
 
 
 
 
 
 
 
 

ABSTRACT 
 

Attitudes, Knowledge, and Behavior Concerning Reproductive Health and High-Risk 
Sexual Behavior among Males in Rural Western Kenya 

 
Luke Smith 

 
Director: Lisa Baker MD PhD 

 
 

 Throughout Sub-Saharan Africa, the importance of male reproductive health has 
been overshadowed by an emphasis on maternal and child health.  However, men also 
face a high prevalence of sexually transmitted infections, unplanned pregnancies, and a 
lack of knowledge, while holding tremendous potential to influence their society.  The 
purpose of this study was to examine the level of reproductive health knowledge held by 
Luo men in rural western Kenya and to determine whether knowledge has an effect on 
the behaviors and attitudes of men.  Fifty Luo men aged 15-51 were interviewed from 
numerous villages on the Nyakach Plateau in rural western Kenya.  The results showed 
that only 36% of men had adequate knowledge regarding reproductive health, and 84% 
said that the men of their village needed additional information in order to plan their 
families.  Knowledge is low, but it is valued—an important piece of information for a 
sample in which two-thirds had had an STI and 25% said that the sexual partners they 
had had were too numerous to count.  Additionally, although knowledge was associated 
with condom usage, no association was found between knowledge and unplanned 
pregnancies, the number of sexual partners, and the prevalence of sexually transmitted 
infections.  All the teenagers in the sample reported using condoms, though only two-
thirds of the adults used condoms.   These findings highlight the complexity of 
implementing change in sexual and reproductive health behavior among men in 
traditional communities based strongly on culture.   
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CHAPTER ONE 

Introduction 
 
 

 With more than 45 million citizens, the country of Kenya is home to a significant 

portion of those living in Sub-Saharan Africa.  With its large population, a similarly large 

number of issues face the country including a high prevalence of HIV/AIDS and sexually 

transmitted infections (STIs), large numbers of unplanned pregnancies, inadequate use of 

birth control methods, and large variation in the number of sexual partners among males.   

 Perhaps the most pressing issue facing modern Sub-Saharan Africa is the 

HIV/AIDS epidemic.  Recent survey data from the Kenya Demographic and Health 

Survey indicate a high prevalence of HIV among the Luo ethnic group (20.2 percent 

among men and women) compared to single-digit values for all other ethnic groups 

surveyed (Kenya Demographic and Health Survey 2010).  While almost all Kenyan men 

and women have heard of AIDS, risky behaviors contribute widely to the spread of the 

virus.  Additionally, Kenyan men hold a limited amount of knowledge regarding the 

seriousness of the disease and its prevention.  While 81 percent of men age 15-49 were 

found to be aware that condoms can reduce the risk of contracting HIV, knowledge 

regarding the disease and other methods of prevention remains limited (KDHS 2010).  

 Numerous indicators point to positive changes in HIV-related behaviors among 

the general population of Kenya.  Comparing data from the 2008-09 Kenya Demographic 

and Health Survey with similar data from 2003, a small increase in the age at first sexual 

experience rose from 17.1 to 17.6 among males age 20-54 (KDHS 2010).  Additionally, 

the number of sexual partners continues to be a key indicator of HIV/AIDS transmission.  
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According to data obtained during the 2008-2009 Kenya Demographic and Health 

Survey, “9 percent of men report having had more than one sexual partner in the 12 

months prior to the survey” (KDHS 2010, xxii).  Knowledge of HIV status remains a key 

issue in the fight against HIV/AIDS.  While an increasing proportion of HIV-positive 

adults are likely to know their status (increasing to 69 percent in 2008-09 from less than 

20 percent in 2003), a significant number of youth and adults are unaware of their HIV 

status (KDHS 2010).   

 A recent emphasis on family planning knowledge in Kenya demonstrates a strong 

desire by the government to encourage male participation in family planning and other 

reproductive health services.  With the introduction of the Family Planning Association 

of Kenya (FPAK) in the late 1990s, men have been incorporated into reproductive health 

programs – a deviation from the mainly female-dominated emphasis often found in such 

programs (Kim 2000).  While recent data from the Kenya Demographic and Health 

Survey indicate 97 percent of men know of methods of birth control, additional data 

indicate men are often unable to access such methods or do not know how to properly use 

them (KDHS 2010).  Regarding the extent of contraceptive use, little research is available 

regarding men.   

 Regardless of knowledge-based programs, culture plays a significant role in 

determining decisions made by both men and women in traditional Kenyan communities. 

Only 54.2 percent of women surveyed in the Nyanza province of Kenya indicated that 

they participate in five common decision categories.   Additionally, when asked whether 

a woman should have the right to refuse sex with her husband, 27 percent of men felt 

they have the right to get angry and reprimand their wives (KDHS 2010).  Ultimately, 
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without changes to culture, efforts to change behaviors through education will be 

fruitless.  
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CHAPTER TWO 

Review of Literature 
 
 

Priority of Men’s Health 
 

Many of the health-related issues facing men do not receive enough attention.  

Men’s health issues have a high level of importance but are often overshadowed by 

efforts aimed at promoting women’s healthcare.  This can be attributed to men’s apathy 

towards healthcare in many cultures which causes them to delay seeking care or advice 

out of fear of appearing weak (Varga 2001).  Additionally, research and educational 

programming has been based primarily upon the idea that reproductive health is 

predominantly a female concern.  However, this is not the case.  Studies conducted across 

African countries including Zimbabwe, Zambia, and Kenya have shown that “men take a 

keen interest in sexual and reproductive services, articulate their sexual and reproductive 

health needs, and have very specific recommendations for improving male [sexual and 

reproductive health] services” (Varga 2001, 176).  For this reason, it is vital that 

researchers gain an understanding of men’s reproductive health both for its sake and for 

the improvement of society as a whole. 

Traditional male stereotypes also play a large role in the necessity for a focus on 

men in reproductive health.  Men often engage in riskier sexual practices than their 

female counterparts.  This leads to earlier sexual activity, more sexual partners, an 

increase in the occurrence of intercourse, and a higher prevalence of sexually transmitted 

diseases.  Because of strong gender norms found in many parts of the world, men often 
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attempt to appear more knowledgeable and sexually experienced than women and are less 

likely to admit to ignorance regarding sexual matters (Varga 2001). 

Researchers are only now beginning to discover the effects of psycho-emotional 

and sexual experiential factors on adolescents in developing countries (Varga 2001).  

With the small level of knowledge regarding adolescent males in third-world countries, 

these factors must be considered as well in attempting to understand the sexual and 

reproductive health needs of those in Africa.  With an early entry age into sexual activity, 

adolescent behavior is critical in deciphering the needs of men.  Because childhood 

experiences and culture norms have a significant impact on the behaviors found in adult 

males, a focus must be made on educating young men on the importance of sexual and 

reproductive health (Varga 2001). 

 A lack of knowledge in men regarding sexual and reproductive health can result 

in detrimental effects to his sexual partners.  Kenyan men surveyed in a 2008 study 

described how men do not often disclose whether or not they have acquired a sexually 

transmitted disease with their partners.  Instead, men seek care secretly independent of 

their partner (Onyango 2010).  This can result in the transmission of the disease between 

partners without the knowledge of the woman. 

 Men also exhibit a strong lack of involvement both in communication with their 

partner and in participation in their partner’s sexual well-being.  “Men in western Kenya 

rarely accompany their partners to the [reproductive health] clinics, a fact attributed to 

gender norms, low awareness, and lack of male reproductive health education programs” 

(Onyango 2010, 39).  Often, men do not want to associate themselves with the 

reproductive health clinics.   
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Overall, men must be included in sexual and reproductive health programs in 

order to reduce the number of unplanned pregnancies.  Without the inclusion of men, 

women’s access to clinics and methods of birth control will continue to remain low 

despite numerous methods of increasing the availability.  

 

Men’s Knowledge of Reproductive Health 

A serious lack of knowledge regarding sexual and reproductive health issues is a 

serious concern in Kenya.  Despite the methods of contraception available to Kenyan 

citizens, their use is stifled by a lack of knowledge regarding the importance of birth 

control and the prevention of sexually transmitted diseases.  Men are often misinformed 

or less informed than females; men have often heard of fewer methods of contraception 

than females (KDHS 2010).  In many cases, more emphasis is placed on women because 

many of the methods of contraception are designed for their use. 

 According to the 2008-2009 Kenya Demographic and Health Survey, knowledge 

of Acquired Immunodeficiency Syndrome (AIDS) is nearly universal with 100 percent of 

men between the ages of 15 and 49 identifying knowledge of the virus.  However, 

knowledge regarding methods of prevention of HIV/AIDS remains dramatically low and 

strongly correlates with the amount of education received.  Both men and women who 

have no education show lower levels of knowledge of HIV/AIDS prevention than their 

educated counterparts.  Additionally, many Kenyans share misconceptions regarding the 

methods by which HIV/AIDS is spread.  Approximately one-quarter of the respondents 

to the Demographic and Health Survey believed HIV/AIDS is spread through insects 

(KDHS 2010).  
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 Numerous factors contribute to the level of knowledge a person has regarding 

sexual and reproductive health, especially related to HIV/AIDS.  Location is a common 

factor affecting education level.  Rural citizens have a dramatically lower level of 

knowledge regarding the spread of HIV/AIDS than urban citizens.  According to the 

2008-2009 Demographic and Health Survey, approximately 51 percent of men living in 

rural Kenya have comprehensive knowledge regarding HIV/AIDS compared to 70 

percent of men living in urban Kenya.  A person’s level of education also has an effect on 

the knowledge about methods of transmission of the AIDS virus.  “Comprehensive 

knowledge increases with rising level of education… 15 percent of men with no 

education have comprehensive knowledge about AIDS, compared with 71 percent of 

those with at least some secondary school” (KDHS 2010, 179).  Finally, social class has a 

significant impact on the knowledge of HIV/AIDS. Thirty-seven percent of the poorest 

men in Kenya had a comprehensive knowledge of HIV/AIDS compared to 71 percent of 

the richest Kenyan men (KDHS 2010).   

 According to the United States’ Central Intelligence Agency World Factbook, 

Kenya’s literacy rate for men is 90.6% (Central Intelligence Agency 2014).  However, 

this does not hold true across the country.  Especially in traditional rural communities, 

education levels are much lower, especially among the older generation.  With children 

failing to complete school, the ability to properly educate children on the importance of 

sexual and reproductive health becomes increasingly difficult. 
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Men’s Attitudes towards Reproductive Health and Family Planning 

Many men in Kenya have mistaken beliefs regarding contraceptives, contributing 

to their low use.  A 1987 study of men in Rural Machakos District of Kenya found that 

over 32 percent of the men surveyed believed contraceptives would weaken their partner, 

causing her to be more likely to fall ill (Were 1994).  Over 53 percent of participants 

shared a willingness to use contraceptives if they were properly equipped to choose the 

proper method.  With a suitable education regarding contraceptive methods, men would 

be less hesitant and more willing to encourage their partners to use contraception.   

 Overall, there is an agreement that men should share in the family planning 

process.  Even 27 years ago, the 1987 Machakos study found that 93.2 percent of male 

participants approved of family planning.  Of this group, 63.9 percent of the men 

believed that the family size decision should be a joint decision made in conjunction with 

their partner (Were 1994).  Ultimately, this study demonstrated the importance of 

including men in the family planning decision process and emphasized the role men play 

in the continued use of contraceptives by women.  

 Despite the strong interest in participating in the family planning process, many 

men believe that the responsibility of using contraceptives belongs to the woman.  

According to the results of the 1987 Machakos study, 88.4 percent of the males surveyed 

believed women should take responsibility for actually using contraceptives (Were 1994).  

In many cultures, men are seen as socially dominant over women.  With this idea, many 

men see the responsibility of family planning to reside with women because of the often 

complex and confusing amount of information associated with the different methods.  In 



 

9 
 

order to successfully change the habits and practices of men in rural Kenya, men must 

learn to work together with women instead of redirecting the responsibility.  

 Men’s attitudes towards reproductive health and family planning often result from 

religious and cultural practices.  In many ways, this can thwart the work of researchers 

and educators working to educate the citizens in hope of reducing the prevalence of 

sexually transmitted diseases and unintended pregnancies.  

  

Men’s Behaviors 

Some cultures pride themselves on having strong males engaged fully in sexual 

practices.  Thus, many men grow up believing that their identity as a man depends on 

exposing themselves to as many sexual encounters as possible.  For many African 

cultures, male power is displayed in the number of sexual partners a man holds (Varga 

2001). 

 Power is a driving factor in men and women’s decisions within relationships.  In 

many African cultures, men’s power over women is common and results from years of 

sustained cultural beliefs.  “Gender-based power relations can have a direct effect on the 

ability of partners to acquire information relevant to their reproductive health, on their 

ability to make decisions related to their health, and on their ability to take action to 

protect or improve their health or the health of those who depend upon them” (Blanc 

2001, 190).  One effect includes a woman’s ability to discuss condom use with her 

partner.  With power driving men to make decisions for their wives, men must be 

educated in sexual and reproductive health in order to make beneficial decisions.   
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Power relations have a direct link with violence in sexual relationships.  In 

cultures where men control a large amount of power within the relationship, partner 

violence becomes a serious issue which can seriously affect a woman’s ability to obtain 

information regarding her sexual health (Blanc 2001).  Through cooperation and 

communication, men can dramatically change their relationship with their partner, thus 

allowing for an increase in the adoption of contraception.  

Lack of communication between partners is a major issue facing couples in 

Africa.  According to data provided by the Department of Human Services, more than 11 

percent of women surveyed did not know whether their husband approved of various 

contraceptive methods (Blanc 2001).  Additionally, men in developing countries 

consistently report higher levels of contraceptive use than women do (Blanc 2001).  

Because of fear of rebuke, women commonly avoid the issue of family planning.  

Throughout Sub-Saharan Africa, conversation regarding family planning can bring about 

worries of other wives, other sexual partners, or the prospect of bringing in children from 

extramarital relationships (Blanc 2001).  Women who bring up sexual questions may also 

be considered promiscuous.  Finally, conversing about sex can be difficult for many 

couples, especially in cultures where women are not expected to have knowledge of sex 

(Blanc 194).  Men may also be reluctant to show their ignorance to women regarding 

sexual issues.  

Communication can also have a major impact on whether contraceptive use is 

effective in preventing unintended pregnancies.  By communicating, couples can 

transform the attitudes they share towards contraceptives into a plan for using 

contraceptives effectively and correctly.  Secondly, communication can ease the “psychic 
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costs” of using contraceptives (Link 2011, 84).  By being clear with one’s partner, 

communication can help prevent emotional stress and discouraging attitudes which can 

accompany contraceptives when one partner fears judgment from the other.  

Additionally, by discussing contraceptive use, couples can confront cultural taboos, thus 

reducing the anxiety associated with contraceptive use in many cultures. Finally, 

communication can help lower the demand for children.  When spouses communicate 

and discuss their preferences, they are more likely to reach concurrence, or a point at 

which they agree in regard to family size and family planning methods (Link 2011).  This 

can further reduce anxiety by lowering the barriers associated with these sometimes 

volatile conversations. 

Polygamy is a common feature of many African cultures and has had a negative 

impact on the promotion of sexual and reproductive health in many cases.  A 2008 study 

conducted in Kenya found that many of the practices, including polygamy, are deeply 

rooted in culture and have been passed down from generation to generation.  Men from 

these cultures have little to no incentive to change their practices because of “pressures 

within their culture which dictate that a man should have many children” (Onyango 2010, 

37).  For a woman in a polygamous marriage, often the only way to stop having children 

is to leave her husband.  

Common traditions passed down through generations also play a major role in the 

behaviors of men.  Tradition in many cultures dictates that close relatives name their 

children after other relatives.  This practice puts a large amount of strain on women to 

have numerous children in order to appease the members of the family while 

simultaneously causing men to be reluctant regarding family planning (Onyango 2010).  
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The drive for male children also impacts the implementation of family planning.  Fathers 

often prefer sons to daughters, resulting in pressure upon their wives to give birth to 

numerous children until they have a son.  Finally, men are traditionally raised to separate 

themselves from family planning practices.  Childbirth and child-rearing are commonly 

seen as the responsibility of women.  Men are also not expected to discuss matters of 

sexuality with their daughters (Onyango 2010).   

 Because the condom is the single method of birth control accessible to and 

controlled by men, a mutual agreement to family planning is essential if a difference is to 

be made.     

  

Rational for Study Type 

According to the World Health Organization, solutions to the growing problem of 

unplanned pregnancies in rural Kenya must arise through partnerships reaching beyond 

health policies to hit at the core of the issue—addressing whether poverty plays an 

overarching role in leading to unplanned pregnancies (World Health Organization 2008).  

An absence of health care providers in the region contributes to the issues faced by both 

men and women of the region.  Another key missing link is the presence of community-

led health promotion.  Each community of the Nyakach Plateau faces different issues and 

the number affected by these issues varies widely.  A community-based participatory 

research (CBPR) model was chosen for this study in order to gain a clear understanding 

of the needs of the communities while also assessing the knowledge, attitudes, and 

behaviors men share in regards to reproductive health and family planning.  
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Healthcare programs can readily be changed into interventions by using 

previously gathered data and post-intervention data (Bowling 2002).  In 2010, a study 

was conducted among women in the Nyakach region investigating the knowledge, 

attitudes, and behaviors women shared regarding family planning, contraceptives, and 

reproductive health.  This study, which used a questionnaire-based method of data 

collection, provided a large amount of data regarding women in the community.  

Additionally, it provided a bleak description of women’s lack of knowledge.  The current 

study will be conducted among the men of the community in hopes of gaining a baseline 

assessment within the group.  This data may prove useful as pretest data as long-range 

intervention studies are conducted.  Overall, the data obtained through this study will 

provide a wide range of information, including men’s knowledge, attitudes, behaviors, 

and motivations.  

The questionnaire being employed during this study will be a useful first step in 

determining the needs of the community. Often, the first step in gathering data in 

preparation for a community-based health intervention study involves structured and 

semi-structured interviews among the members of that community. Additionally, many of 

the survey participants are from low-income communities in which literacy is 

uncommon.  A face-to-face interview allows for more accurate data than a purely written 

questionnaire.  The guided nature of the questionnaire provides an easy-to-use method 

that is simple for the researcher to use while also providing a method conducive to 

minimizing errors.  
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Summary 

Unplanned pregnancy prevention is of the utmost importance in Sub-Saharan 

Africa.  However, given the complexity of the poverty-stricken community and culture in 

which this issue occurs, this matter must be carefully considered.  This study proposes to 

use a structured questionnaire method in order to gain a wide understanding of the needs 

and behaviors of men in a traditional Luo Kenyan community.  By gaining a more 

complete understanding of the knowledge, attitudes, and behaviors surrounding 

unplanned pregnancies, an accurate assessment of the needs of the community can be 

gained allowing for preventive measures to be taken.   
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CHAPTER THREE 

Hypothesis 

 

Research Question 1 

What is the relationship between a man’s level of knowledge and unplanned pregnancies 
in a traditional, rural Luo community? 
 

Hypothesis 1: Men with a greater knowledge of reproductive health will 
be less likely to have unplanned pregnancies than men with 
little or no knowledge of reproductive health. 

 
Null Hypothesis: There is no difference in the prevalence of unplanned 

pregnancies among men with varying levels of knowledge. 
 
 
 
Research Question 2 

What is the relationship between a man’s level of knowledge and the number of sexual 
partners men have in a traditional, rural Luo community? 
 

Hypothesis 2: Men with a greater level of knowledge regarding 
reproductive health will have fewer sexual partners than 
men who have less knowledge of reproductive health. 

 
Null Hypothesis: There is no difference in the number of sexual partners 

among men with varying levels of knowledge. 
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Research Question 3 

What is the relationship between a man’s level of knowledge and the prevalence of 
sexually transmitted infections in a traditional, rural Luo community? 
 

Hypothesis 3: Men with an increased level of knowledge will be less 
likely to contract sexually transmitted infections than men 
who have comparably less knowledge. 

 
Null Hypothesis: There is no difference in the prevalence of sexually 

transmitted infections among men with varying levels of 
knowledge. 

 
 
 

Research Question 4 

What is the relationship between a man’s level of knowledge and condom usage in a 
traditional, rural Luo community? 
 

Hypothesis 4: Men with an increased level of knowledge will be more 
likely to use condoms than men who have comparably less 
knowledge. 

 
Null Hypothesis: There is no difference in condom usage among men with 

varying levels of knowledge. 
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CHAPTER FOUR 

Methods 
 
 

Study Overview 
 

 Interviews were conducted using a scripted questionnaire developed by the 

principal investigator alongside a fellow student researcher, Mr. Robert Guidangen.  

These interviews were conducted across the Nyakach Plateau in western Kenya among a 

convenience sample of men over the age of 14. The results of this study will be used to 

better understand the knowledge, behaviors, and attitudes of men in rural Kenya 

regarding reproductive health and sexually transmitted diseases.  

 

Study Location 

 Straw to Bread, a U.S.-based non-profit organization, partners with the Luo 

community on the Nyakach Plateau in a comprehensive development project that 

addresses education, healthcare, agriculture, safe water, and small business development.  

Data were collected in May 2012 during an annual two-week visit by a team of university 

students and medical professionals.     

 

Subjects 

 Recruitment of participants took place in conjunction with a local translator 

familiar with villages and an American graduate student conducting malaria research 

throughout villages in the area.  Surveys were completed by a total of 50 men from 

numerous villages across the Upper Nyakach Plateau.  Men aged 14 and older were 
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interviewed and their responses were analyzed.  In total, 4 researchers were trained in 

proper interview technique according to the Interview Guide found in Appendix A. 

 

Sample Size 

 Sample size was calculated using statistical information and an effect size was 

approximated.  Alpha was set at 0.05 while beta was set at 0.20 in order to minimize the 

chance of random error. The study was conducted with a slightly lower number of 

participants than expected.  However, the data collected still proves useful as a pilot study 

in the community. 

 

Training Protocol 

 Numerous documents were prepared to assist and train the researchers in 

providing strong interview technique.  Tips for the Interviewer, a fact sheet detailing the 

objectives of the study, a document detailed tips for Beginning the Interview, and a guide 

for properly conducting the interview were included in the Interview Guide (see 

Appendix 1).  These documents assisted in training students to participate as researchers 

in the study and gave them the required knowledge to collect reliable data, to obtain the 

necessary consent, and to ensure a welcoming atmosphere for those participating in the 

study.  

 

The Interview 

Fifty interviews were conducted in homes or in public locations over 

approximately a one-week period from May 17 to May 25, 2012.  Interviews were 
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conducted by trained researchers and lasted approximately 30-45 minutes each.  

Researchers travelled with a translator to various predetermined villages.  The translator, 

in collaboration with the researchers, invited men to participate whom they encountered 

as they traveled by walking throughout the Plateau, continuing until they had interviewed 

fifty men.  After informed consent was obtained, a nearby private location was located 

where information could be collected in a confidential manner.  All questions were asked 

through the translator, and answers were recorded by the interviewer. 

 

The Survey 

 The survey contained questions about knowledge, behavior, and attitudes 

regarding reproductive and sexual health (see Appendix 1). These questions were 

modified from a previous study in the same area (Wood, 2010) in which the knowledge 

and attitudes of Luo women were assessed.  A “knowledge score” was created from the 

sum of correct answers to eight questions. Additionally, men were questioned about their 

HIV status and their history of symptoms associated with sexually transmitted infections. 

 

Data Analysis 

 Data was entered into Microsoft Excel by Captricity, Inc., a company specializing 

in data entry. All variables underwent a thorough check for errors and were corrected, if 

necessary.  Data management, descriptive analyses, and statistical testing were performed 

using SAS Version 9.3 (SAS Institute Inc., Cary, North Carolina, USA).   

Univariate analysis included frequencies and percentages for discrete variables 

and mean, standard deviation, and range for continuous variables. Bivariate analysis 
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included chi-square testing for associations between discrete variables and t-tests for 

normally distributed continuous variables.  Multivariate analysis consisted of logistic 

regression analysis, multiple regression, and analysis of variance. Alpha (α) was set at 

0.05.  Odds ratio values were given with a 95% confidence interval.   

 

IRB 

 This study was approved by the Baylor University Institutional Review Board in 

April 2012.  Data obtained by the survey included no personal identifiers.  Age, gender, 

education status, and family information did not uniquely identify any of the participants.   
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CHAPTER FIVE 

Results 
 
 

 The study comprised 50 men surveyed during the aforementioned period. 

Throughout analysis of the data, it became clear that some of those participants had 

incomplete data.  For example, if a participant failed to answer questions regarding 

sexually transmitted infections or knowledge, he was eliminated from the sample.  In all, 

6 participants were removed from the sample giving us a sample of 44 men.  

 Because of the in-depth nature of the survey and minimal amount of time 

available for interviews, the sample size remained relatively small for this study.  

Therefore, statistical power is low.  Meaningful trends, if any, will be noted in the data.  

Ultimately, we expect that such trends would prove true for larger sample sizes as well 

and would hold greater statistical significance.  It is hoped that future research will 

investigate these issues further and provide definitive data regarding the trends noted in 

our data.  

 

Demographics 

Men ranged in age from 15-51 years of age with a mean age of 26.50 years 

(SD=10.49 years).  For analysis purposes, age was divided into two categories: teenager 

and adult.  Each participant self-identified as a member of the Luo tribe.  More than 

three-fourths (78.05%) of the males had a primary education or less.  In addition, the 

sample was divided almost equally between men who were married (54%) and those who 

were unmarried (46%).   
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Reproductive Health Knowledge 

 Eight questions were used in assessing the participant’s actual level of knowledge.  

These questions were selected to represent commonly faced issues faced in reproductive 

health for the region. A knowledge score was created as a sum of the correct responses.   

 

Table: 1 
Reproductive Health Knowledge Assessment: 

Percentage Correct by Question (n=44) 
How long does a normal  
pregnancy usually last? 93.18% 

What are some ways  
that people can protect  

themselves from getting 
 HIV/AIDS? 

86.36% 

Name some ways that  
people can get HIV/AIDS. 84.09% 

Is it bad for the 
 baby if a pregnant woman  
smokes during pregnancy? 

81.82% 

Is it bad for the baby if a  
pregnant woman drinks alcohol  

during pregnancy? 
79.55% 

Can a woman get  
pregnant during her  

period? 
56.82% 

Can a woman get  
pregnant the first time 

she has sex? 
47.73% 

How often does a  
woman normally get 

 her (menstrual) period? 
40.91% 
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Based on available data, a knowledge score of 7 or above (representing 87.5% of 

questions answered correctly) was determined to be ‘adequate knowledge’.  Nearly two-

thirds (63.64%) of those sampled failed to meet the minimum score for adequate 

knowledge and were deemed to have inadequate knowledge regarding reproductive 

health. 

 

 

 

The minumum score received was a 3 among all surveyed.  One-fifth of 

respondents (20.46%) received a score of 4 or less, answering only half or fewer 

questions correctly.  Table 2 provides an overal l summary of the knowledge scores 

achieved. 
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Table 2: Knowledge Scores 

Knowledge 
Score Percent (n) Cumulative 

Percent (n) 

0 0.00 (0) 0.00 (0) 

1 0.00 (0) 0.00 (0) 

2 0.00 (0) 0.00 (0) 

3 6.82 (3) 6.82 (3) 

4 13.64 (6) 20.46 (9) 

5 22.73 (10) 43.19 (19) 

6 20.45 (9) 63.64 (28) 

7 31.82 (14) 95.45 (42) 

8 4.55 (2) 100.00 (44) 

  
n=44 

 

Questions regarding the duration of pregnancy, details surrounding HIV/AIDS 

protection, and methods of HIV/AIDs prevention were most often answered correctly 

with correct response rates of 93.18%, 86.36%, and84.09% respectively.   

A few questions seemed to pose the greatest difficulty to the respondents.  Less 

than half (40.91%) of respondents gave a correct answer to the question, “How often does 

a woman normally get her (menstrual) period?” Of particular note was the issue of 

pregnancy the first time a woman has sex. According to Figure 4, more than half of all 

respondents incorrectly answered that a woman cannot get pregnant the first time she has 

sex.  In a region where unplanned pregnancies are common, this value is particularly 

concerning and implies a dangerous assumption among the men.  
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count”.  Conversely, 18.18% of respondents had 1 or no sexual partners during their 

lifetime, possibly representing a committed relationship.  

 

There was no statistically significant relationship between the level of actual 

knowledge and the number of sexual partners (p = .9927), so we were unable to reject the 

null hypothesis.  Additionally, when stratifying across potential confounders, no 

association was observed. 

 

Sexually Transmitted Infections and HIV 

Hypothesis 3: Men with an increased level of knowledge will be less likely to contract 

sexually transmitted infections than men who have comparably less knowledge. 

Data regarding sexually transmitted infections (STIs) was reported by respondents 

using questions related to common symptoms.  Survey participants were asked whether 

they had ever experienced specific symptoms of a STI.  If a positive response was given, 
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a subsequent question determined whether those symptoms were present within the past 

year.  Data regarding STIs and HIV is shown in Table 3.   

 Nearly two-thirds (63.64%) of our sampled population had symptoms of a 

sexually transmitted infection at some point in their lifetime.  More than one-third 

(34.09%) of respondents indicated they had experienced symptoms of a STI within the 

past year. Genital sores were the most commonly observed symptom of a STI with 

29.55% of those surveyed indicating they had experienced sores during their lifetime.  

 Our sample included only one HIV positive participant.  While this could be 

accurate, it is more likely many of those surveyed were unaware of their true status.  The 

HIV positive participant did not indicate any other symptoms of an STI.  

No statistically significant relationship between knowledge levels and presence of 

HIV or STIs was found (STI Ever p = .2362, STI Last Year p = .7638). When stratifying 

across potential confounders including age and education, no statistically significant 

associations were found. 

 

 

 

 

 

 

 

 

 

 



 

33 
 

 

 

 

 

 

 

Table 3: 
Prevalence of  

Sexually Transmitted Infections and HIV  
(n=44)  % (n) 

Penile Discharge 

Ever 27.27% (12) 

Last Year 18.18% (8) 

Genital Sores 

Ever 29.55% (13) 

Last Year 13.64% (6) 

Genital Warts 

Ever 20.45% (9) 

Last Year 13.64% (6) 

STI Total 

Ever 61.36% (27) 

Last Year 31.82% (14) 

HIV Ever 2.27% (1) 

STI or HIV 

Ever 63.64% (28) 

Last Year 34.09% (15) 
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Condom Usage 

Hypothesis 4: Men with an increased level of knowledge will be more likely to use 

condoms than men who have comparably less knowledge. 

According to our survey, 79.07% currently use condoms (n=43).  This compares 

to a value of 61.3% of rural Kenyan males using condoms at last sexual intercourse 

according to the 2009 Kenya DHS.   

 Participants were also asked why they currently use condoms.  Among those 

responding, 55.88% indicated they use condoms for the prevention of pregnancy (n=34).  

A slightly higher number of respondents, 61.76%, indicated they use condoms for the 

prevention of HIV.   

 Knowledge level was almost statistically significant with a p score of .0685 when 

looking at knowledge versus condom usage.  However, designation as having adequate 

knowledge did not necessarily imply condom usage as seen in Table 4.  

 
 

 Knowledge 
 

  Adequate Inadequate Total 
 

Condom Usage 

Yes 

15 
34.88 
44.12 
93.75 

19 
44.19 
55.88 
70.37 

34 
79.07 

Frequency 
Percent 
Row Pct 
Col Pct 

No 

1 
2.33 

11.11 
6.25 

8 
18.60 
88.89 
29.63 

9 
20.93 

 
Total 

16 
37.21 

27 
62.79 

43 
100.00 

 

  

χ² =3.3182, P = .0685, OR=6.316, 1 
Frequency Missing 

  

Table 4 
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More than 34 percent of those surveyed were found to be using condoms with adequate 

knowledge regarding reproductive health.  A significantly higher number of non-condom 

users were found to hold inadequate knowledge (8 respondents compared to 1 respondent 

with adequate knowledge).  Thus, the data did not clearly support hypothesis four.  

When looking at the relationship between not using condoms and levels of actual 

knowledge, age was statistically significant as predictor (p = .0135).  All teen males 

surveyed indicated condom usage while only 2/3 of adult males surveyed indicated 

condom usage as seen in Table 5. 

 
 

 

Condom Usage  
 

  
No Yes Total 

 

Age 

Teen 

0 
0.00 
0.00 
0.00 

15 
34.88 

100.00 
44.12 

15 
34.88 

Frequency 
Percent 
Row Pct 
Col Pct 

Adult 

9 
2.93 

32.14 
100.00 

19 
44.19 
67.86 
55.88 

28 
65.12 

 
Total 

9 
20.93 

34 
79.07 

43 
100.00 

 

  
χ² =6.0977, P = .0135, 1 Frequency Missing 

  

 The presence of a STI was also found to be a significant predictor of condom 

usage among men.  Those who had an STI at any point in their lives were more likely to 

use condoms than those who never had an STI.   

 For those with an STI at any point in their lives, condom usage was found to be 

more likely.  The data demonstrated an association between an increased prevalence of 

Table 5 
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sexually transmitted infections and condom usage among those with an STI at any point 

in their lives.  

 
 

 STI Ever 
 

  Yes No Total 
 

Condom Usage 

Yes 

26 
22.14 
60.47 
76.47 
92.86 

8 
11.86 
18.60 
23.53 
53.33 

34 
 

79.07 

Frequency 
Expected 
Percent 
Row Pct 
Col Pct 

No 

2 
5.8605 
4.65 

22.22 
7.14 

7 
3.1395 
16.28 
77.78 
46.67 

9 
 

20.93 

 

Total 
28 

65.12 
15 

34.88 
43 

100.00 

   
χ² =9.2196, P = .0024, OR=11.375, 1 
Frequency Missing 

  

 

 

 

 

 

 

 

 

 

Table 6 
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 A slightly different result was found for respondents who had an STI within the 

past year.  Based on our findings, more men were found to be using condoms without the 

presence of a STI.  Because wearing condoms results in the reduction of STIs, this result 

made sense.  

 
 

 STI in Past Year 
 

  Yes No Total 
 

Condom Usage 

Yes 

15 
11.86 
34.88 
44.12 
100.00 

19 
22.14 
44.19 
55.88 
67.86 

34 
 

79.07 

Frequency 
Expected 
Percent 
Row Pct 
Col Pct 

No 

0 
3.1395 
0.00 
0.00 
0.00 

9 
5.8605 
20.93 

100.00 
32.14 

9 
 

20.93 

 
Total 

15 
34.88 

28 
65.12 

43 
100.00 

 

  
χ² =6.0977, P = .0135, 1 Frequency Missing 

  

Overall, an increased rate of condom usage was found more often among men 

with STIs at any point in their life than among men with STI symptoms within the past 

year.   

Nine men were found to be non-condom users and without STIs within the past 

year as seen in Table 7.  Raw data showed a total of ten non-condom users; however, one 

of those people was missing STI data. Based on Figure 10, it is clear that non-condom 

users are not those with few sexual partners.  In fact, half of non-condom users had ten or 

more sexual partners throughout their lifetime.   

 

Table 7 
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CHAPTER SIX 

Discussion 
 
 

The lack of a relationship between knowledge and unplanned pregnancies, 

condom usage, number of sexual partners, and number of sexually transmitted infections 

is disappointing for those working to educate rural Kenyans regarding the importance of 

family planning and health.  While our small sample size could be the main issue 

preventing a relationship from showing up, it is possible that education is not having the 

desired effect in rural communities strongly defined by longstanding culture. For many 

Kenyan men, large families provide valuable sources of labor. Cultural norms often 

encourage large families as well, regardless of a family’s ability to provide for such a 

large group.    We would hope that, with a larger amount of knowledge, men would also 

be motivated to avoid the risks of numerous sexual partners and would therefore have 

fewer partners and, consequently, fewer STIs. However, no relationship was found in the 

data. On the other hand, men with an increased level of knowledge may be aware of the 

symptoms and seek treatment if they believe they have contracted a STI.  Therefore, 

while it is possible for knowledge to play a direct role in the prevalence of STIs within 

the community, the complexity of the issue likely serves a bigger role than previously 

thought.  

Baseline knowledge was exceptionally low in our study. Only 36.36% of 

participants met our pre-determined value for “adequate knowledge”.  Even worse, 

20.46% of respondents were only able to answer 4 or fewer questions correctly – a failing 

score by academic standards.  Commonly encountered and relatively simple questions 
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were most often answered.  For example, the question surrounding the length of an 

average pregnancy garnered 93.18% correct responses.   

However, while the length of a pregnancy is important in providing proper 

prenatal care for women in the villages, other questions dealing directly with 

reproduction and women’s health had drastically reduced correct response rates.  Perhaps 

most concerning was the issue of virginity and pregnancy.  Only 47.73% of men believed 

a woman could get pregnant the first time she has sex – a dangerous belief if unplanned 

pregnancies are to be prevented within the community.  Culturally, this raises many 

questions regarding the myths surrounding the first time a woman has sexual intercourse.   

Almost half of all men surveyed (43.18%) also believed a woman could not get pregnant 

during her period.    

Additionally, men proved to have relatively strong levels of knowledge regarding 

the negative effects of smoking and alcohol consumption during pregnancy. Even without 

data regarding tobacco and alcohol use in the region, this was a promising revelation, as 

men can have a major impact on the decisions of their wives in the Luo culture. Around 

80% of men indicated it was bad for the baby if a woman chose to smoke or drink during 

a pregnancy.  

  The prevalence of HIV in our sample was extremely low, especially when 

compared to national data.  National survey data in 2009 reported a 20.2% prevalence of 

HIV among men and women (Kenya National Bureau of Statistics).  This expectation 

contrasted dramatically with our result – a mere 2.27% prevalence.  While we were 

unable to verify claims of HIV, it is also possible that men in our sample had not recently 

been tested or had never been tested before.  Additionally, while we tried to provide the 
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best possible environment and atmosphere for conducting our surveys, men may have felt 

anxious about giving away their true status.  Ultimately, it is likely that our population 

contained a higher prevalence of HIV.  This conclusion is based upon the risky behaviors 

observed through our survey data within the group.  While it is not uncommon in the 

region to receive advice to check your status as a male, men likely avoid the clinic in an 

effort to avoid stigmatizing themselves within their community.  Through a more open 

atmosphere and accepting attitude among the men in the community, men within the 

region could find a great sense of confidence prompting them to take the appropriate 

measures to become aware of their status, hopefully slowing the spread of HIV.   

 The relationship between reproductive health knowledge and condom usage was 

not clear.  Knowledge was found to be nearly statistically significant as a predictor of 

condom usage with a p value of .0685, so it is possible that a larger sample would have 

shown this relationship to be statistically significant.  More than 90% of those with 

adequate knowledge were found to be condom users – an expected result given the value 

of condoms in high-risk areas.  Additionally, among those with inadequate reproductive 

health knowledge, more than two-thirds were found to be using condoms.  This is an 

encouraging trend, as condom usage can have tremendous positive effects.  In addition, 

there was a significant relationship between age and condom usage.  All teens who were 

surveyed used condoms, while adults were only about 66% likely to use condoms.  This 

is a promising statistic as it might suggest that the increased push for condom usage 

within the nation is beginning to have an effect among the younger generation, at least as 

represented in this sample of teenagers.  This finding signifies a generational difference 

that is important to the future of the region, but it is unclear what the difference means.  If 
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the younger generation is more likely to use condoms, then tremendous changes are 

likely to be seen in other areas of that generation’s lifetime.  The importance of tradition 

and culture may be eclipsed by health concerns.  With each new generation, it is possible 

that culture will change. On the other hand, it is equally plausible that young people start 

out using condoms and then lose this habit as they get older.  This interpretation would be 

a stimulus for a very different kind of education program. 

The presence of a sexually transmitted infection was also found to be a significant 

predictor of condom usage among men.  This made sense as the presence of a STI may 

prompt men to use condoms even if they have never previously used protective measures.   

Interestingly, when looking at STI presence within the past year versus condom usage, all 

non-condom users were without STI symptoms within the past year. It is not the case that 

these men were also men with few sexual partners.  The non-condom users were just as 

likely to have numerous sexual partners as their fellow respondents. Without any 

explanation for the lack of STIs among these men, it seems as though they are simply 

lucky.  While they may not have shown symptoms of an STI within the past year, it is 

likely they will not remain this way for long, especially if they have multiple partners.   

  

Moving Forward 

Future work within the community should focus on educating men over a wide 

variety of topics and providing a common forum for men to discuss difficult issues faced 

within the community.  Self-awareness among men was particularly concerning.  Nearly 

60% of men claimed to have a sufficient level of knowledge to prevent unwanted 

pregnancies.  However, in answering the next question, “Is there anything men in the 
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village need to know to be able to better plan their families?” 84.09% responded that men 

in their village needed more knowledge.  Clearly, men believe their knowledge to be 

greater than the knowledge of their male counterparts, or they are at least representing 

themselves in this light.  This presents numerous challenges.  If a male believes his 

knowledge to be greater than those around him, he may fail to respond to advertised 

education programs within his community assuming the programs to be aimed at other 

“non-educated” males within the area.  However, our results showed that males in the 

region were strongly knowledge deficient despite their belief that they had sufficient 

knowledge.  Of course, sufficient knowledge to a rural Kenyan male could consist of 

simple home remedies for birth control they learned as a child.  These may not show up 

in a scientific study as they are not common methods of pregnancy prevention.  In order 

to prevent this, a more open-ended questionnaire would be necessary and greater time 

techniques.  

 

Limitations of the Study 

Our study had several limitations that we worked to address as much as possible.  

Self-report bias limited us throughout the survey, especially regarding medical 

conditions. Sample size was the greatest limitation affecting our data.  With limited time, 

extremely detailed surveys, and few translators, we were only able to gather data from 50 

men. However, these results serve as a baseline study of a topic about which little is 

known. 
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Conclusion 

This study provides a glimpse into the sexual and reproductive health practices 

and knowledge of the traditional, rural Kenyan communities we visited.  The goals of the 

study were to collect baseline information on knowledge of reproductive health and 

behavior from men, a population frequently ignored when looking at reproductive health 

issues. None of the hypothesized associations were supported in this study, emphasizing 

the complexity found in implementing change in a community where many values are 

deeply engrained in culture and tradition and where few health and social service 

resources exist.  No matter how many education programs are initiated, without 

interventions in the attitudes and values of the men in the community, few changes will 

take place. 

One key issue requiring clarification is found in condom usage.  Our study found 

that age is a significant predictor of condom usage. Future research could focus more on 

condom usage within the region to better understand the meaning of this finding. 

Condoms are readily available in clinics and numerous other businesses within the 

community.  The message may be getting through to younger men, and more insight into 

the meaning of this success would be helpful.  Alternatively, the emphasis may need to 

be on continuing to reinforce this behavior as men get older. 

In the complex culture of the Luo men and women in this traditional society, 

knowledge alone will not be enough to change habits and traditions.  With customs 

promoting large families and multiple sexual partners, HIV/AIDS and other sexually 

transmitted infections will not disappear in the near future.  Despite cultural barriers, it is 

more important than ever to focus on men, who play a dramatic role in the lifestyle 
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choices made within a family.  With tremendous power, men have the ability to change 

the course of the Luo people.  Locals are beginning to see the importance of health and, 

in some cases, transitioning from an attitude of heritage to an attitude of health and 

safety.  With changes in attitude and a continued emphasis on the knowledge and 

behaviors of men within these rural communities, changes can result in direct, positive 

effects on the population as a whole for decades to come.   
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Interview Guide 

Adapted from Wood, 2011 

Tips for the Interviewer 

 

1. Body language matters!  
a. Relax. Breathe deeply. (It will help you relax.) 
b. Adopt an “open stance” in body posture 

i. Feet flat on floor, shoulders “relaxed-but-squared,” arms to side 
ii. Avoid crossing arms, covering mouth, etc (conveys disagreement).  

c. Make appropriate eye contact. Include the whole group with eyes/stance. 
d. Work on your facial expressions! 

i. Smile and laugh when appropriate. But only do so when they do. 
ii. Convey interest and respect for what is being said. 

iii. Encourage people to speak with appropriate head nods, eye contact, etc. 
iv. Use open, relatively-neutral facial expressions.  

1. Avoid looking surprised or judgmental as they speak.  
2. Breathe! A tense face may appear to be disapproving. 
3. Expressing empathy when appropriate, but avoid all strongly 

emotional expressions. (You can inadvertently influence 
responses.) 

 

2. Use an active listening process. 
a. Ask a question. 
b. Turn toward/look at the person(s) speaking.  
c. Listen first! (No writing yet! Use body language tips.) 
d. Repeat back to them what you just heard as you begin to record it. 

i. Example: “So, men in your village…. (Insert what they said)”  
ii.  Conveys that you value what they said and want to get it right. Also 

enhances data validity!  
e. Record (write down) their response as they confirm it. 
f. Then, ask the next question.  

 

3. Continually assure the participant(s). 
a. Treat participants as though they are partnering with you to gather important and 

interesting information about men in the village.  
b. Insert occasional words of encouragement where they naturally fit throughout the 

interview. Examples: 
i. This is useful/helpful information. 

ii. Thank you for bringing that up.  
iii. Very interesting! Thank you. This is important information.  
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 Beginning the Interview 

Interviewer’s Introduction 

1. Hello, my name is….  
2. Thank you for allowing me to speak with you regarding today’s interview. This should only 

take about 30 minutes of your time. 
3. Our project team is looking forward to learning more from you about your health and the 

health of other men in your village.  
 

Informed Consent Form 

1. Before we begin, there is some information about this study that I would like to explain.  
2. This information is described on a form that I will read to you so that we can discuss it. 
3. [Cover informed consent form with the participant. Answer questions that arise.] 
4. Now that you know more about what we are trying to do, are you willing to take part in this 

study?  
4.1. [If “yes”, obtain signature on form and place form in a visibly separate from the packet 

in which you will place his recorded survey responses.] 
4.2. [If “no,” politely thank the individual for his time and leave.] 
 

 

 

Explain Interview Process  

1. I have a form or paper guide (Individual Interview Chart) that I will use to ask you questions 
and record your answers. 

2. I will not place your name on this paper. It will only have my name on it and today’s date. 
3. But I do need to ask you a few questions (for example, your age, the number of people in 

your household) so that we can understand more about the group of men we are interviewing. 
4. Let’s begin with those questions.  
5. Don’t forget that, for any question, you can say, “I don’t know” or just ask me to skip that 

question and I will skip it. And, we can stop this interview at any point if you wish to do that. 
6. Are you ready? Let’s begin. 
 

[Use Individual Interview Chart to ask and record answers. When finished, thank the participant 
and leave.] 

 

 

 

 

 



 

49 
 

Male Survey 

 

III-Knowledge and Viewpoints 

6-Can a woman get pregnant 
during her period?  
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

7-Can a woman get pregnant the first 
time she has sex?  
___Yes (1)   ___No(0)  ___Don’t Know(99) 

8-Is it bad for the baby if a pregnant 
woman drinks alcohol during 
pregnancy?   
___Yes (1)   ___No(0)  ___Don’t Know(99) 

9-Is it bad for the baby if a 
pregnant woman smokes 
during pregnancy?   
 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

10-How often does a woman 
normally get her (menstrual) period?  
Write in: 

11-During which part of a woman’s 
menstrual cycle is she most likely to 
get pregnant?  
Write in: 

12-Name some ways that 
people can get HIV/AIDS.  
Write in: 
 

13-What are some ways that people 
can protect themselves from getting 
HIV/AIDS.  
Write in: 
 

14-How long does a normal 
pregnancy usually last?  
Write in:____months 
 

15-At what age do men 
usually marry? 

       Age :______ 

16-Do men in the village usually wait 
until after they are married to have a 
baby?  ___Yes (1)   ___No(0)  ___Don’t 

Know(99) 

17-At what age do women in the 
village usually start having babies?  
     Age :______ 
 

QUESTIONS FOR MALES 14 YEARS OR OLDER: 

Date:                        Village: Interviewer: ID : 

I- Community Health Assessment Profile (CHAP) Form 

II-General Health 
1-Have you ever had pain when urinating? 
 ___Yes (1)   ___No(0)  __Don’t Know(99) 
 
1a-If so, how long did you have this problem? 
Number of days: ______ 
 
1b-If so, how often have you had this problem in 
the past year? 
___ once (1)   ___twice (2)    ___three or more times 
(3) 

2-Have you ever had penile discharge? 
___Yes (1)   ___No(0)  __Don’t Know(99) 
 
2a-If so, how long did you have this problem? 
Number of days: ______ 
 
2b-If so, how often have you had this problem in the past 
year? 
___ once (1)   ___twice (2)    ___three or more times (3) 

3- Have you ever had sores in 
your genital area? 
___Yes (1)   ___No(0)  __Don’t 
Know(99) 
 
3a-If so, how long did you 
have this problem? 
Number of days: ______ 
 
3b-If so, how often have you 
had this problem in the past 
year? 
___ once (1)   ___twice (2)              
___three or more times (3) 

4-Have you ever had warts in 
your genital area? 
___Yes (1)   ___No(0)  __Don’t 
Know(99) 
 
4a-If so, how long did you have 
this problem? 
Number of days: ______ 
 
4b-If so, how often have you had 
this problem in the past year? 
___ once (1)   ___twice (2)                    
___three or more times (3) 

5-Have you ever used intravenous 
drugs? 
___Yes (1)   ___No(0)  __Don’t Know(99) 
 
5b-If so, how often have you used them 
in the past year? 
___ once (1)   ___twice (2)                    
___three or more times (3) 



 

50 
 

18-How many babies do 
families in the village usually 
have? 
 
Write in:_____   

                            ___don’t 
know(99) 

19-How often do they have babies? 
___every 1-2 years(1)     
 ___every 3-4 years(2) 
___every 5 or more years(3)   

__don’t know(99)  __other(9) 

20-Do men in the village usually plan 
the number of babies they want to 
have?  

 
___Yes (1)   ___No(0)  ___Don’t Know(99) 
 

21-Who usually helps a 
woman in your village decide 
how many babies she will 
have? (check all that apply) 
 ___husband(1) ___mother-in-
law(2) 
___ mother(3)    
___doctor/nurse(4) 
___ midwife(5)   ___don’t 
know(99) 

__other(9) 

22-Do you know someone who has 
had more babies than she wanted? 
 

___Yes (1)   ___No(0)  ___Don’t Know(99) 

23-Do men and women usually agree 
about how many babies they should 
have? 
 

___Yes (1)   ___No(0)  ___Don’t Know(99) 
 

24-Have you had any 
unplanned pregnancies? If 
so, how many? 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

24a-Number:______ 

25-When a woman becomes 
pregnant and doesn’t want to have 
the baby, what usually happens? 

___Has abortion(1)   ___Has baby 
anyway(2)  ___Women always want the 
baby (3) 
___don’t know(99) 

26-How often do women in the 
village have abortions? 
___never(1)        ___don’t know(99) 

Every:  __1-2 years(2)   __3-4 years(3)              
             __ 5 or more years(4)     
 

27-Where do they go to have 
abortions? 
___hospital (1) 
___do it at home (2) 
___don’t know(99) 

___other(9) 

28-Who helps them with the 
abortions? 
___husband(1)    ___mother-in-law(2) 
___ mother(3)      ___doctor/nurse(4) 
___ midwife(5)     ___don’t know(99) 

 ___other(9)______________ 

29--Do you think the abortions are 
generally safe? 
       ___Yes (1)   ___No(0)  ___Don’t 
Know(99) 
 

30-Do you know someone 
who had problems because 
of or after an abortion? 

___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

31-If so, what type of problems did 
she have?  

Write in: 

32-Is it common for women in the 
village who have abortions to have 
problems? 

___Yes (1)   ___No(0)  ___Don’t Know(99) 

33-What do people in the 
village think about a woman 
having an abortion? __accept 
it(1)  __disapprove(2) 
__Other(3) 

34-Would you consider encouraging 
your wife/partner to have an 
abortion? 
 

___Yes (1)   ___No(0)  ___Don’t Know(99) 

35- Do women in the village have a 
lot of knowledge about what 
happens inside their bodies when 
they menstruate or get pregnant?  

___Yes (1)   ___No(0)  ___Don’t Know(99) 

 

36- How do men in the village 
usually learn about how their 
bodies work?  
___do not learn(1)    
___school/teachers(2)      
___other men(3)       
___doctors/nurses(4) 
___wives(5)              

 ___ I don’t know(99) 
 ___other(9) 
___________________ 
 

37-Is it common for men in the 
village to talk about these things? 
 

___Yes (1)   ___No(0)  ___Don’t Know(99) 
 
 
 
 
 
 
 
 
 
 
 

38-What do you think would happen 
if men in the village knew more 
about how their bodies work?  
Would it change anything about 
their lives? 

___Yes (1)   ___No(0)  ___Don’t Know(99) 
 

OR write in: 
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39-Would having a greater 
knowledge about their 
bodies affect men’s health in 
any way? 
 

___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

40-Do you think you know enough 
about family planning methods to be 
able to use them to prevent 
pregnancy? 
 

___Yes (1)   ___No(0)  ___Don’t Know(99) 

50-Is there anything men in the 
village need to know to be able to 
better plan their families?  
 

___Yes (1)   ___No(0)  ___Don’t Know(99) 

51-If so, what? 
 Write in: 

 

52-Do you believe circumcision can 
reduce HIV spread?  
___Yes (1)   ___No(0)  ___Don’t Know(99) 

53-If you believe circumcision will 
reduce HIV, how effective do you 
think circumcision is? 
       ___ Help prevent HIV/AIDS but not 
completely(1) 
       ___ Will help prevent HIV/AIDS 
completely(2) 
       ___ don’t know(99) 
 

54-Do you believe 
circumcision is desirable for 
men? 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 
 

55-In your opinion, is HIV a problem 
in your community/village? 
___Yes (1)   ___No(0)  ___Don’t Know(99) 

56-Do you think HIV can be passed 
through having sex with someone? 
   ___Yes (1)   ___No(0)  ___Don’t 
Know(99) 
 

57- Please name all the methods you’ve heard about for preventing pregnancy: 
Write in: 
 

 

V-Habits/Practices/Realities 

58a- Are you circumcised?                     58b-Did you have any problems healing afterwards? 
___Yes (1)   ___No(0)  ___Don’t Know(99)                              ___Yes (1)   ___No(0)  ___Not Circumcised(2) 
If YES    → 

 
59-Why did you get circumcised?  (Check all that apply) 
 ___ Protect against HIV(1) 
 ___ Protect against disease  (Other than HIV)  (2)     
 ___ Custom/Tradition(3) 
 ___ Other(9):___________________ 
 

60- Did you have sex before you were circumcised? 
 ___Yes (1)   ___No(0)   
If YES → 
 
 
 
 
 
 

 

61-Before you were circumcised, did you use condoms 
during sex? 
 ___Yes (1)   ___No(0)   
 

If YES → 62-Why did you use condoms during sex 
before you were circumcised? 
 _____ Protect from HIV(1) 
 _____ Protect from pregnancy(2) 
 _____ Both(3) 
 _____ Protect from disease other than 
HIV(4) 
 _____ Other(9): _____________________ 
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If NO → 63-Why did you not use condoms during sex 
before you were circumcised? 
 _____ Do not like to use(1) 
 _____ Do not have any(2) 
 _____ Unable to get condoms(3) 
 _____Do not know how to use(4) 
 _____ Do not believe in us(5) 
 _____ Other(9): _____________________ 
 

If NO  → 

 
 

 

64- Why are you not circumcised? (Check all that apply) 
 _____ Do not want to be circumcised(1) 
 _____ Not allowed (family, culture, etc. are against it)(2) 
 _____ No one available nearby to do it(3) 
 _____ Other(9): _______________________ 

 

65a-Have you ever had sex? 
     ___Yes (1)   ___No(0)  
 

65b-How many people have 
you had sex with? 
(Write in)___________ 
 

66a- If yes, about how many times a 
month do you have sex with your wife?     
(Write in) ___________   
               _____ Not married(99) 

67- What do you believe condoms 
should be used for? 
 ___ Prevent HIV(1) 
        ___ Prevent pregnancy(2) 
 ___ Both(3) 
 ___ Prevent disease (non-HIV) 
(4) 
 ___ Other(9): 
____________________ 
 
 

68- Do you currently use 
condoms during sex? 
      ___Yes (1)   ___No(0)  
___Sometimes(2) 
 
 

69- If yes, why do you currently use 
condoms? 
 ___ Prevent HIV(1) 
 ___ Prevent pregnancy (2) 
 ___ Both (3) 
 ___ Prevent disease (other than HIV) 
(4) 
 ___ Other(9): 
_______________________ 
 

70- (If patient uses condoms) 
Where do you get your condoms?  
 Location: 
_____________________ 
 

71-Has your wife ever had 
problems with a pregnancy? 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

72- If your wife had any problems during 
pregnancy, what were they? 
Write in: 

73-Have you ever had any babies 
die before they were born? 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

74-If you have lost any 
babies (before they were 
born), what caused their 
deaths? 
Write in: 

75-Have you ever had any children die 
after they were born? 
___Yes (1)   ___No(0)  ___Don’t Know(99) 

76-If so, what were the causes of 
their deaths? 
Write in: 

77-How many total children 
have you lost?  
Write in:_______ 

 
 
 
 
 
 
 

78-What do you use your money for? 
(Read choices and check all that apply) 
__ Food (1)            __ Prostitutes(2)     
__Alcohol(3) 
__ Healthcare(4)    __ Housing(5)         
__Cigarettes(6) 
Other(9): ______________________________ 

79- Have you given or received 
money or goods in exchange for 
sex? 
 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 
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80-Is it okay for a woman to 
refuse sex? 
 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

81-Do you think it is a man’s right to 
have sex with his wife whether she 
wants to have sex or not? 
 
___Yes (1)   ___No(0)  ___Don’t Know(99) 

82-Do you believe it is OK to 
physically force a woman to have 
sex if she doesn’t want to? 
___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

 

83-Have you ever physically 
forced a woman to have sex? 
 
 ___Yes (1)   ___No(0)  ___Don’t 
Know(99) 

84a-Have you ever had sex with another 
person who is not your wife? 
___Yes (1)   ___No(0)  ___Don’t Know(99) 
 

84b-If yes, how often? 
___several times a week(1)  

 ___several times a month(2) 
___several times a year(3)   
___did often in the past, but not now(4)  
___did rarely in the past, but not now(5) 

85-Who is financially responsible 
for children born to women who 
are not married but become 
pregnant? 
___ Woman herself (1)    
___ Partner (2) 
___ Woman’s family (3) 
___ Woman’s parents (4) 
___ Government (5)     ___ Don’t 
know (6) 
___ Other(9)-> 
______________________ 
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