarta is, on average, 3 years (District Commissioner,
Kajiado, 1948). In the Manyatta the warriors are instructed and guided by o/
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Among the Maasai, males of the same age-set are allowed to have s ‘\,\1
intercourse with the wives of their contemporaries®. This is especially so \\nh
visitors from a distant place. The male host moves away to sleep in another \1& g
and leaves the wife with the visitor. Also, a man could visit and ha\e sc( W rl‘t}l"f\
woman whose husband was away on safari provided that the men are of the s
age-set. Such arrangements are tacitly approved in traditional’ Maasa| societ:
is believed that this group sexual behaviour leads to the expansxon o
diseases which could contribute to depressed fertility.

Although not approved, it is widely acknowledged that the // murran have ¢ ‘.
with unmarried girls. Also, the warriors make arrangements to have sex With
married women belonging to men of another age-set. As noted earlier hlLl) sexpa
mobility is a probable cause of the wide expansion of venereal diseasés’ Twhich i
turn cause infertility. s
There are a number of other health problems which have a bearing on fertility and
infant and child survival. Personal hygiene is low especially because of lAt. of
enough water and because of the housing circumstances (chapter 4 abov e) The
relatively poor sanitation leads to a high incidence of infectious and parasitic
diseases which are the major causes of morbidity in Narok. Malaria, \\hICh is'a
suspected cause of infertility (chapter 2 and 3) is for examp]e a major problem'
among the Maasai.

5.3.6 Implications of Population Change

Although the Maasai fertility and populatlon growth rate have beer’ comparatn ely
low, this cannot be said for Narok district as a whole. Population’ has been
growing rapldly over the past several decades.  The engine to that growth tias heen‘
the immigration-of cultivators from neighbouring communities. ‘

Immigration has had a number of consequences:
1) alienating most of the wetter areas of ‘Narok from pastoral use. The

immigrants, and now some Maasal themselves, cultivate the land thus keeping
away livestock.
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Sikawa/Osupuko people are more diversified. Some 52 per cent of the
respondents (N=110) draw water from the well/bore-hole, 36 per cent from the
spring and 12 per cent from the river.

The water is not treated before being used. When asked on whether the women
usually boiled - water before drinking, only one per cent of the whole sample
(N=221) admitted so doing. This means that the water used is likely contaminated
by virtue of defecating on the ground. ’

In general, the conditions of Maasai homes are such that they are excellent habitats
for the spread of infectious and parasitic diseases. As shown in chapters 4 and 5
above, these circumstances are aggravated by housing certain livestock with
people. The result is various transmissible diseases (chapter 4) which may
contribute to a relatively high infant and child mortality.

7.3 Marital Status

As noted above, the target group for the field study (Appendix 1) was married
women including any woman who was once married but not necessarily living with
the husband at the time of the interview This decision was based on the notion
that virtually all Maasai women get married. This means that the category of
"single” in question 21 was not meaningful in the context of this study. The aim of
the question was to decipher the incidence of divorce or separation among Maasai
women.

The findings from this question show little evidence of divorce or separation. Only-
2 per cent of the entire sample replied that they were divorced. There were no
reported separations

The divorce rate among the Maasai is very low; infact negligible. This may be
understood in the context of the hierarchical structure of the Maasai society in
which women have little say even in the choice of marriage partners. It is difficult
to adjudge whether this necessarily translates into marital stability. This conclusion
holds, at least at societal level and relations, notwithstanding whatever discontent
the women themselves may have Family problems between Maasai men and
women are usually referred to the elders both from the home of the woman and the
man. Whatever disputes exist are usually arbitrated this way to maintain harmony.
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week preceding the interview. Sexual intercourse is quite infrequent. This is more
so in Megwara where a full 70 per cent of the interviewees (N=114) reported that
thev had not had any sexual contact in the week preceding the interview. This rate
can be compared to 50.9 per cent for Osupuko/Sikawa For Megwara, those who
had had sex within the week had it for between one and four davs. Also, the
majority of the Osupuko/Sikawa respondents had sex for the same range of davs.
that is one to four times

When those who had not had sexual encounter were probed on the reasons,
several answers were given. In Megwara, 82 5 per cent of the women said that
they were either breastfeeding, pregnant or were too old. The rest gave varying
reasons including sickness, menstruation or absence of the husband. The four
leading reasons for non-involvement in sex in Osupuko/Sikawa were old age,
pregnancy, breastfeeding and absence of the husband in that order. These reasons
accounted for the majority, that is, some 85.7 per cent of the reasons. Minority
responses ranged from old age of husband, possession of muny wives by husband.
menstruation, to death of husband. It may be noted that these interviews were
conducted during rainy periods. This*means that virtually no men were in far awayv
locations with livestock in search of fbdder and water. Pernaps cases of husbands'
absence occur more frequently in the long dry season.

Table 7.6: Frequency of sexual intercourse
Question: Please tell me how many days you have
engaged in sexual intercourse within the past one week.

No. of Frequency*
times/days
Osupuko/Sikawa Mcgwara By
N=110 N=114
0 56 (50.9) 80 (70)
1 11 (10) 7(6)
2 11 (10) 10 (8.8) T e
3 15 (13.6) 9(7.9) e
4 15 (13.6) 4(3.5) )
5 1(0.9) 2(1.8)
6 0(0) 2(1.8)
7 1(0.9) 0(0) N

*

The figures in parentheses are percenlage, which may not add up to 100 becausc of

rounding.

78

»>

153












Maasai couples do not discuss family planning matters  Whatever fertility
regulation is achieved is a result of societal structures to which women are
subservient. Should these structures change, fertility is bound to change as well
In the next chapter I tumn specifically to incipient and anticipated socio-economiy
changes in Maasai society and the fertility scenarios that may ensuc

8. SOCIO-ECONOMIC CHANGES AND MAASAI FERTILITY
FUTURES

The Maasai observance of their traditional lifestyle still is quite strong  Thair
customs which affect fertility are largely intact. Early marriages for women and or
early exposure of women 1o sex expose them to various hazards including sexually
transmitted diseases. Youthful motherhood may result into such complications as
anaemia, cephalopelvic disproportion and preeclampsia  These complications
affect fertility, lead to low birth weights, abortion, maternal deaths and influence
high infant and child mortality

Partly because of resistance to socio-economic changes and partly because of the
nomadic pastoral lifestyle, the Maasai have an cxtremely high illiteracy level.
llliteracy in women may lead to low levels of personal hygiene and lack of
appreciation of a balanced diet both of which may contribute to depress fertility.
Kenyan data have shown that women with at least primary education experience
slightly higher completed fertility than illiterate ones.

8.1 Economic Changes

Certain economic changes are taking place in Narok which, initially, may lead to
higher fertility. The major economic change is the sedentarization of the Maasai.
For may decades now, the Maasai have lost the best watered parts of their range
initially through European settlement and later by immigration of other ethnic
groups (c}‘\apter 5). This loss of dry-season grazing resources has led to the
restriction of people and livestock into a smaller territory. Although this has meant
the perpetuation of nomadic pastoralism (because traditional crop cultivation is
impossible without irrigation), there is increasing evidence of the adoption of
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8.2 Social Changes

With the incipient modification of the Maasai production system and given
changing sex labour roles, several social changes are expected to take place. More
Maasai boys and girls are taking to formal education. For men, this is threatening
the practice of warrior hood. It appears already that the period of warrior hood
has drastically been cut from 7-10 years to only 6 months (see Kituyi, 1990). In
time the significance of eunoto and ol ngesherr ceremonies will fade away (chapter
5).. And so will the male elder gerontocracy which governs that society. This will
lead to early marriages for young, fecund men. Basic education for women will
also add to improve fertility.

Another factor contributing to social change is the Christianization of the Maasai.
Christianity is expected to increase among the Maasai. Traditionally, the Christian
faith is opposed to polygyny. Were the latter to be discouraged, monogamy will
predominate with associated large family sizes. Also, Chnistianity will discourage
premarital and extra-marital sex, the latter especially among members of the same
age-set. This will in turn remove the health dangers related to premature sex and
teen age motherhood. ‘

Both education and Chnstianity also teach about nutritious diets and
environmental sanitation, factors which are significant in fertility and infant and
child survival. However, health care programmes being mounted in Narok will
insure better health for mothers and greater survival for infants and children.
MCHFP programmes including immunization and growth monitoring will
contribute towards the effort. As a consequence, sterilizing and abortive diseases
will be minimized thus opening the lead on fertility. The infant and child mortality
rate of 400 per 1000 live births reported in the colonial time has now been
considerably reduced to 144 per 1000 (compared to 87 for Kenya and 127 for the
Rift Valley Province).

In brief, once the male elder Maasai gerontocracy has been broken by the various
socio-economic dynamics, there will be several structural adjustments in society -
changes in marital patterns, decline in polygyny and decline in warrior hood.
These changes are slowly being wrought on Maasai society as a result of more
settled life, greater access to education for both men and women, and the
expansion of Christianity.- These forces of change will remove the current
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impediments to fertility. The immediate impact will be higher fertility and
population growth rate for the Maasai. -

9. SUMMARY AND PROSPECT

Instead of pedantic summarizing of the preceding work, I here propose to
highlights only the important points on population change in Narok. Such
highlights will include contemporary Maasai population status, major proximate
determinants of fertility, and future trends in fertility and population change.

(1) The Maasai experience generally lower completed fertility than other Kenyan
communities especially cultivators. This appears to be the case even for the
cultivator immigrants living in Narok disttict itself.

(2) Although mode of production may contribute to fertility differentials between
pastoralists and cultivators, the primary factor regulating fertility is the cultural
patterning of Maasai society. The male elder gerontocratic authority whereby
age at first marriage for men is delayed, is the most significant factor in the
comparatively lower fertility of the Maasai. Young men serve in warrior
residence and in the meantime, old sub-fecund men marry young brides.

(3) Other factors causing infertility and subfertility include the prevalence of
abortive and sterilizing diseases. Although these are intimately related to poor
levels of hygience and environmental sanitation, another contributory factor is
the relatively early exposure of girls to sex and high sexual mobility among
married spouses. A combination of these factors depresses fertility, causes
pelvic inflammatory disease in women, low birth weights and consequent
threats to maternal and child survival.

(4) Maasai home living conditions are poor; consequently they are excellent
habitats for infections and transmissible diseases which increase infant and child
mortality. The low survival rates reduce family sizes.

(5) There are certain fertility - enhmcing trends in p}oximate determinants which
may lead to a decline in pathological infertility, and subfertility. These trends
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14.

15.

APPENDIX 1

MOI UNIVERSITY

FERTILITY AND HEALTH SURVEY

BASIC DATA
District of residence i
)_31{1!
Division Eit Pats
Location

Sub-Location

Village

Ethnic Group

Were vou born in this district” Yes/No

If no. where were you born (district and division)

Namce

Agc (last birth day)

. Education (highest class attcnded)

Canyou: rcad and wnitc
read, not write
can rcad name only
cannot read or write

If no formal education, have you ever attended any adult literacy classes? Yes/No.
Religion (e.g. African, AIC, SDA, Catholic etc.)

What do you do for a living? (e.g. housewife, herder, farmer, trading etc.) please specify.

HOME ENVIRONMENT

Is your main house grass-thatched or mabati-roofed?
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