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ABSTRACT

While generally respected in Kenya, elders are not primary recipients of health
care services in later life. This research documented the need for geriatric specific care
and the availability of resources for seniors in Migori, Kenya. Lastly, a set of 5
recommendations was developed to guide the delivery of health services provided to
older residents in this small village sector of 6000. After a literature review and analysis
of existing demographic data, a needs assessment instrument was developed to guide
gathering of relevant data from Migori. Using a research protocol approved
through the WKU IRB Committee, the Primary Investigator interviewed 20 elders and 3
key informants in August 2013 in Migori, Kenya. She performed referencing vital
statistics checks (weight, blood pressure and nutritional assessment) and in depth
interviews with the assistance of a translator. Descriptive statistics were used to
analyze the vital and nutrition profiles and narrative analysis was used to determine
primary and secondary themes in respondents’ health lives. Because of the high
prevalence of HIV Aids, many elders have lost their own children and are the primary
caregivers for their grandchildren. Older Kenyans are chronically underweight,
malnourished and at risk for many chronic diseases. This group of elders was no
exception to norms. Issues of food availability and the constant caregiving strain meant
that many elders face stark choices: feed their grandchildren or themselves. Personal
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health concerns were secondary and interviewees reported widespread discouragement
from using what little formal health services existed.

Keywords: Gerontology, Kenya, Rural Health, International Aging
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Dedicated to my beloved grandmothers
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CHAPTER 1

INTRODUCTION
Sometimes seeing things with one’s own eyes can bring a fresh perspective, new
questions and even a life changing new direction. This is what happened to me during
my first visit to Kenya in December 2012. I knew that the healthcare “system” was
different from the United States and with this came different priorities for resources,
different working relationships among health care providers and different acute and
chronic diseases to address. What I did not expect to see was the lack of services
available to older Kenyans. I chose to follow up on my first visit with a research project
in August 2013, to assess conditions and learn more about the availability of geriatric
services to elder women in a small rural village. This thesis explores my journey to gain
a general understanding of geriatric care in rural Kenya, develop a more detailed picture
of elder life in through case study creation and finally, offer recommendations to help
create a stronger future for aging Kenyans and their families.
LITERATURE REVIEW
In preparation for this study, the following review of literature was conducted to
establish an improved understanding of the implications of aging in rural Kenya. Poverty,
limited access to health care, environmental decay, poor nutrition and emotional distress
are various conditions limiting life expectancy in Kenya. Data provided by the governing
1

health body of the United Nations, World Health Organization- reports that at birth, a
citizen of Kenya is predicted to live a maximum of 58 years. The nation considers an
adult over age 60 to be “elderly”, but this group creates only 4.8% of the current
population (WHO, 2012). In a study published by The Journal of Cross-Cultural
Gerontology, authors reported that with HIV and AIDS viruses on a continuous rise,
many elderly adults have chosen to prioritize the care of their orphaned grandchildren
over their personal health (Nyambedha, Wandibba & Aagaard-Hansen, 2003). Despite
severity of conditions, research and action for elderly health improvement remains
seemingly unaddressed.
Population Growth
The elderly population in sub-Saharan Africa is predicted to increase 149% by
2025 and grow from the current 36 million to 141 million by 2050 (Kimikoti & Hamer,
2008). While Kenya’s population aged 60 and over is currently only ~2 million, or 9% of
the total population (Ondigi,et al, 2012), recent demographics reveal that Kenya is among
the fastest growing elderly populations not only within the sub-Saharan region, but also
the world (Khayesi, Meyer & Machet, 2013). Despite this exponential growth, Kimikoti
and Hamer reported (2008) that issues regarding elderly were managed on only a
“macro” level by the Kenyan government. Foremost, there are currently no governmental
policies enforcing the proper care of elders (Ondigi,et al, 2012).
Role of Government
The republic of Kenya is a one-party state with Executive, Legislative, and
Judicial divisions. The President is chief of state and head of this “parliamentary
democracy” (Tulane, 2013). The Kenyan government has yet to implement policies
2

necessary for the safeguarding of their elders. What few policies do include this aged
population have harmed, rather than helped, these elders. One such policy includes the
imposing of a forced retirement (Khayesi, Meyer, & Machet2013). Although this concept
of retirement is being promoted for all aged 55 and older, the Kenyan government,
NGO’s or for profit companies have yet to develop facilities and essential resources to
provide for this population once they are retired. The few homes specifically for nonworking elder Kenyans are most often located in only larger cities (Khayesi, Meyer &
Machet, 2013). A 1998 study conducted by Nyangweso of Moi University in Eldoet,
Kenya, reported that because such “retirement” homes were located in larger and urban
centers, that many elders have declined the opportunity for institutionalization because of
potential separation from their relatives in rural areas (Nyangweso, 1998). Over a decade
later, this issue remains unaddressed. In a recent survey conducted throughout the
western province of Nyanza, Kenya, 82% of elderly participants reported having
“geographical” access to residential institutions, but claimed such facilities were both
inadequate and unaffordable for their personal needs (Ondigi,et al, 2012).
Migration
Migration of family members to cities has left many elders in neglected and
desolate living conditions. Individuals who were once viewed highly in areas of culture
wisdom, community, and spirituality have become more recently known as burdens to
society. According to the studies of scholars Geoffery Muga and Washington OnyangoOuma from the Instititute of Anthropology at the University of Nairobi, the
transformation of household composition has greatly impacted the decline in care for
rural Kenyan elders. The authors’ findings revealed that the reverence for elders in
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Kenya has deteriorated significantly over the last two decades (Muga & Onyango-Ouma,
2009). Contrary to former practices of respect and care, elderly Kenyans are now
expected to live independently and even act as caregivers and financial providers for
orphaned children (Muga & Onyango-Ouma, 2009). This responsibility can yield
numerous implications when partnered with the presence of disease in either the
dependent or grandparent.
HIV/AIDS
Although there are a number of untreated diseases which effect the longevity of
the Kenyan population, HIV/AIDs is unique in that it has significantly impacted the
family structures and caregiving responsibilities across multiple generations. While only
6% of older adults suffer from HIV/AIDS virus, the pandemic has impacted them directly
with the loss of their own children and the responsibility of becoming primary caregivers
for their orphaned grandchildren (Kimikoti & Hamer, 2008). Studies conducted by the
Institute of African Studies in Nairobi, Kenya reported that issues of food availability and
the constant caregiving strain meant that many elders face stark choices: feed their
grandchildren or themselves. Many grandparents 60 and older must work strenuous hours
gardening in attempt to provide a sufficient food supply for their dependents
(Nyambedha, Wandibba & Aagard-Hansen, 2003). While preservation of kinship is
greatly valued by elders, these studies revealed that themes of discontentment prevailed
as elderly Kenyans are forced into such trying roles despite declining health conditions
and financial deficit.

4

Land Rights
Ownership of ancestral land is divided among family members within each tribe
(Muga & Onyango-Ouma, 2009). In Kenya, priority is often placed upon keeping
children on their father’s land. Due to this ambition, fostering by grandparents is
preferred to institutionalization (Kimikoti &Hamer, 2008). However, the polygamist
nature of Kenyan marriages caused caregiving strain to be greater upon grandmothers
(Muga & Onyango-Ouma, 2009). Many grandmothers are widowed because of the
cultural practice of marrying older men as well as the shorter life expectancy of Kenyan
males. It is also noted that widows are at increased risk for homelessness because land
rights are frequently given to male relatives (Kimikoti &Hamer, 2008). This may explain,
in part, why some older women are not being cared for in the later years. While this
might look like neglect, it may be a result of time honed tribal practice.
Caregiving
Caregiving roles have been linked to decline in psychological health among
Kenyan elderly women. In a study conducted by authors Oburu and Palmerus of
Goteburg University in Sweden (2009), a reported 59% of grandmothers had received no
formal education, 38% of grandmothers had attained fewer than 7 years of basic learning,
while only 3% claimed to have received more than 7 years of any education. In an
additional study completed by Muga & Onyango-Ouma (2009), elderly reported that
because of pressing competition for health and nutritional needs, elders are often forced
to prioritize the needs of their orphans above their own. The conclusions of these studies
depicted a dependency level too demanding to be accommodated by the mental, physical
and financial aptitude of most elderly care givers.
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Further compounding caregiving stress is the fact that Kenya has experienced an
exponential increase in the amount of orphans. It is important to note that the concept of
western adoption does not exist in rural Kenya. Rather, orphans are prioritized as a part
of their father’s household-- with greatest ambitions being placed on keeping them in
ancestral homes (Muga & Onyango-Ouma, 2009). Paul Odhiambo Oburu from the
Department of Psychology at Göteborg University conducted a study (2005) in order to
make connections between difficulty in the emotions and adjustment of orphans cared for
by Kenyan grandmothers. Based on the data gathered, authors endorsed priority adoption
to grandparent structure be continued. However, socioeconomic standing and current
health should be carefully examined before full adoptive rights are given (Oburu, 2005).
Nutrition
Older Kenyans are chronically underweight, malnourished and at risk for many
chronic diseases. Diets lacking proper nutrients are leading contributors for the issue of
low weight and malnourishment. Additionally, poverty, natural disaster, famine,
decreasing family support and HIV AIDS, have decreased food availability (Kimikoti &
Hamer, 2008). Unfortunately, relief efforts of many charity programs focus on the
nutritional needs of children, pregnant/ lactating mothers, leaving elders with a remaining
deficit for resources (Kimikoti &Hamer, 2008).
Traditional Medicine
Malaria, diarrheal disease, intestinal worms, respiratory infection, anemia, and
HIV/AIDS are among the highest causes of mortality in Kenya (Muga & OnyangoOuma, 2009). However, approximately 65% of rural elders depend solely on the use of
traditional medicine (Kimikoti &Hamer, 2008). Apart from elders’ historical dependence
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on such resources, multiple other reasons for modern use have been reported. Illiteracy is
among the largest contributing factors to fear of medication and formal health care.
Elders often fear the medication and health consultation would be of little use without a
literate friend or family member to assist in prescribed treatment (Khayesi, Meyer &
Machet, 2013) Additional concerns included memory decline, physical disability (eye
sight, immobility, deafness, etc.) and financial restrain.
Migori
Migori County is located on the western side of Kenya with bordering counties of
Homa-Bay, Kisii and Narok. The southern border lies only 23 kilometers from the
Tanzania line. Migori spans over an area of 2,586.4 square kilometers and is broken into
five smaller constituencies-- Kuria, Nyatike, Suna, Rongo and Awendo (Table 1.1). The
district is rural and ranked 8th of 12 for the “least densely populated districts” in the
province (Constitution Net, 2009). According to the Migori district website, over half of
the road network consists of “earth surface” or dirt roads, about forty percent gravel or
“murram” and less than three percent of roadways are paved with “tarmac”
(www.softkenya.com, 2014).

Figure 1. National Map of Kenya. Source: (Traveling Luck, 2013)
7

Figure 2. Migori County Location. Source: (Wikipedia, 2013)

COUNTY
CONSTITUENCY

AREA
(sq. km.)

POPULATION
(2009-08-24 census)

Migori County

2,586.4

917,170

Rongo Constituency

208.4

100,547

Awendo Constituency

262.0

108,913

Suna East Constituency

207.3

97,121

Suna West Constituency

282.8

94,127

Uriri Constituency

380.7

115,751

Nyatike Constituency

677.7

144,625

Kuria West Constituency

332.5

162,857

Kuria East Constituency

235.0

93,229

Table 1. Descriptive Information for Migori County.
Source: (Constitution Net, 2009)
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Socio-Economic Status
The main economic activities of Migori include low-wage labor in agriculture,
fishing, mining and manufacturing (Soft Kenya, 2014). The absolute poverty level in
Migori County is 57.63% with the average monthly income of Ksh.3909 or about $1.50
US dollars per day (Constitution Net, 2009). Consequently, the district food poverty
level is at 42.15% (Soft Kenya, 2014). This impoverishment has led to not only
malnutrition, but has increased the affected population’s susceptibility to numerous types
of disease.

Health and Aging in Migori
Health in Migori County is limited by various factors including the state of
environment, quality of sanitation and health care availability. The leading infections
include diarrheal diseases, Malaria, sexually transmitted infections, intestinal worms, and
typhoid (Constitution Net, 2009). Many of these ailments correlate with the shocking
statistics of only 18.60% of residents having access to clean drinking water and
41.40% practicing “safe” sanitation (Constitution Net, 2009). Despite the immense
disease burden, there are only 18 medical doctors employed within the entire county.
These doctors are spread out over four District Hospitals and five Sub District Hospitals
(Soft Kenya, 2014). This underserviced county has an unbelievable 1:52,280 doctor to
patient ratio (Soft Kenya, 2014). In fact, Migori County is ranked at a low 41 of 45 for
their life expectancy of 45.7 years with elderly population (aged 65 and older) making up
only 3% of the overall population.
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Figure 3. Age demographics for Migori County.
Source: (Soft Kenya, 2014)

Condition Summary
Poverty, governmental neglect, limited access to health care, poor nutrition,
caregiving responsibilities and emotional distress are among the numerous trials limiting
quality of life for aging Kenyans. Despite severity of conditions, action for elderly health
improvement remains seemingly unaddressed. From the review of the literature, I chose
to formulate a research plan which would assess personal health issues of a group of elder
Kenyans within the context of their small rural village.
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CHAPTER 2

METHODOLOGY
For two months (December 2012- January 2013) I participated in an internship
through the Medics to Africa program at St. Joseph Hospital in Migori, Kenya. During
this time, I was amazed by the significant need for the development of health related
services to older adults. Throughout the internship I chose to focus on understanding
health outcomes for seniors and to investigate the relationship between outcomes and
provision of care for the elderly. Seeking to find emerging patterns, I noted various norms
and practices in both clinical and village settings in my internship log. Before the
conclusion of my internship, I was able to spend some time discussing elder health care
issues informally with local members of the health care community. Based on these
discussions, I began working toward a project that could be implemented throughout the
region and used those conversations/interviews to inform this thesis.
I developed and secured funding through the FUSE program at Western Kentucky
University for this work. Upon consultation with my advisor, I decided that a mixed
method approach for data gathering was appropriate. The primary instrument for data
collection was a guided interview based on a survey which would be used with selected
community leaders and a number (my target was 15) of elderly subjects. Because I hoped
that my research would result in a strategic plan to improve eldercare and or services in
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the region I developed questions aimed at demonstrating “need” for a potential funding
partner.
For elderly participants, topics included: evaluation of height, weight, blood
pressure, physical activity, diet, environmental conditions and self-perceived quality of
life. Height and weight were taken in order to record presence of irregular body mass
index (BMI). Evaluation of blood pressure evaluation was chosen as the most practical
and affordable test to determine a broad view of potential cerebral vascular accidents
and/or multiple cardiovascular abnormalities. Questions involving daily physical activity
were used to determine one’s ability to live independently and possible demand for
caregiving intervention. Survey questions involving diet and frequency of food intake
were used to predict vulnerability to malnutrition and need for increased food supply.
Environmental conditions were recorded and often photographed in order to find how
living conditions and sanitation deficits could affect current health status and
psychological well-being.
My research plan revolved around getting data which would help create a baseline
for health status and provide local insight regarding needs of elders residing in Migori,
Kenya. Community leader interviews were designed to emphasize the clinical practice
and elderly community status from their point of view (professional stand point) and
explore opinions about the possible development of a non-profit long-term care facility.
Data from elder interviewees was collected entirely through individual home visits with
translation aid of Helen Aoko. I had met Helen the previous winter because she was the
program director of my host organization, Kenya Impact. She had agreed to help me
during my return trip and did so without compensation. Each interview session ranged
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from 30 minutes to a number of hours depending on the amount of detail and stories
shared by each subject. While questions had options for “always, sometimes, never,”
most elders wished to elaborate on each subject sharing fascinating stories and
contributing to the overall success and value of the project.
After completing my first day of interviews I knew that the context of the
interviews would be of great interest to potential funders. In order to do so, I used photos
to document the lived conditions surrounding the interviewees and by capturing photos of
the elders and their daily life, I knew I could have a more permanent record of their living
conditions.
I began collecting photos of elders (after their consent) during the second day of
data collection, so that I could accurately notate how to find them to follow up at a later
date. While I was able to contact some elders from the initial research day to take
photographs, others whom I was unable to reconnect with were unable to supply a photo.
I think that elders were thrilled to know that the project aimed to benefit them directly
and that they were not only a statistic in a research study but a person for which I cared
for and planned to advocate on their behalf.
While most elders were affiliated with Hellen Aoko, word did travel of what the
“mzugu” (white person) was doing, and it was not uncommon for me to be stopped on
the street and brought to a grandparent, for an elder to invite another elderly friend to her
home during our scheduled home visit or for the subject to walk me to another relative or
elderly friend who lived nearby. Overall, the elders (once establishing trust) were eager to
direct me to any potential subject they could think to refer.
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In total, I was able to complete 20 interviews with elderly subjects. However, it
was noted that no subjects declined the opportunity to be interviewed and were receptive
to the idea of intervention in current circumstances (20 of 20 reporting that they are
unhappy with their current physical health).
Based upon the specific needs reported by elders plans for future action include:
development of home health care programs and a community-care facility so they may
address health needs and continue to live with family or care for their dependents.
Programs of interest included nutrition, clean water, wound care, sanitation and physical
therapy. Although many cannot afford formal health care, they would appreciate
education of doctors on the need for geriatric care so they would no longer be denied care
when necessary.

14

CHAPTER 3

DATA

WILFRIDA

Needs: caregiver,
pain medication and food

Wilfrida is a 77 year old widow. She is
underweight and has difficulty accessing daily
meals due to cost and inability to prepare food
herself. Tremendous struggle began when her
home collapsed, breaking her waist and
destroying what few possessions she owned.
Due to this tragedy, she was forced to move
into a house with distant relatives. Although
there are six individuals living with her at the
current time, all work during daytime hours
and two minors (aged 10 and under) act as her
primary care givers. Because of school and
work hours, Wilfrida is left unattended the
majority of each day. “House is simply a
shelter,” she says. Because of her untreated
injury, she is almost entirely immobile. She
explains that when necessary, she will
navigate by rolling to her belly and pulling
herself by her hands across the dirt floors and
streets. Furthermore, she reported that because
of her blindness and chronic pain she often
chooses to ignore hunger and urges to relieve
herself and will stay on her mat until someone
is there to assist her. Despite the severity of
her conditions, she desires only care in her
home and is frightened by the idea of moving
into a long-term care facility.
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RENAGEOUS
Renageous is a 60 year old male. He and his
wife share a one room home with 11
children (nine of his own and two from his
deceased brother). He suffers daily from
severe back pain which he reports worsens
at night when he and the twelve others sleep
on the dirt floor of their unfurnished room.
Because they do not have a door, inclimate
weather and bird waste are hindrances to the
family’s overall health and wellbeing. He
states that his largest concern is providing
daily food for his household. Due to costs,
they are forced to skip multiple meals
weekly. At best, they are able to afford two
small meals daily (usually consisting of
broth or legumes). Renageous reports that
because of school fees, it is difficult to
prioritize health or food. He states that they
also lack means to afford sufficient clothing.

Needs: food, clothing, sleeping mat,
pain relievers
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HELIDA
Helida is a 72 year old widow. She
often suffers from sleep deprivation
due to the loneliness and fear she
faces in living alone. Until last year,
Helida sold bananas for a living but
can no longer continue because of the
severe pain in her legs and knees.
Since leaving this job, she claims to
have suffered greatly from lack of
income. She is prescribed to an
arthritis medication but will only take
it at desperate times because of cost.
She is currently underweight and
lacks resources for daily meals.
Helida keeps a small garden near her
home to supply basic food needs but
often struggles to find the energy for
its upkeep. Although she has no
dependents residing with her, she uses
her savings for all school fees of her
grandchildren. Helida expresses that
she would appreciate care in her
home, or to be in a facility where she
could be with other people, receive
appropriate treatment and food.

Needs: caregiver, pain
relievers, food
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RISPER
Risper is a 74 year old widow. She is
called “mother” by all. She lives with 10
individuals; two of which are orphans
from her son. She has recently lost her
vision to an unexplained cause; this has
greatly impaired her ability to do physical
activity but she attempts to walk to town
and do basic garden upkeep. She is
responsible for care of her two
dependents. She is in severe pain daily
from the waist. Pain at times is so severe
she cannot move. She pays schools fees
for the orphans under her care. She needs
medical care, but cannot receive it
because of her current financial state.
Furthermore, she uses tap water but can
only afford light meals of porridge in the
morning and a small meal of typically
beans, corn, and something she’s grown at
night. She feels that she could greatly
benefit from a caregiver because of her
low vision. She faces discomfort in
activities and struggles to live functionally
without her sight.

Needs: vision check- up, food,
pain relievers
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SIPRINA

Needs: caregiver, medical & vision
consultation, food, medicine

Siprina is 105 years old. She is illiterate
because she was removed from school in
first grade to care for the cows. She lives
alone, widowed. She had five children
formerly, but only one is still alive. She
cares for her garden daily. She suffers from
severe eye problems, ulcers, hand and back
pain. She cannot wear shoes because of the
swelling in her feet. She typically falls
when cooking because of the pain. She was
once bitten by a crocodile and treated at the
district hospital in Kisii, but now has
chronic pain and dysfunction in this hand.
Siprina reported that whenever she visits the
local hospital, they tell her she is too old
and to leave the medicine for her
grandchildren. She gathers her entire water
supply from a nearby river and has food to
cook, but always vomits after meals
because of her ulcers. She is not
comfortable with her current living
conditions and feels that she would do
much better if given care, medicine, and
food supply.
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PRISCA

Needs: food, pain relievers,
sleeping mat

Prisca is 92 years old. Upon evaluation she
had high blood pressure. She lives in a
household of 8 and is widowed, but cares
for 5 of the dependent members. She
sweeps and cleans the house when able. She
has daily nausea, poor eyes, chronic fatigue,
pain with movement, and numbness in legs.
The children are her primary caregivers.
Due to the living arrangements she shares a
bed with the younger girls. She does not
have money of her own and has never been
to a hospital. She is not fed every day. Her
home is small and made of cement.
Sanitation is poor throughout her living
space and there is bird stool across the
floor. In addition, it was noted that her
home was completely empty, with no
visible possessions.
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MARY-ELECTA

Needs: pain relievers, high blood
pressure medicine, food

Mary –Electa is 61 years old. Upon
evaluation, she had high blood
pressure. She is widowed and has
fifteen members living in her home
(seven adults and eight children). She
gardens and cares for eight orphans.
Her high blood pressure is always
affecting her, but she does not have
money to treat it. Her legs are very
swollen and cause severe pain during
physical activity. She cannot afford
healthcare and has constant unmet
needs. She takes two small meals-- one
in the morning and one in the evening- due to financial restraint.
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JOYCE
Joyce is 66 years old. She is a
former artist who made pots and
sold them to Korea. She is
widowed and lives in a
household where she cares for
three orphans. She says when
she walks her hearts pounds
very hard, she gets very sweaty
and tired. She had a growth
removed from her stomach; this
problem has occurred ever since
that surgery. When asked if she
ever goes to the hospital she
replied, “Only when I am
unconscious.” The orphans
cook and care for her
completely; without them she
feels she could do nothing.
They are all under the age of
ten. If she were to receive care
she would want it to be in her
home or at a facility which she
and the children could both live.

Needs: medical evaluation,
pain relievers
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ROSA
Rosa is 62 years old. She is
underweight. She is widowed and
shares her living space with five
orphans. She attempts to do manual
labor around her home, but often
experiences fatigue and collapses
while working. She continues
always because she has children to
feed. She has strong ear aches,
headaches, and stomach ache,
(which start in kidney). She cannot
afford healthcare but would like to
get a medical assessment. Her
family can afford to only have one
small meal daily. She works to live
in this home, which is not hers. She
cannot afford the rent, so she works
to stay where she lives. She cannot
afford tuition for the children.

Needs: tuition support, medication,
food supply
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TURFENA
Turfena is 71 years old. She is severely
underweight. She is widowed and lives
alone. She does her own cooking and
cleaning. She always feels sick. She has
headaches and body pains. She reported
that her only current form of
“treatment” is massage—which is
administered by an elderly woman who
lives near by. She eats only once a day
because the Catholic Church sometimes
provides food, but sometimes she
cannot access it. She would like to
move to an institutional facility where
she could receive care if at all possible.
According to her son, who was present
at the interview, at night time her mind
changes and she becomes like a “wild
person; she behaves wildly and urinates
in the house.” She does not have a
toilet. They get water from the river.
The priest brings them a small bag of
corn every three weeks for their food
supply.

Needs: latrine,
water supply, food
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ANGELINA

Needs: food, medication, funds for
renovation, clean water supply,
latrine

Angelina is 74 years old. She has high
blood pressure. She has been widowed
since 1972. She cares for five
dependent members age twelve and
under. She has pain in her legs and
back. She had her breast operated on
twice, but was not told what the
problem was. There was a tumor in
2005 and this year. When she walks
she has pain in her legs and knees. She
does not have money for healthcare
except for emergencies. She does not
have a toilet. They get water from the
river. The priest brings them a small
bag of corn every three weeks for their
food supply. She would like care in
her home so that she may stay with the
orphans and feels that many
renovations to the house are necessary.
She can only afford one meal daily.
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PESCILLA
Pescilla is 72 years old. She has high
blood pressure. She has been a widow
since 1950 and cares for two orphans.
She has full body pain and at times feels
as if her “legs were on fire.” She has
been told that something is wrong with
her spinal cord. There is a bone
pressing against it. She also has
stomach problems that began after a
past operation. Years ago she had a
nurse who would help her for free
when she was ill, but now has no one
available to help her and goes without
care. She does not have a toilet. They
get water from the river. The priest
brings them a small bag of corn every
three weeks for their food supply. She
does not feel well enough to cook most
days because of her conditions.

Needs: a latrine, water supply,
food, medication, caregiver
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ANNA-OGOLLA
Anna-Ogolla is 76 years old. She
has high blood pressure. She is a
widow and lives with three other
women, one of which is dependent.
She takes care of everyone because
the two adults are unemployed and
supported by her also. She works in
the garden during the day to gather a
food supply. She feels sick daily.
She complains of eye problems, pain
in teeth and pain in knees and legs.
Because of financial restraints they
must limit themselves to two
moderate meals daily. She cannot
see well enough to cook, therefore,
when unattended she goes hungry.

Needs: medical, dental & vision
consultation
and food
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Needs: water supply, food,
medical consultation

MICHAEL
Michael is 89 years old. He is
underweight and suffers from high
blood pressure. There are eight
living in his living space. One child
does labor to feed this entire
family. Michael is married. He has
to rely on crutches to move at all,
and he cannot move alone. He has
severe bed sores. He fell and was
stepped on by a cow, which is how
the problems began and why he has
pain when doing any kind of
physical activity. He was once
taken to the hospital, but the
operation he needed was $300,000
US equivalent dollars. Water access
is very poor and the family must
walk twenty kilometers to gather it.
He cannot afford dinner and often
goes without food completely.
They are in need of a caregiver.

Needs: water supply, food,
caregiver, medical consultation
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MARCELIDA
Marcelida is 84 years old and is
married to Michael. She has high
blood pressure and is completely
paralyzed. Like Michael, she also has
severe bed sores. They want to do a
brain scan and operate on Marcelida,
but the family cannot afford it.
Water access is very poor and the
family must walk twenty kilometers
to gather it. She cannot afford dinner
and often goes without food
completely. They are in need of a
caregiver. She has to wear pampers
because she cannot relieve herself
independently.
Needs: Pampers, food, clean water
supply, care giver
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DORIS
Doris is 86 years old. She is
underweight. She is widowed and
shares a household with one adult and
five dependent members. The adult
acts as her caregiver as well as the
caregiver of her children. She has
throat cancer and a severe tumor in her
stomach and consequently cannot eat
properly. She is taking local medicine
which consists of local leaves because
she cannot afford the hospital cost.
The family gets their water supply
from the river. They can take only one
meal daily because of finances.

Needs: food, water supply,
medical consultation
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LEWNIDA
Lewnida is 86 years old. She has high
blood pressure. She makes baskets for
money. She is widowed and lives
alone. She has very poor vision. She
walks hunched almost completely
over. She has pains from the knees
down, swelling, and a painful lump in
her pelvis. She cannot afford medicine
from the hospital and cooks traditional
medicine when she can. She needs
assistance, but goes without food often
because she does not feel well enough
to cook. She is only given the bag of
corn from the priest every three
weeks. She gets her water from the
river.

Needs: food, caregiver, clean water
supply, medication, medical consultation
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AGNES
Agnes is 71 years old and
underweight. She is a widow and
lives alone. She gardens in order to
provide food for herself. She does
everything alone. Sometimes she
does not feel well enough to get her
own water. She once was attacked
by a dog and appears to still have a
severe infection. She has stomach
issues constantly but has no money
to pay the hospital to address them.
She only eats once a day. She must
collect water from the river. She
feels much discomfort in living
alone and desires one day to have a
caregiver.

Needs: wound care, caregiver,
food, clean water supply,
medical consultation
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ALICE
Alice is 76 years old with high
blood pressure. She is widowed
and takes care of three elders and
five orphans. She is recovering
from a stroke she had last year. She
suffers from ulcers, pain in hips
and knees, and very severe back
pain. Despite her pain she tries to
go to the garden to provide food,
but always has pain when doing
these activities. She was
hospitalized after her stroke, but
typically does not seek care except
in emergant circumstances. Her
family collects water from the river
and consumes only one meal daily.
She desires assistance for
medication and for everyday living.

Needs: care assistance, food,
water, medication
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HELEN
Helen is 90 years old. She has high
blood pressure. She is a widow
with four dependent members. She
has leg cancer, gangrene and sever
un-healing of a wound. She uses
local medicine leaves for her
cancer because she cannot afford
the medication. She gets her water
from the river and depends on
people to supply her food and
consequently goes without it. She
is not receiving care from doctors
or family members.
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Kenya ImpactHellen Aoko
Program director of Kenya
Impact- Hellen Aoko reported,
“Many elderly have lost
children due to HIV/AIDS and
are left neglected by distant
family members claiming
problems of their own.” She
added that while much help is
being offered to the village
youth, that the elderly remain
a forgotten cause- despite the
severity of their suffering. It is
vital that purpose and
importance of elders as
caregivers and community
members is advocated
nationwide.
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St. Joseph Mission HospitalLead Nurse
A lead nurse at St. Joseph
Hospital in Migori; reported that
currently, there is no special
training devoted to the treatment
of elders. She stated that she has
witnessed many growing needs
for this type of instruction
among staff. “Although elder’s
health conditions can be very
severe, they are often
overlooked and seen as a lower
priority to our younger
patients.” Suspected abuse and
neglect cases are not
investigated or reported but
conditions are treated and
patients are quickly discharged
when payments are complete.
Much of the denial to care is
thought to be due to a lack of
resource.
.
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MSOFSarah Obama
Kenya’s goodwill ambassador,
Ms. Sarah Obama of Mama Sarah
Obama Foundation (MSOF),
suggested that the elders would
greatly benefit from an
empowerment program. She
elaborated that teaching them to
become self-reliant through job
training would be very beneficial.
Tasks such as basket weaving,
fruit selling, jewelry making, etc.
would create opportunity for
widows and other vulnerable
individuals to succeed. From
adding this type of programming
she states, “I have seen many
become stable, and find much
pride in that.”
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CHAPTER 4

RESULTS

The number of malnourished elders in Migori (7 of 20) was consistent with
predictions made through prior literature reviews and personal observations. Due to the
poverty and lack of resources in the village, deficit of nutritious living was expected.
However, such a high percentage (35%) remains concerning as this lack of nutrition can
cause an overall deterioration of mental and physical wellbeing. A common complaint
reported among elders was that they must use food money in order to pay the mandatory
tuition fees for their orphans and grandchildren.
The prevalence of high blood pressure (55%) was high compared to the national
average of about 35%. High blood pressure often appeared in cases where immobility
due to untreated injury or lack of nutritious food was reported. It was also noted that
those who did have high blood pressure stated an inability to pay for any type of
pharmaceutical treatment.
Among the twenty participants, fifteen cared for dependent members (aged 12 and
younger). The number of dependents cared for by this group totaled to 65. While many
elders expressed that this role of caregiving caused significant financial stress due to lack
of food, school costs, etc. – most expressed that they would be uncomfortable if separated
from these children. Elders elaborated that they would desire for future geriatric care
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services to be provided in their home or at a facility that could also accommodate the
orphans.
In whole, the data collected through this project was used to identify issues among
elders on a micro scale. Information on specific needs was collected with ambitions of
returning to address these needs after gaining appropriate sponsorship for each individual
elder. Once more data is collected via additional interviews; a plan for macro-level
strategy will be developed.

Figure 4 Survey Results
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Subject

Description

Age Range

60-105

Average Age

77

Average Number of Dependents

6-7

Male to Female Ratio

2:18
Table 2 Participant Demographics
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CHAPTER 5

FUTURE WORK

Introduction

In order to attract capital to Migori, Kenya, I spent the winter intercession at
Western Kentucky University in a special Honors-based seminar in innovation and
entrepreneurship. Under the direction of Professor J. Krist Schell, I developed a
preliminary business plan to guide the acquisition of resources to further support elder
healthcare in Migori. The Migori Critical Care Foundation will be a volunteer-operated
and nonprofit charitable organization that is dedicated to advocating and supporting the
welfare of marginalized widows and their orphans. The foundation structure-- located in
Migori, Kenya-- will serve as a medical facility, supportive service provider and a
residential shelter.
Objectives
The goal of Migori Critical Care Foundation is to work within Kenyan
communities to help meet the critical care need of individuals affected by life-threatening
conditions. Primary areas of focus will include HIV/AIDS, Malaria, family health and
emergency response. Services will provide additional relief measures through distribution
of food, medication, purified water, and clothing.

41

History and current status
The Migori Critical Care Foundation is currently developing and is working to
elect an official team of residential staff members. This volunteer-based charity will
partner with local NGOs in Kenya to achieve local accreditation and support. The
organization plans to launch in December 2017.
Features
The residential care center will have two stories and be built around a spacious
courtyard. The ground level will accommodate the 10 bed nursery (ages 0-3), elder home
(20 bed capacity for abandoned/neglected senior citizens), full service kitchen, dining
room, living room, central office, owner apartment, chapel and critical care/first-aid
room. The second floor will be reserved for residential youth, with girls on the left wing
and boys on the right wing. Children (ages 4-10) will sleep in dormitories of 12 per room
while older children (ages 10-15) will be accommodated in smaller rooms with 4 people
per room. The upper level will also provide showers, toilets, and single rooms for
residential staff members.
A basic home will be built with 10 bedrooms and capacity for 40 visitors. This
will provide accommodation to overnight visitors and volunteer workers. In combination
with the visitor home, a travel service will be established. Trips to local attractions such
as Mt. Kilimanjaro, Masai Mara Nature Reserve and Mombasa Beach will be offered to
appeal to the interests of volunteer teams and bring additional funding to the foundation.
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Figure 5 Facility Model. Source (AMHF, 2013)
Projected position for the future
This foundation plans to act as a stand-alone operation and does not have
intentions of expanding to multiple locations.
Mobile Opportunities
A mobile component will be used to provide aid to street children, neglected
senior citizens and impoverished families outside the facility. A helpline will be
publicized that the mobile unit will respond to.

Figure 6 Mobile Unit. Source: (North Coast Journal, 2001)
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Management team
Residential staff members will include professionals trained in the areas of
medicine and counseling. This team will strive to provide a safe, positive and
comfortable experience for all residents of the foundation year round. Full time positions
will include: Medical Director, supervising Physician, Physician Assistants, Nurses,
Counselor, Chaplain, Cook and Security Officers.
Hiring strategy
Volunteers/Interns will be accepted from diverse areas of expertise. (i.e. Social
Work, Psychology, Nursing, Religious Studies, Child Studies, Pre-medical, etc.)
Appointed full-time staff members will evaluate and approve volunteer/ intern
applications on a rolling basis.
Admissions requirements
“Need” will be assessed on a case-by-case basis according to information
gathered through the paper application and conditions as observed during medical
consultation. Residential openings will be prioritized for the most severe circumstances.
Discharge operations
When possible to re-integrate residents back into their family homes and society,
this will always be the preferred option. Follow-up measures for discharged residents or
candidate overflow can continue via the mobile care unit.
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Benefits Matrix
Concern Points

Benefits

Similar Volunteer Programs

Partnerships

Financial Deficit

Planned Giving

Lack of Domestic Presence (USA)

Regional Presence

Religious bias

Faith-based growth and support

Lack of Employee Compensation

Passionate workers

Preliminary Costs

Decreasing long-term cost
Table 3
Grants and Donations

Formal grant and donation applications will be made. Target donors will include
organizations and companies with which standing a relationship already exists.
Applications will be additionally presented to outside businesses, charities and
individuals.
Volunteer Fees
Volunteer applications from both individuals and groups will be accepted from all
continents, year round. Rates will vary according to number of nights spent in the visitor
home and amount of optional excursions (airfare not included).
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Program Options
Short term: 1 week: $1250 / 2 week $1550 / 3 week $1750/ 4 week $1850/ 5 week $1900

Summer Internship (12 week): $3950

Semester Internship (16 week): $5350

1-year Internship (50 weeks): $14,950
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CHAPTER 5

CONCLUSION

This study aimed to identify the specific needs and health conditions of elders
residing in Migori, Kenya. The overarching goal of the research was to develop a
strategic plan for intervention, evaluate the need for specific geriatric care and determine
the demand for a long-term, residential care facility.
It is noted that there is currently a scarce amount of research regarding the health
care system within Migori. In fact, the rural nature of the county has caused little
information to be provided on even basic demographics. Because of this lack of resources
needed for literary analysis, much of the data recorded was derived from experiential
methods and self-derived statistics via survey, and compared to Kenya and Migori on the
larger scale.
A survey was used to collect relevant data from Migori residents aged 60 and
above. While age was the only requirement, most participants were female and widowed.
In future endeavors, I plan to recruit male participants in order to gain a better
understanding of themes in the aging male in Migori and comparing their circumstances
to that of aged Kenyan women. I am also interested in conducting simple interviews with
the orphans caring/cared for by elders in order to record the implications in this type of
caregiving.
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Due to the language barrier between me and the elders, it was necessary to have a
translator for the interviews. Hellen Aoko, the project translator, is a Migori native. Her
first language is Luo (same as the selected participants), speaks fluent English, and based
on our interactions around daily living tasks; I determined that she a credible resource for
translation needs throughout this project. She made a great addition to the team as she
had already established relationships with the participants prior to the study. Interviewees
were rather expressive in their storytelling and in answering questions and used hand
gestures, which help support Hellen’s translation.
According to the information reported by the elders of Migori, all participants
were unhappy with their current physical health and desired some form of intervention.
The majority reported an inability to access health care, and several felt that they were
denied care due to their age and the prioritization of resources for the young. Physical
evaluation combined with verbal report regarding health conditions revealed diverse
ailments, along with high blood pressure and malnourishment. A common issue for those
who had received an official diagnosis was the lack of funds to afford necessary forms of
treatment, therapy and/or pharmaceuticals.
This project did encounter various complications and had to establish altered
methods of collection in respect to these limitations. Upon arrival, I was informed that
my initial contact and Saint Joseph Mission Hospital affiliate, Josh Omolo, was out of
town. After numerous failed attempts to make contact with Mr. Omolo, Hellen Aoko and
I began our conducting surveys via home visits. While these home-based interviews
yielded great success, further complications with the SMJH contact did result in an
inability to collect data on site at the clinic.
55

One point of concern which was recognized approximately midway through the
data collection was the lack of specificity in determining whether or not the subjects
actually had access to clean water. While some were reporting that they had this type of
access, it was later found that many considered the boiling of water from the river to be
“clean water”. However, many did not have running water access, but depended
completely on the process of boiling water, which was not the standard for “clean water”.
In future research, I hope to implement the use of videography. While this method
of documentation can be rather costly, I feel that capturing the lives of elders via film
with voiceover translation could be a more effective way of portraying the severity of
circumstances, and henceforth, lead way to creating more funding for these individuals. I
also hope to return equipped with means of compensation (food. vitamins, etc.) as a way
of thanking elders for their participation and meeting probable needs. While this
compensation is not expected, I feel that it would be appreciated and possibly accrue
even more interest is the project. Plans have already been made to return August 2014 to
address the specific needs of previous participants.
While the original research plan had outlined questions for the purpose of
developing plans for elders at the clinical level, circumstances reported by the local aged
suggest that this would not be the most beneficial method. One concern could be whether
or not a long-term care facility for elders would be frowned upon as a hindrance to local
clinics. However, research has shown that this is not the target group of the existing
facilities. With knowledge of 1:52,280 doctor to patient ration, any intervention I likely to
be accepted by both the community and the existing health care system.
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Overall, the severity of conditions recorded by this research has verified the need
for intervention. In response, plans are being developed for a volunteer-operated and
nonprofit charitable organization that is dedicated to advocating and supporting the
welfare of marginalized elders and their orphans. The Migori Critical Care Foundation
will serve as a medical facility, support service and residential shelter. Services will
provide safe and comfortable palliative care for individuals affected by life-threatening
conditions. Primary areas of focus will include palliative care, HIV/AIDS, wound-care,
geriatric health and emergency response. Additional relief measures will be provided
through distribution of food, medication, purified water, and clothing
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SURVEY:
Instruments:
Name: ______________________ Year of birth: _______________
Height:________inches Weight: ________lbs.
BP: ________________

Result: normal slight

raised

NORMAL: Less than 120 over 80 Your blood pressure Follow a healthy
lifestyle
is normal and healthy to keep your blood
pressure at this level
SLIGHT: Between 121 over 81 Your blood pressure Make healthy changes
and 139 over 89 is a little higher than to your lifestyle
it should be, and youshould try to lower it
RAISED: 140 over 90, You have high Change your lifestyle –
or higher (over a blood pressure see your doctor or nurse
number of weeks) and take any medicines they may give you.

**BLOOD PRESSURE ASSOCIATION

www.bpassoc.org
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Number of individuals in household: __________ # of dependent
members: _____________
Spouse: y / n
a. I rarely or never do any physical activities
y/n

b. I have responsibility for care of dependents
y/n

c. I am happy with my current physical health
y/n

d. I experience pain or discomfort when partaking in physical activities
NEVER / SOMETIMES / ALWAYS

e. I can easily access the health care necessary for my needs.
NEVER / SOMETIMES / ALWAYS

f. I have access to clean water.
NEVER / SOMETIMES / ALWAYS

g. I consume at least 3 meals daily
NEVER/ SOMETIMES / ALWAYS

h. I am comfortable with my current living conditions (housing,
caregiver , etc)
NEVER / SOMETIMES / ALWAYS
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