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Abstract 

Women throughout the developing world are facing increased levels of pauperization 

and this has dire consequences on personal and household health. It has become 

obvious that economic development does not automaticaily lead to equitabte 

distribution of resources and income, nor has development benefited men and women 

equally; women are disproportionately represented among the poor. 

The study is in response to the impending female heaith crisis in low-income 

urban areas, where popuIation gowth and over-crowding has outstripped the capacity 

of local authorities to provide basic services. and where conditions favouring poor 

heaith are increasingly the nom. 

This research incorporates the perspective of a feminist geographer. exploring 

the diversity of wornen's experiences with a focus on the significance of geographic 

context (place) in shaping wornen's experiences in the slum area of Kangemi. 
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CHAPTER 1: Introduction 

1. 1 The Problern: Women's Health in the Developing World 

Women throughout the developing world are facing increased levels of 

pauperization, and this has dire consequences on personal and household health. 

Recently. it has becorne more obvious that economic development does not automatically 

lead to equitable distribution or redistribution of resources and income, especially to the 

poorest sections of a population (Jancoies, 1998: Reerink and Sauerborn. 1996). 

Furthemore. development does not autornatically benefit men and women equally. and 

there is more evidence to suggest that women are disproponionately represented among 

the poor (United Nations. 1995.9). 

Overall, it has been explicitly recognized that poveny has a gender dimension and 

that there is a strong correlation between the economic status of women and progress 

achieved with respect to poveny alleviation in genenl. The perception is 3owing around 

the globe that poveny is becoming increasingiy feminized; female poveny is a persistent 

and unevenly distributed burden that threatens the sustainability of the development 

process (United Nations. 1995. 45). Recent decades have been chancterized by a 

feminization of poveny: 70 percent of individuals living in absolute poverty are believed 

to be women ( W P  Human DeveIopment Report. 1995). There is evidence to show 

that women are neither a burden nor a cost to deveiopment. On the contrary, they 

constitute a particularly dynamic factor in the eradication of poverty. This realization, 

however. while reflected in the academic literature and in the agendas of international 

development institutions, has not been gîven due weight in the design and 



implementation of anti-poverty issues and strategies (United Nations. 1995.55). Current 

investrnents in women are taking place within a context of noticeable but far from 

adequate improvements in the condition of women in the developing world (Buvinic. et 

al, 1996, 15). 

On a global scale, there hits k e n  an tncrease in the numbers of poor women living 

in urban areas (United Nations. 1995, 55). n i e  proportion of the urban poor who are 

women is estimated to have risen from 54 to 60 percent in the 1965 - 1988 period ( W D P  

Hurnan Development Report. 1995). Among the factors affecting the increase in the 

number of urban women among the poor is the growing share of households headed by 

women. which ties into the linkage between gender and poverty on the one hrind. and the 

situation of households headed by women on the other (Tabibzadeh. et al. 1989. 1 IO). 

The World Fertility Survey (1980) and the Derno-gaphic and Health Survey ( 1990) both 

indicate a pronounced increase in the percentage of female-headed households during the 

p s t  two decades in many developing countries (United Nations, 1995.55). 

Kenya. for example. reponed a high rate (approximately 40 percent) of 

households headed by wornen in the urban sector. The highest proportion of households 

headed by women was registered in Mathare Valley in Nairobi, where 60 - 80 percent! of 

al1 households had women as heads. In addition, the national report further indicated that 

the highest absoiute poverty rates were among households headed by single women 

(United Nations. 1995.56). 

' Exact values are not known. 



In the Nairobi Forward-Looking Strategies for the Advancement of Women 

(L985). heaith was one of the 3 themes, dong with employment and education, of the 

three goals - equity, development, and peace - of the United Nation's Decade for Women 

(Herrell and Mulholland, 1998, 80). With the recognition of the vitai role of women as 

providers of heaith care md the need for suengthening basic services for the delivery of 

health care came the need to promote the positive health of women at a11 stages of life 

and to recopize the importance of women's participation in the achievement of Hedth 

for All by the Year ZOO0 (United Nations. 1995. 107). 

It has been recognized that women's health is influenced by biologicaI. social. 

environmental. political. economic and cultural factors (Turshen. 199 1. 13). 4Iany 

womm suffering from poor health are found to lack knowledge, information. skills. 

purchrising power. income-eming capacity. and access to essential health services. .At 

the same time. women's health, their status. and their multiple contributions are seen as 

pivotal links between the health of the wider populations in which they rire situated. This 

affects sustainable development - prospects which. despite remarkable pro-ss through 

the 1960s and 1970s. have been diminishing since the 1980s (United Nations. 1995. 11 1). 

In this respect health must be considered in a holistic manner. 

Africa is the world's poorest region. lacking both money and trained personnel. 

Many countries within Africa cannot meet even the moi; basic hedth needs of their 

population (Gunasekera, 1998. 127). Africa has a very complex set of cultural traditions 

stemminz from the customs of many different ethnic -mups. dong with more recent 

influences of Islam, Christianity, as well as colonial domination by European powers 



(McEImurry, et al, 1993, 13). The hedtfi needs for African women have tnditionally 

centred around reproduction and rnotherhood. Many women still Iack access to safer sex, 

family planning, and matemal cfiild health services (Turshen, 1991. 3-4). High matemal 

and infant monality, AIDS and other untreated sexually uansmitted diseases, traditional 

female genirai mutilations. unwanted pregnancies, and preventable fernale related health 

problems are ail major problems (McElmurry, et al. 1993, 13). 

WVIAIDS and other Sexually Transmitted Diseases continue to spread. killing 

thousands of men and women in the prime of cheir Iives. The A D S  pandemic is 

concentrated in the poorest parts of the worid with 90 percent of those who are HIV 

positive living in the deveIopin_o worlds WNAIDS. 19971. In sub-Shmn Africa. it is 

estirnated that there rire alreiidy six women with EUV for every five men. This increase in 

the numbers of Hl'd positive women reflects their -mater biologicai vulnenbility to the 

disease'. as well ris a consequence of the social constructions of female and male 

sexuality. and the profound inequalities that continue to characterize many heterosexual 

~~ricionshi~s'  (Zierler and Krîelr. 1997). 

1.2. The Case for lnvesting in Women 

The culmination of two decades of research and ridvocacy h a  demonstrated the 

importani social and econornic benefits of investing in women. The ;995 Founh World 

- Biolo~ically. the riskof HIV infection during unprotected vaginal intercoume 1s rwo io four rimes higher 
for women than men. This is mainly because wornen have a Iarger surface area of mucosa exposed to their 
paners' senuaI secretions during iniercourse. 
' Women may find it difficult to assert their wish for safer sex. for their partner-s fidelity. or for no sex at 
all. and as a result their own hedth and that of their family may be put to nsk. 



Conference on Women in Beijing highlighted the substantial Caps that remain between 

rhetoric on, and action to. irnprove women's lives. While it is recognized that 

considerable gains had k e n  made over the p s t  20 years in key social indicators for 

women, disparities in the well-king of women persist (Buvinic, et. al, 1996. 1). 

Particularly of concem was the issue of wornen and women's health. Half of the 

worid's population is fernale, and three-quarters of the Third WorId's population is 

cornprised of women and children. They nre the main users of health care services. and 

women are the main providers of hedth care - within their families and within traditionai 

and biomedicai heûlth c m  systems (Pizurki, et ai, 1987. 43). Until fairty recently. the 

importance of women as ri large. distinctive. and negIected eiernent in the Developing 

Countnes was largely ignored (Groot. 1991. 108). It is logcal to suggest based on these 

facts that there can be no equiry in heaith care until governrnents cake women seriousiy. 

Govemment recognition of women is not just a sufficient condition of democntic hedth 

cm.  but i r  is a necessary one (Tunhen. 199 1.105). 

Women's health and development is a terni used to depict the complex 

relrtttonship between the health of women and cheir sociaI. political. cultural. and 

econornic situation (McElmurry. et al. 1993, 11). The meanin_o of wornen's health and 

development has changed over tirne with an initial emphasis on equity. human rights. and 

welfare issues. such as women in poverty (the approach in the 1980s), to a broader 

meaning that focused on rhe economic _ p w t h  and conuibution of women (Buvinic, et al. 

i996.3). 



Historically, attention to women's heaith has been associated with a concem 

about fertility and population p w t h .  As a result of the multiple benefits of family 

planning - from women's hedth, to fertility regulation and the prevention of sexuaily 

tnnsmitted diseases, that focus is still a major part of interventions targeted at women. 

The traditional focus on wornen's reproductive needs. especially contraceptives and safe- 

childbearing has serious limitations. Firstly, it has meant that women who are post- 

menopausal have been denied access to heaith care during the time they may need it 

most. and secondly. women for child bearing rtge have not found it easy to obtain care for 

non-reproductive problerns (Garcia-Moreno. 1998. 12). The growing awareness of the 

overall poor status of women's health. particularly in the developing world. the gender- 

specific barriers to better health. and the limitations of narrowly defined family planning 

programs to address these problerns. has led IO a need for a more comprehensive 

approach to women's health issues (Buvinic. et. al. 1996.3 1). 

More recently. the notion of women's health in developing countries has 

expanded to include an emphasis on empowerment and global developrnent goals and 

mechan~sms that enable women to gain geater control over their lives (McElmurry. et. 

al. 1993. 11 ). This more inclusive and holistic definition best captures the emerging 

conception of women's hedth and development. retlecting a shift away from a view of 

women as victirns and passive objects towards an understanding of women as 

independent acton capabIe of constructing knowledge and affecting change grounded in 

their lived experiences (McElrnurry. et. al. 1993. 11-12). 



In East Africa. specifical~y. health care and education were one of the first social 

services offered by every independent government. During these early years of post- 

colonialism, race and class were the buming issues of the tirne. The access of blacks to 

se-gegated medical care and the access of the poor to a system catering to the privileged 

were items high on the agenda of the new ministries of heaith. Gender was. and is. rareiy 

addressed; as such the men who ran the governrnent and the rnedical staff who n n  the 

health care systern asstimed that women would autornaticaily be covered by s e~ i ce s  that 

reached the blacks and the poor (Turshen, 1991, 206). In countries where the black elite 

replaces the white colonial regirne, the health ne& of the rnajority of the popuiation 

were not likely to be much better served than they were before Independence. Despite 

widely varied ways of conjugating new and traditional power structures. man? African 

governrnents retained the coloninl hedth system. wtiich was an urban service, based in 

hospitals. providing curative care. reliant on sophisticated technology. and devoted to the 

chronic conditions of the privileged (Turshen. 1991.206). 

Wornen's herilth is an intepi  part of the ovenll development of ri nation 

(Turshen. 1991: Lxer. et. al. t998). The current health status of wornen is stronsjy 

influenced by a country's level of development: the poorer the country is ovenll. the 

fewer resources there are to be devoted to women's health. At the same tirne. irnproving 

wornen's health is an important component of overail developrnent. Without discounting 

the role of men. the health status of women affects not only the heaith of their children 

and other farniIy rnernbers, but also their contributions to the welfare of their 

comrnunities and societies. Improving wornen's health contributes both directly, through 



the economic and social conmbutions of women themsehes, and indirectly, though their 

contributions to the hedth and welfare of their families (McElmurry. et, al, L993. 13). 



CHAPTER 2: The Stud y Design 

2.1. Elements of the Study 

2.1.1. Rationale 

The study examines the types and levels of access 1ow-incorne' urban-based 

women have to pnmary health c m .  and the foms of responses and soping stntegies 

they use in their societal context. In addition to documentin; the status of. and constraint 

on. women's health. this research suppons a ntionale for focusing on women's health 

with the overall justification for investing in women: irnprovinz wornen's heaIth not only 

promotes equity and irnproves qudity of life. it also has tangible social and oconomic 

development benefits. 

2. 1.2. Objectives 

To this end. this study will: 

Examine riccess to. and baniers azainst. primary herilth care services for low-income 

uhan women who are alone and with pmners: 

Assess riccess to. and availability of. information and educrition on heaIth c m  in the 

women's communities; 

Identify well-being and prirnary health care coping stntegies: 

Explore the processes of decision-making with regard to wornen's health issues; and 

Formulate policy recornmendations that would be relevant to local and national 

govemrnent. CBO's and NGO's. 

* The criteria used to determine low-incorne sutus will be to include those women eaming a net income. 
frorn forml ancüor infoml activities. of KSH 2000 (Cdn W) or l e s  per rnonth. 



2.2. The Research Design 

Data was collected from a study of low-income urban women in the slum region 

of Kangemi, Nairobi, over the period of August to October 1999. Figure 1 is a visual 

representation of the research process. The study was designed to examine the types of 

access that low-income urban women have to primary health care. and the forms of 

responses and coping strategies they use in their societal context. 

Figure 1: Overview of Research Design and Data Collection Procedure: 

Contact research assistandinterprerer 

1 Make contact with key informants in Kangemi 1 
4 

Key informants function as referrals . Introduction to individuals who serve as referrals 

Referrals contact potential interviewees for a 
meeting with the researcher 

l 
- - 

1 Potential responden; meets. 'kiids" consent 1 
form. and agrees to participate 

Conduct the interview + 
1 . T&e notes 1 
1 6 Use interpreter if necessq 



Data was collected via single, serni-structured, in-depth interviews, and the 

questionnaires were read aloud to the respondents in Swahili, Kikuyu, English. or a 

combination of Ianguages through the help of an interpreter. ïhese interviews were 

supplemented with a number of unstructured interviews with key informants such as 

cornrnunity health care workers, locally trained cornmunity health nurses, the director of 

a CBO, church leaders. and social workers. 

In order to capture the private and emotional worlds of the subjects. a non-random 

purposeful sarnple of 60 low-income women in Kangemi was constructed. Refernls to 

these women were obtained via key contact individuals who were already established in 

the community. 

Due to the fact that 1 was perceived as k ing  from "outside" the comrnunity. and 

due to the sensitive nature of the study, 1 could not simply walk in the slum areas and 

approach the potential respondena. Instead, contact with individuals who worked at the 

various service points. such as the dispensary, Upendo unit5. and ~ o l l y ~ r a f t ~ .  provided 

me access to the women 1 was looking for. An attempt was made to baiance the number 

of "single" and married women. A total of 60 usable questionnaires were obtained in this 

rnanner. 

Following a refeml. a potential respondent was contacted and provided with a 

one-page description of the study, a sarnple consent form. usually read by the researcher 

or the interpreter. If the subject was willing to participate (at the time or a later date). the 

3 .4 bnnch of St. Joseph the Worker. a Catholic Church in Kangemi that served as a preschoot unit for 
impoverished children. Here. very poor children were fed a baianced meal at I w t  twice a week 

iüso a bnnch of  St Joseph the Worker. provide low-income women with income gnent ing  
opporninities through the making of dolls as well as church replia. 



interviews were conducted at a central place (office or room at the service point). A great 

deai of importance was invested in conducting the interview in a place that was perceived 

as a safe haven for both the respondent and the interviewer. This was to ensure 

confidentiaiity. as well as minimize disturbances and interruptions. Semi- 

structured interviews were chosen as the primary means of data collection because it was 

felt that they could best capture the experiences and opinions of these women. While 

rhere were clearly some centrai issues that 1 wanted to address. semi-stnictured 

interviews allowed me to incorponte additional questions as the interview proceeded. 

Although some of the questions in the interview addressed potentially sensitive 

subjects (feniiity, personal hysiene. sexual relationshipsl. most of the respondents 

appeared comfortable answering them. The identity of the respondents w x  kept 

confidential. and to ensure anonymity. the respondents were identified by a code. 

accessible only to the researcher. A sarnple interview is provided in the appendix. and as 

noted in the first page. the final ID was assiged based on 2 criteria. FirstIy, if the 

woman  as contacted through a community organization (cg. DollyCnft or BIG'). the 

interviewee was rissigned a code "A"; otherwise it was a code "B". The second criteria 

wrts whether or not the respondent had a partner. specifically a husband or common-law 

pmner. and if she did, the interviewee was coded as "b': otherwise it was coded as " b .  

Dependin: on the respondents' level of understandin_o. as well as the depth of 

their answers. the interviews lasted anywhere from 45 minutes to 1 hours. Most women 

; Bratfeeding Information Group. a locd Ci30 that provides information and advice to women who have 
newbom infants. 



felt cornfortable enough to speak in Swahili or Kikuyu, and a total of 15 women spoke in 

English. If there were parts of the questionnaire chat needed expûnding on, or 

clarification, my interpreter, Leahy, was able to translate the question inro a language that 

the respondent could understand. 

There are clearly more factors involved in understanding women's situations. 

their status, and health than could possibly be measured in any single study (Stein. 1997. 

224). The questionnaires attempted to unravel some of these issues. specifically 

background variables. demogaphics, information about women's current situation. 

health knowlsdge. health behaviour. and individuai and househofd health status. The 

difficulty rn identifying those clements as k ing  of key importance beforehand is fhat the 

relationships depend on interaction and dynamism. What becarne clear at the end of the 

data coitection stage was that there were no simple answers. or any one or few vailables 

that were necessanly more important or more independent than others. The scope of the 

questionnaire. while extremely useful in providing an overall picture into the women's 

lives, did not fully capture all the individual concepts. factors. and indicritors from the 

women themselves. This task would prove to be way beyond the capabilities and scope 

of this study, but the advantage of having desiged a semi-structured. open-ended 

questionnaire certainly helped alleviate some of these problems. The questionnaires were 

therefore extremely useful in exploring the women's own views of reality, allowtng me. 

the researcher. to generate theory and direction of questioning. While this method is not 

necessarily compatible with uaditional quantitative methods, it certainiy helped me 



uncover previously neglected or rnisunderstood worlds of experience. such as women's 

relationships with their partners, sexudity. and fertility. 

2.3. Methodoiogicai Considerations 

2.3.1. Definition of the Study Population 

The rehtionship between wornen and their health is muiti-levelled. X traditional 

study design generally focuses on the individual. whereby data is generdted from 

individual-level information. However. in order to answer the reseuch question "hou; do 

women stay hedthy, and what is in the way ro women's overall well-being' this unit of 

analysis is inadequate. 

In order to capture the holistic component of slum Iife. individual-level datri needs 

to be used to ponriy a picture of community-level data. This can distort the overall 

picture because inevitably one is seeking to genenlize observations based on a panicular 

study population. This translates into the resewcher lookrng for 'enough' case studies 

(how man? should that be?) and using techniques of gathering and analyzing data from 

information collected rit multiple intenccin_o levels (Stein. 1997.214). 

Therefore. whiie the prirnary sources of data. with regard to this study. rtre the 

Iow-incorne u h a n  women (individuai-level data) who live in difficult situations in the 

slum m a .  1 needed a technique that ailowed me to explore the interactions between other 

levels as well. This issue was a concem because I did not want to purposefully look for 

al1 inrerconnections relating to health and women. as this would be impossible given the 

scope and limitations of the scudy. Incorporaring interviews wirh key informanes such a 

community nurses. community heaiilth care workers, church leaders, paraiegaf bodies, 





woman and a researcher before the start of fieldwork. As such, 1 was able to prepare 

myself to see a comrnunity of women who were living a hand-to-mouth existence, and in 

an environment 1 was unaccustomed to. Clearly. 1 was not there to judge their situation 

nor question how they chose to Iive their lives, but to l e m  from their actions. however 

small or insignificant it appeared to thern. By doing that. 1 was putting aside some of my 

biases and values as East-Indian. African-bom woman in her late 20's who had lived a 

more or less pnvileged life. 

One approach used to minimized this was to allow myself to "feel" what the 

women were feeling when they spoke to me about their experiences. And not 

surprisingly, there were many days 1 would retum to my warm. safe. home and simply 

sob because it made me reaiize how difficult their situation was. Inevitably. their Stones 

tugged at my hean, and while 1 had to keep the perspective of my study in focus. 

allowin= the women to Say what they felt was important was enlightenins to me ris ri 

researcher and as a woman. This was when 1 came to the realization that it was 

satisfacto~ for me to be "subjective" in my approach so long as 1 allowed a focus to 

ouide me. and that focus was to try and capture as much depth and feeling in the lives of - 
these women, without letting my values and perceptions distort the picture. At the same 

time. 1 would allow myself to "feel" wha the women feit. and if need be. reflect upon it 

with my (limited) experience and knowledge of the topic. 

2.33. Sample size and Selection 

Traditiond research designs are _snded for their stnngency, with the strongest 

designs demanding random assignment to either an experimental or a control goup 



(Stein. 1997. 215). Only when one is assured of no pre-existing differences arnong the 

goups can one assert that the differences uncovered durinj analysis are 'tme' (Stein. 

1997.216). 

However, within a feminist frarnework, the study design does not necessarily take 

on these stringent methods because many questions cannot be answered or rernain 

masked within such a restrictive frarnework. Purposeful sampling strategies were used to 

identify the low-income slurn wornen after contacting individuals who served as referrals 

to the women in the slum areas. Owing to securitys and secrecy9 issues was advised by 

the chief of Kangemi to meet the wornen in a safe. public place after being referred by 

my contact person. Once these women a p e d  to the conditions of the interview from the 

contact person. they a p e d  on a tirneIdate and met me at a location close to their place of 

residencelwork that was a 'safe' and farniliar area to them. This wüs either the church. a 

compound that belonged to an NGO such as BIG- Breastfeeding Information Group. a 

schoolyard such as Upendo Unit. a community centre. or sornetimes at therr place of 

work if it was conducive to the interview process and if the respondent was comfonable 

with it. 

Certain identifying questions were asked to ensure that the potential respondent fit 

the criteriü of the sample popuiation. and that she understood the consent f o m  and what 

was entailed in the study. Only one woman actually refused to volunteer after being 

' Some p m  of the slum m a  are considered unsafe because of crime. and unruly activity due io excessive 
substance abuse such as aIcohol consumption. and ihe fact that 1 am an "outsider" in an unfamiliar area and 
can be prone to individuls who could uke advantap of that. 
9 ïhere is a lot of illegal brewin~ of aIcohal in the slurns. an activity primarily done by the wornen. -4s a 
smnger in the community. 1 cm be perceiveci as a threat to their income genenting activity if 1 were to 
take pictures or report hem to the police. In addition. many people in the slums have built their living 
quartes in "illegal" land and fear eviction if idencifieci. 



infonned of the particulan in the consent form. We had to tum away 4 women because 

they did not fit the criteria for reasons such as age, income level, level of comprehension 

and lack of time to conduct the interview. 

At every instance, an attempt was made to try and balance the ratio of women 

who had partners and did not have partners living with them (1: 1). and whether or not the 

women were contacted through a representative from a community organization (1: 1)". 

However. as 1 proceeded with interview questions. sometimes this distinction was not ail 

that clear. For example. one woman claimed not to have a spouse. but later on it became 

obvious chat she had a "fnend" who supported her occasionally. It was not clear whether 

he lived with her al1 the time. or if he had another panner in addition to her. However. 1 

felt thar this was only a minor problem. if not an inreresting discovery that let me view 

the idea of relationship from another angle. Indeed. it was what the women did not tell 

me (explicitly) that was just as important as those things that they did reveal. for 

rxample. the nature and perceptions of sexual relationships. Taken ris a whole. both these 

issues were no1 limitations to the study design and the conclusions drnwn from them. 

Finally. the number of women to be studied. given the research framework and 

question. remains an issue. Sample size is determined by the research design. the 

analysis variables. and the desired power of the test (Stein. 1997. 216). Other issues of 

consideration include how accurate the sarnple has to be for the researcher's purposes and 

the population characteristics of the study area (Neuman. 199 1.220). While there are 

'O Initially 1 wanted to find out if women who were attached to a formdhniormal orgrinization were 
somehow ktter off than women who did not have the support of such networks. and over the course of the 
study. it was cleûr that this was not 3 factor in detemining which wornen were better off than others. 



several mathematical ways to Senerate one's desired sarnple size using equations and 

formulas within a traditional scientific inquiry frarnework, for the purpose of this study 

design and for the questions I sou$t to answer there were neither predefined formulas 

nor any mie of thumb chat 1 could parallei. With the help of my supervisor and from the 

breadth of answers 1 was looking for, we determined a sample size of n=60. tAng  into 

consideration factors such as cost. time. and other unpredictable or unforeseen events that 

could occur in the field. 

Another issue that I did consider while in the field was on the subject of data 

saturation. Would I corne to a point when 1 would no longer generate any new 

information from my respondent's answers? This seemed likely. and during the course of 

fieidwork it became obvious that for sorne questions. there was no new information being 

oenerated. However. since the point of the interview was to explore the women's worlds. - 
it seemed irrelevant in this situation to omit any question because new information was 

not k ing created. In the totality of the interview. such questions proved to reinforce 

various aspects of the women's Iives. which I felt. was an added strength. Every woman 

was able to tell me something important, whether it was repetitive or not. in her own 

unique way that Save insight into her contextual situation. 

2.3.1. Methods 

Methods are _oeneraily classified as either quaiitative or quantitative. the iatter 

corresponding to a positivist orientation and the former often relating to more inductive 

strategies (Stein, 1997. 2 19). In seneral, qualitative rnethods are useful in defining sociai 



processes by which problems emerge and for suggesting suategic points of programmatic 

intervention to ded with particular problems: a way of increasing understanding at the 

cost of genedizability (Neurnan, 1991, 322). Quantitative techniques are most often 

useful in understanding the extent and scope of specific problems. for defining the 

parameter within which various potentid solutions may be debated. and for facilitating 

cornparison and statistical aggregation of data to produce a broad. generalizable set of 

findings presented succinctly and parsirnoniously (Patton, 1990. 14). 

It has been argued that qualitative rnethods are more suited ro the goais of 

feminist research. while quantitative methods are part and parcel of positivtsm. best 

suited for traditionai scientific inquiry. However. rnany ferninist researchers are asriinsi 

this dichotomization that leads to oversirnplification, overgeneralization. and exploitative 

methods of data collection (Stein. 1997.2191. Xccording to Toby Jayarathne and Abigail 

Stewart. 

We believe that the focus of ferninist dialogue on 'methods'. and particulririy on 
qualitative venus quantitative rnethods. obscures the more fundamental 
challenses of feminism to the traditional 'scientific rnethod'. That challenge 
really questions the epistemology, or the theory of knowledge. underlying 
tnditional science and social science. including the notion that science is. or can 
be. value free. ( 1991: 101). 

In the case of women and their perceptions of health and the given state of 

knowledge. it seems appropriate to rely heavily on qualitative methods. thereby 

increasing understanding. defining the social process. and sugsesting stratesic points of 

intervention. 



Reliability and validity are the traditional standards by which quantitative 

methods are evaluated, and attempts are being made to reconceptualize these concepts so 

that they are more suitable to qualitative and 'postpositivist' research (Stein, 1997,220). 

Reliability in measurement cm be thought of as the ability CO measure accuntely- 

either the measurement tool or the circumstances of data collection. It deals with an 

indicator's dependability. such that if you have a reliable indicator (e.g., a questionnarre) 

or measure. then it gives you the sarne result each rime the same thing is measured. so 

long as what you are measuring is not changng (Neuman. 1991. 135)- Thus, uaditional 

conceptualizations of reliability assume accurately rneasurable. consistently maintaned. 

and well-defined variables. Reliability is easiest to achieve when the measure is precise 

and observable (Neuman. 1991. 131). In the case of this study. this becomes a 

problematic issue. Hiehly precise questions in a questionnaire or in the interview crin 

give 'reliable' measures. but there is a danser of losing the subjective essence of whac 

cannot be observed or predicted in advance. 

V a l i d i ~  is a more complicated concept thnn reliability since it has many facers 

and classifications (Stein. 1997. 220). Inremal validie. for example. assess CO the fact 

that there are no errors interna1 to the design of a research project (Neuman, 1991. 13 1). 

In relation to a 'qualitative' study such as mine. internai validity addresses the conduct of 

research (Stein. 1997. 221). Erremal vulidiry is the ability to ,oenenlize findings from a 

specitic setting and srnall goup to a broad range of settings and people. such that a high 

extemal validity means that the results can be generalized to many situations and many 

mups  of people (Neuman, 1991. 13 1)- Are the results both believable and useful? - 



Qualitative methodologies have k e n  smggling with issues of credibility and 

reliability, and according to Kirk and Miller (1986,72), "the quaiitative researcher can no 

longer afford to beg the issue of reIiabiiity .... For reliability to be caicuiated. it is 

incumbent on the [researcher] to document his or her procedure.. ..". 

This context is much more cornplex dian in a traditional research situation. where 

the research is structured so as to reduce the impact of context. The observer - not a 

questionnaire or an instrument - is the tool. and the situation is 'natutal' - not controlled 

or contrived (Stein. 1997. 739). Therefore. it is unrealistic in qualitative research to 

expect quixotic reliability (unvarying measurement over time) likely to be applicable to 

many of the traits and entities related to gnder. health. and empowennent. 

Consistent with both Kirk and Miller (1986, 53) and Cook (1983, 83). what is 

most important is a means of ensuring thal the findings are grounded in high-quality 

research that is neither sloppy nor idiosyncratic. and whereby the resecirch process is welI 

documented and sensitive to the circumstances in which i t  is carried out. Therefore. if 

validity is defined as the correct interpretation of findings. feminist researchers are now 

reco~nizing that validity in qualitative research lies in the skills and sensitivities of the 

researcher. and how heishe uses hirnselfherself as a knower and as an inquirer (Rowan. 

198 1. 744). Validity, therefore. is more personal and interpretational. 

With regard to extemai vaiidity. or generalizabiIity, feminist researchers have 

questioned the relevance of this concept in lighr of the recognition that the diversity and 

process of gounding research in active knowledge is part of the research process. 



Evidently, in a resemh study as this one. the goal of generdizability may be 

unachievable. or may excessiveiy diston the research. 

Biases such as interviewer bias, response bias. sampling b is ,  etc. mse in d l  

studies. and a F a t  deal of effort was made to design a research study that minimized 

them. However. 1 found that the more suingent the design (once again. 1 am limited by 

theorizing out of a traditional scientific paradigm that rnainly deals with quantitative data 

and methods). the more n m w l y  1 defined my questions. Since 1 did not wish CO 

sacrifice content and nch data at the cost of following such stnngent controls. I chose to 

focus on my own ethics as a researcher seeking to reveal these women's real Iife 

experiences. and their commitment to a set of beiiefs and values that have shriped their 

lives in the most tmthful way 1 possibly could. rninirnizing errors and bises that would 

skew my results. 

2.32. Data Collection Design and Other Issues 

One issue 1 faced was the fact that almost al1 the respondents had no expenence 

with direct personal questions and fixed response categories in the questionnaires. Since 

1 was a younser lookin_o "outsidei' of a different ethnic background. the initial response 

was one of caution and curiosity. many assuming that 1 was in the villages to make 

monetq donations for the slum communities. However. with the help of refemls 

within the community, this misconception was cleared up. and we were able to explain 

the purpose of the study to potentid respondents. 



While 1 employed an interpteter/research assistant (Leahy Gathumbi) for the 

interviews conducted in Kikuyu, 1 was present at atl urnes, taking notes as she tnnslated 

back to me. Since most of the wornen did speak some levei of English. they often helped 

clarify andor expand on their responses as ihey were translated back to me. Leahy was 

instmcted by me to uy as much as possible to convey the women's words back to me as 

accurately as possible, thus rninimizing translation issues. 

Some women initially felt they had to gîve me the 'right' or socially acceptable 

answer to cenain questions. However, both Leahy and myself kept reinforcing the idea 

that truthful answen were what we were seekmg, and that confidentiality was of 

paramount importance. While almost riil women agreed to this. the issue itself is one of 

personal judpnent as weil as an uncontroilable circumstance. 

Over the course of some interviews. both Leahy and I felr that certain questions 

were irretevant. redundant. or just unanswerable. At this point we b e y  omitting these 

questions. and the final questionnaire is the one in Appendix 2. For example. women 

were initially asked to rate the heaith of their household rnembers riccording to a scsle of 

4 possible answers. This was difficult for women with large households. as weil as 

remembering and determining other individuals' health from theit limited perceptions. 

Omitting such questions meant that we vied to rephme other questions to somehow 

incorponte questions we felt were important to ask. There were dso sevenl questions 

that needed to be expanded on during the interview phase. and both Leahy and 1 made 

every attempc to keep the wording clear and simple. and at the same time minimize 



clarification distortions in an attempt to keep the line of questioning similar for a11 

questionnaires. 



CHAPTER 3: Background Literature 

3.1. DeveIopment Tbmry In the Context of African Women 

3.1.1. Women's Situation and Development 

While there are many factors that play a role in sender-based stratification. 

examination of international development during the past hrilf-century provides insight 

into some of the factors that have shaped global and local political, econornical, and 

cultural forces that have resuIted in women's disempowerment and unmet needs. 

Since the end of WorId Wu II. sevenl competing theories of tnternational 

development dominated the Field and influenced devdopment pnctice (So. I W O  1. Earl y 

artempis ar constructing development theones were marked by the fact that the concepts 

of developrnent and econornic gowth were considered one and the same (Blomsrrom and 

Hettne, 1984. S) commonly known as the rnoderni;arion paradigm. or *rnodemization 

theory'. This was a theory that envisioned a progressive continuum of economic 

development and growth €rom traditional primodia1 society to modem society that would 

bring social and political benefits to ai1 citizens of al1 countries (Leys. 1996. 1 IO). In 

terms of developrnent policy in the African context, the following were recognized as 

major smtegies needed for rnodernization: ( i )  industriaiization, (3)  npid capital 

accumulation. (3) mobilization of under-ernployed manpower. and (4) planning an 

economical1 y active Stace (Sen. 1986,37). 

AIrnost any social or economic change in the developed countnes since 1950 can 

be accounted for as an effect of modemization theory. M i l e  there have been successes 



and failures since then. what remains clear is that many impoverished people have 

suffered disproportionately and perhaps unnecessarily as a result of this. Since its 

inception. intemational development has k e n  a top-dom activity, with internationai aid 

agencies at the top, and regional and nationid politicai and economic elites usually 

forming the middle Iayer. What the theory failed to see is that development is more than 

just mere economics, and a humanitarian aspect. such as human rights, education. cultural 

aspects, the situation of women, ethnic minorities, and ecological aspects, have been left 

out (Van Dijk. 1986.21). 

Modemization theory. in the hfrican context. assumes that the 'backwardness' of 

Africa is an 'original' state that can only be overcome by the transmission of capital and 

know-how from the industnalized West (Leys. 1996. 1 i 1). What the theory failed to see 

is that African 'backwardness' was shaped by colonialism. and that the post- 

independence pattern of trade and investment. the patterns of aid given to local 'dites'. or 

the transfer of Western tastes reinforced the 'backward'. inegilitarian structures of ex- 

colonial African sconomies. 

The major attacks on modemimion theory came from rhe political scientists 

(dependisras) of the developing countries. particularly from Latin America. These 

dependency theonsts posited that the Iess developed countries were dependent because of 

their economic relationship with the developed countries. a relationship in which their 

natural resources and the products of their cheap labor were supplied to Western 

capitalist countries. which also gmered the profits (Stein, 1997. 17). The dependency 



movement made it clear how developed societies were dependent on, and benefited fom. 

the underdevelopment of the third world. 

In Africa, the theoretical reaction to modernization begiin in the late 1960s. 

particularly after the h s h a  Declaration of 1967 in Tanzania. The essence of this 

reaction was a shift from ignoring many of the extemai detenninants of African 

development to seeing them as primary, and as almost wholly negative. inspired as they 

were by the interests of foreign capital and foreign States. not the interests of the 

population concemed. In this view. the result was an 'external onentation' of the African 

cornrnodities (geared to exporting primary commodities of low value and irnponing 

manufactured goods of high value): a process of 'unequal exchange'. and severe 

inequalities of income and weatth. which funher limtted the development of the domestic 

market. reinforced the political power of the ruling classes and gave rise to chronic 

corruption. political instability. military coups. and so forth (Lys .  1996. 119). 

Dependency theory thus brought attention to oppressed groups and to the 

importance of power relations between nations. .Uthou$ the theory did not address the 

effects of dependency on subpopulations (such as women). it  did establish a framework 

within which such a decision was able to take place (Fanon. 1963). The dependency 

approach, therefore. wris an effective critique to the modemization pmdigrn. providing 

an alternative perspective in development theory. 

One of the major criticisms of dependency theory, however. was that the theory 

could not explain some of the new internationai economic patterns that were appearing, 

and variations in cmwth in both developed and less devetoped countries. For example. a 



handful of countries (such as Japan) had shown that they could take advantage of the 

international situation and had done well (narnely the Newly Industrialized Countries, or 

NICs) (Emmerij, 1986,î-3). 

hmanuel Wallerstein, among several others. lead the way for a new. more 

inclusive theory, and in his ivorld -rems rheory, nation-states were seen as elements of a 

world system driven by econornics (Emmeji, 1986. 5) .  He recognized a non-lineu 

movement of history. and saw the world as a web of the political. the economic. and the 

social chat is impossible to disentangle, emphasizing both the importance of a broad and 

an individual perspective. World systerns theory, in effect. moved development theory 

away frorn positivist assumptions. providing an opening for women for the first time. His 

reco-ition of the contribution of non-wage labor to the economy. for exarnple. played an 

important role in feminist analysis of development. It soon came to be realized that the 

process of growth did not fulfill basic human needs. and that there were over- 

consumptive types of development that continuously favored the rich. 

At the Cocoyoc Declaration at the UNEP-L'NCTXD Symposium at Cocoyoc. 

Mexico (1974). another trend in developrnent theory was bom. This trend can best be 

surnmarized in the concept of 'Xnother Development' popularized by the 1975 Dag 

Hamarskjold report "What Now". prepared for the Seventh Special Session of the United 

Nations* General Xssembly (Hettne, 1990, 152). This concept is often referred to as 



'alternative deve~o~rnent"' and is compatible with, and to some extent, constitutes a 

counterpart to the emergence of green politics in the Western World. 

Alternative Development addressed issues and concepts that had been ipored by 

other approaches, yet which are of basic concem to millions of people around the world. 

It implies a basic-needs-oriented smtegy designed to satisfy the fundamental necessities 

of the people rather than economic growth for growth's sake. The alternative approach 

seeks to be inward loohng rather than outward or export-irnpon onented: it hopes to be 

respectful rather than destructive to the environment so that it is an ecolopcally sound 

endeavor. Development would be based. wherever possible. on the use of local 

resources. whether natural. technical. or hurnan - that is. onented towards self-reliance at 

the local. national and regional levels. This new approach seeks to be panicipritory rather 

than technocratie. Finally. it hopes to use and build upon existing cultural traditions 

nther than reject them as obstacles of development (Stavenhagen. 1986.75-76). 

In rnaking an assessrnent of the contributions of alternative development theory. 

Hettne (1990) follows 4 major thernes that he considers important to understanding 

alternative developrnrnt. The first is 'Egalitarian Developrnent' where priority is given 

to redistribution nther thrin to mowth. X good example of a movement evolving from 

this perspective is the Basic ~Verds Approuch (1970s). which favors a direct relationship 

between development strateg and elimination of poverty rather than to wait for a 

I I  Anotherlhlternative Development c3n ùedefined as ( 1 )  Needs-oriented rgeared to meeting matrr~al and 
nonmatenal human needs): (7)  Endogenous (sternrning frorn ach sociery that h 3 s  its own values and vision 
for the future. therefore. has no univefial path ro development); (3) Self-reliant (implying each m i e -  
relies on its own suength and resourccs in terms of its natunl and cultunl environment); and (4) 
Ecologically sound (rational utilization of resources and king aware of the global and local limits of their 
development) (Hettne. 1990. 153-134). 



'trickie-down' effect of growth. The second is 'Self-Reliant Development' which can be 

seen as a development straregy thar involves the delinking of systems of division of labor 

in order to avoid self-imposed self-reliance, thus implying fundamental structural 

transformation. The third trend is cailed 'Eco-Development' or initially referred to as 

srisrainable clevelopmenr which recognizes environmental de-mdation and diminishing 

natural resources as important causes of conflict, which in tum forrns a crucial part of the 

poveny complex. Finally. the fourth approach is 'Ethno-Development' which reco-ized 

that worldwide ethnic conflicts are caused by economic factors, therefore. development 

processes need to be appropriate for a particular ethnic p u p  (Hettne. 1990. 167- 194). 

The 1980s and 1990s can be described as a period of impasse in development 

theory. owing to an increasing awareness of the nepative effects of economic growth on 

some countries. on sorne people in d l  countries. and on the environment (Schuunnrin. 

1993. 71). There clin be no unequivocally unilaterd evolutionary process that Ieads to 

the existence of a multiplicity of ethnic groups to ri single world culture. just as there had 

never been a unilriteral evolution from an 'underdeveloped' society to a -developed' one. 

Multiple goals have replaced the initial single focus (Soedjamoto. 1986.98). There is an 

increasing ernphasis on human beings and on the human potential as the basrs, means, 

and the ultimate purpose of the development effort. One important result of this trend is 

that culture and social structure are gaining special attention ris factors that can explain 

diffennp patterns of development (Gereffi, 1989). 



3. 1.2. Traditional development practices and women 

It remains problematic to group together men and women. just as it would be 

difficult to generalize cultures and ethnic groups together, when analyzing eiiher the level 

of development or the effects of development suategies ((Sein, 1497.22). For example. 

differential effects are often masked in measures of development such as income levels 

which mask groups living in absolute poveny, the frequent inequitabIe distribution of 

resources within the household. and the unpaid work and contributions made by women. 

The underdevelopment of women and the adverse effects of development on 

women are central to the field of women's development. Women are disproponionately 

represented among the poor and are disproponionately responsible for famil! survival. 

panicularly that of Young children. While it is not easy to distinguish between specific 

effects of development on women and the long-tem effects of poverty and patnarchy. the 

lives of poor women are often incredibly difficult compared to the lives of non-poor 

women or of men (Stein. 1997.23). This is not ro say that men's lives rire easisr. or that 

many men do not suffer as a result of some development practices and from devastating 

poveny. however. what is important here is that many wornen face direct and undeniable 

discrimination due to the fact that they are women. 

To be more specific. women rire disadvantaged or disproportionately responsible 

in the areas of education. farnily health. work. and exposure to poverty. displacement. and 

environmental hazards (Buvinic and Lycette. 1988). Urban wornen. for example. receive 

less education and training than men. and are usually forced into the informal economy - 

increasing their workload and providing thern with jobs chat afford no secuntylstabiIity or 



possibility of advancement. They are frequently denied credit and propeny rights, and 

are isolated and apart frorn family and kinship networks. Such circurnstances have major 

impacts on wornen's health and weI1-king (Stein, 1997. 23). Finally, wornen have taken 

up more community work, such as communal kitchens. waste manazement. and 

communal household sharing of items. 

3.1.3. Development Theory for Women 

Since the 1970s. there have been a number of players in response to the cffects of 

development on wornen. There has been a historical progression of approaches to the 

problem. some imposed by donors. advocates. and pnctitioners (who may or rnay not be 

ferninists). and others have corne from natronal wornen's groups. activists. and from grass 

roots t Stein. 1997. 25). The 1970s was a time of zmwing feminism. pwin:  awareness 

of women's situation vis-à-vis deveiopment. and increasing activism. 

Xccording to Jane Stein (1997. 26). traditional development theory has moved 

from a belief in concwdant and inevitable progress to an understandin: that. at least 

between nations or reoions of the world. cornpetition. a need for domination. and 

differential levels of deveiopment represent redity fw better. The actors with power 

include nation States. the elite. financiers. and multinational corporations. Feminist 

development theory grew out of the observations. and activities of. those in power. 

Caroline Moser (1989. 1799) has tnced the evolution of the practice of 

development for women through five approaches. generrilly from 'tnditional' to what can 

be called 'feminist'. which she funher categorizes into wornen's needs that are either 



srrare,yic (needs related to a restnictured society) or practical (needs that are related to 

survival or basic needs). 

The welfare approach is the oldest and still the most popular social development 

policy for the developing countries in general. and women in panicular (Moser. 1989. 

1807). In this approach, women are classified as targets simply because of their 

identification as a 'vulnenble group' outside the main economy. They are given 

assistance because they are mothers, recognized only in their reproductive role. In this 

model. they are passive recipients of welfare, seen as the problem. not the solution. Such 

pro,onms include food distribution programs. nutntional education. and population 

control projects. 

The eqliin approacli recognizes that women are active participants in the 

development process. through their productive and reproductive role. both roles 

providing a critical. often unacknowledged. contribution to economic growth. The 

subordination of women is identified as the central problem (Moser. 1989. 18101. 

However. one shortfrill of this approach was thnt although it does advocate a 

redistribution of power and resources. it did not explicitly challenge the fundnrnentd 

economic structures of society (that are the causes of conflicti. 

The anri-pove- approach focuses on women's poverty and the failure of 

modernization to redistribute (or distnbute) income. This model is also known as the 

'basic nreds' approach. and views underdevelopment as the central probIem. Efforts are 

concenuated on enabling women to become income generators. generally through small- 



scde enterprises. However. this mode1 does not take into account women's specid 

needs. and stilI views women's participation as less important than men's. 

The eficiency approach is the fourth approach that describes the Women In 

Development (WID) approach, where wornen are seen as the solution to problems of the 

worsening international economy. Economic development is the goal. and i t  assumes 

that women's status will irnprove as a concomitant of their increased roIe in econornic 

development (Moser. 1989, 1813). In rerility. this translates into shif~ing the costs frorn 

the paid to the unpaid economy. particularly through the use of wornen's unpriid 

workttime. An example of 3 project that entails this approach 1s self-help housing and 

waste management programs. 

The fifth and final approach described by Moser is umpoiwmrnt. which is a 

GAD (Gender And Developmenr) strategy that addresses both practicd and stmtegic 

needs orynized xound practical needs with a consciousness of both rconomic and 

gender oppression. and expanding to meet strategic needs. Although this ripproach has 

other roots as well. it is often considered indigenous to developing country activists and 

feminists (Moser. 1989. 18 14). As describer by Moser: 

It emphasizes the fact that wornen expenence oppression differently according to 
their race, class. colonial history. and current economic conditions. While the 
approach acknowledges the importance for women to increase their power. it 
seeks to identify power less in tems of domination over othen (with its implicit 
assumption that a sain for wornen implies a loss for men). and more in tems of 
the capacity of women to increase their own self-reliance and intemal strength. 
This is identified as the right to determine choices in life and to influence the 
direction of change through the ability to control over crucial materid and 
nonmaterial resources. (Moser. 1989, 18 15). 



The main differences between empowerment and the other theories or approaches 

is the rejecrion of top-down strategies, the inclusion of consciousness-raising, a 

recognition of women's multiple roles (reproduction. production. and cornmunity). and a 

belief in the irnponance of women organizing by and for themseives. Moser sees 

women's orpnizations as the key to empowerment strategy. 

3.3. Health and Developrnent in Africa 

Africa is host to a number of major disease vectors. Their transmission 1s aided 

by a warm. tropical climate and variable rainy seasons. The mean number of infective 

malaria bites per person can be ten times higher in the forest or savannah ares  [han in the 

Sahel or more mountainous mas.  In a~cultural  communities. exposure to infection. 

especially diamhoea. malaria. and guinea worm. tends to be greatest dunng the wet 

season. when food is in shortest supply and high prices prevail (Better Health In Xfrica. 

1994. 12). This segment describes the main epidemiological and demographic conditions 

riffecting health in Africa. 

3.2.1. Health Status 

Xfrica's strusgle to overcome illness and disease over the past qumer of the 

century has had mixed results. On the positive side. the infant mortality rate has been cut 

by more than one-third. and the average life expectancy has incretised by more than ten 

years (UN. 1998). On the negative side. however. life expectancy in Afnca in 1998 was 

only 51 years. compared with 62 years for ai1 low-income developing countries and 77 

years for the industriai countries. Maternai mortality in Africa is almost twice as high 



when compared to dl low-income developing countnes. and six times higher than in 

middle-income developing countnes (UN, 1998). For example, the matemal monality in 

sub-Saharan Afnca ranges from 230 (in South Africa, 1990) to 1.800 in Siem Leone 

(1990) (UNICEF. 1998. http://www.unicef.org/pon98/statl. htm). 

Child monality differentials arnong African counuies are no less stnkmg. The 

mortality of children under five ranges from more than 320 deaths per 1000 live binhs in 

Chad. to fewer than 50 in Botswana (UNICEF. 1998, http://www.unicef.or~pon98/ 

statl.htm). 1990 figures for matemal deaths per 100,000 live births have been estirnated 

to range from 730 in South Africa to more than 1800 in Sierra Leone and 1.600 in 

Somalia and Guinea (UNICEF. 1998. hrtp://www.unicef.orCpon98/stat 1. htm 1. Adult 

mortality - the nsk of dying between the ages of L5 and 60 - has been estimated to range 

from 18 percent in Nunhem Sudan to 58 percent in Sierra Leone (Feachem et al. 1991. 

45). 

Monality also varies wideiy within countnes. revealing inequalities in health 

status between urban and rural residents. as well as between socio-economic groups. In 

Zimbabwe for example. childhood mortatity in urban areas is 45 percent less than the rate 

in rural areas ( N C E F .  1993). Differentials between residential areas within urban 

centres with high and low incorne cIasses have gven rise to the so called "ten to twenty" 

rule of thumb. meaning that in rnost settings. the life expectancy of the richest 10 to 20 

percent of the population is appronimately 10 to 10 years higher than that of the poorest 

10 to 10 percent (Gwathn. 1991,4). 



3.2.2. Causes of Death and [llness 

Although the major causes of death and iIlness Vary by age group and gender. 

certain health problems affect Africa at every age. Perinatal. infectious. and parasitic 

ilInesses are responsible for 75 percent of infant deaths. tnfectious diseases and parasitic 

afflictions are also responsible for 71 percent of the deaths of children agt one to four 

(WHO. 1996-7). 

In 1985. before XDS began to affect adult rnonality. about half of riIl deaths of 

ridults age 14 to 44 were also due to infectious and parasitic diselises. Yow accordin,o to 

WHO. one in every forty Sub-Saharan Xfrican adults is  HIV positive (Dail. Narion, 

September 1999). In many African countrks that have been hit  the hardest in Lems of 

the epidemic. . U D S  is the major cause of adult denths. Arnong older adults (those over 

15 years). circulatory system diseases are the most important causes of dcath (Better 

HeaIth In Xfrica, 1994. 17). 

Materna1 rnonality rates in Xfrica are hisher than anywhere else in the worid due 

to a number of difficulties. including haemorrhage. infections, obstmcted labour. 

anaemia. hypertensive disorders of pregnancy. unsafe abortions. and violence. These 

problems XE further exacerbated by subsrandard prenatal care. patient tardiness in 

seeiung treatment when infection occurs. and a higher risk of sexually transmrtted 

diseases due to multiple partners (Better Health In Africa. 1994. 17). 

Althou_oh comprehensive data on abortion is lacking in hfrica. one study 

estimated that there were approxirnately 75,000 abortions in Kenya in 1990. 

Extnpolations to Sub-Saharan Africa suggest that there are up to 1.5 bilIion abortions 



each year in the region as a whole. Studies frorn Ethiopia and Nigeria suggest that almost 

50 percent of al1 materna1 deaths are due to cornplicated and fiawed abortions (WHO. 

1997.58). 

African countnes have some of the highest adolescent pregnancy rates in the 

world. By age eighteen, more than 40 percent of girls had given binh in Nigeria 

(Population Reference Bureau. 1998). A laye share of pregancies arnong unrnamed 

women age 15 to 19 is unintended: 77 percenr in Kenya (Dai- Narion, September 1999). 

This poses a high risk ro young mothers because early enuy into reproductive life 

increases the chances of health problems such as nnaernia. malnutrition. and sexually 

transrnitted diseases. 

Malaria is Africa's largest and most persistent disease problern (WHO, 199s). 

Pregnant women. foetuses. and Young children are particularly susceptible to malarial 

infection. WHO estirnates the global number of malaria cases per year at 110 million. 

with nearly 80 percent of [hem accurring in Sub-Sahann Xfrica. A review of more than 

400 studies on the subject suggests that malaria accounts for 10 to 50 percent of al1 

admissions to hfrican health services per year. although only an estimated S to 75 percent 

of persons with malaria visit health services [Better Health In Africa. 1994. 19). 

blalaria appem to be worsening in much of Africa as the parasite becornes more 

resistant to chloroquine and other rnaiarial dru- (Dai& Nation. Septernber 1999). Some 

annual gowth rates of the disease by country include 7 percent for Zarnbia. 19 percent 

for Kenya. and 2 1 percent for Rwanda (Dail? Nation. September 1999). 



The incidence of tuberculosis is also rising in Africa. due in part to the interaction 

between TB and A D S ,  and in part to a breakdown in surveillance and management of 

cases. By some estimates there are approxirnately 171 million TB carriers in Africa. and 

10 percent of al1 deaths from TB occur in children under the age of five (WHO. 1998). 

AiDS is the most dramatic new threat to health in Africa. It is estirnated that by 

the end of 1999. 24.5 million adults and children in sub-Sahann hfrica were living with 

HIV. Altogether. there are now 16 countnes in which more than one-tenth of the adult 

population ased 15-49 is infected with HW. In seven countries. al1 in the sourhern cone 

of the continent. at least one adult in five is living with the virus. In Botswana. ri shockin_o 

35.5 percent of adults are now infected with HIV, while in South Xfrica. 19.9 percent are 

infected. up from 12.9 percent just two y e m  ago. With a total of 4.2 million infected 

people. South Africa has the largest number of people living with HIV/AiDS in the worid 

(Ci.IXiûS Repon. 1000). 

Infection rates among men and women rire close to equal (WHO, 1998). but 

Young ~ r l s  and commercial sex workers are most vulnerible. The infection mes in 

Young Xfrican women are far higher than those in young men. The fact that. in Africa. 

women's peak infection rates occur at earlier ages than men's helps explain why there are 

an esttmated 12 women living with HIV for every 10 men in this resion of the world 

NNAIDS Report. 2000). 

W M D S  is a significant - and worsening - health. economic. and social issue 

for sub-Saharan Africa. Recent research points to complex interlinkages between 

poveny, inequality - and in particular, gender inequaiity - and the AiDS spidemic. The 



fact that gender inequality both causes and is caused by rUDS is a matter of grave 

concem for the poorest quater of the female populations of 10 or 20 Afncan countries. 

Xccording to the WHO, the overall life expectancy in sub-Saharan Africa has 

dropped precipitously over the past 10 years. mostly because of the XiDS epidemic. Life 

expectancy dropped for female babies from 5 1.1 years to 46.3 years. For males. the level 

dropped from 47.3 years to 44.8 years. .MDS is now the leadinz cause of death in Sub- 

Saharan Afnca. far surpassing the traditional deadly disertses of malaria. tuberculosis. 

pneumonia and diarrhoeal disease, XlDS killed 2.2 million Ahcans in 1999. versus 

300.000 ADS deaths 10 years previously. Life expectancy in several countries in 

southern Africa has  been cut 15-20 years off what would be expected in Xfnca without 

HIV (WHO Press Release. June 2000). 

High levels of other sexually transmitted diseases and the hieh ntes at which new 

and unprocected sexual encounters occur in Africa ripperir to be important tictors in HiV 

transmission. Thus the prevalence rates of STDs other than ADS are probably good 

indiçators of the potential spread of HIV in countries where HfV infection rates are still 

low. 

3.23. Demographic Pressures 

The most important factor contributing to rapid population growrh in Sub-Saharan 

Xfricz hru been the rapid decline in death rates combined with high binh mes. Since the 

1950s. increases in food production. improvements in water and saniration. and the 

introduction of medical technology. such as vaccines and antibiotics. promoted dramatic 



declines in monality (Ashford, 1995, 12). Urban growth has also contributed to hi& 

concentrations of people in cities. largely caused by rural-to-urban migration. 

Rapid population gowth agagavates critical gaps in basic heatth services. 

especially when economies are growing slowly or per capita incomes are in decline. This 

mess of factors has produced an overall negative annual growth rate for rnost of the 

countries of Sub-Saharan Africa (Daiiy Nation. September 1999). 

Africa is. therefore, a continent of exceptionally high fenility and very low 

contraceptive use (Goliber. 1997. 7-8). Africa's 1997 total fertility rate (TFR) was 6.0. 

Women in sub-Saharan Africa genenlly reponed an ideal family size of fivs or six 

children. and they have more children than women anywhere else in the world. Maternai 

monality rates tn sub-Saharan Africa remain the highest in the world: between 600 and 

L.500 rnaternal deaths for every 100.000 binhs. Sub-Saharan Africa also accounts for 20 

percent of the world's binhs but 40 percent of the world's maternai deaths. Another 

a lming statisttc indicares that in sub-Sahmn Africa. the median age rit fint marnas 

ranges from 17.0 to 19.2 years. and in 17 countries surveyed by Demopphic Herilth 

Survey. at least 30 percent of women had their first child before age 20 (WHO. 1999. 21. 

These are the highest percentazes of any region. 

3.2.3. Impact on Economic Development 

The effects of poor health go beyond the immediate tffects of physical pain and 

sufiering. Leaming is cornpromised. retums to human capital dirninish. and 

entrepreneurial and productive activities are constrained (Better Health In Africz 1993, 

74). In view of the fact that human capital is of paramount importance to econornic 



progress, it comes as no surprise that any country will be unable to attain a high level of 

econornic development when high infant and matemal monality, pervasive illness of its 

workforce, and low life expectancy cripple its population. 

Evidence showing that poor health imposes immense econornic costs on 

individuals. households. and societies at large is strong worldwide. For example. 

malarial studies in Rwanda and Congo suggest that the direct and indirect costs of an 

average case were equivalent to about 12 days' output. Accordin=.ly. rhe annual 

economic burden of malaria rose from $800 million to $1.7 billion by 1995 (WHO Press 

Release. June 1000). In Nigeria. Guinea worm diserise iemporarily incapacitated 2.5 

million Nieenans in 1987. X costhenefit study in one area revealed that. apm from the 

shonages of Financine for agricultural activities. the disease was the chief impediment to 

rice production. [t was estirnated that the net effect of the disease reduced rice production 

by $50 million (LNCEF. 1998). 

XDS will have the most profound effect on sub-Saharan Xfncan economies in 

the decadea to corne. Figure 2 represents the potential cost of treating al1 persons infected 

with XIDS i n  five selected countries in the early 1990's. The cost of treating XiDS cases 

in Rwanda. for example. was potentially the equivalent of 60 percent of the public health 

budeet (Better Health In Xfnca. 1994.26-77). 

AiDS will have immense economic consequences in Africa as the years pass 

because it is fatal. striking adults in their rnost productive yem. In severely affected 

countries. the work force is IikeIy to become younger. less skilled. and less experienced. 

Most models of macroeconomic impact of the disease sugest that adult deaths from 



AIDS will cause per capita eçonomic p w r h  CO be lower chan it would have been 

otherwtse. In Tanzania and Uganda for example, A D S  has already increased 

absenteeism and lowered productivity (World Bank Fact sheet, 1999). 

Figure 2: Potential AIDS treatment costs as share of total and government 
health expenditures- various African countries. 1987- 1993 
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Moditied h m  Bcitter Healih In Africx 1994.15. 

The deaths of parents from .-UDS wiIl lower the incomes and well being of their 

househulds. thus reducing the consurnption Ievels of the survivorç. Household savings 

and productive assets often have to be Iiquidated to pay for medical care and funerrils. 

For wornen in patticular. the rise in rnortality will bè-predominrintly h m h  for (hem as in  

n~ost Aïricrin societies women are not entitled ro inhrrit the property of their decerised 

husbands. The children of XlDS victims wiII often be forced CO leave school early and go 

to work. thus weakening their economic prospects. The elderIy will also suffer from 

neglect well as the added burden needed to make up for the loss of other family 

=e new rnembers in the household. Thus the M D S  pandemic threatens to  crente lx, 

pockets of poverty. 



The negative effect of poor health on economic activity is unambiguous (Bener 

Health In Africa, 1994, 27). By extension, improved health cm be expected to have a 

positive impact on the economic welI king of families by lowering the costs of treatment 

for disease and easing demands on farniIy members to care for the il1 or for their 

survivors. Bener health also helps employers by minimizing the absence of workers with 

key skills and expenence. 

3.3. The Economic Situation of Africa In the Context of Structural Adjustment 
Prog~rns 

African economies have expenenced numerous disniptions since independence in 

the 1960s. In vinualIy al1 African countries. the steady zrowth of the early post- 

Independence yem gave way to economic stagnation and eventual decline. The 

optirnisrn that was greeted at Independence was k ing replaced by widespread 

drspondency because as other pans of the developing world prospered in some way. the 

continent of Xfrica was becoming impoverished in absolute and relative rems 

(Mkandawire and Soludo. 1999, 7). The consensus during this period was the need for 

some form of economic restructuring that mizht puII Africa out of this slump. 

Frorn a historical perspective. the Ions-standin? colonial tradition of African 

industry has helped perpetuate this situation (Grant. 1000). Colonial powers dictated that 

African countries were not allowed ro develop their own local industries, but instead 

produced raw materials needed for industridization in the West. Cheap labour was the 

driving force that allowed the development of industry such as sisal and Cotton 

plantations. Upon production, these goods were exponed to the Mother colonies in 



Europe. where they were used in the manufacturing of finished materials and goods. The 

irony here is that these finished products were eventually sold back to the Africans at an 

exorbitant rate. This system of industry exploited many counuies, creating an underlying 

dependency on foreign goods, while simultaneously secunng an Afncan market for the 

wealthier Western countries. 

At Independence, most Xfrican countries were geared towards primary 

cornmodity production (mostly agricultural). For most African counuies at this time. just 

a few commodities dominated expons and many countries had one-product economies: 

cocoa in Ghana. Nigeria and Cameroon. copper in Zambia. and coffee and tea in Kenya. 

These accounted for up to 75 percent of expon earnings (Xdepoju. 1993. 1 ). 

During the first decade of independence. many economies were open and the 

_oovemment sector had little control. However. the trend that followed wris one of state 

control. Government involvement in economic activities eventually developed into 

bottlenecks to development (Adepoju. 1993. 1). and the result was inefficiency and 

corruption in mriny public sector enterprises as mor- and more scarce resources were 

being consumed. 

In spite of these early problrms. many Xfrican economies grew at significant 

rates: real GDP grew by 6.5 percent a year in Kenya in 1964-1969. for example. Despite 

high population growth rates of over 3 percent per year. per capita income also increased 

sipificantly. by an annual average of 3.1 percent in Kenya (1964L973). Typical of 

many countries. Kenya had a modente inflation rate of 3.4 percent between 1964 and 

1973 (Adepoju. 1993.2). 



However. this period of exceptionai growth was short-lived. In the late 1970s and 

early 1980s most African economies went into a slump. Real growth rates in Kenya feil 

from 6.5 to 4 percent between 1974 and k990, and Kenya's inflation rate increased frorn 

3.4 (pre-1974) to I l  percent (1974-1990). Throughout this penod, government spending 

consistently outstripped revenues, resulting in large domestic bank bomwing at the 

expense of the private sector. Foreign exchange borrowing also increased to meet budget 

deficits. worsening debt service obligations in foreign exchange (Adepoju. 1993.7). 

The overall settin; and combinations of Low growth. poor export performance. 

high debt burdens. and severe financial imbalances finally forced many hfrican countnes 

to consider economic refom. The agreement was that the problems were fundamental. 

requiring restmcturing. and durin; the 1970s and early 1980s in particular. approximately 

30 Afncan countnes adopted structural adjustment progammes (SXPs) with the approval 

and financial support of the World Bank and the iMF (Adepoju. 1993. 1). Kenya. for 

example. attracted its first structural adjustrnent loan from the World Bank in 1980. 

The policy rneasures introduced by the World Brink and L W  attached as 

conditions to formal stabilization and structural adjustment loans aimed at overcoming 

short-term imbaiances. Often this meant reducing budgetary deficits. relating prices CO 

market levels. libenlizing tnde. adjustins exchange rates (mainly through devaluation of 

currency). and controlhg the suppiy of rnoney and credit (Adepoju. 1993. 3). In most 

cases. specific targets and time Iimits were set for major econornic indicators. 

These programmes were aimed at institutional ceform. including public 

enterpnses and parastatais. They gave preference to the private sector, using market- 



determined prices to influence production and consumption. These policies favoured 

export promotion, reinforcing the orientation of African economies towards uncenain 

extemal markets (Balassa, 1982, Adepoju, 1993). 

Thus. frorn the very begnninj, structural adjustment in Africa was very 

controvenial. Xlthough rnany African countries have acknowledged the need for some 

de~gee of econornic rcforrn. many countries are not convinced that the prescriptions put 

fonvard by the [MF and World Bank necessarily provided the best rernedy to the 

problern. The major drawback against these policies is the narrow srnphasis on fiscal and 

mone tq  mechanisrns. payng little heed to long-tem development objectives. The more 

senous cnticisrn of structural adjustrnent. however. is that it has tended to ignore the 

hurnan elernent (Mkandawire and Soludo. 1999, 51-32). When the SXPs were first 

introduced. it  was the social sectors - education and health above al1 - that saw their 

budgetay allocations drastically reduced. In addition. because of higher prices and 

reduction in public sector ernployment levels. people's living standards deciined. 

especially in the urban centres. There has been serious erosion in social sentces. wages. 

and ernployrnent levels associated with structural adjustrnent. What has become even 

more dismal is that the most vulnenble rnernbers of society - the poot, wornen. chitdren. 

and the aged - have suffered the rnost (Onimode. 1989.45). 

In rnost African countries today, despite econornic irnprovernents in ri few areas. 

there has been a decline in the extent and quaiity of education and health c m .  wtth 

formal sector ernployment faIIing, sometimes dnstically. Much of the blarne stiII rests 

with the econornic crisis that preceded structura1 adjustmenc. but clearly the S M s  



themselves have contributed to this decline. Now that the importance of protecting social 

sectors and living standards is more widely recognized, the aspiration that remains is that 

economic reform in Africa will be designed to ease human suffering. not contribute to it. 

3.3.1. The Kenyan Experience with Stmctural Adjustment Policies 

Kenya was one of the first countries to quaiify for a Structural Adjustment Loan 

from the World Bank in 1980. aimed at helping the economy correct imbalances and 

achieve some institutional reforms for sustainable and balanced growth. In 1981 and 

1986, Kenya siy-ied its second and third Structural Xdjustment Loans. primanly to 

finance structural changes in the industrial sector. reduce the deficit. change the manner 

of its financing towards non-inflationary means. liberalize tnde. and prornote expons 

(.\yak0 and Odada, 1988). In 1988. another Stnictuml Xdjustment Loan was contracted 

to finance education and health. Ageed policies included -cost sharing' whereby the 

beneficiaries of these social services were to pay for them. either pmially or fully. The 

policies also included a reduction in public expenditure, with more suppon funds to corne 

from the private sector. At this time. the government began reducing the m e  of 

employment creation in the pubic sector in an attempt to reduce public expenditure 

(Mwega and Kabubo. 1993.78). 

These S u s  have had numerous effects on the economy of Kenya. the most 

important being inflationary pressures. marginalization of the paor in the distribution of 

education and health benefits. and a reduction in employment. Inadequate expenditure 

conuol has been a major problem in Kenya: total govemment spending rose relative to 



economic activity from about 24 percent of GDP in the late 1960s to an averaee of 

around 35 percent in the late 1980s (Mwega and Kabubo. 1993. 30). The two main 

components of _oovemment spending are the civil service salaries, accounting for nearly 

70 percent of recurrent spending, and the local currency cost of servicing the public debt 

- a cost that has been mounting as a result of the depreciation of the Kenya shilling 

(Dai- Nation. September 1999). 

In the educational sector, Kenya has made sipificant progress in quanr~tative 

terrns as indicated in Table 1. Unfonunately. the WorId Bank saw sevrral problems in 

this sector and this led them to advise cost sharing schernes and ri reduction of 

oovernrnent expenditures on social services. These problems incfuded high drop-out - 
rates from schools. lirnited access to education in disadvantaged rireas. low enroiment 

rates. and 1i sipficant drop in adult litency classes ((World Bank. 1983.7). 

Table 1: Enroiment in Educational Institutions (1979 - 1989) 
1 Year 1 Prirnary 1 Secondal 1 Technical / University : 
l I l 1 institutions 
1 1979 1 3.698.196 1 3SJ.389 1 13.442 i 7.292. i 

! 1981 1 3,980.763 1 409.850 1 14.734 i 7.338 

Source: Modifïrd from Mwega & Kabubo. 1993.33 

The direct impact of SAPs on education may be seen at the p n m q  school Ievei. 

where cost sharing has hiked school fees. M i l e  initial enrolIments are hi@, many 

children tend to drop out of pnmary schooI because of lack of fun& for fees, books. and 



uniforms. The long-term impacts of such high dropout rates are far rertching. The 

resuiting picture is one of "lost development potential" whereby these children yow up 

into adults chat have a very basic level of education and literacy. Inevitably, this wilI 

affect their own as well as their children's Ievels of literacy and potential for income 

generating activities. Cost sharing also tends to marginalize the poor by offering 

opponunities to only those citizens who cm pay for such essential services. thereby 

promoting social inequality in the country. There has been a massive increase in school 

fees and other charges. a reduction in the quality of educational programs. and an 

increasing number of school drop-outs at al1 Ievels of education (Odada and Odhiambo. 

1989.5). 

In the employrnent sector. SXPs have adversely affected employment in the 

public sector. the larzest source of employment in Kenya (Mwega and Kabubo. 1993. 

35). The adjustment policies aim for: a sIower growth rate of employment in the public 

sector. the engagement of additional staff by local authorities only when this contributes 

to expanded services. reduction of public sector employment through divestiture of 

expanded services. and a public sector training policy in which trainees will not 

automaticrilly be absorbed into govemment employment but will cornpete for entp. with 

some goin: into self-employment or wage employment in the private sector (Mwesa and 

Kabubo, 1993.35). 

Given the limited expansion of employment opponunities. even university and 

college graduates have become part of the unemployed in Kenya. In 1993. a study 

showed chat 8.91 million people had to find jobs in the informa1 sector or remain 



unemployed (Daily Narion, September 1999). The overall effect is that of iirnited 

employment and earning opponunities. decline in real wages, and with inflation on the 

nse, an extremely dangerous econornic situation for the poor Kenyan who is living a 

hand-to-mouth existence. 

Sirnilar to educationai gains in quantitative tenns, heaith care institutions have 

increased considerably from 1,544 in 1980 to 2,13 1 in 1989, while the number of hospital 

beds have increased from 27,691 to 32.534 during the same period. As seen in Table 2. 

the nurnber of registered doctors aimost doubled from 1,691 in 1980 to about 3.357 in 

1990. thereby increasing the number of doctors per 10,000 population from 10 to 14. 

Other medical personnel have also increased. as seen in Table 10. 

Table 2: Registered Medical Personnel in Kenya (1980-1990) 
r 

! Pharmacists 1 60 113 361 1 443 1 86.0 
IPhamreuticali  239 1 395 1 494 1 604 1 62.0 

! 1 1980 1983 
1 Doctors 1 1691 1 2514 

Dentists 1 162 

However, this quantitative increase did not match the rate of population gmwth. 

1987 
307 1 

189 1 492 

1 ~echnologists 1 

and to make matters worse. structurai adjustment policies during this tirne were 

1990 / %Change 

596 1 72.8 

1 l 

discouraging govemment expenditure on health crue services. Thus. the resulting picture 

was that of declining health expenditure from 7 percent in 1980 to 6 percent of the 

Registered l 669? l 8547 i 9862 ' 54-41 1 21.9 
nurses I 

i 

Enrolled 8733 1 10168 1 13202 17734 50.8 
nurses ! i 
CIinical nurses ( 1681 1931 1 3355 

1 
2630 1 36.0 \ 

Source: btodified from Mwega and Kabubo, 1993,36. 



national budget in 1986 (Mwega and Kabubo, L993.36). Such funding investments were 

grossly inadequate for the health sector. 

Unfonunately, aithough the quantitative expansion of health care services seems 

to be an accomplishment, there is cause for concem over the quality of service and c m .  

Numerous anecdotal accounts exist conceming the treatment of patients at al1 levels of 

health care. Women often cornplain that they are mated as though they have neither the 

intelligence nor the right to know what is wrong with them. there are cornplaints about 

the attitudes of nurses towards patients in hospitals, and doctors mat their patients as 

business clients nther than as humm patients (Dailv Nation. September 1999) 

Due to the inadequacy of funds exacehated by the high population growth rate. 

the government adopted cost-sharing schemes such as increased contributions to the 

mandatory health insurance fund for wage worken. fees being charged for public 

inspection and community participation in training institutions. and maintenance of 

community health institutions and contributions. In addition. the govemment levied 

charges for outpatient services as well as increased public health service charges (Odada 

and Odhiambo. 1989. 19). 

The impact of such measures was felt most severely by the poor, who could not 

rifford to pay for health services. For example. when the o,overnment introduced the 

payment of 20 shillings for al1 new outpatient cases. mmy people had to fore0 marnent 

in public facilities (Da- Narion, September 1999). Adjustment policies have had other 



impacts on die health rector, including the devaluation of the Kenya shilling". cuü in 

public sFnding". high taxation on rnass consumer goods. ~rnoval  of food subsidies on 

basic foodstuffs and other basic needs", and the removaI of price cuntrols. al1 of which 

has an impact upon the health status and well king of the impoverished Kenyan (Mwega 

and Kabubo. 1993.38-39). 

The more suingent implementation of fee collection together with the requirement 

of advance payment at most government hospitals and cf inics in Kenya is Iikel y to have a 

siaificrint b deterrent effect. panicularly for poor women. with respect ta utilizntion of 

health services. The introduction of substantial charges for drugs has affected al1 

caregoces of patients. but is especially perilous for those with chronic diseases requiring 

long-term drug thernpy (q.. hypertension. diabetes. TB). 

The ovenll effect of structural adjustment programmes on the health sector hÿs  

therefore been a reduction in household swings. since an increased proportion of the 

consumer's incorne is devoted to paying for health c m .  Devaluation of currency. the 

most immedirite outcorne. had led CO dnmatic increases in the costs of non-heüIth sector 

inputs that indirectly affect low-income household health. The removal of subsidies and 

dereplation of prices of a range of basic commodities. especially foodstuffs. has resulted 

in sharp increases in c o s  to the consumer. For poor households. parttcularly wornen. 

detenorations in diets. and thus nutntional status. are inevitable. 

" Devalurition of currency increrises the domestic prices of imported goods such as drues and medicd 
equipment. and increaxd cost of halth inpuls such as c l a n  and safe water. '' This Ieads to a reduction in tnining fun& (thus reducing the oumber of tnined personnel). l a s  money to 
buy dmg- vaccines. and mediml supplies. and a limited capacity to hire medical staff. 
"This teduces a m s s  to food, thus txacerbating malnutrition and poor housing. 



In conclusion, the adoption of SAPs has been to a large extent influenced by 

adverse macro-economic developments in the 1980s. which lead Kenya to seek high 

conditionality loans frorn the World Bank and iMF. The adjustment polices have had an 

overall negative effect on education, health, employment and trade. Increased 

unemployrnent, rising prices. and faliing wages are some of the most neytive effects of 

the econornic crisis and recession, and to some extent suuctunl adjustrnent policies in 

Kenya. High inflation. a consequence of devaluation, has reduced real wages. Food 

pnces have increased as a result of stagnation in agicultural production and the 

govemment's withdrawal of subsidies and price deconuols. This has rneant a lowenng of 

the living conditions for the majority of the population. The wont affected. however. 

have been the urban poor who are reliant on a cash-economy. The substantial cuts in 

public spending have meant higher levels of cost sharing in health. water. and education. 

The poor depend on these services a geat deal, and their removal has been a major 

econornic blow to these vulnenble groups (Musyoki and Orodho. 1993, 106). 

Structural adjustment rneasures on the health sector have also adversely affected 

the poor. who c m  barely pay for services. Wornen constitute one of the poorest members 

of society. and therefore. bear the brunt of the costs of stmctural adjustrnent. They play a 

key role in the maintenance of households. and these chanses have reduced the resources 

they depend on to fulfil their d e s .  hence forcing women to stretch their unpaid labour to 

cover this shortfail. Wornen now spend more time and money obtaining food. water. and 

hedth services. More time. for example, is spent on buying cheaper foods that take 



longer to prepare and cook. and in making and repairing clothes (Musyoki and Orodho. 

1993, 106). 

The situation is aggnvated by a Iack of dmgs and medical supplies in government 

health institutions and the impiementarion of user fees. Since health centres and clinics 

are frequently unable to provide even commonly prescnbed medication. patients are 

referred to private pharmacies. Unlike wealthier patients who use the private sector and 

are covered by medical aid schemes. the poorer users, especially women. are unable to 

claim back the cost of dwgs purchased. 

Things have gotten worse in the pubic sector in terms of employment and 

earnings, and wtth limited expansion in the private sector, unemployment is rampant. 

During the 1 s t  four decades. real wages have dropped. and standards of living rire much 

worse thm they had k e n  at the time of independence. It is likely, therefore. that as 

economic pressures increase at the househoid level. cultural factors and gender b i s  will 

combine to work against women and girls. More girls will be kept out of school 

completely. or will drop out of school at eariier ages than boys. For women. in panicular, 

educational levels have been shown to correlate with take-up of contraception 

specifically and of health services generally. as well as to influence health pnctices 

(Chinemana and Sanders. 1993. 330). Therefore. the potential negative effects of 

structunl adjustment and the economic recession in Kenya has Ions lastins effects tha  

will inevitably affect al1 spheres of women's Iives. 

The most affected are inevirably the poor women. especial single mothers and 

female-headed households. The single mother who is the sole income e m e r  in her 



household, lives a hand-to-mouth existence, making her living selling vegetables in a 

local market. She has a Iimited pool of funds from which she buys her produce to seIl. 

and from which she collects 2 smalI profit to run her household. In the scenario where 

she has a sick child. this woman has to now take time off work to line up for hours in 

order to see a doctor to whom she has aiready paid a fee. irrespective of the medical 

examination of her child. The real problem is not just the user fees she has  to pay from 

her scant earnings. but the loss of tirne that couId have k e n  used towards genenting a 

much-needed income. For this woman. her pool of fun& is even less now than before. 

making her an even more vuInerable individual. This faceless womrin represents the 

typical scenario of an Xfrican woman barely surviving the so-called "trickle down" 

effects of stmctural ridjustment. 



CHAPTER 4: Theoretical Approaches and Methodology 

4.1. Traditional Perspectives on Scientific Inquiry 

Science can be defined as the use of systematic study and methods to identify. 

descnbe, investigate experimentally. a d o r  explain theoretically any phenomena (Stein. 

1997. 194). A certain type of science - interchangeably narned positivism. logical 

positivism, or logical empiricism - has long dominated natural science. This philosophy 

of science posits the primacy of deductive Logic as the method used to establish truth and 

the primacy of observation in assessing the truth of statements of fact (Nielsen. 1990. 3). 

This viewpoint was first deveIoped and adopted by the natural scientists. but it was later 

incorporated into the fields of social science. 

According to Joyce Nielsen (I990. $5). there are five basic rissumptions 

of positivism that penain to scientific inquiry: 

1. The natural/social world is knowable (objectively) and has objective reality: 

2. Objective truth cannot be obtained through subjectivity: 

3. Different observers exposed to the same data will come to more or less the same 

conclusions: 

4. There is order in the social world. where social life is pattemed. and this pattern takes 

a predominantly cause-and-effect fom: and 

5. The deductive method of reasoning from the zenenl. the h>pothetical. or the 

theoretical to the specific is the 'best. if not the only. legitimate way to -gound 

knowledge'. Inductive methods. such as reasoninz from specific observations to the 

theoretical. while theoreticdiy valid, are less acceptable (Nielsen, 1990.45). 



According to this reasoning, positivism emphasizes rationality, impersonality, and 

prediction and control of events or phenornena studied inductive rnethods such as 

reasoning from specific observations to the theoretical. therefore, while theoreticaIly 

valid. were less acceptable. 

Thornas Kuhn was one of the first to question the inevitability of positivist tenants 

within the natural sciences in his book Tlie Srnicrrire of Revolrtrions (1962). specifically 

the existence of a knowable reality. the soal-orientation of positivisrn that equates 

knowledge with irnprovernent. the objectivity of scientists. and the vilification of 

inductive reasoning. He observed that science itself progessed in a non-linear and 

sornetirnes discontinuous fashion 

Following in Kuhn's footsteps. positivism has been attacked by several 

rnovements that criticize the limitations of logical deduction as n way of knowing. 

Ferninist research theory is one such exmple. Tt ernerged as a major challenge to 

tnditional sctence from the first world feminist rnovements. Its irnpetus \vas the 

recognition that women were essentiaily exciuded from science: both as scientists within 

the natunl sciences and some of the social sciences. and as subjects or objects of study 

within the natural science and social science and hurnanities (Stein. 1997. 101}. 

Tnditional science developed within patriarchal societies that did not question the 

assumption that the search for tmth benefits everyone irnpartially - that what is zood for 

men was also good for women. A maIe science dominates not only nature but wornen as 

well (Stein. 1997. 201). Ferninism, on the other hand, posits conflict and cornpetition as 



facets of reality. seeing science and politics, or knowledge and power. as not k i n g  

disjoint, but closely linked. 

Evelyn Fox Keller (1985) has identified a spectrum of feminist critiques of 

science that correspond to the specmm of feminist politics. rangmg from libenl to 

radical. For example, at the more conservative end is what cm be cailed unfiur 

employment practices where wornen are not proportionally represented among scientisrs. 

A more radical cnticism is that, owing to the shonage of wornen in science. nen have 

defined the problems to be studied (Keller, 1985. 17). She sees as the most radical 

critique that which questions the very precepts of science. in particular ntionaiity, 

knowablity. and objectivity. 

These three precepts are cIoseIy linked: if the world is orzanized in a t'ashion rhat 

is reflected by mles of Iogic. and that organization is observable. than it is knowrtble. [ f i t  

is knowable, it is predictable and. given a mechanistic perspective. controllable. 

Furthemore. if the world is so patterned - independent of who is observing it. where they 

are located. why they are observing it. and histop - then objectivity. as t t  is trtiditionally 

understood. is advantageous {Stein. 1997. 703). Feminists. however. would argue that 

they see the world as one that cannot be captured by lo_otc: 

-'traditional scientific methodolo_oy permits us to examine only those natuml 
phenornena that are repeatable and measurable. It cannot ded with unique 
occurrences or with systems that flow so smoothly and -gadually or are so 
profoundly interwoven in their cornpiexities that they cannot be broken up into 
rneasurable units without losing or changing their fundamental nature." (Hubbard. 
1990, 15). 



Feminist science acknowledges complexity and context, maintaining that 

simplification, based on logical positivist models, distorts the fundamental nature and 

relationships of phenomena and their social and poiitical context (Bleier. 1986. 56). 

While this approach embraces a didectical approach - a search for contradiction and 

chanse as part of a process of a constantly evolving understanding - feminist science 

resists dichotomization. particularIy distinctions between subject and object (Stein. 1997. 

203). 

4.1.1. Knowledge and Power 

Feminist science does not reject the empincism that underlies positivism: it is in 

fact based on empincal knowledge, because although science is politics. it can produce 

reliable empincal information (Harding, 199 1.308). Feminists use empincal methods to 

look for forms of truth and knowledge. but are trying to develop their own definitions of 

these constructs: Adrienne Rich (1979, 187) argues that there is no such thing ris "the 

truth" or "a truth" becriuse the truth is not one thing or even a system. 

Issues of power and control appear repeatedly in feminist theory. Elizabeth Fee 

( 1986.48) sees power as ~ h e  central issue in critiques of science. with gender king only 

one of a number of "dominant/dorninnted relationships whose intersections must be 

analysed and placed at the centre of feminist politics." The overall idea behind 

knowledge and power is the recognition that there is a need to unlink power and 

knowledge. using knowledge in order to understand nther than manipulate and control. 



And since feminist knowledge is geared to changing the status quo, feminist knowledge 

must be accompanied by the power to cause change. 

The main concem then, is how do we gain (scientific) knowledge given that 

'tmth' and 'reality' are neither fixed nor unitary? According to Stein (1997. 105) 

Feminist knowledg seeks to make sense of the world by recognizing and accepting its 

complexity, its dynarnism. and its ultimate unknowability. The key eiement of feminist 

epistemology here is identifying patterns based on connections between unique entities in 

order CO understand and improve the situation of wornen. 

4. 1.2. Research Methods 

Methods are generally classified as either qualitative or quantitat~ve. the latter 

corresponding to a positivist orientation and the former often related to more inductive 

strategies (Patton. 1990. 39). In general. qualitative methods are most usefui in defrning 

social process by which problems emerge and for suggesting strategic points of 

programmatic intervention to deal with panicular problems. 

It has been xgued that qualitative methods are more suited to the ~oitls of 

feminist research. while quantitative methods are a part and parcel of positivism. While 

this may hold true to some extent. this dichotomization is an oversimplification of the 

situation. Toby Iayantne and hbigail Stewart (1991. 101) feel that: 

"the focus of feminist dialogue on 'methods'. and particufarly on quaiitative 
versus quantitative methods. obscures the more fundamental challenge of 
ferninism to the traditional 'scientific method'. That challenge really questions 
the epistemology, or the theory of knowledge, underlying uaditional science and 
social science. including the notion that science is, or can be. values free." 



Their argument is for the importance of both types of research, and that 

researchers need to match the methods to the questions being asked, and to the goal of 

research. In the case of women, health and empowerment, it seems appropnate to rely 

heavily on qualitative methods, thereby increasing understanding, definin8 the sociai 

process, and suggesung strategic points of intervention. 

Since existing methods have k e n  designed by and for logical positivism. the 

question that arises is whether or not feminists need new methods to reflecr their worid- 

view. While some new methods. mostly qualitative, are being incorporated into women's 

science. variations of traditional methods are dso being used (Stein. 1997. 106). Such 

methods include participatory research. open-ended interviewing. standpoint-denved 

hypothesis. and an acceptance of the 'vaiidity' of the interaction between the researcher 

and the researched (Stein. 1997.706). 

4.2. Research Theory: Feminism and the ISS Approach 

In order to consider a valid and verifiable method to capture the social 

phenomenon under study. this research study will incorporate the [nterprritive Social 

Science theoretical framework that advocates a ferninist perspective. 

Feminist perspectives draw upon feminist theories and politics that explore how 

oender relations in space are mutually structured and tnnsformed. Although there is a 
b 

oreat deal of vatïatiori within this tradition. some cornmon concems include: (ai critical - 
discourses of women's oppression in society, (b) a commitment to situating knowledge to 

the view that interpretations are context-bound and partial, rather than detached and 



universai, and (c) the interconnections between ail aspects of daily Iife. across the sub- 

disciplinary boundaries of economic. social, and cultural geography (Johnston. et. al. 

1996, 192-3). 

Feminist geographers seek to actively explore the divenity of women's 

experiences, and to focus on the significance of geo_mphic context (place) in shaphg 

these experiences (Nast, 1993, 54-55). They have acknowledged that the social 

connectedness of women to othen is carried out in everyday practices that have fostered 

ways of knowing (epistemologies) that are different from those of men. 

The feminist approach becomes a well-intepted part of Interpretive Social 

Science because social life is based on interactions and socially constructed meaning 

systems. For example. the reason for research is to understand and descnbe women's 

actions (See Figure 3 below). Feminist theory describes how patriarchy and power are 

canied through. and potentially transformed by. the body. the mundane. and the 

everyday. emphases that have tnditionally fomed the core of wornen's expenences. 

which in tum have been the focus of feminist scholarship (Nast. 1993.60). 

Feminist methodology is unique in that research strnteges have emerted out of. 

and reflect women's ways of knowing within. the context of patrimhy (Nast. 1993.60). 

This includes the nature of social reality (sexism, patriarchal structures). the women who 

convey and create meanings to make sense of their social worlds. and the value systern 

that is an integal part of their world. situating them in their particular context. 

The Interpretive SociaI Science (ISS) approach is the systematic analysis of 

socidly meaningful action through the direct detailed observation of people in a natural 



setting in order to arrive at understandings and interpretations of how people create and 

maintain their social worlds (Neuman. 1991, 50). Figure 3 provides a sumrnq of the 

key issues of concem within this theoreticai fmework. 

Figure 3: A summary of the Interpretive Social Science Approach 
ppppp  

1. Reason for research 
2. Nature of social reality - 

) senerated and sustained i 
3. An explanation that is tme 1 Resonates or feels right to those who are being ~ 

To understand and describe rneanin_gful social action 1 
Fluid dimensions of a situation created by human 1 
interaction 

3. Xarure of human beings Social beings who create rneaning and who 

i 4, studied ! 
1 6. Good evidence 1s embedded in the context of fluid social 

4. Theory looks like - 
- 1  interactions I 

1 7. Place for values -+( Vdues are an interml pan of social life; no groups' / 

constantly make sense of their worlds , 
A description of how a sgoup's meanin= system is i 

! 1 values rire wrong. only different. i 

Modified h m  Nrurnrin. 199 1.63. 

In relation to this study. the ISS approach is relevant because it provides a 

h e w o r k  for justifying the research methodology for studying low-incorne. urban 

wornen's choices of health cxe  options in an attempt to study rneaningful social action to 

which these women attach subjective rneanins and activity with a purpose. 

This approach holds that social life is based on social interactions and socially 

constructed rneaning systems. People possess an intemally experienced sense of reality. 

The researcher can only understand this by zetting to know their social world and seeing 

it from the point of view of the people bein; studied. This subjective sense of reality is 

crucial for explaining social life (Bleicher, 1980,9). 



[SS is ideogaphic and inductive because it provides a symbolic representation or 

"hick" description of the phenomenon king studied. Such a study is a rich detailed 

portrayai of a social setting that has internai coherence and is rooted in people's everyday 

experiences (Neuman, 199 1.53). 

Evidence about social life, within the parameters of this theory. cannot be isolated 

from the context in which it occurs, or the meanings assiged to it by the social mors 

involved. Facts are seen as fluid and embedded within a meaning system. The facts are 

not impartial. objective, or neutral. ïhey are context-specific actions that depend on the 

interpretations of particular people in a social context. A theory is then true if it makes 

sense to those being studied. and if it allows others to understand the reality as 

experienced by those being studied (Neuman. 199 1.53-54). 

ISS. as understood in the context of this study. provides a feel for another social 

reality and an in-depth view of a social settins by revealing the meanings. values. 

interpretive schemes. and rules of living used by people in their diiily lives. It descnbes 

the informai noms. rules. or conventions used by these people. describing the specific 

individuals, the locations. the activities. and the stntegies used by them. The researcher 

is encounged to reflect upon. re-examine. and analyze personal points of view and 

feelings as a part of the process of studying others. The theory and evidence are 

interwoven within such ideas to mate a unified whole: the concepts and generalizations 

are wedded to their context (Neuman. 199 1,SJ). 



1.3. Summary 

Feminist research has specific goals: the inclusion of women's perspectives and 

the bettement of their lives. Its proponents are Iwking to understand complex and 

dynamic situations. rejecting the concepts of universal tniths and insisting on the 

inclusion of the realities of those who have little or no power. This requires a rethinking 

of the toois and methods of research - focusing on intense observations. involvement. 

and contextualization. 'The rnethodological task has becorne one of aenerating and 

refining more interactive. contextualized methods in the search for patterns and rneanings 

rather than for prediction and control" (Stein, 1997. 126). Thar is one reason why much 

of the literature in the field of feminist research is in the fom of case studies that focus 

on actual feminist inquiry rather than on theory and traditional scientific inquiry. 



CHAPTER 5: The Study Area 

5.l.Tbe Study Area 

5.1.1. Historical Background of Nairobi and urban development 

Frorn small beginnings, Nairobi (Maasai word for 'place of cold water' or 'stream 

which is cold') grew from k i n g  a rest place on the slave route between the intenor of 

East Africa and Mombasa. npidly developing after the mival of the rrtilway. at the turn 

of the century. into the teeming meunpolis with its mass of highways. rnulti-story 

buildings and tangle of bus routes of today. Nairobi's origins date back to the beginning 

of the Kenya-Uganda railway between 1896 and 1898 when the railway rracks were la~d 

from Mombasa to Yairobi by the Uganda Railway Company (Mazrui. 1988.241 ). 

'The Lunatic Line'. as it was cdled. reached the presenc location of Nairobi. an 

approximate halfway mark between Mombasa and Kampala. on 30th May 1899. Offices. 

huts and the first streets spnn- up. shops and small businesses were founded on the plain 

that formed the conversence of Maasai and Kikuyu lands. Within a year Nairobi hrid 

been granted town status. a District Officer was appointed. and people began to pour in a 

steady stream into the already overcrowded temporary railway housing. Such was the 

unprecedented mowth of Nairobi that by 1907 Nairobi had ousted Mombasa as the 

capital of East Africa ~http:llwww.kenyaweb.corn/vnairobil history.html). 

The riulway brought thousands of people with it, The vast majority of the work 

force consisted of imported. cheap. semiskilled laborers from India. supplernented by a 

smalIer group of Africruis. This mobile population tumed the temporary nilway 

headquarters into a more permanent town. The urban conglorneration was sipificantly 



enlarged by the drought in 1898-9, attracting hundreds of Kikuyu and Kamba to the 

railway in the futile hope of employment or food. During these early yem. the colonial 

government was too small to be effective, and the resulting problems of administration. 

housing and feeding now required solutions far beyond the capabilities or resources of 

the Ugandan Railway officiais (http://www.kenyaweb.com/vnairobi/history.html~. 

As a result. the first meeting of the municipal committee, held in July 1901. 

reorganized the location of slums. new buildings and streets. The town was forced to 

comply with approved health regulations, refuse collection initiated and the founding of a 

policing system (http://www.kenyaweb.com/vnairobi/history.html). 

Throuehout its early history Nairobi suffered from the squalid conditions of a 

makeshift town. Little or no drainage was planned in the early years. Housing and 

unemployment provided funher womes in the early 1900s with the filtenng of rural 

Xfricans and Asians laid off from their contrricts. The spatial evolution of its land-use 

zones since 1900 reflected the emergence of an urban city segregated dong nicial and 

economic lines. The arbitrary demarcation of its boundaies since 1900 enabled the 

growth of low standard settlements chancterized by poor housing. dr~inage. and 

inadequate writer supply. al1 contributing to the crention of slum problems (Kahimbara. 

1986. 14). 

Nairobi's segegated and dispersed residential zoning of the exly years made it 

very expensive for the city municipality to provide essential services. and in the years to 

come. empty spaces between such dispersed residential zones encouraged the 

establishment of slums because of a lack of proper land-use control and respect for the 



rights of land-owners (Hailiman & Morgan, 1967). Funherrnore, Nairobi's spatial 

features reflect the dominance of the railways administration. whose low-grade housing 

estates rely mostly on communal water supply points and shared toilet facilities 

(//~~~.kenyaweb.com/vnairobi/history.htrnl). And despite nurnerous problems with 

water supply, drainage, haphazard development, plague outbreaks, Nairobi became the 

capital city in 1930 (Lambs 1994,3). 

Throughout the 1920s and 1930s there was much political unrest" and 

uncontrolled in-migration into the city, but Nairobi continued to g o w  significantly. 

Between 1943 and 1947 Nairobi's population expanded at the phenornenal rate of 17 

percent per annum. inflation reached 400 percent between 1939 and 19.15 while wrtges 

only went up by 100 percent in that period. The ramifications of this were obvious, 

especially to the poor Africrtn who witnessed the reality of living in the cramped 

conditions in the locations of Pumwani and Pangani (http://www.kenyaweb. corrd 

vnairobilhistory.htmI). The resulting atmosphere was that of ineffective needs provision 

to the rnajority of the population. Social conditions had begun to deteriorate in many 

areas of Nairobi and education in the many spheres of political life generated a p w i n g  

awareness of the need for national Independence. 

The cal1 for African representation began with Thuku and ended with Jomo 

Kenyatta's election as the first President of Kenya in 1963. Independent Kenya becarne a 

multi-pmy political state, but frorn 1969 it was a defacro one-pmy stateI6. The decades 

l5 By the end of the First World War. there was evidence of the beginnings of Afncan nationalisrn in Kenya 
~ i t h  the formation of the Hyry Thuku-s Yciung Kikuyu Association. 

The dominant politicai party ECANü (Kenya Afncan National Union) was founded in 1960. 



following Independence gave rise to important legislation, Iarge-scale building works. 

road consuuction and the development of ever-bigger housing estates. if expansion on 

this scale was a result of prosperity. the population growth that it reflected (between 1962 

and 1979 Nairobi's population grew from 266,700 to 800.000) in Nairobi produced its 

own set of problems for the present and for future generations. 

Nairobi is located on the Xthi Plains at an altitude between 5000 and 6000 feet 

above sea level. Nairobi is a mode1 European-type city with extremely high land values 

that have stimulated the emergence and growth of new satellite towns such as Kangemi 

within the city boundary (Xyiemba. 1996. 2). It remains the country's political and 

administrative capital. and the primaq centre of commerce. finance. industry. education 

and communications. Nairobi City Council (NCC) is responsible for the overall 

administration of the city. members of which are al1 elected in the general election 

(iamba. 1994.3). 

5. 1.2. Urban Development in Kenya 

Kenya has one of the highest rates of urbanization in East Africa (United Nations. 

1995. 170). Within the Kenyan urban system. an urban centre is defined as an area with a 

population of 1000 inhabitants or more (Obudho. 1988. 66). The total urban population 

of Kenya. èstimated at 3 million. or 15 percent of the total population. has increrised 

rapidly since independence due to both natunl increase and mral-urban mi_mtion (Good. 

1987.46). XaÏrobi, the cosmopoIitan national capital. is the major city with an estimated 

2.9 million people, or over 72 percent of the total urban population (CL4 World Fact 



Book, 1999). Other important urban centres include Mombasa, the major ocean port for 

Kenya and Uganda, Nakuru, a centre of commercial agriculture in the Rift Valley, 

Kisumu. a growing commercial and indusuial centre on Lake Victoria, and Eldoret, a 

fertile agricultural centre on the Uasin Gishu Plateau West of the Rift Valley (Good, 1987, 

17). 

Current statistics on urban popuiations are difficult to get, namely because sorne 

urban centres do not have defmed boundaries and many mral populations may be 

included within the peri-urban area. Furthemore. there is a strong tendency for ethnic 

rroups in urban areas to recain links with the traditional homelands through circular - 
mi-mtion (Obudho. 1988. 99). However. one of the rnost important indicaiors of the 

extent of urbanization among Kenyans is the degree to which various racial and ethnic 

uoups have rnixed as a resuIt of urbanization (Obudho. 1988. 95). With increasing 
L 

population growth and migration into urban areas. demand for urban infrastructure 

services such as water. sanitation. housing, health services. and schools is well beyond 

the government's capacity to provide them (Tabibzahed. et al. 1989. 115). 

Most of the development planning strategies in Kenya. panicularly heaith care 

services, have been urban-ariented. and the social and physical planning have. in practice. 

been focused on the major urban m a s  (Obudho, 1988. 229). This urban b i s  helps 

explain why most heaith care services are in the I q e r  urban centres of Kenya. In recent 

years. urban areas have continued to consume a high share of the national resources for 

services such as heaith c m .  It is estimttted that 80 percent of the govemment's recurrent 

expenditures for hedth is spent in the three Iargest cities, of Nairobi, Mombasa, and 



Kisumu. Kenyatta National hospital (KNH) in Nairobi, the country's major training and 

referral centre, consumes as much as 25 percent of the Ministry of Health's annual 

budget. Kenyatta Hospital primarily serves residents of Nairobi (about 8 percent of the 

population), plus referrals. in addition to this, approximately 90 percent of al1 doctors 

serve in urban areas. Despite the concentration of biomedical services in such urban 

areas, there is no hard evidence that the urban poor are healthier than their rural 

counierparts (Good. 1987,4647). 

This is of particular importance when discussing the health of urban and rural 

women. Because there are no definite indicators that urban women are better off than 

rural women. the overall assurnption is that urban women must be "healthier" since they 

live in areas that have a higher concentration of health c m  services. However. this 

argument does not indicate that the urban woman is using such services. and for these 

reason this research chose to focus on urban women in Kenya. 

Hedth problems in Kenya's urban centres include communicable diseases. social 

pathologies. and hazards associated with changes in life-styIe (Good. 1987.47). Much il1 

health is linked to the enormous difficulties and lack of success at providjng adequate and 

low-cost housing. safe water. sewage and refuse disposal. appropriate health services. and 

social services to the rapidly expanding populations characrerized by limited emplopent 

opportunities (Good. 1987: Tabibzadeh. et al. 1989). Malnutrition. much as it is 

apparently missing from the official health reports. is aiso a significant urban problem, in 

large part because the poor move into a money-economy and c m  no longer grow the bulk 

of their own food (Good. 1997,47). 



A large proportion of the population in the larger cities of Nairobi and Mombasa 

live in extremely crowded shanties, speculative slum barracks, and other makeshift 

housing that lacks readily accessible safe water and adequate sanitary facilities. In 

Nairobi, for exarnple. large numbers of the urban poor depend on strearns and rivers for 

drinking water. cooking. washing clothes, and persona1 hygiene (Obudho. 1988.72). 

5.13. Econornic Condition of Nairobi 

Nairobi's population growth hm strained the city's resources and its ribility to 

provide infrastructure and services. Per capita investment in infrastructure development 

has decIined since the Iate 1970s. leaving an increasing number of people without access 

to basic services (Govemment of Kenya. 1986). Per cnpita investment in Rater and 

sewer. for exarnple. has declined by a rate of 28 percent per year between 1975/79 and 

1986/57 (Stren, 1991). 

Nairobi's economic position is such that it riccounts for half of Kenya's total 

urban workforce (Kenya. 1985a). Despite its dominant position in the national econorny. 

Nairobi's population gowth exceeds the absorption capacity of its economy. As ri result. 

the overall socio-econornic well being of the residents is actually declining as is retlected 

in the worsening housing situation. increased unemployment and widespread poveny. 

and the inadequacy of basic services. including transport, water. sanitation and health 

care (Lamba. 1994.6). 

Xpproximately half of Nairobi's population is considered employed in either the 

formai or informa1 sector. According to the 198Y83 Urban Household Budget Survey 

(Kenya, 1990~). the majority of workers fell into the low-income category. earning an 



average monthly income of KShs. 1,822 (approximateiy Cdn $40). Low-income levels 

are closely related to other socio-economic indicators such as the nature of employment, 

residential area, skiIl level and access to adequate and safe wacer and sanitary conditions. 

Slum dwellers, for example. will e m  far less than what is reflected in the ag,regate data. 

Studies have shown that about 80 percent of the households eamed less than KShs. 2.000 

per month. Expenditure patterns revealed that 74 percent of earnings of the low-income 

population are spent on consumer goods (food and household items). while the high- 

income populations spend less than 30 percent on the same type of goods (Lrimba. 1994. 

7). For example. a 1991 scudy of women's shelter needs found that almost half (43 

percent) of the households interviewed in Korospcho earned Iess than KShs 1.000 (Cdn $ 

20) per month. It was not uncornmon For people living in this slum m a  to have difficuity 

affording adequate food. and cooking fuel (Lee-Smith. 19931. 

The recent population growth has been at a time of serious economic strignatlon. 

if not reversal. associateci with successive implementation of 'structural adjustment' 

measures. that have reduced private incomes and public revenues (Wallace. 1999. 19). 

The resulting policies fostered by the World Bank and the MF responded to the 

imbalances in the Kenyan economy dunng the Iate 1970s and early 1980s when acute 

economic failures were increasing dnmatically. The policies that were imposed 

attempted to rnitizate the deficits in Kenya's balance of payment. primady by adopting 

measures chat expanded exports. reduced impom, or atherwise attracted foreign 

exchange into a country. According to the definition of 'structural adjustment' by Stein 

(1997), measures to curb a government deficit involve increasing govemment revenue or 



reducing expendirure. These actions involve changes in the structure of the economy. 

Some of the expenditures that are reduced are most often in social programs such as 

education and heaith. in subsidies for food supports and other necessities, and in 

distributional economic programs such as credit availability and govemment employment 

(Stein, 1997, 11). 

However, the adjustment policies were too limiting, oriented towards achieving 

shon-term macroeconornic stability, and therefore. the ovemll impact has been dismal. 

particularly adversely affecting the poor. Table 3 highlights the macroeconornic 

performance of Kenya, in 1990-95, was the worst period out of the 1 s t  3 decades. 

Overall. there has been increased poveny in al1 provinces of Kenya. ünemployment 

remains high fover 60 percent) and there is increasing reIiance on the iarzely irregular 

and ~enerdly srnall incomes that cm be tarned in the informal sector. disproponionately 

by women iMukui. 1994). 

TabIe 3: Kenya's Macroeconomic Performance 1965 - 1995 
j Period GDP Growth 1 Per Capital GDP 1 Growth of j Inflation 
i 
\ i (% per par) ( Growth Private 1 1 
1 1 

I i Consumption I I 
I 

i 1960s I 6.1 I 2.8 i 2.9 1 2.7 1 

I 

Source: hIodified from Klugman. et al. 1999. pp 34. 

The scenario that is becoming predominancly the nom is that of public services 

deterioration as government revenues fail and are divened from the social sectors. As the 



supply of public service provision has k e n  reduced, and even where a service is 

available, its quality has deteriorated as evident in the fewer numbers of books in schools. 

and fewer drugs and medical supplies in the clinics (Gould and Ayiernba, 1996. 15). For 

the poorer households, adjustment policies translate into increasing tax payments on 

economic and social services resulting in reduced government spending on services 

received by the poor. decreased eamings through declines in public ernployrnent and 

official wages. and increased taxes that they pay in the name of reducing deficits. With 

a_ericultural policy, the elimination of food subsidies is one of the major adverse effects 

of structural adjustment policy that disproponionately hun the poor consumer, including 

poor households that are producers of food (Sahn. et al. 1997.7). 

5.2. Poverty and Women 

5. 2.1. Poverty in Kenya 

Bsed on the general litenture and the c o u n t ~ - s  Participatory Poverty 

Assessment (PPA) repon. poverty is a problem that manifests itself in many forms and at 

al1 levels of socrety. and which threatens the very foundations of society. Poveny in 

Kenya appears to be an economic, sociological. psychological and political phenomenon. 

which mnnifests itself in vulnerability. insecurity. isolation. alienation. domination and 

dependence, material deprivation. denial of freedom of choice. and a lack of participation 

and assets (hkayo and Katumanga. 1997.1). 



Kenya experienced no improvement in the incidence of poverty in the 1980s and 

eatly 1990s. In rhis regard. the total number of people Living in absolure pvenyi7 rose 

irom lL.5 million in 1994. to a projected 12.6 million in 1997. Mtogether, rural m a s  

acccunted for about 90 percent of the absolute poor, who were 10.3 miIlion in 1994 and 

were txpected to be 1.3 million in 1997 (Akayo and Katumanga. 1997, 1). This would 

imply that almost hdf of the population of Kenya was unable to consume a required 

minimum of food and essential non-food commodities. 

Poverty is pervasive and widespread arnong socio-economic groups. In this 

connection. the major sctio-economic ,mups amid which the poor are found are fernale- 

headed households (53 percent). subsistence farmers (17 percent}. pastonlists (36 

percent). and pnvate sector workers (31 percent). The landless and refusees make up an 

important component of the absolute poor. but statistics are unavatlable for these gmups 

(Government of Kenya. 1997). 

XIthough poveny in Kenya is predominantly a rural phenornenon. there rippears 

minimal urbanlrural dispririty in the depth of poveny and income (expenditure) 

inequalities. Although urban households seem to fare better chan rural ones in almost alI 

types of poverty. [hey are expected to be more vulnerable than their rural counterparts 

(Ayako and Katumanga. t997. 7). The overdl implication is that poveny in urban m a s  

is considerable and increasing. 

" Persons who e m  a monthIy income of Iess han Kshs: 8ûû Inpproximately Cdn 516). 



5.2.2. Definition and hleasurement of Poverty 

Although there exists no universally accepted index incorponting aII the 

dimensions of poverty. the FGT measure adopted by Foster, Greer and Thorbecke (1984) 

is the most popular indicator of the degree of poveny. This measure comprises head- 

count ratio for the incidence of absolute poverty. poveny Sap ratio for the depth of 

poverty, and the coefficient of variation for the severity of poveny and indication of the 

distribution of inequality in income or expenditure below poveny line (Government of 

Kenya. t 994). 

Based on these principles, poveny can be defined as a multi-dimensional 

phenomenon compnsing economic, political. physiological. and psycholo~ical 

depivation. Its manifestations rire vulnenbility. powerlessness. humiliation. social 

infenority, physical weakness. isolation. lack of assets, and inaccessibility to basic hurnan 

needs. In the circumstances. the poor are a disabled lot who lack land. Iivestock and fm 

equipment. who cannot participate in the political process and provide decent bunal to 

their deceased. who have many mouths to feed but who live in poor houses. and who 

suffer from alcoholism. chiid labour. and insecurity (Ayako and Katumanga. 1997.6). 

5 .23 .  Causes of Poverty in Kenya 

The World Bank (1994) attributed continued poverty in Kenya CO three main 

factors: a Iack of sustained economic growth. inequality and inadequacy in social 

expenditure. and ineffectiveness and inefficiency in food security and nutritional 

interventions. These three factors, however, are spptoms mther than causes of 



continued poverty. According to Ayako and Katumanga (1997). the real causes of 

poverty can be placed into eight categories: dualism, population pressure. state 

superstructure and policy. legal, institutional and resource allocation bias. poor natural 

resource base and mismanagement of the environment. gender biûs. natural cycles and 

disasrers. exploitative intermediaries, and internationd processes. 

Diialism cm be thought of as a drain of resources (in the form of cheap labour and 

n w  materiais) from the rural to urban areas. and eventually to the North. and the 

extraction rind accumuIation of resources by few individuals (Mukui. 1994). Effects of 

this strategy are observable in today's rural poveny and skewed income distribution. 

Both the colonial state rind the new independent o,ovemment have neelected rural 

infrastructure. information. and marketing systems. and as a result. urban socio-economic 

oroups have fared bettet than their niml equivalents. * 

Despite tts decline from -1 to 3.4 percent per annum during the 1980s. the 

population p w t h  rate still exerts enonnous pressure on Kenya's limited and often 

fragile resource base. S i p s  of the population pressure result in smail land-holdings. 

landlessness. encroachment of margnal lands. environmental de-adation. and an 

expanding labour force. The result is open and "disguised" uhan unemployment: open 

employment. estimated at 33 percent (1992). is evidenced by the visibly idle labour force. 

while "disgursed" unemplopent comprises people engaged in part-time activities such 

as hawking. shoe-shinning. and car-washing (Ayako and Katumanoa. 1997, 17). 

Policy, Legal, Institutional and Resource Allocation B i . :  The political faction 

that was in power More the 1992 election was largely made up of "loyalist". that is, 



beneficiaries or servants of the coionid state. As a result of their convol of the 

govemmenr. the independent state could not address key issues such as fair ownership of 

land. Enstead. the few who controlled poiitical power uwned large f m s ,  plantations, and 

ranches in the country. Marty people have no access to land but instead, they subsist on 

thousands of acres as (Ayako w d  Katumanga. 1997.11). 

Official policies, Iaws and institutions have had a built-in bias chat excludes the 

rural poor from the benefics of development. evident in the investments in urban areris. 

ernphasis on crops for expon. pricing policies that favour imported cereals. subsides for 

both expansion of modem sub-sectors. adoption of impon-intensive technology, and 

heavy taxation of export crops erown by srnail f m e r s  (International Fund for 

Agriculturrll Development. 1992). 

Poverty in rural areas is compounded by retrogessive administrative and a=mrinn 

acts that have not only restricred rural cornmunities from organizint themselves in a bid 

to improve their economic lot. but aIso controtled the production. distribution and 

exchangc of agricuiturrtl commodities (Ayako and Katurnanga. 1997. 13)". Independent 

Kenya's policies shifted in the lare 1980s and rarly 1990s putting in place a cost-shriring 

policy as a result of the introduction of Structural Adjustment Progrms. In the middle of 

'' Squatter suggescs an illegal occupier. often uiotenrly rvicted from government holding. or land owned 
bv multinationals or individmls. 
l6 Such acü  inchde rhe kheduled Dirmcr k r  ihc Spcrtal Districts Administration Act. and ihe Outlying 
Districts Act. which authorize confiscation of pmpeny. violate fretdoms of association and movement. 
hinder economic production. and justify violence and mgimIintion (Ayako & htumanp. 1997.13). 



al1 this, indirect taxation systems such as hararnbeesZ0 consistently manipulate the poor to 

pay for the services the govenunent does not provide (Da* Nation. September 1999). 

In relation to heaith, annuai spending per capita deciined from US$ 9.82 

(1980l81) to US$ 6.20 (1996), and the ratio of doctodpatient dropped from 15,600 

(1994) to 1:6.800 in 1996 (Owino, 1997). Today, the state cannot provide 50 percent of 

the total recurrent health expenditure. What is more, existing health facilities continue to 

depreciate as a result of corruption and mismanagement. 

The poor urban dweller cannot enjoy a consistent livelihood because their sources 

of income are constantly desuoyed through forced evictions from shelten. To make 

matters worse. the govemment's allocation of land in siums to individuals has dislocated 

slum life, disrupting their accessibility to health care and education. Furthemore. the 

V a ~ n c y  ~ c t "  has made unemploynent. homelessness and poveny in urban areas 

crimes. stating that such a person should be arrested without ri wamnt and subsequently 

repatriated to the countpside (Ayako and Katurnanga 1997. 15). The widespread 

displacement of the poor not only indicates an absence of mie of law that should protect 

propeny rights and engenders justice for the poor and powerless. but also intensifies 

poveny. In these circumstances. the contention that the urban poor are better off than 

their runl poor is misieading the transitory nature of uhan existence and the inability by 

the urban poor to gain access to constant sources of food and income make the former 

more vuinerable than the latter. 

?D A local community furrdnjsing endavour. 
" A vagant is dcfined as "any person without lawful employmcnt means of subsistencc. fixed abode. 
begging in the streets, living in a v e n n h  shop or unoccupied buiIding" (Apko and Katumanga. 1997. 
15). 



Kenya is vulnerable to nuîuruf cycles and disasrers, specifically devastating 

droughts that have fed to fluctuations in food and water supply. These fluctuations affect 

both the rural and urban poor whose borrowing of food dnves them into deeper poverty 

because they have to eventuaily pay off such accurnulated debts (Ayako and Katumanga. 

1997. 1 3 .  

Gender bi', rooted in the country's culturai and echnic traditions. has 

discriminated rigainst wornen. denying them access ro land, credit. inputs. agrÏcuItura1 

extension. and training. In addition, traditional division of labour overburdens women 

who have CO spend time and expend energy on domestic chores. such as fetching water 

and fuel. and marketing (Ayako and Katumanga, t 997, t 5 ) .  

Erploitati~e Intermedtanes such as moneytenders. traders. co-opentive societies. 

and marketing boards. exploit Kenya's rural poor. The result is rhat the poor hardIy get 

the worth of their output and are rendered Iandless when their Iand is riuctioned in ri bid to 

recover debts (Ayako & Katumanga. 1997. 16). 

Intemaiional Processes such as unfavounble prices for products and 

protectionism by developed countries limiting access to international markets are some of 

the international factors affect@ the poor. especiall y the cxpon producing smal1hoIders. 

indirect international factors that reduce the pemment ' s  ability to readdress poverty 

include the mounting debt-sewtcing obligations resultin_o from the rising cost of 

international detit, the decline in international capital for poveny alleviation projects and 

prognms, and the massive inflow of refugees into the countq as a result of poiitical 

insrabiiity and civil stnfe in neighbouring countries (Ayako and Katumanga. 1997, 16). 



Kenya is a country of poor naiunaf resource base. and although Iand is Kenya's 

key natural resource, only 40 percent of it is arable: of the arable land, onIy 20 percent is 

of hi$ and medium potential. The remainder 60 percent of the country's Iand is and and 

semi-arid and only suited to pastordism. The limited natural resource base circumscribes 

efforts to alleviate poverty. As a result of population pressure in the high and medium 

potential areas, people have encroached on the margnal lands and. engaghg in 

inappropriate agicultural activities and using inappropriate technoiogies. have degraded 

the environment. This de-gadation that restricts the expansion of cultivnted area and 

increased productivity lunher limits the country's scope for poverty alleviation (Ayako 

and Katumanga. 1997, 16). 

5.2.4. tVomen in C'rban Centres of Kenya 

Though a large colonial city like Nairobi remained as an uea of gender 

imbalrince. increasing numbers of women mi-ted rnto urban centres during the earIy 

part of the twentieth century. The forma1 jobs open to wornen were exrremely limited. 

but women came inio rhese areas retaining their hold in  petty trade. marketing produce 

and prepared food. brewing beer. and selling various combinations of domestic and 

sexual services. Where the size of the white settler population crerited a p a t e r  demand 

for domestic labour that black men could fiII. women look in those jobs. mninly as ayl t s  

(children's nurses) in many pans of Kenya (Berser. 1999.36). 

AS the fernale population in towns began to increase. so did concerns of both 

coloniaI officids and African male authorities. although sometimes for different reasons. 

Since many women who mipted to cities were delibentety escaping the conuol of 



husbands. elders. or fathers, they sou@ urban relationships that left them some degree of 

flexibility. thus involving themselves in short term informal "mamags" (Berger. 1999, 

37). This was al1 during the period when colonial authonties were mahng new and 

concerted efforts to curb unrestricted urban developrnent for reasons of health. cnme. and 

social control, and so this une~pected influx of women into urban centres dernanded 

constraint. Thus. Nairobi officials, in the name of health. drove Afncan prostitutes from 

the streets. 

As larger numbers of women rnoved into Nairobi and other towns. the urban 

demographic imbalance began to shift towards more equal proportions. Some new 

formal female jobs in the wage econorny b e y  to open up. but the vast mqority of 

women continued to work casually and independently as petty traders. beer brewen. and 

prostitutes. despite the nsks involved in brewing in pmicular (Bereer. 1999.45). Thcse 

wornen who crime to settIe in Nairobi during the early yem of the city's formation faced 

several difficulties. Domestic service. the only formal fernale occupation in many white 

settler towns. was the lowest. most exploited of d l  urban jobs. otien requiring ri live-in 

cornmitrnent that was difficult to combine with caring for one's family (Parpart and 

Sticher. 1988. 11). During the Ernergency of 1952 to 1956. women were ernployed in 

industries such as processing food and tobacco. and at manufacturing ciothing, but once 

the men came back. wornen ceaed to be part of local industrial employment (Bereer. 

1992.10). 

A more negative experience of wornen's mi-gation into cities w u  the attitude of 

coloniai authorities that associated this rnovement to towns with prostitution, venereai 



disease, adultery, alcoholism, divorce and hi$ illegitimacy rates. To these officiais, the 

increrising female independence and the great number of female-headed households was 

an indication of moral and social ills. One response to this was legal restrictions and 

educational efforts aimed to alter the moral and social climate of women's lives. 

pnmarily through education (Berger, 1999.46). 

Eventually. the numbers of girls attending schools began to increase. but boys still 

continued to outnumber them by a substantial margin (Berger. 1999.47). Most attempts 

at formai education for girls reinforced traditional female roles in the home. thus a heavy 

emphasis on domestic science. 

Independence did lead to more widespread female education at al1 levels as the 

new _oovernment's responded to insistent demands for improved educattonal 

opponunities for wornen. But the tendency for development projecrs to accept the 

eltisting sexual division of labour as unalterable. or to aggravate this division of labour. 

meanc there was little transformation occumng in the lives of most poor urban women 

(Bereer. 1999. 20). The attainment of independence in 1963 no more solved the 

problems of women than it did the other pressing dilemmas of poveny and economic 

dependency within the capitalist world. 

The sttuation of urban wornen has altered little since the 1960s. either 

economically (industrial and commercial capital is still controlled Iargely by men who 

dominate the productton process) or in terms of negative attitudes towards wornen that 

blame them for the "comption" of family life and view them soleIy as mothers and 

wives whose sexuality should be controlIed within the farnily (Berger. 1999. 52). For 



most urban women, the need for independent sources of income still remains the main 

fact of life (Daily Nation, September 1999). These women continue doing casual labour 

and performing multiple activities in order to survive. 

The changes affecting women in the last two decades due to urbanization has had 

ambiguous consequences. The expansion of schooling for girls has increased the number 

of educated professional women. Yet most women enter stereotypically female fields. 

and some. while claiming independence and an aversion to mmiage. have adopted 

lifestyles that are heavily dependent on male resources. Increase in wage employment for 

women. for example, has been mainly in domestic service (Berger. 1999. 52): a low- 

payinz position characterized by extreme vuherability and weak bqaining rights. in 

addition to tlme constraints that create tremendous tension between women's roles as 

mothers and as wri, ue emers. 

What officiais seem to ignore is the fact that women are engaging in any income 

zenerating activity because there are fewer "legitimate" options available to them. As the 

most vulnemble member-s of Society. poor women in Nairobi have become easy tarzets 

for overzealous campaisns against prostitution. vagancy. unlicensed trading, md beer 

brewing (Dail! ~Vution. September 1999). 

Because Independence has brought to Kenya contlicting demands for 

'modernization' and for the preservation of 'tradition'. we see sevenl ambiguities of 

family policy and attitudes towards family planning. Most women continue to have large 

families as part of their emotional and econornic well-being, and contraception remains a 

contentious issue. Mariage refom and attitudes, for example, often combine efforts at 



increasing women's rights, but with a reluctance to upset customs perceived as 

'traditional'. such as polygyny. Some studies have suggested that such contradictions in 

legislation may increase the tendency of some women to prefer single motherhood to the 

constraints of marriage (Berger, 1999, 53). Some laws clearly work against women's 

bettement, such as the 1969 Iaw that voted to annul an act that required men to 

contribute to the support of illegitimate children (KWEC, 1999). 

Regardless of their marginalized situation, many women have struggled both 

individually and collectively against poverty. an ambivalent social position. and the 

expectation of subservience to men. Wornen have collectively voiced rheir objection 

towards 'traditional' women's rotes. protesting to the deference towards men and the 

hard physical labour demmded of them (Berger. 1999, 55-56). Beer brewers in Nairobi 

have formed organizations and informal networks to rissist their activities and. 

occasionally. to invest their funds coIIectiveIy, this solidarity pnmarily based on their 

sense of marginalization arising from the iIIeeal nature of their activities, 

The 1990s have brought both new chalIengs and new opportunities for urban 

women in Kenya. While the continuing spread of AIDS. the effects and mandates of 

structural adjustment pro-mms. and periodic crisis such as drought threaten women's 

economic position. and often their Iives. the continent-wide push for democmtizrition is 

opening up new possibilities for action. With the restontion of multi-party politics in 

1991, for example. women's organizations irnmediately launched campaigns to educate 

women on democntic participation (Berger. 1999, 61). A vxiety of dynamic women's 

oroups have addressed and brou@ fonvard issues such as labour exploitation, npe. and - 



domestic violence. While women have been Ieft behind in most formal shifts in 

economic and educational opportunities, they have stmggled independently in urban 

settings in order to support themselves and their children. They have shown a remarkable 

ability throughout the last century both to adapt and suuggle in response to difficult 

conditions. ïhis  individual and collective resilience is criticai to reconstnicting sender 

relations in the future. 

5.3. The Health Care System and Demographics 

5.3.1. The Health Care System in Kenya 

As a developing nation with a considerable colonid history. Kenya has long been 

in  contact with Western medicine. dating from the work of the Church Missionary 

Society in the early yem of the last century. The first hospitals in Kenya were 

established by the British colonial government that promored the çreation of medical 

centres for the control of major infectious diseases (Beck. 198 1-43). These ex l y  medical 

centres laid the foundation for the development of many of the later provincial and 

district hospitals (Meck. 197 1.16). This Western rnedical intervention influenced by the 

attitudes of the colonial powers remained a legacy even after independence in 1963 

(Diesfeld and Hecklau, 1978: Joseph and Phillips. 1984). 

Since independence. the health care system hris remained influenced by overseas- 

tnined professionals. This is a common picture in many developing countries as they are 

usualIy unable to provide sufficient training facilities or personnel for their own needs 

(Joseph and Phillips, 1983, 31). UntiI 1969. the administration and running of basic 

health services was the responsibility of local authorities, that is. at the district and sub- 



distnct level. but due to considerable expansion of facilities from 1970. the cenual 

government and the Minisu-y of Health took over the mnning of basic heaIth services, 

narnely the hospitals. health-centres, and clinics (Nelson. 1983,J-5). 

The health care system in Kenya is classified as public health care. which 

provides hospital and curative care primarily in the nid areas, missionary healt!! c m .  

and pnvate health care services for which there is a fee. The National Eospital Insurance 

Fund (NHIF) and the National (Voluntary) Hospital Insurance Fund are Kenya's limited 

national health scheme. administered under the supervision of the Ministry of Health. 

This is financed by a flat-rate contribution from employee eamines of more that KSH 

1000 per month - approx. Cdn S 70 (Wa Gethruga and Williams. 1987. 106). 

The Ministry of Health is responsible for the medical and health standards of the 

nation and issues the corresponding directives. A11 Central Govemment medical and 

health services are administered and maintained by the Ministry. The M i n i s t ~  also 

assists private organizations with financial subsidies and administrative and technical 

advice (Meck. 1971. 40; Buseh. 1993. 35)- Figure 4 shows the health c x e  hierarchy in 

Kenya from the central level to the district Ievel. and the type of health care systems. 

Medical units run by the Ministq. the pnvate sector. and voluncary agencies crin 

be divided into 3 main categories. The hospirals comprise generril and special hospitals. 

The geneml hospitals are catered for in Nairobi. and on the provincial and district level. 

They differ widely in their equipment and staffing. The central hospitzil of Nairobi 

(Kenyatta National Hospital) is modem and has research and training facilities. 



Figure 4: The health care hierarchy in Kenya 

Political Level 1 Mnistrv of Health 1 
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The provincial hospirals also offer training t'acilities t'or sub-professional staff and 

possibilities for reseah. A health-centre is considered a "key element tn heaIth services 



for non-urban areas" (Kenya Development Plan, 1970-1973). Such a service provides and 

coordinates preventative, promotive and curative services at home, village, or cornmunir y 

level. The dispensary is defined as a srnall ch i c .  sometimes in the forrn of a mobile unit, 

providing regular. basic curative services to outpatients (Meck. 1971,47). 

Information on hedth in Kenya is hampered by the lack of any meaningful trends. 

apm frorn in-patienttout-patient ratios in some selected hedth institutions. A study by 

Anker and Knowles (1980) observed that life expectancy at b i ~ h  was significantly lower 

in areas where disease (such as maiaria. AIDS, and tuberculosis) is more prevaient. 

particularIy in Nyanza Province and Western Province, thereforr indicatin: that averaze 

data can often mask inegularities between regions. 

The difficulties in coiltcting health statistics make it necessxy to gain some 

impression by means of so-called "input" indicators, such as the number of hertlth 

centres. dispensaries. doctors. nurses. midwives. etc. Although the trends have shown an 

overall increase. the distriburion of heahh facilities remains regiondl y inequitable Ivan 

Der Hoeven. 1988. 151. Differences between urban and rural arem rernriins high. 2nd 

attention is stilI given predominantiy ro curative rather than preventative services. despite 

dominrince of environment-related diseases (Buseh. 1993. 39). The health service 

infrastructure in Kenya is fair1 y p d .  especirill y when compared to Uganda or Trinzania. 

but it suffen from urban-niml and reeional imbaiance. as well as shortage of auxiliaries 

and medicd personnel at al1 levels (Nelson. 1983. 2). .As a result of hi$ population 

m w t h .  there have k e n  the usual environmental pressures on housing, sanitation. and + 

water supply in seved  urban areas and consequent health problems. 



The philosophical and suuctud changes that must occur to move Kenya towards 

the World Heaith Organization target of "Heaith for Al1 by the Year 1000 will not 

materialize (World Health Forum. L998). Kenya's officia1 biomedical system. which is 

heavily patronized by the minonty who have regular access to it. is still hospital-based. 

doctor-and technology-dependent. and profession-oriente& the roots of this system are 

enuenched in the early colonial period. Because it h a s  become so resource consuming, in 

terms of both physical infrastructure and expensive labour, it is not a sustainable system 

within the limits imposed by Kenya's demopphic growth and budgetin? capabilities 

(Good. 1987.67). 

5.3.2. The Range of HeaIth Care Options in Kenya 

Figure 5 is representative of the range of the 12. thenpeutic options rivailable in 

Kenya (Good. 1987). but are not meant to be inciusive of al1 the strategies that rnay be 

availablc: to individual Kenyans. Most case studies reveal that people resort to a wide 

variety of combinations of stntegtes in their quest for healing (Good, 1987. 62) .  For 

example. in theory. one could assume that pesons living in urban areas will have direct 

access to ail. or at least most. of the strategies shown in Figure 5. In contrast. rural folk 

have a much n m w e r  nnge of options from which to choose. unless they are willing to 

travel and absorb the related expenses to obtain heaith services they prefer. 



Figure 5: The range of therapeutic options in Kenya 
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Source: ModifIed from Good. 1987.61. 

In order to document low-income women's access to pnmary health m e  in  urban 

Kenya. it  is important to recoyize these various thenpeutic options available to them. 

and their reasoning behind certain choies they make regardino health care. In urban 

Kenya, it is often assumed that women have equal access to pnmary heaIth cme services. 

but the limitations of the many existing instituttonalized heaith care services are their 

Mure to eniist community participation and the fact that they are not Iinked IO other 

services. such as education. or social planning (Hetzel. 1978: Good. 1987). 

The thenpeutic options are divided into three basic "spheres": The traditional. 

non-biomedical nnge of options, the biomedical nnge of options. and the popular culture 



sector which represents self-treaunent and home remedies. There is a wide range of non- 

biomedicai options available to Kenyans, including the traditional medicai practirioners 

{referred to as waganga in Swahili), the non-African specialisr (such as the Indian or 

Arab herbalists), the niarker herbalists, the commercial fon~merellers and asrrologers. 

and the spiriruai healers from independent churches (Good, 1987.6 1). 

Little attention is paid to the rradirional medical secror and its linkages to the 

biomedical sector. However, particularly in reference to urban areas. traditionaily based 

healing occupies a major position in social and cconomic life. In addition. urban areas in 

Kenya are key locations where tnditional medicine is growing and adaptin: in response 

ro population growth and the need of a society undergoing cultunl conflict and social 

change (Good. 1987.6 1; Obudho. 1988). 

The popidar culture secror of health care is where illness is first perceived and 

acted upon. either by individuals directly or with the assistance of their close associates. 

Althoueh it is not a main focus. it  is essential to recognize that the popular sector is 

t>picaIIy the first form of action for the Kenyan population (Good. 1987. 60). The 

popular sector is also the link between the various strategies that tozether comprise the 

potential range of therapies found in the local ethnomedical systern (Good. 1987. 60). 

The "sign$canr orhers" in the Iay community play a vmed but often central rnediating 

mle in the process of choosing and evaluating thenpeutic options for il1 persons (Good. 

1987.62). 

The Cenval Govemment. through the Ministry of Health. has the prima. 

responsibility for biomedical services. b mission-based services are also of &sat  



significance. particularly in nid mas, while private docrors tend to locate their 

"surgeries" and clinics primaily in the Larger town or cities (Good, 1987: Wa Gethaiga & 

Williams. 1987). The provincial and district hospitals that are supported by Central 

Govemrnent are seen as refeml points for the health centres and dispensaries that form 

the main infrastructure of "rural health services" (Good. 1987.65). 

Kenya also has numerous pnvare volrintary organi,-arions (PVO's) that provide 

health services. These inciude agencies such as The family Planning Associarion. Saint 

John's Ambulance Society. and Kenya Society for the Blind. The Xfrican Medical and 

Research Foundation (.X\IREF) is arnong the largest PVO's in Kenya. AMREF's 

programs are generally desrgned to complement and provide research support for the 

rovemrnent's health programS. The East African Flying Doctor Service. founded in - 
1957. is perhaps the best known of AMREF's functions. strengthening the rural and 

primary health services (Good. 1987.68). 

In most towns in Kenya. cheniisrs (pharniocisrsj perform imponant roles that 

ovcrlap with biomedical and popular sectors. They serve as primriry consultcints for the 

sick who often wish to rtvoid the cost or inconvenience of visiting a doctor or an 

outpatient ch ic .  They $ve advice about sickness and prescnbe and seil drugs (Good. 

1987.68-69). 

Marpal .  self-styled. and unscrupulous pnctitioners who operate on the fringes 

of both biomedical and traditional healing are also an increasingly important force within 

the spectrum of thenpeutic options in Kenya Xttncted by the opportunity for financial 

gain from vulnerable persons desirous of "modem", quick cures. these "biish doctors". 



or "back-srreer docrors " and "bus-stop dispensers" f o m  the range of fnnge pracririoners 

(Good, 1987.69). 

There is an increasing emphasis on the definition of health in a broader sense, 

rather than on the traditional perspective, which focused on specific medically diagnosed 

diseases. The interpretation of health now k ing  adopted reflects the definition propsed 

by the World Health Organization, which suggests that health is complete mental and 

physical well being, rather than just the absence of disease (Johnston, et all. 1996, 242). 

Healrh care cm be interpreted quite broadly to include a range of care intended to 

prornote good health. prevent illness and mat  people who have become ill. Health care 

is often viewed as cornprising both prima. healrh care services (provided in community- 

based clinics or in people's homes) and secondafi and rrrrictp senk-rs (which are 

usually hospital based). However health c m  mriy also be taken to include both 

'informal' care. provided by non-professionals such as relatives. neighbours and friends. 

and self-help (Johnston. et al. L996.242). 

The term 'primary heaith cares as defined by the World Health Organtzrition 

(WHO) denotes the provision of comprehensive health care at a local level: 

Primary health care is taken to mean a health care approach that inteptes at the 
community level al1 elements necessq to make an impact upon the herilth status 
of the people. Such an approach is an i n t e p l  part of the national health care 
system. It is an expression or response to the fundamental human needs of how 
can a person know of. and be assisted in the actions required to live a healthy life. 
and where a person can go if hdshe needs relief from pain and suffering. X 
response to such needs musr be a series of simple and effective mesures in terms 
of cost. technique and organization. which are easily accessible to the people in 
need and which assist in irnproving the living conditions of individuals. families 
and communities, These include preventative. promotive, curative and 
rehabilitative health mesures and cornmunity activities. (World Health Report, 
3-4, 1998). 



Such a definition of health care ernbraces the emphasis on community 

participation, contrasting with existing public hedth services by its emphasis on the 

periphery rather than on centrai planning and organization of 'venicd services' (Z&us, 

1997, 14). In a study by Djukanovic and Mach (1975). it was argued that the Fa t e r  the 

participation of the community in the development of primary health care services. the 

greater the motivation to riccept and use these services. Funhennore. with greater 

acceptance and use of such services, there was less need for expensive curative care 

(Hetzel. 1987.4). 

S. 3.3. Demograp hic and Health Characte ristics 

Early estimates put Nairobi's population at over 1 1.000 by 190 1. As tndicated in 

Table 4. by the tirne of the first census in 1948 it wris estimated that the city's popuiation 

was 1 18.794. 

Table 4: Nairobi's Area and Pooulation. 1901-1999 
1 Y e u  1 Area (km') 1 Population , 

8 

1 1979 1 684 1 827.775 1 
1 1989 1 1.332.570 1 I 

/ 1999 Xpproximatel y 1.9 I 

1 I million l 
L L 

Source: Modi tied from Lamba. 1494.4. 



After independence in 1963, the population of Nairobi p w  rapidly, and was over half a 

million people by 1969. By the 1989 census, Kenya's population was 21.4 million, and 

Nairobi's population was 1.35 million, or 6.3 percent of the total population (Lamba, 

1994. 4). It was estimated that Nairobi's population at the time of the August 1999 

National Census was about 1.9 million (Dail! Narion. September 1999). 

Since the first national census, itç highest population growth rate of 8.93 percent 

annually was recorded between t962 - 1969 (Ayiernba. 1996.3). Between the period 

1979 - 1989 the city's annual growth rate was 5.5 percent. compared to a national growth 

rate of 3.1 percent and a total urban growth rate of 7.7 percent (Larnba. 1994.45). 

As indicated in Figure 6. Nairobi covers a total area of 684 square km. 114 sq. km 

of which is the Nairobi National Park. locared within the city boundary. Taking this into 

consideration. the average density of the inhabitable m a  of the city is 2.600-persondsq. 

km (Larnba, 1994. 4). However. densities within the city vary greatly: hieh-income 

locations have average densities rangmg from 300 to 1.100-people/sq. km.. while low- 

income areas have densities as hi$ as 33.000-to 43.000-people/sq. km. These Iow- 

income. rnainly slum areas. also experience high rinnual growth rates far above the city's 

average. nn@n_o between 5 and 7 percent annually (Development Solutions for Africa. 

1992). These infonnal settlements are growing faster than the rest of the city because 

they are home to new migrants from rural mas. In addition. severe economtc hardships 

during the last decade have likely forced increasing numbers of people to live in infonnal 

settlements who othenvise might have been abtt to afford better housing (Lamba, 1994. 

4-5). (See Table 5). 





1 

Source: bloditied from Llimbû. 1994.6. 

Table 5: Selected Slum Areas in Nairobi 

The demo-mphic impact of rural-urban mi-mtion is registered in Nairobi's age- 

sex pynmid. According to a 1999 C M  World Factbook. the city's population is 

youthful; the age-group O to 14 years represents 33 percent of the total city population. 

with rhe 15 to 64 age group being 54 percent. and 65 years and over being only 3 percent. 

Residential a r e s  are predominantly made up of the four main ethnic groups: Kikuyu. 

Luo. Luhya and Kamba (Ayiemba. 1996.5). 

Although the fenility rate is still high in Nairobi. it has been gadually declining 

and is much lower than that of other provinces in Kenya (Lee-Smith. 1994. 12). For 

Kenya ris a whole. the average fenility rate is 3.58 children bodwoman (CI.& World 

Factbook. 1999 estimates). However. the analysis of the Cnide Binh Rate (CBR) based 

on the city council vital registration statistics does not accuntely reveal a trend in fenility 

levels larzely due to under-registration of births (Ayiemba, 1996. 3). Analysis based on 

mean births per woman indicated an upward trend of fenility levels between 1969 - 1979. 

However. by 1989 there was a decline in fertility. and the estimated Total Fertility Rate 

(TFR) for Nairobi fell from 4.6 to 3.4. Accordin_e to the 1993 Kenya demo-gaphic Health 

Sub-location ( Area (km') Population (1992) 
147,258 
63,140 

Ki bera 
Huruma 

Population density (1992) 
49.086 
63.140 

3 
1 



Survey (KDHS), about 45.4 percent of wornen in the city were using some method of 

contraception (Kenya Govemment, 1993). 

Nairobi remains the principd focus of the national migration system. attracting 

migrants for jobs and a wider range and bener quality services than are available in most 

rural areas (Gould. 1990). While some of the natural increase and migntional growth has 

been in new suburbs. poor quatity services and infrastmcture and over-crowded housing 

in poorly serviced areas are common. 

Although housing density data is incomplete. it is estimated that over half of 

Nairobi's population lives in informa1 settlements such as slums and squatter settlements. 

and these occupy only 5.84 percent of residential land. In such slum areris there rire 

somettmes 15 people sharing a room. often several families toeether and up to 80 percent 

of households in such areas have onty one room for al1 household activities (Jones. 1995. 

3 1 ) .  

5.3.5. Health and Lifestyles of the Urban Poor 

Nairobi's high population gowth rate has contributed to the current spati'al 

patterns of urban sprawl and slum settlement with the ciiy and on tts penphe~ .  These 

slums rire characterized by poor conditions of shelter. lack of basic infrastructure such as 

water supply. sanitation. education. and heaIth facilittes (Kunzum and Mwinria. 1991. 

13). Consequently. high levels of over-crowding in such settlements are associated with 

the spread of communicable diseases such as cholera. meningitis. tuberculosis. and 

others. It is further observed that the mi-ption Iink-s between Nairobi and malarial 

zones in Kenya have been responsibie for the importation of malaria into the city. 



Migration. therefore. has contributed to the deterioration of urban health in Nairobi 

(Ayiemba, 1996,6). 

Malaria is frequently reponed, but the diagnoses are not usuaIly confimed by 

laboratory tests, Fevers of any kind tend to be attributed to malaria (by medical 

practitioners as well as patients themselves), so the real incidence in Nairobi and its 

slums is unknown (Larnba. 1994, 24). For the city as a whole. upper respiratory tract 

infections/illnesses are the most commonly reponed outpatient disorders. followed by 

dianhoea, malaria, accidents. and skin disorder. Other common ailments include eye 

infections. rheumatisrn/joint pains, gonorrhoea. accidents/fractures, and intestinal womis 

Development Solutions for Africa. 1992). 

Research indicates that the urban poor have a different health profile in terms of 

mortality and morbidity in relation to other heaith groups2. For example. in a study done 

in Manilla. the infant monality rate (IMR) for the whole city was 76/1000 compared to 

210i1000 in Tondo. a squatter area (Harpham and Stephens. 199 1.62). 

The children in slum rueas are frequently ill: a report from Ai'REF i 1997) 

reported that Nairobi slum children under the age of five have an averase of 1 1  episodes 

of diarrhea. Findings from another study reported that 63 to 76 percent of mothers had a 

child who was sick within the previous two weeks of the survey. The main ailments were 

acute respiratop infections. diarrhea and worm infestation. The study also checked the 

nutritional status of children and found that 30 percent of the children were undenveight 

" Sevenl studies have also provided a ctear picture of the intra-urban differentids in numuonal s r n u .  
with povrer groups being at a distinct disadvantap in nutritional t e m .  



for their age. One-third of the children were nutritionally stunted (low height for age) 

(Mbungu, 1992). 

Undoubtedly, the high incidence of diarrhoea, worm infestation. and skin 

disorders is related to poor santtary conditions. Respiratory disorden are more readily 

transrnitted in the overcrowded and poorly ventilated conditions of the slums. [t is very 

clear that the environrnent of the slurns is hazardous to health, and so it rnakes sense that 

the rnost irnponant and effective health intervention would be to improve the 

infrastructure and services in the slums. particularly in relation to sanitation (iamba. 

1994.24). 

Studies repeatedly cite relationships between the poor health of children and the 

mother's level of education. her incorne. and how often she takes her child to a medical 

clinic. The emphasis on mothers reflects the reality thnt childrenring responsibilities fail 

overwhelrningly on women. and such information does help to identify interventions rhat 

might improve child health. White such interventions are benefictal. it ignores the 

father's role (or potential roIe) in the care of children. and in so doing. subtly absolves 

thern of this responsibility (Lamba. 1994. 15). There were no examples in the litenture 

cornparing child morbidity. nutritionai status, or other child health indicators with the 

father's level of education. knowledge of appmpriate veatrnents for illnesses (e-_o.. 

diarrhea). or any of the numerous factors used to describe mothers. This remains 

problernatic because in spite of the f x t  that a man is present in the household. he is 

assumed to be the head. regardless of the actual division of responsibilities within the 

household (Lamba. 1994.25). For such reasons, in addition to paying more attention to 



men's responsibilities. health and environrnent interventions rnust be planned so as not to 

place disproponionate dernands on women. 

Most efforts to improve health have focused on health care delivery systerns and 

especially on curative services. Nairobi has over 170 public and ptivate health care 

facilities, ranging fmm single purpose clinics to full service hospitals. Together, NGOs 

and NCC (Nairobi City Council) are the main providers of health services to Nairobi's 

poor and low-incorne residents. But  the slurns rernain under-serviced (Larnba. 1993.24). 

NGOs such as UNICEF. Frimily Planning International Assistance (FPIA), and 

African Medical and Research Foundation (AMREF) have a strong presence in the slurn 

areas. providing a variety of cornmunity based services. sorne of which are integrated 

pro,onms cornbining health care with other activities such as incorne seneration projects. 

education. and empowement. These goups are the major providers of irnrnunization 

and nutnrional programs. and materna] and child healthlfamily planninz services. NGOs 

are an important pan of the health care sector. but even the combined services of NCC 

and NGO providen cannot meet the health ne& of the poor. pmicularly in light of the 

senous lack cf primary heath care in sIurns mas (Lamba. 1994.23). 

Despite the presence of both NCC and NGOs. there are serious limitations. NCC 

facilities are typically over-crowded and understaffed and they expenence chronic 

shortases of medical supplies. dmgs. and equipment. niese constraints advenely affect 

the quality of care provided to Nairobi's poorest dweliers. At the same time. NGO 

facilities rnay have lirnited hours of opention. rniikrng it difficult for sorne people to use 

them, or they may offer only specialized and lirnited services. The quality of care is 



considered adequate, but the facilities are uneveniy distnbuted. so many areas continue to 

be under-served (Larnba, 1994, 14). Considering that approximately 50 percent of 

Nairobi's poor Iive in unplanned informal settlements, the lifestyles of the urban poor 

reflect a history of neglect and maidevelopment that dates back to the city's early years 

when there was little provision of housing for the African population (Larnba. 1993.21). 

Nairobi's informai settlements are nearly as old as the city. The histoq of Kibera. 

for example. dates back to 1912 when the colonial govemment allowed Sudanese Yubian 

soldiers. who had served with the Kings African Rifles, to settle in the ma.  Their 

residency was never secure because the _oovemment reserved the right fo reclaim the land 

at any tirne and thus allowed only semi-permanent structures. Although this senlements' 

future has never k e n  certain. it has continued to grow. attracting new residents. From a 

population of about 10.000 in 1970 (Kungum and Mwima. 1991). it is estimated that 

147.000 people Iive there today. 

As in the case of most large slum areas in Nairobi. %ben is divided into self- 

defined villages. each with a local chief and other community leaders. There is no such 

thing as a typical slum village because each develops its own social. economic. ethnic 

and political characteristics. Studies show that there is ri wide range of incomes and 

sipificant variations in other social indicators within and between slum villages (Lamb% 

1994.22). 

A major problem within the slums has to do with land ownership. There is Iittie 

or no data avaihble on who owns the slums, but it is known that some land occupied by 

squatters is privately owned. Other land is publicly held. either by the centni 



oovernrnent or the city (Larnba, 1994,22). The predorninant scenario, however, is that of - 
illegal landlords (who may not live in the slurns themselves) who collect rent from illegd 

tenants (Kiarnba. 1988). The village chiefs and eiders within the slums allocate land and 

the prices to be paid for the plots. Since the slurns are illegal, authorities recognize 

neither the allocations nor the ownership of plots. However. this process is a functioning 

systern and the only planning systern in place for most informai settlements (Lamba. 

1994.22: Kiragu. 1999). 

In absence of any formal recognition or a legal system allowing ownenhip or 

some kind of security of tenure, tenants and landlords can never be entirely confident that 

they will not be forced out at some point in their occupation. This insecurity hnher 

limits incentives and restricts residents' abilities to improve structures and 

neighbourhoods. 

Unsanitq conditions. over-crowding, substandard buildings. unsafe or 

inadequate water supplies. poor drainage. and deficient sswage and waste disposai 

chanctenze Nairobi's slums. They are often located on undestrable land. especialIy on 

flood plains. steep slopes. or near hazardous or noxious industrial activity ( h b a .  1994. 

12). Houses are usually built in rows with only nmow paths between them. Floors may 

be dirt or cernent. and the walls made of any combination of metal sheets. flattened cans. 

tirnber. cardboard. plastic sheets. mud and wattle - whatever is rivailable and affordable. 

Corrugrirecf imn sheets are the most comrnon type of roofing. 

The vast rnajorities of slum households rent their dwellings (80-90 percent in 

rnost slum villages) and occupy a single rwrn. Roorns of 10 by 10 feet to 12 by 12 feet 



accommodate households of 3-5 people. in some cases. a single room may accommodate 

as many as ten people, which is accomplished by sub-lettinp beds for an agreed nurnber 

of hours per day (Kunguru and Mwiraria, 1991). Few families have any krtchen 

facilities. and rnost cook with kerosene and charcoal in the same room that is used for 

living and sleeping (Larnba. 1994,22). 

A study of the basic needs and the affordability of food in four of Nairobi's slums 

found that on average only 16 percent of the structures were made of permanent rnaterinls 

(stone. brick, or cement blocks). Other buildings can be descnbed as crowded and prone 

to fire hazards. Households averaging four persons occupy an average of 1.1 rooms. 

Eighty percent of the households live in only one room. 85 percent are rentes and 70 

percent of the households reponed having incomes of less than KShs 1.000 (1992 US 

$61) per month. Oniy J percent of the households had their own supply of piped water. 

while 75 percent had to purchase their water from vendors or landlords. The remaining 

II percent had access to water from a public tap (Kenya Consumers Organization. 1992). 

The Xairobi City Council (NCC) is responsible t'or the city's infrastmcture and 

services like water supply. sewer and drainage systems. roads, refuse disposd. and hedth 

care. Wilh few exceptions and apart from water connections. NCC has never provided 

services in the slums (Kiamba. 1988). The fear has always been that providine services 

would confer legitimacy to their existence and the argument hris k e n  thrtt the city 

administration has no mandate to service illegally settled areas. But in not providine 

services. the city neglects its duty to serve al1 its citizens regardless of their circumstances 

or living conditions (Lamba 1994,21). The slums may be illegal. but the people are not, 



Another issue chat is of concern dates  to information availability on informal 

settlements in Nairobi. There is no systematic collection of data on the socio-economic 

or environmental conditions of Nairobi or its sturns. In many instances, the data needed 

simply do not exist, or the relevant information has been derived frorn outdated 

population statistics. or inferred from limited studies and repons. The Ministry of Health 

has a Health Information Section (HIS) that collects, analyzes and repons health srntiscics 

for al1 health care providers in Kenya. The only information available for Nairobi is 1989 

outpatient rnorbidity. and onIy 73 percent of the total nurnber of health care facilittes 

submitted repons and this data was not dis-aggegated by sex or age. In addition. the 

W C  Public Health Deprirtmenc has its own information system. Both the NCC and HIS 

data systerns suffer from severe limitacions in terrns of reponing. analysis and usefulness 

of data. The only specific information available on the health of slurn dwellers cornes 

from select cornmunity studies that focus primariIy on child health (hrnba. 1994.21-15). 

Most of the demographic data available is usually in the forrn of srnali scale 

cornrnunity studies. often cmied out in prepantion for ri project or done as project 

evaluation (Larnba, 1994.22). These cornrnunity studies are lirnited in scope and mainly 

depict materna1 and child health or fertility and farnily planning. Yet, despite chese 

limitations. cornrnunity studies offer the best information and insizhts avalable on 

Nairobi's slurns. The main problems that chancterize the urban poor relate to issues 

conceming water. sanitation. and garbage or waste disposal. and these are the key 

concems that will be discussed. 



5.35. Supply and Demand of Water 

Nairobi obtains most of its municipal water supply €rom the Sasumua Dam north 

of the city and Chmia Rivet to the nonheast while Kikuyu Springs and the Ruiru 

Reservoir suppry smaIIer amounts (Lamba, 1994. 27). Borehotes also provide a 

considerable amount of water for Nairobi. however, there is no reliable data on the extent 

to which ~pundwater is being extracted. Hotels, industry, low-density residential and 

@cultural areas of the city rely almost exclusively on such wells (Lamba. 1994.17). 

The increasing city population and associated socio-economic activities are a 

stnin on avalable resources in the region. Table 6 below shows the histonc and 

projected future demands for Nairobi, The total demand in 198.5. for enample. was 

estirnated at 203.000 cubic meters per day. and by 1995. the demand wris txpected to be 

327.000 rn5/day. growing at a rate of 5 percent per year. 

Domesric (residential) water demand accounts for most of the water supplied 

through the municipal sysrem. about 60-63 percent. This is foilowed by the commercial 

sector i 15-16 percent). the central Sovernment ( 11-L2. percent). indusu-y (8-iO percent) 

and Nairobi City Council itself (2-3 percent) i h b a .  1994.18). What is clear. however. 

is the disproportionace use of water within the cicy. High-income residential areas. that 

represent 12 percent of the population. use 30 percent of the water suppIy* Low-incorne 

mas. on the other hand. make up 64 percent of the population and consume 35 percent of 

the domestxc supply. Naimbi's average per capita consumption of water is about 90 

literdday. but per capita consumption in highdensity areas is over 200 Iitedday. while 

in low-tncome areas it i s  only 20 literdday (Lambs 1994.28). 



Table 6: Nairobi Water Demand Projections 

r Category 1 Ebtoric 1 Historic Projected / Projected 1 

1 Water Consumption 1 I I 1 I 

- 

1 la75 
Total Po~ulation 1 73.000 

1985 
1.L63.000 

(000's) m3/day 
Domestic 
Commercial 
Industrial 

1995 1 2010 
1 .950.000 ! 3.860.000 

Public 
Total Consumption 
Unaccounted 

X serious problem in Nairobi is what is known as "unaccounted for" water 

49.6 1 81.1 
13.9 1 20.6 
9.1 1 11.9 

I 
1 Total Demand 

(Lamba. 1994. 29). This is water for whtch the city reccives no revenue. most of which 

I I l 
93.8 203.2 ! 326.7 1 745.8 I 

is wasted through leakags and pipe bursrs in the system, ovefflows in the reservoirs. and 

167.5 
35.2 

7 1.6 
596.7 
139.2 l 

8 -2 
78.1 
15.7 

Source: Modit'ed From Lamba. 1994.3. 

unmetered and illegal connections, some of which is used for fire fighting and cleaning 

337.3 
84.7 

treatment works. This is common in every city. but this unaccounted rate is exceptionally 

28.8 1 63.5 
17.5 
132.1 
71.1 

high in Nairobi: in 1985, such losses were esrimated at JO percent (Stren. 1989). In 

29.9 
16 1.4 
65 4 

addition to a loss of revenue. water Ie&a_res and pipe bursts act as points through which 

the water supply can be poliuted. 

The 1983 Urban Housing Survey reponed that 42 percent of households have a 

private source of water, while 39 percent obtain their water from communal sources 

(GOK. 1983). However. studies in informai senlements show that the number of 

households with a private tap is negligible. and the ovedl supply is far €rom adequate. 

Access to clean and safe water in slurns is an important determinant of health of 



households, An inadequate piped water system results in the use of alternative, 

unreliable. and unsafe sources of water. 

Almost 75 percent of households purchse water frorn a vendor, which is a risin_o 

problem because vendors charge exorbitant rates, so that residenrs pay dmost 10 times 

the Iegal rate of water (UNICEF, 1989). This high cost of water lirnits consurnption. 

affecting personal hygiene and increasing the risk of infection and disexe. In addition to 

low water consurnption. methods used for drawing stored water can lead to 

contamination and risk of diseue. When people cannot afford the pnce. they dnw water 

from nearby streams and riven that are more than often polluted (Kunguru and 

Mwirxia. 1991). 

in addition to obtaining water from communal points and vendors. a 1988 survey 

found that informai settlements aiso get water from roof carchrnents. open sewer drains. 

and nearby polluted streams. The choice of water is dependent on so many factors, such 

as distance. time of &y. cost. &y of the week. the weather. the use to which water is to 

be put. and the 3ge and sex of the person available to fetch the warer. Rivers and streams 

are used for bathing and washing. Water frorn open sewers and streams is added to emh 

to make mud and wattle housing stmctures (Mairun 1988). hevitably. these sources of 

water and their use ultirnately affect health outcornes. 

5.3.6. Waste Water and Sanitation 

As cities consume rnore water. they also produce rnore wastewater, which 

includes sewage, sullage/_py water, water used for domestic purposes. and commercid 



and indusmal waste water. About 80 percent of the water consumed ends up as 

wastewater (Kenya, 1985). More people in the city have access to water services than to 

waste water disposai services (Larnba, 1994, 30). Overall. sanitation facilities faIl shon 

of the need in Nairobi. Sewer facilities are over-baded. poorly maintained. and both 

treated and untreated wastewater emitted into watenvays has become a serious source of 

pollution (Dailv Nation, September, 1999). 

Sanitation and waste disposa1 generate severe pmblerns for slum areris. Studies 

done on several slum areas in Nairobi by AMREF have found that many comrnunities 

had only one pit latrine for every 19 households. However this varied within viilages. 

with a nnee of 8-80 households per pit latnne (AMREF. 19911. The situation has been 

oettlng worse as more people move into these areas and landlords remove latrines to - 
mrtke space for more rental rooms. Latrines were found to be filthy, inaccessibie. offered 

lrttle pnvricy. and are genenlly considered unsafe to use. especially at nighr. The report 

also found that the residents were exposed to industrial runoff that seeped into open 

drainage mnnin~ through the siums. 

The majority of the pic latrines found in low-income rueas are mainly the 

unvenrilated type. They are poorIy maintained and are usually constructed dose to 

houses due to space Iimits (Lamba, 1994, 3 1 ). Such humnn waste thrit is in and around 

these pit latrines contaminates the environment posing senous herilth concerns. especially 

for children. The environment is foui srnelling, decornposttion is occumng, and these 

areas are infected with Ries and worms. Communal toilets are dso a problem becriuse 

they are often points where people are attacked by thugs (Maian. 1988). This wouid 



imply that actual usage of such communal faciiities is far less than what is theorericdly 

assumed: the mere presence of a communal toilet is one thing and its usage is another. 

5.3.7. The Carbage Problem 

Residential waste in many sium areas is often disposed of on the gound and into 

open drains. polluting the irnmediate areas and eventudly the waterways. Solid wastes 

(garbage) are dumped in open drains that eventudly accumulate and overfiow to 

surrounding areas. Stagation often occurs when such garûage impedes the flow of 

water, providing breeding =munds for flies, mosquitces. rats. and other disease carriers. 

.As with other service provision. solid waste management is the responsibility of 

the Nairobi City Council (NCC). i-iowever. there is evidently an overflow of garbage al1 

over the city of Nairobi. Garbage often sits for weeks in bins and piles before i t is 

collected. In the poorest sections of the city. garbage is virtually never collected! What 

is even more depressing is that rhis situation has been a problem for decades. and instead 

= wotse. of getting better. i t  is gettin= 

Poor garbage collection is only part of the p b a g e  problem. Much of the garbase 

is durnped in uncontrolled open durnpsiies. such ris abandoned pathways and alleys. In 

addition to this. the city has no sanitary landfilis and no facilities for processing 

hazardous wastes. Garbqe sorting is done informally. by the very poor. who look for 

reusable or saleable items and who work ar their own risk. .A few NGOs have started 

recycling pro-orruns. but the scope for such efforts is limited. The city itself does not 



sponsor any recycling pro_ms.  nor does it have any system of waste separation or 

provisions to avoid contamination problems (Lamba, 1994.32). 

By most estimates. the city councii manages to collect only 20-25 percent of 

garbage genented in the city. Private garbage fim serve the affluent neighborhoods and 

the commercial and indusuial areas of the city. When garbage in the iow income areas 

fails to be "collected". people find other ways to dispose of it; buming and illegril 

dumping are the more common dtematives. In the slum m a s  of Nairobi. garbag is 

seldom collected partly due to the kick of roads. although this ne&ence mainly retlects 

the attitude of the NCC that it is not responsible for services in what it considers illegal 

settlements. 

Xnother part of the p h a g e  problem is chat the city does not have enough garbage 

trucks to collect the refuse. and is not able to keep its existing fleet in working order 

(Dail! Narion. September 1999). In 1989. only 10 of the city's fleet of 10 collection 

trucks were on the road (Stren. 1992). Trucks often sit idle due to a lack of spare parts or 

skilled mechanics to repair them. One of the main obstacles to improving this situation is 

that NCC has consistently favored conventional (and expensive) methods of refuse 

collection relying on imported equiprnent. and rarely considering alternative methods and 

low cost technologies and equiprnent. In 1992. the NCC discussed ri plan to use 

pushcarts for collection in some areas flamba. 1994. 34). but to date this idea has not 

been implemented. Pushcarts apperir to be a good alternative because they are 

inexpensive to make. can be made Iocdly. and cari easily reach slum m a s  with no formal 

ma&. 



The environmental implications of poor waste disposal cm be very serious and 

far-reaching. Since most of the garbage left to decompose in residential areas is organic, 

the process of decomposition is mostly anaerobic, and piles of waste emit fou1 smells and 

act as breeding grounds for insects and rodents. This rotting garbage is often found close 

CO food king sold at small kiosks, markets. butcheries and restaurants. ag,pvating an 

already senous environmentai health problem (Lamba. 1993. 35). Contaminates that 

make their way into rivers are transponed over long distances. often poilutin, P water 

supplies for people downstream. Large quantities of earth and debtis from the 

construction and quarrying are dumped in open spaces that scar the landscape and impede 

the natunl flow of drainage. These disposals of emh funher cause unseen drtnprs by 

their exposure to rain and sediment deposition into watenvays (Lrimba. 1994. 35). 

Clearly, poor waste management in Nairobi poses a serious problem that is escalriting 

unless effective mesures are put to place. 



CHAPï'ER 6: Results and Findings 

6.1. Respondent's general profile 

This sections looks at a generai overview of the respondents. and unless 

specificaily mentioned, the total sample size is always 60 (n=60). 

A. Demographics 

As seen in Figure 7 below, the ages of the respondents ranged from 18 to 57 

years, with the mode failing in the 30 to 39 year age group. The average age was about 

34.35 years. As this study was a purposeful sample, it was interesting to see that the 

rang of ages follows a more or less bell-curve. including the ages of Young ridults to 

older women. 

Figure 7: Respondents' age categories 
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As indicated in Figure 8 below. the majotity of the women at the time of the 

interview were mamed (or common Iaw) with a spouse present (533 percent). The 

remainder of the wornen were without a spouse, althou$ over half of these women 



adrnitted to having a sexual partner. Of these women, 20 percent were widowed with 

their ages ranging anywhere from 27 to 57 years of age. The single. never manied 

women represented 15 percent of the sarnple size and women separated represented I l  

percent. None of the women claimed to be IegalIy divorced at the tirne of the interview. 

Figure 8: Respondents' marital status 
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Ul divorcedtseparated 

I widowed 

From Figure 9 below. it was somewhat surprising to see that many widowed 

tvomen were very young in age. For example, one would not expect to see so many 

widowed wornen between the ases of 27 and JO. It was also surprising to see that a few 

women in their 30s were not married, considering there is a stigma attriched to never- 

mamed wornen in ,4frican society. 



Figure 9: Respondent's age and marital stahis 

m m o  n o o  
A A  M A  A A  

a>O43QX33C]DOJEDO QI 

* 4 **+ 4 

I i  20 15 30 35 40 35 50 55 60 

Resopndents' Age ( y s )  

p~ ~ - 

single, never married 
O marriedkommon law 
A divorced/separated 
O widowed 

Note: Some symbis rcpresenr clustcrr. 

The majority of the women (36 percent) interviewed were of Kikuyu descent. the 

largest ethnic group in Kenya. fo1lowed by Luhyii (17 percent). Luo (16 percent). 

Xknmba (6 percent). and the remaining 5 percent included 3 women who were Mem. 

Nuhian. and Kisii. 

D. Religion and Education 

1 w s  interested in exploring reli_oion and education and their potentid impact on 

women's basic hedth. knowledge of health cim. and access to heaith c m .  All the 

women claimed to be affiliated to a religious sect, wtth the majority beine Christian (98 

percent). OF this g o u p .  60 percent belonted to a Protestant faction. while 38 percent 

were CathoIic. The remaining 2 percent represented the I woman interviewed who was 3 

Yubian Muslim. Since a IittIe more chan a third of the wornen were CathoIic. it is 

possible chat their use of contraception. for example, was lower. 



As indicated in Figure 10, over haIf of the women (n=35) interviewed had some 

level of primary education (grade L to 8). However, only 15 out of the 35 women, or 25 

percent, actually completed prirnary schooi. Similarly, only 8 women (13 percent) 

completed secondary schooi. indicating that dropout rates continue to remain high. 

Figure 10: Respondenîs' level of education 
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Low levels of education impact other spheres of women's lives such rts 

employment. contraceptive use. knowledge of nutrition and self-medication. It wouId be 

interesting to see if low levels of education play a role in the women's overiII welf-besns 

ris has been documented from other studies where women with low education suffer from 

poor health and health related behaviour. 

6.1, Respondents' residential information 

From Figure 11. the majority of the women had mi-mted into Kansemi from a 

rural area (59 percent) and 18 percent had mi-mted from another urban area. Sinse only 

23 percent of the women were actudly born in Kangemi, this indicates that rural to urban 

migration, as well as urban to urban migration, remains a strong force behind the choices 



wornen make to mi-mte towards centres that offer more perceived opportunity than their 

source area. In addition, people are rnoving from other residential areas in Nairobi to 

slum areas such as Kangemi due to the higher rents elsewhere and the staggering 

economc situation in Kangemi (KWEC, 1995). Since rents are much cheaper in 

Langerni. it is likely that rnany residents will remain there for long periods of time" 

Figure 11: Respondents' residential birthplace 

1 U i l  Born in Kangerni H Rural xen H Urban area 1 

In ternis of the status of the women's living quarten. Figure 13 illustntes thrit 

most women were renting their dwellings (82 percent), while 10 percent claimed to own 

the house (belonged to a househoid mernber). and 8 percent of women were occupying a 

house or plot of land on which they built a house illegaily. These wornen f e n d  rvicrion 

most of the tirne. and thus were the least likely to invest in upgnding or renovating their 

houses. For those women who were renters. they were prirnarily responsibie for the 

upkeep of their own house as well as of the sumundings around their houses because 

landlords m l y  took responsibility for their property. The most common scenano for 

?3 As indicated by s CBO worker in Kangcmi. 



these women was the instability of renting because they had few or no rights as  tenants. 

Clearly many women who were rentes had very little conuol over their irnmediate 

environment; they were subject to rent increment~'~, they had no say as far as allowing 

other rentes in their compound who might threaten their safety3. and were responsible 

for many duties that were traditionally the duty of the landlord. In addition to rhis, 

women felt it was their responsibility to maintain drainage gutters dunng the rainy season 

and to clean the communal latrines. Al1 these conditions added to the women's problems. 

Figure 12: Respondents' status of living quarters 

Owned Rented Illegal occupation 

The average rental property costs about KShs 1.073.00 (or Cdn 522). although some 

women paid rent as hizh as KShs 2.700.00 (Cdn 5 54) per month. While there rire some 

11 Many wornen expressed the frustration that landlords could increase the rent as much as 50 percent in a 
rnonth. aliowing the wornen iinle or no opportunity to earn the extra money nerded. In addition to this. 
some women tek this was blatant hruassment. sornething they could do noting about as tenants. " Some women claimed that they we umble to voice their concem about tenants who were clearly a bad 
rnfiuence in their compounds. and such individmls included pmstitutes and young men who were 
perceiveci as king a bad influence because of their "immoral" behaviors (Respondent # 020). By this. the 
respondent mant bad habits such as alcohol consumption. promiscuous behavior. etc. 



Iandowners who have title deeds over land. the predominant scenario is that of illegal 

landlords, so many of the women are not protected by law as tenants. As indicated in 

the questionnaire. the women were asked to identify some of the advantages, as welI as 

the disadvantages. of their housing location and Tables 7 and 8 represent the various 

responses identified by the women. The logic behind this son of questioning was to 

attempt to understand the kind of living conditions that may or may not affect the 

women's perception of their situation, as well as to see if it had any implication on their 

ovedl  well king. For example. sevenl women idenrified the fact that they did not pay 

rent as an advantage of their residence. however, this "advantage** was a source of 

constant stress and pressure because of the fear of eviction. This did have an impact on 

the quality of their residence cas indicated earlier). a well as the woman's peace of mind 

because she lacked a saie and stable housing unit. 

Almost half of the women (45 percent) said that they perceived their current 

residence as advantageous because they had access to water (Table 7). However. this 

m e s s  was rnainly in the form of communal taps in their residences. Srifety. 

accessibility. proximity to place of work. good neighbours. and clean compounds were 

seen as the most important positive features of the women's current place of residence. 

Seven women (or 17 percent) did not see any advantages of their present housing 

location. and the majority of these women claimed to be occupyin_o a piece of land 

i llegall y. AS good sanitation facilities and spacious compounds are not characteristicall y 

associated with slum areas, they were a luxury for oniy a few individuals. 



Table 7: Advantages of present housing location 

Positive features 

Most important Positive features: 
Xccess to water 
Good securitylfeels safe 
Accessible (roadtpath) 
Near place of work 
Good neighbours 
Clean compound 

Other Important Positive Features: 
Affordable rent 
Does not pay rent 
Xvailability of electricity 
Xvailability of jobshusiness 
Near schools 
House/compound not overcrowded 
Good landlord 
Good sanitation 

Table 8 represents the respondent's responses when asked to identify the 

disadvantriges associated with their current place of residence. Most women (45 percent) 

identtfied poor or no access ro water while other key issues that emerged were a Irick of 

security (unsafe areris in terms of crime and Frequent theft). overcrowded rooms and 

housing compounds. poor or no saniiation and oarbage disposai facilities, and no access 

to. or ntioning of. electricity. OnIy 3 women (5 percent) said that their present housing 

location wris not easily accessibie to a medical facility in terms of distance. Nine women 

(15 percent) said that they did not perceive their current housing location as 

disadvantageous. but as indicated by one respondent. this may not be an indication of 



satisfaction with housing location, rather "relative" satisfaction in light of their overall 

situation. 

"Cornpared ro my neighbours. 1 have ro s q  rhar I do not see any problems ivirlt 
where I live. I have access ro a [comntnnal] rap and because orrr roilers are 
alivays locked. we can only access rhem by obraining a key j h m  rhe landlord. 
This r vq  we know rhar the roilers will be sornewhar cieaner rizan in orher 
comportnds. However. if 1 had a choice and made more money 1 would like to 
niove inro a betrer residenrial area... " (Respondent # 012) 

Table 8: Disadvantages of present housing location 
-- 

Negative features 

Most Important Negative Features: 
Xolpoor access to water 
No securityfunsafe area 
Overcrowded rooms/compound 
Nolpoor sanitation 
Garbage problemsldirty m a  
Nolrationinrg of electricity 
Rent is too high' 

Other Important Negative Features: 
Poor roadpath access 
Poorly constmcted houses 
Fear eviction 
Badlhosti le neighbours 
No medical access 
Uncooperative landlord 
.Alcohol brewing in nei_ohbourhood 

lnctudes rem incrernents 

Many of the women's houses Iacked proper ventilation and were Iocated close to 

garbage heaps. On average, most households consisted of just one room. and the 

sleeping. cooking, and living were dl done in that room. affording Iittle or no privacy to 

individuals: this was an overcrowding of essentiai living space. Clearly, housing location 



and related issues of overcrowding and overall hygiene will affect the women's 

perception of their health, as well as the health of their families. This became more 

obvious when the women were asked to identify some solutions that could better their 

curent health status. in Table 8 women clearly point to the fact that a cleaner 

environment (personal space and surrounding homes). that is less crowded. and homes 

that are well maintained (a responsibility of the [andIord towards his tenants) will impact 

their overall hedth. As one respondent said, 

" Wonten in Kangemi are concemed aboitr the lack of' cluunliness in tltr villoges 
and hoir. ir negativeiy impacts oitr healrh .... 1 feel rliur \rqe need ro conte rogerlier 
und solve t h  problem. becairse only then con we uchieve rlir lrvrl of Iiecilrl~ 
needed " I  Respondent # 01 9) 

While most women in many slum areas share sevenl of these srievances. 

Kaneemi is a better-served community than most slum or squatter rireris in Kenya 

(Lamba. 1997. i2). However. as indicated in this study. most women still have no or 

poor access to very basic necessities such as water. electricity. sanitation. and security al! 

of which impact their o v e ~ I l  weil-beins. Issues of cleaniiness and phage dispasai 

remain an unsolved issue for the women. While the women attempt to manage their own 

homes. landlords and city council continue to neglect such communities. 

Safety issues were a big concern for the women. Theft and harassment by men 

were serious problems for the women, especially because paths. and communal toilets 

were poorly lit. making these target sites for thugs. Taken altogecher. dl these issues 

were worrîsome for the women. who, in addition to strug_oling in an impovenshed 



environment. now had the added burden of a lack of very basic necessities chat could help 

lessen their problems. 

"Kangemi is not a good place ro live and bring up children. I do nor make a lot 
of money and rny rent is e.rpensive...I have no peace of mind because 1 have ru 
w o p  abotir cleaning the garbage around my house, spending a lof of rime lining 
trp for water, and 1 am always worried for mine and my cizildren's safeg." 
(Respondent # 04) 

Another related issue is the number of individuals living in one household unit. 

From Figure 13. the average household consisted of 6 individuals. The tendency in this 

comrnunity was to have large households. a problem for women who were the sole 

incorne eamers of the household. As indicated in the pie illustration, almost 50 percent 

of women interviewed had between 5 to 7 people living in one household. This is highly 

problematic since many of these households consist of only one or two roorns. further 

contributing to overcrowded living accommodations. and poor health in the long term. 

Figure 13: Number of individuals living in a household 

I Numbers in Household 



When the respondents were asked to identify their household expenses, the 

purchase of food represeiited the largest household expense (Figure 14). However. 

ag,gegate data frorn this chart conceds the fact that many households did not have 

adequate nutrition sirnply because they could not afford to buy enough food. Altogether. 

women spent a small portion on buying water and electricity (7 percent) and health c m  

(6 percent). For the woman who eamed KShs 1500 (Cdn $30) a month. that averaged 

KShs 600 on food. which translated to Kshs 20 (Cdn 0.40) a day in food expenditure. To 

make sense of the situation, it costs on average about KShs 15 (Cdn $0.30) for ri loaf 

bread in Nairobi today. How then was she supposed to nm her household. pay for health 

care. and bring up her children on such scanty earnings? 

Figure 14: Respondents' average house hold expenses 

When risked which individuals conuibuted rnoney toward her household. 

approximately half of the wornen interviewed (46 percent) said that they were the sole 

income earners in the household (Table 9). This portion of women could be considered 



to represent "female household heads" in tems of econornics. Slightly under hdf of 

these women had a spouse present, indicating that even women with a partner were 

primary, if not the exclusive, contributors of household income. 

Table 9: Percentage of households by source of monetary contributions to the 
househoid 

Type of contributor Percentage 

Female headed households who were solitary contributors 
Households with male spouseslpmners who contribute 
Households with children who contribute 
Households with siblings who contribute 
Households with parents who contribute 

In 28 percent of the smple. spouses (or partners) contributed to the household incorne; 

this figure is rather stanling considering that 50 percent of the entire sample consisted of 

women livin: with a spouselpartner. Evidently. the very few male-partner contributors 

towards the househoid indicated some level of irresponsibility towards ovenll household 

coping striteges. While some women said that their husbands' (or panners') were not 

employed at the time OF the interview. the ovemil picture is that many men seern to be 

opting out of contributing towards the household. Contributions by a child (or chiidren) 

represented 19 percent. and very few sibiings and parents of the respondents were able to 

contribute money towxds the households. As one respondent said. 

" M y  earnings go into Iooking afier rhe home. feeding the children and pqing the 
rent. 1 cannor expect my frrfiband to help orit. rinless 1 do not make any mon?. 
He spends his monei, on alcohol and orher things that nzake him happy." 
(Respondent # 004) 



When we consider the issue of the women's residential and household 

information in its totality, particularly in terms of their incorne. income contribution to 

the household. household structure and location. and household expenses, it is evident 

that a majority of the women are particululy vulnerable to infrequent and spomdic events 

that diminish their monetary capacity towards caring for thernselves as well as their 

households. This point is further ernphasized in the next section when we consider the 

women's employment information. 

6.3. Respondents' employment inf~rmation 

A. Employrnent status 

Frorn Figure 15. it  is evident that there is a similar representation in al! four 

employment categories. The l ~ e s t  categol represented women enzaged in wage 

employment (28 percent). indicative of those who got paid a more or less monthly salriry 

from an employer. The next category of women did csual work (or sometimes referred 

to as informal employment). chancterised as those types of work that are not permanent, 

and are irregular odd jobs that women spent a lot of time looking for. Such jobs included 

dornestic work as house servants. washing clothes for neighbours, digging. and 

commercial sex work. Fourteen respondents (23 percent) claimed to be unemployed 

currently and in the month previous to the interview. and women who claimed !Q be self- 

employed (22 percent) were those women who were market sellers. owned kiosks. or 

sold cooked food to labourers. 



Figure 15: Respondents' employment status 

Wage employment l Self employed ilii Unemployed l Casual work 

1 was interested in finding out whether the women's level of educational 

attainment affected their incorne earning potential. Figure 16 below compares the Ievels 

of education with type of employment. One would expect that the higher the educational 

attainment. the -axer  the potential for making money. usually indicated by the nature 

and stability of one's income genenting activity. wage employment being most stable. 

However. this is not that apparent. There is only a marginrilly significînt correlation 

between Ievel of education and employment status. Women with no education to higher 

Figure 16: Individual respondent educational attainment and employment 
status 
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levels of education (_=de 10 and upward) were engaged in wage and self-employment 

activities. The only anomaly was the women who were "unemployed" at the time of the 

interview because these were the women who had some level of education between 

grades 5 to 10. While this sample size is too small €rom which to generace trends. it 

would be interestmg in future studies to further explore the issue of level of education 

(and skill) and the nature of women's employment activities. 

B. Income level and stability of income 

The nature of one's employment activities affects the income generation potential 

for each woman. From Fisure 17, the ranges of personai income (as indicative of earning 

of month previous to interview) were from no income (13 women) to smrill amounts of 

KShs: 200.00 (Cdn S 4) to 9000.00 (Cdn 5 180) per rnonth. The average wage eamed 

was about KShs 1770 (Cdn % 34.3, and the mode range of income was between KShs 1 

Figure 17: Respondents' income level (in Whs) 
(approximately KShs 50 = Cdn 5 1) 



and KShs 1499 per month. While some women appeared to earn reasonable incomes. 

they might still be impoverished due to factors such as large families, lack of assets and 

poor living conditions. In addition, self-employed women would be forced to invest 

some of their eamings back into their micro enterprises. 

As one would expect. the type of income generating activity impacts the income 

genenting capacity for the women. As indicated in Figure 18. women who did casual 

work were within the low-income bncket. eaming less chan KShs 1.500 (Cdn $50) per 

month. 

Figure 18: Income levels and nature of women's employment 
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The one woman who eamed the most money was engaged in wage employment; 

however, in seneral. wage employment salaies were stilf low for many women. 

Therefore. irrespective of the women's employment status. eaming potentials were Iow 

for ail 3 categones. but relatively lower for those engaged in causal types of employment. 

While it appeared that some women were above the country's absolute poverty line. in 

tems of actual stability of income ("did this amount equal an avense arnount for every 



month?), most women (78 percent) said their sources of income were not stable. When 

we consider the nature of the women's employment activities, and their potential eming  

capabilities. it becomes clear that for most women their monthly income was not stable in 

terms of actual amounts expected. 

As previously mentioned, the type of income genenting activity (or activities) 

affects the stability of the women's economic contribution to the household. If we 

consider the information obtained from the section on wornen's residenrial data. it  is quite 

conceivable that many of these women are indeed vulnerabie based on the fact that they 

are unable (for whatever reason) to secure for themselves a stable and conducive 

residential and working environment. The vulnerability of the househoids becornes clzar 

in types of responses genented when the wornen were asked about what they did cut 

back on when the? were shon of money (Table 10). This kind of question allowed 

Table 10: When short of money, what do you cut back on? 

Items cut back on Frequency Percentage ( CI,)  

Necessi ties Food 42 
Rent 14 
School fzes I I  
Health care spending 9 
Cooking fuel 7 
Household items 6 
Transponation costs 1 
Buyin, o water 3 
Buying clothes 1 

Other Does not cut back, but relies on 22 
debîhorrowing 

Buying food on credit 10 
Skippinghubstituting meals 1 O 
Just sits and waits - 3 



wornen to identify several possible responses. Most women (70 percent) said they cut 

Sack on food, whiie others resoned to skipping meals (usually lunch for dinner) or 

substituting one meal for another (eating less protein and more starch). 

Cutting back on basic necessities such as food, water. health care, school fees, and 

clothes are sobering responses that highlight the precarious situation that slum women are 

in. An interesting response when asked the question "what do you cut back on when 

short of money?" was that 37 percent of the women said they relied on borrowing money 

(increasing their debt) when short of money. While this does not evidently signify 

"cutting back per Say, it does. however. indicate a type of response that is used by the 

women in coping with their situation. This response was one that was also echoed in the 

section under household coping strategies. As indicated by one respondent. 

"When tintes art. hard und 1 huw lirrle ntoney ro ntn nzy iioiise wirtt. I rc and 
iticrrase niy debr by borrowingfi-ont fnends or raking an advance on ni! salac. 1 
rn m rnrrch us 1 can nor ro crrr down on spending nron- on essenrial rltings like 
food and btiying rvarer because crtrring back on rhese rhings can inipact rire hralrh 
of mu children, and rhat is somrrirtng 1 will re ru overconie. " (Rrsponclenr # 006) 

6.1. Household coping strategies 

One of the major objectives of this study was to identify some of the women's 

coping strate_eies in li,oht of their impoverished situation in Kanzemi slums. Household 

coping strategies are one way of identifying those mesures that the women are triking in 

order to survive their daily hardships. As indicated in Table LI. the most obvious 

response to the question -'what are your household coping strategies" was doing other 

casual jobs whenever it was possible. Twenty-five women (or 42 percent) resorted to 



Table 11: Respondents' household coping strategies 

Frequency Percentage (% ) 

Monetary Relies on her jobhusiness 
Relies on debtlloans 
Money from husbandlpartner 
Famil y members assist hefl 
Salary advance 
Women's meny-go-round 

contributions 

Other Does casual jobs" 
Skippinglsubstitutin meals' 
Srnall business from home 
Children are sponsored 
Borrowing household items 

frorn friends 
Working for her landlord 
Young children work' 
Buying second-hand clothes 

1 XIother. uncle. and sister. 
" Washing clothes. digging trenches/gardens. braiding hair. srlling fruits and vegetables. and selling 

cooked food to labourers. 
$ Eating kss rneat and rnrlk. eating pomdge instead of bread and butter. etc. Xlso relying on firewood. 

Fed by BIG hvice a week. and school fees paid by Upendo Unit. 
; Help çoilect plastic bags and newspapers to sell. 

this form of coping that enabled them to provide for themselvss and their households 

when tirnes were hard. Once again. this points to the fact that many wornen do not have 

monetary security in their income generating rictivities. These casual jobs included 

washino clothes. digging trenches and tending to gardens. braiding hair. selling fruits and 

vegetables. and selling cooked food to labourers. Many of these jobs involve hard. 

arduou work, in addition to time spent away from the women's families. 



The fact that 25 percent of the women saÏd they relied on borrowing money 

further stressed their financial insecurity. While there were moneylenders, most women 

were wary of them and tended where possible to secure loans from individuals they were 

farniliar with, such as employers, friends, and women's groups to which they were 

affiliated. Even though this informai borrowing did not usually involve hi$ interest 

levels, the women were still senously disadvantaged against future earnings and crisis. 

For ease of interpretation, the responses from Table I I  have been divided into 

m o n e t l  coping strategies. and "other" coping strategies that include 

skippin~substituting meals, working a srnall business frorn home, borrowing household 

items frorn friends. and buying second-hand clothes (in Kenya often referred to as 

ntinmbn). It was interesting to see that having your child sponsored (by the church or 

another organization) was identified as 3 coping sirategy because it  allowed the women 

some degree of relief as far as feeding. or paying school fees. for the children. Two 

women said that when rimes were extremeiy hard they got the children to help out by 

collecting newspapen (etc) and selling them. an indication that child labour is a source of 

incorne in impoverished households. and provides additional income that helps in 

econornic household copinz. 

In household coping stntegies. economic coping is just one facet of "survival". 

and tapping into some of these coping suategies may help us to understand the women's 

coping mechanisms and how these can be used to inform policy makers. Clearly, in 

terms of econornics. providing women with more secure and stable venues for income 

genention is vital to household survivd. Complementing this is their lack of a safety net 



in terms of what they can fa11 back on when money is short, and borrowing money is one 

way that appears to temporarily relieve the problem. While this study does not look at 

the specific details of borrowing money (logistical issues such as interest rates. if any. 

duntion of payback time. the ease with which one can get a loan. etc), the possibility of 

providing credit facilities to slum women remaïns an option. one that is often emphasized 

in studies that propose to empower women econornically. 

Of specific interest here is how these coping strategies negatively affect women's 

health and welI-king. For cxarnple. women who spent their time looking for labonous 

jobs like digging drainage trenches often complained about their health. One respondent 

said. "1 know rhar 1 have back problerns becaiise of the kind of work 1 do [diq,qin,q 

drainage rrendtesl. btir 1 have no choice. We have ro make ends nieet" (Respondrnt # 

017). At the same time. skipping and substitutins meals while engayng in such 

backbreaking affords these women poor nutritional status. and many suffer from 

malnutrition and weakness. 

"77irt-r ure da- when I go wirlzoiir]ood for iip ro 2 d e s .  and al1 1 do is drink rea 
[wirlroiir ndk/  and warer. m e n  1 am able ro bii' sonirjood. 1 lookjor brrlk foods 
iqrianriry) rather rlian nritririotis (qualin,) food. and eiwt then. 1 firsr nrake srire 
titar rlie cltildren ear. Yes. I worq abotir mu Iteafrlt ... " (Respondenr # 030) 

"LVizrn ntotie! is less. 1 szibstirzire milk for mars. car lrss vegerables, and 
sribsrirttre pommddqr for bread and btitter. " f Respondenr # 001 ) 

6.5. Health information 

This section deals with issues relating to the women's health and well-king, and 

covers topics that include the types of health c m  services used, the various strategies and 

health care options available to the women, individual perceptions of health and well- 



being, cornrnunity initiatives towards health care provision (direct and indirect), the 

barriers to achieving optimal health, and issues relating to family planning. fertility. and 

STDs and HIVIAIDS. 

6.5.1. First response of treatment 

When the wornen were risked what their first response of trenment was when they 

felt unwell. most women (7O%) ssaid they resoned to self-treatment. usually in the form of 

self-rnedication16 (Figure 19). However. i c  was the vririety of responses that were 

interestin:. One woman said: 

" I  iistlally pray jirsr. but for minorproblems I briy medicine front rite srore or ewn 
use sonte herbs thut f have leamr ro ntake for treatment. " (Respondenr # O I Z  l 

Figure 19: First response of treatment when the respondent is sick 

I Self-treritment 

B Prayer 

O Goes to hospital 

It was somewhat surprising to see that 15 percent of the women satd they prayed 

when they fell sick. indicating that on some IeveI faith is an important facet in the notion 

16 This was consistent with other studies. 



of sickness (and other related problems), something that is often overlooked in 

biomedical health care provision and marnent. Therefore. when the women were ill. 

they reponed that they sought self-medication first, nrely going straight to the hospital or 

other medical facilities. 

The next line of questioning was to find out some of the reasons for seeking 

medical treatment outside the home or realm of self-treatment. As indicated in Table 11. 

65 percent of the respondents sought treatment when self-rnedicationltreatment failed to 

help the problem. When further questioned about the issue of self-medication. the 

perception of the women seemed CO be that they would choose to self-medicate by 

purchasing dmgs frorn the shop or chemists. and that they would only seek hospital (or 

other) c m  if they did not get better. As one woman said. "Wzen borh prayr  und self- 

medicarion fail. ri~ar's idzen I go ro rhe iiospiral ro seek help from a docror. " iRespondenr 

# 020) 

Table 12: Reasons for seeking medical treatment outside the home 

Rationaie Frequency' Percentage (% ) 

Main reasons 
When sel f-treatment fails 
For the treatment of children 
If the respondent is unweil 
Other reasons 
When prayer fails 
Serious problems that cannot be treated at home 
Rest is not worlung/pain becomes unbembIe 
To find out what is wrong with her 
When new compIications arise 

Respondenrs were able to select more than one cittegory 



Another popular response was to take the children to hospital when they got sick. 

When asked what their role was in terms of protecting the health of their children, women 

said that their primary role was to monitor hem carefully andor take them to the hospital 

when they were il]. 1 was surprised to see that only one woman said she went to the 

hospital to find out what was m n g  with her. indicating that curative health care options 

are the main reasons for people seeking medical care outside the home. 

Prayer was an option for some women, and the majority of the women regarded 

prayer as a source of hope. saying chat prayer was a way to relieve family problems and 

personal stress and womes. One woman said that she believed in pnyer. yet she saw the 

benefit in other health c m  facilities: 

"1 an1 a strong believer in prayer, and ir has always worked for me. 1 rare- go to 
an! Iiospirals because healtli cure is roo expensive for me. Given rhe clioice. 
however. I fed rttai private hospitals are berrer becarrse rheir srnices are good. 
brrr governmenr clinics are more eficimr in marrer5 rliat relate to jbntily planning 
and binh conrrol. " (Respondent # 016) 

Such responses indicate that some women rely on pmyer as a form of health care 

management within the sphere of their own households. At the same tirne i t  tells us that 

women seek treatment outside their homes for various reasons. and they choose certain 

health fmlities over others based on certain perceived notions of what type of hedth care 

can better suit their specific needs. One woman provided an excellent summary of what 

may represent health care stntegies for many women when she said. 

".4t a mission Izealrii care facilie like Sr. Joseph's Dispensap. the nredicine 
works. At a govemnrenr cfinic or1 can get rreared so long as volt p q  for o i i r  
own medicarion and -ringes. Ar privare clinics. medication is always avaiiable 
so long as o u  have the money ro pay for the service. And spiritrial healers are 



good for relieving srress and gerting hope, bur nor for treannenr of illness." 
(Respondenr # 014) 

Although these responses will need to be pursued funher in another study. it is my 

impression chat women in the community view it as inappropriate for themselves to seek 

medical treaunent or consultation outside the home if a "problem" is perceived as 

"minor". It was common to hear declarations such as these: 

"1 have been having consranr backaches and headaches for a while norc: bru since 
rltese are not serioits problems and can be rreared ar Iionie. 1 do nor see the need 
to go ro a hospiral .... " (Respondenr # 020) 

"Tlicse problrms 1 have are nor so serions, su self-nwdicarion is adequare fior 
me.. . " (Respondenr # 057) 

When the women did seek medical treatment. 1 was interested in knowing which 

types of health care services the women had used or were currently using. Figure 10 

represents the types of herilth crue services the women had used in the Iast 10 yem. 

Women were able to identify more than one health care option. multiple and vaned 

strategies being common amongst almost ail respondents. 

Xlmost al1 the respondents (95 percent) had used some form of government heakh 

care (hospitals and clinics), followed by chemists serving as sources of information and 

treatment (58 percent), and then private hospitals and clinics (48 percent). V ~ N  few 

women relied on tnditional African healers as a form of health care provision. but 

reliance on spiritual heaIers. mostly through the church. was a popular option for 17 (28 

percent) women. 



"1 do not Iike ro use (traditional healersj because the? cannor be rncsted. I know 
of wumen wlio have visited such people and have had bod esperiences. One 
AJncnn healer took advantage of a woman and slze barely exaped with lier 
liJe.. . ". f Respondenr # 022) 

Over the course of the interviews. i t  b e c m e  clerir thrit the types of health care 

Figure 20: Types of health care service used by the respondents in the past 
ten years 

services the respondents were using were not necessarily rheir prefemd health care 
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option. As indicated in Figure 21. most wornen (37 percent) prefemd some form of 
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grovemment hedth c m  option given the chotce. followed closely by 35 percent who 

preferred private hedth c m .  Eight responses (13 percent) were unclex". and only 1 

woman (1 percent) indicated that she preferred mission/church provided health care. Of 

the responses provided. 8 women (13 percent) indicated that they were only using 

f7 These women indicated positive and neptive fmtures of several types of hecilth care facilities, but bsed 
on rheir responses. it wxi not clear if they preferred one faciIity ovcr the other. 
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govemment health care because it was cheaper, but did not explicitly indicace which 

option was their preference. 

Figure 21: Respondents' preferred choice of health care service 

Mission care 
Unclear 

Using govemment because it is cheaper 
Private 

Govemment 
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Percentage (%) 

In an atternpt ro understand the women's perception of the vanous heaith care 

services available to them, the respondents were asked to identify the advantases and 

disadvanrages of the various medical and health c m  facilities that the? had used. Table 

13 represents the reasoning behind using cenain health care facilities over others. 

Most women were satisfied with the services provided at these facilities but said 

the cost and lack of drugs for treatment were the main criticisms. However. there seemed 

CO be vaqing views among the women concerning the pros and cons of the different 

-0vernment health facilities and options. Specifically. 30 percent said they found = 

facilities to be cheaper and more affordable. Of the respondents. 13 percent said they 

found _oovemment care to have qualified/trustworthy doctors, and 13 percent said that at a 

covemrnent hospital it was possible to receive treatment without paynent. Overall. 
b 



government run facilities tended to be cheaper. more accessible. and good for treatment 

of children and other specific problems and services. 

Table 13: Reasoaing behind respondents' health care option and strategy 

Meclical facility Advantages Disadvantages 

Governmeot Cheaperimore affordable 
Qualified/üustworth y doc tors 
Free treatment 
Good for children's problernsn 
Treatment works/good services 
Good for some aliments* 
Easily accessible 
OtherQ 

Diagnosis alone: need to buy 
medication 

No medicine/dnigs 
Improper/poor medicat~on 
Long waits 
Rude ro customers 
Nutses w m t  bribes 
Expensive services 

Private Coud treatment/services 
Betteriadequate medication 
Fee includes medication 
Less waiting tirne 

Mission Reasonable fees 
Easier payment options 
Ha faith medicine works 
Provide infomatiodadvice 
Children's ueatment is free 

Other Spiritual healen for relieving 
stress/wo~es/family problems 

Occasional I y uses herbal medicine 
Tndirional healing works for her 
Prayer works for her 
NGO" for family plmninghremt- 

feeding information * 

Expensive fees 
Incomplete diagnosis 
Need to pay for mediçatron 

Not enough medical equipmenr 
Usually referred to a hospital 

Chemists are very expensive 
Does not trust traditional 

heaiers 
Chemists should nor give out 

medication w/o a prescription 

" Children unrier 5 yexs O C  age are treated for frec 
* FamiIy planning. birth control. teeth problems. 3ore serious/complicîted healih pmblems. 
e Bigerlbetter bcilities. free vaccinations. md sood foliow-up checkups. 
' Ar BIG (Bre=tfeedine Information Gmup in Kanpmi). 



However. a few women (13 percent) did say that ar the government mn rnedical 

facilities. the consulting fee included only medical diagnosis and no medication. which 

was seen as an unfair prrictice considering hat  the consultation fees were so high. Other 

cornmon issues with government run hospitals and clinics in Kenya include the fact that 

often these facilities were poorly or inadequately stocked with medication. the= were 

longer waits. and cusromers were treated badly. As one wornan pointed out. "(privare 

huspiralsl ntn fike a business. and rherefore rhq have ro enstcre rhat rheir ctrsrorners are 

rreared iveil so the- can rerlrm and give thcm more brrsiness" (Respondenr # 059). 

With regard to prime medical facilities, the genenI consensus was that they 

provided good ireritment. medication and services. even though they were somewhrit 

more expensive. However, as indicated by one respondent. " governnrrnr Iiospitals Iiavr 

begtm ru increase rhrir fees ro snclt high rares thar -or1 are berrer off going ro a priwre 

hospiral wlterr ar kasr r l ~ q  have adquase medicarion und rliere are forer ir'uirs" 

(Respondenr # 032). Among negacive perceptions. 13 percent of the women said chat 

they found private care to be overly expensive. 

Through discussions with a cornmunity hedth care worker. it is accurate thnt the 

fees at church-based ciinics m somewhat cheaper and rasonable. and most community 

members who iire reeistered with the Si. Joseph Dispensary. for exrimple. have access to 

more flexible fee payrnents than other rnedical facit~ties'~. However, since they rire run 

on a srnaII scale. pmicularly St. Joseph (the Worker) Dispensary. only a Iimited number 

il An interview with community health care nurse h m  St Joseph MedicaI Dispens;. (Kangerni) on 
September 7. 1999. 



of individuals can be treated, and facilities and services provided, although they can only 

cater towards specific problems. Often, patients are referred to larger. better-equipped 

govemment hospitals because the church operates on a rnuch srndler and limited scde of 

potential delivery. It is my belief that such health care provision is cenainly beneficiaf to 

slum communities like Kangemi. but a lack of funding and staff remain the -matest 

hindrance to this option in the long term. 

6.5.2. Perceptions of h d t h  and well-being 

When the respondents were asked if they were satisfied with their present health 

status. the rnajority of women (67 percent) said the? were NOT satisfied. Over the 

course of the interview. however. i r  became clex that the women's perceptions and 

definitions of health and well-king were very different from my perceptions. When the 

women were asked to speciFically identify health or well-being problems and illnesses 

that they had at present. many women chimed to suffer frorn problems related to 

headaches. brickaches. and poor nutrition. However. these women often stated their 

health status was "good" simply because these "problems" were "minor inconveniencies" 

that did not interfere with their everyday functioning. Sadly enough. many women did 

not see the need for concern with their own heaIth when faced with "minor" problems. 

even thoueh these problems couid have bigser. more senous repercussions that may have 

a largr impact at a later point in their lives. 

Related to persona1 heaith dissatisfaction. this study attempted to identify those 

things that the wornen perceived to be bmiers for them to achieve better health status. 
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From Figure 22, when the women were asked the question. "what is in the way for you to 

obtain better health?" they provided a variety of responses. 

Figure 22: Perceived barriers to women achieving better health 

Economic 

€4 Farnily obligations 

O Lack of education 

Lowlno control over finances 

0 Physical distance 

Status as woman 

mi Other 

Most women identified economic reasons as the main issue (e.g- Iack of money). 

Family obligations was rinother category that was identified b~ 38 percent of rhe women 

as k ing  in the way to them achievins better health ("rny children zef treated first". or 

"too many rnouths to feed). Only 5 percent identified their gender as an obstacle to 

achieving better health ("men are always favoured in society"). The "Other" cateoory 

included: stress/wori"ies. lack of food. abusive husband. and over-crowding. 

Economic insecurity is once again an issue that the women themselves have 

identified as being a barrier to them achieving a better health status. It is obvious that the 

oovernrnent is doing very little for the women. and k ing  a somewhat separate and closed 
b 

community frorn the rest of the city, 1 was interested in finding out what the conmunity 

was doing to help the women with their heaith as well as the heaith of their families. 



Table 14 represents the views shared by the women when they were asked what 

the community they Iived in was doing to help them and their farnilies with the provision 

of health care. The key infonnants also echoed many of their opinions. As seen in the 

table. 30 percent of the respondents said that the community was not doing anything to 

help them or their families in terms of health care provision. 

Table 14: Cornmunity initiatives to help respondent with her and her farnily's 
health 

Direcüindirect support Frequency L7c 

hlonetary Help raise money to pay for hospital bill 
Children/orphansT treatment is free" 
Women's groups collect fundsO 
Church dispensary provided medication at Iow cost8 

Educritional Shanng ideaslinformation on health issues 
Community health care worken educated people 
Srrninars provided by St. ~ o s e ~ h "  

Other Cornrnunity helps cleanup the villages4 
Help take a sick childperson to the hospital 
Neighbours give foodclothes for a sick person 
Wornen look after children if respondent is sick 

The community is not doing anything 

' Inrervicw with a CathoIic Sister working for a mission clinic. 
Interview w~th a local community health nurse working at a mission clinic. 
Interview with the director of a CBO in Kangemi. 

4 Intervieu with a localiy mined community health care worker. 

The most popular responses for community-based informal programs included 

monetaq aid. Le.. the comrnunity initiative of getting together to raise money to pay for 

hospital bilts, and educational aid, which had a less direct impact. and involved sharing of 

ideas and information on health issues, particularly cornmon amongst the women who 



share advice and knowledge on treatment options. The "Other" community initiative 

involved clean-up carnpaigns that rid the villages of garbage, stagnant water, digging 

drainage canals, and disinfecting hazardous pst-infected sites. 

From the above category of responses, most community initiatives have the 

potential to impact women's health status in a less direct way, but the emphasis of a 

support network is sometimes more beneficial to the women than actual monetary 

contributions. For example. looking after a sick child when the respondent is sick is 

extremely advantageous if the woman lacks an extended farnily network that can provide 

childcare. especially if she has CO continue with her income generating activities. 

The women were then asked to identify those stntegies that could be incorponted 

at the community level that could help improve women's health status. Table 15 

hi_ohIights the women's responses. The responses vaned from individual or personal 

initiatives. community initiatives, government initiatives. ideas at the level of health care 

provision. to informational initiatives. The most commonly cited initiative was relrited to 

economics: 

"lf w m e n  Itud the nroney, rhqv wotdd srand a berrer chance of Itaving berrer 
Irealrlt becatlse the! r d 1  be able ro look for nredical Iielp when rile! need ir and 
the? would d s o  have good nntrition, hence berrer health. " (Respondrnr # û45) 

" i f [  ltud more niune! ,ifrom a berrer job or businessl. 1 can seek berrer rrearnvnr. 
more freqnenr rreatmenr. and be able to prevent diseuses from srarring sr gerring 
worse. " (Respondenr # O2 1 ) 



Table 15: What can be done to improve health care in your community? 

Initiatives Respondenîs' proposais Frequency % 

Personal 

Community 

Government 

Health care 

Information 

If respondent had a better job/stable/more income 
Better persona1 hygienelcleaniiness 
Taking better care/cornmunication of the children 
Eating nuuitious food 
Less stresslwomeslIaboured work 
Prayer 
Using clean water 
Othert 

Need to share ideas/information/advice 
Community clean-up efforts for cleaner environment 
Less overcrowded rooms, houses 
Landlords need to becorne responsible for their propeny 
Othert 

Need for more heaith c m  workers to educate people 
Loohng into waste management and sanitation 
Need to resume spraying pesticides in the villages 

Need for righdappropriate medication 
Need for affordable (private) heaith care 
Provision of medical schemes/insurance 
Need for free treatmeni/medication for poor people 

Need to actively participate in health seminars 
(trirget men and youth) 

Women's goups should shmddistribute health info. 
Information can be distributed at service/other points 
Doctorslnurses need to visit people in their homes 
Attending chiefs burazas as they have frequent 

contact with the people 
Increging health c m  information in schools 

I Other 

Does not know what can be done 

t Getting a good rducation. avoiding promiscuow behvicur. 2nd seeking medical assistant when you 
faIl sick. 

$ Les overcrowded classes to reduce spread of diseases. joining a women's group (money and 
advice). 

! Changing negative attitudes to~Mlds communi~ health care workers, increase usage of radio and 
posters. and targeting people who live deep in the villages. 



Many women expressed the desire to have their own business so that they could 

have more money, more choice, and thus improve their health. It was cornmon to hear 

the women say that money was the main hindrance to their situation. and having more 

monetary freedorn would allow them to rnove !O a better residence, access better and 

more frequent health ficilities, provide better nutrition for the children, and cause them 

less stress and worries about providing for themselves and the future of their households. 

One woman in panicular was concerned about the fact that her lack of income. and 

subsequent dependence on her husband. was a major problem for her: 

"lf I had a job. I codd become more independenr and not have ro wair for ni' 
Iiusband ru niuke decisions. especialb when rhe children get sick. I cannor rake 
rltem ro rhe hospiral righr a w q  wirliour him providing nte rvith sonie nronex." 
(Respondenr # 006) 

In Ksingemi. therefore. it appears that women seek both monetq  securities in 

t e n s  of better. well paying jobs or businesses. as well ris monetary independence. 

especially in autonomous decision-making that concems themselves and their 

households, 

Most women felt that the dirty and neglected environment in the slum area was a 

health hazard. particularly the issue of neelected houses and surrounding rireas. One 

woman said, 

"Stagnanr iwrerfrom bursr drainage pipes is posing a healrh harurd ro ns. 7hew 
is a lor of di- n-arer lyhg arotcnd. and mani. children and tvonien ilse rhis ivarrr 
withoirt realiring rhat it isfilthy. Fwti~ermore. the water causes rhe parhs ro ger 
so mtiddy, rhq  become inaccessible for ris. leave alone an? car rning ro conie 
inro rhe villages. " (Respondenr # 009) 



While many women attempted to clean up their persona1 homes and surrounding 

compounds, it was clearly stated that the landlords needed to take more responsibility for 

their own propeny. It was cornmon to hear declarations such as this by one respondent. 

"(The) landlords do not rake responsibility for rheir tenant's compounds, 
especially when rhey need renovations and when nav residenrs move inro the 
houses. [This is a problem because] when new renunrs move in t h e  can catch a 
disease ifthe hortses have not been cleaned. " (Respondenr # 0481 

Eighty percent of the women expressed the desire to see government health care 

workers (or other health care workers) corne into the villages and educate the women and 

their families about how to live heaithier Iives. As one woman said, 

"Healrh care workers need ro resume their projecrs of coming inro the dlagtrs 
wherebv riiev visir the people in their homes and bring rhe nrcessan infunnarion 
ro rhenr: *. (~espondenr # 0533) 

Some wornen expressed the desire to see more personal and innovate approaches 

to disperse health related information to the wornen at various service points: 

"Hralrh infiîrntarion needs tu be dissipared in instirirrions suclz as diis [Dolly 
craf igl  und tiirough door-to-door prcivision of infhnarion. Elvnrs rhat can 
brinp peopie front the villages roperlier tridi  as d e  cliiefs borazu") can be itsed 
ro give oirr information. as well as drrring frer medical check-rrps and ar scliools 
diring rrteetings for parents. " (Respondenr # û47) 

In addition to these more personal and service point delivel mechanisms. the 

women seemed to seek out information and advice from more informai sources such as 

neighbours. friends. women's groups. and health seminars orzanized by poups such as 

SC. Joseph. the Worker. Persona1 approaches to giving out information reIated to health 

care appear relevant in this context where the wornen have not received adequace and 

" Achurch-orpnized es~nlishment that employed women in Kringemi to make dolls and seIl hem to 
counuies o v e m .  
:a A meeting organized in an informai @thering. usually cailed by the lacai chief. 



current educatiodinformation on topics such as alternative methods of treaunent and 

prevention for varÏous diseases and aliments. It is plausible that provision of lirnited 

knowledge on how to better care for oneself could impact one's levei of health care 

coping strategies. The wornen appear to be aware that they need more advice and 

information. and are clearly seeking avenues that they are most cornfortable with. 

The kinds of options the women seek at the health care provision level highlight 

their econornic vuInerability. In pt icular  the women desire more affordable (or free) 

health care and access to health insurance. For most people in Kenya. health care 

insurance is a Iuxury that many citizens cannot afford (Da* Nation. July 30. 1999). yet 

accessinz health care is a fundamental nght for the nation. Since health care costs have 

increased drasticatly, the average Kenyan stmggles to pay for hedth related care. one that 

overtly requires curative services. Prevenrative measures rire rarely the reasons for 

people to m i t  health hcilities3'. If women had access ro a rncdical scherne or tnsunnce. 

it is likely thar they would seek out preventative measures chat could improve their health 

in the long run. One such preventative measure could be accessing health clinics for anti- 

malarial pills or other vaccines. as well as health care counselling. primarily related to 

reproductive healrh. 

6.53. Fertility and reIated issues 

A. Fertility rates 

Of the 60 ~spondents. only I had no children and they were both single women 

3 1 Interview with a l d  community nune, September 7. 1999. 



under 20 years of age. As indicated in Figure 23, on average, each woman had 4 

children, although the mode was 5 children per household. A large percentage of the 

women with three children or less were under the age of 30, indicating a high probability 

chat these women will continue having children throughout their reproductive life. 

Figure 23: The number of children boni to each respondent 

I 

Quite clearly. women rire still havine larger fiimilies: S percent (n=5) of the 

women interviewed had 7 children. As previously mentioned, this sarnple size is too 

small from which to dnw conclusive patterns. but when compared to the overall country 

fenility rate of 3.66. a rate that is supposedly lower in urban areas. (July 2000. CIA 

World Factbook estimate). it  is possible to assume thai intn-urban fenility rates can Vary 

considenbly. The cruel cycle of poveny combined with low status and lack of lespl 

safeguards puts women in slum areas at a disadvantage. and for whatever reason. these 

women continue to have larger families. This goes agarnst rny assumption chat poor 

women cannot afford to have many children. but my perceptions of childbearing and 

economic "rationality" are cenainly not the same convictions that these women shm,  



This fact becomes more apparent in Figure 24 whereby the respondents were 

asked that given the choice, what was the ideal number of children they would have liked 

to have. Most women said they wouId have liked between 2 and 3 children. but the 

percentage that indicated this is not much more than those who indicated they would have 

liked between 4 and 6 children. Once again, this is clearly depicted in Figure 25. which 

may indicate that women still desire larger families. One woman said. 

" I  have had no desire to practice famil? planning becarzse 1 wanr more children. 
M y  morher iiad 15 children and so my ideal ntimber of ciiildren of 6 is not too 
nian- for me!" (Respondent # 008) 

Figure 24: Ideal number of children the respondents would have liked to 
have. given the choice in hindsight 
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1 found that most women gave me a ranC of desired number. and few explicitly 

stated an exact number. Figure 15. therefore, represents the results of the data frorn 

Figures 23 and 24 by combining the results from the actual number of children the 

respondent had and the desired number of children, 



Figure 25: Respondent's desire for fewer children 

The results show rhat only 16 out of 60 women (37 percent) expressed the desire 

to have fewer children. proving that $en the option the women would still choose to 

have large families. For many women. children are seen ris a source of wealth, and 

security for them in their old age. This may be an important reason why women have 

large families because more children translate inro more resources (secunty) in old age. 

affording the wornen some d e p e  of leveriige and power. 

" M y  citildren are ni! wralrh and secirrin.. and rvhen 1 ger older and cannor look 
for work. the! will look afrer me and provide for me. 1 am roell rrsprcred uniong 
nt? fa~nily because I have good children who are willing ro rake cure of nie. " 
(Respondenr # 0.57) 

"1 have 5 citildren und I wordd srilI like more. In n- situurion. 1 see citildren us 
un advanrage becarise dicriter yorr ilme onr citild or IO citildren, voru problems 
are rite sanre. " f Respondenr #023) 

B. Contraceptive prevalence 

Desire for a certain number of chiidren and actual fertility in terms of number of 

children bom to each woman are nor necessarily the same as indicated from the resuIts 

above. Therefore, the possible related issue was whether or not the women who desired 

to have smaller famiiies were using any method of contraception. As indicated in Figure 



26. of the respondents, 32 women (53 percent) said they were either currently using a 

method. or had used a contraceptive method during the 1 s t  month pnor to the interview. 

Figure 26: Respondent's using contraception (artif'cial and natural) 

YES NO 

in tenns of the type of contraceptive bein; used. Figure 17 reveals that the most 

common form of contraception is the Injection. which 13 wornen (22 percent) were using 

or had used. This is ri hormonal contraceptive (Depo-Provera) that is a pmgestin 

compound administered via injection every 3 rnonths. Eight (13 percent) wornen were on 

the Pill (several different types were rivailable to the women), 6 women (10 percent) were 

using the Coi1 (an fntrautenne Device. or IUD. that is inserted in the utems), 1 ( 3  percent) 

were using Norplant (hormonal contraceptive that consists of 6 silicone nrbber capsules 

that are inserted in the arm and which release progestin at a slow and steady rate for up to 

5 years). and 1 (3 percent) women were sterilized. Only one woman said she wris using 

the 'natural method' as a form of contraception. Re~pttably. none of the 60 women were 

using the condom as a form of contraception, which indicates that women are using only 

one method at a time to contncept. 



Figure 27: Contraceptive method used (n=32) 
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Of these contraceptive non-users. there are more or less equal numbers of women 

desiring fewer children as well as women clairning to want Iarger families. Clearly. the 

desire for fewer children cm potentially affect a woman's decision to contracept. but this 

is not very apparent in this study. These preliminary results do indicate that fertility 

prefe~nces and contraceptive usage do not necessaniy fit together when women make 

decisions about their reproductive hedth. 

Figure 2s attempts to look at contraceptive users and non-users in terms of their 

age. and it is rvident from the sarnple that many women between the ages of 18 to 57 rire 

not pncticing contraception. Once again. none of the respondents said they used the 

condom as a tom of contraception. As expected. more permanent methods like 

sterilization appear mong women from their mid-30s to early 10s. indicating they do not 

want to bear any more children. Norplant, a more long-term soIution. is viewed as a 

option amoogst women aged 27 to 32. indicating that they are attempting to delay 

childbearin; for the tirne king, but may opt to have children Iater on. The Pi11 appears to 

be popular amone young women and wornen under 40 years of age. This is a preferred 



option for those women who want to Iimit childbearing for an unspecified pend of time, 

but it is the one method tbat requires the most commitment for effective use. The 

injection was popular m o n g  women between the ages of 26 to 45. While these results 

are far fom condusive, they may help us understand women's life phase choices. and 

whether they are making sound and effective decisions regarding contraceptive methods 

used. 

Figure 28: Respondent's age and use OF contraceptive method 
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It is alaming to discover that many contraceptive non-users (e)  are young and 

senually experienced women. Other studies done on adolescent reproductive health 

(Blanc and Way. 1997. 31) indicate that younger women in Kangemi rvould be more 

IikeIy to use a traditional contnceptive method than a modem method''. However. the 

use of tnditiona1 contraceptive method was not explicit at riII in thts particular study. 

One reason for non-use of contraceptives monp  Young sexuaily active ado1escents is that 

contraceptive service delivery to young people is a sensitive and conuoversial issue in 

'' Interview with a community health nune. September 7. 1999. 



Kenya. According to the FamiIy Planning Association of Kenya (FPAK) there is no 

actual Iegislation prohibiting the dismbution of contraceptives to young people. however, 

the political climate is not conducive. Service providers fear closure of services if they 

are known to be giving out contraceptives to young people. Religious groups such as  the 

Cathoiic Church and the pro-life movement, as well as govemment opposition to the 

provision of contraceptives to young people, have ail created 3 climate where service 

providers are afraid to take any innovative steps to help the Kenyan youth. However, the 

results of this study show that religion (Cathoticism) was not a strong factor that 

influenced respondents' decisions not to use contraception. 

Figure 29 below represents an attempt to determtne i f  a woman's level of 

education has affected her choice of contraceptive use or non-use and it  is clear thot 

wornen with al1 educational backgrounds have made the decision not to use a method. 

Figure 29: Contraceptive method and level of education 
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While the sample size is too small from which to genente prediction models or 

generalizations. this study found that broadly speaking. women using the Pill had some 

level of education. I believe the PiIl appeais to some women because this method 



requires women to be educated and counselled regarding taking pills and k ing  somewhat 

aware of their mensmal cycies. This is not to say that women with no or low levels of 

education cannot use the Pill as a method, but it remains as a more viable option for some 

women, and education rnay play a role. 

The Ievel of education of women who were using the Injection ranged from no 

education to a gade 12 education, which may indicare that injectables are much easier 

and require Iess cornmitment thm the Pill. hence. an appealing option for many women. 

The Coil fo1Iows a similar pattern to the Injection. Once again. this rnay indicate a 

method preference for wornen of al1 ages and educational levels. However. these results 

r\re far from being inefutable. but serve to bring light to the issue of contraceptive use. 

non-use. or even disuse in this study. 

Figure 30 below is an attempt to determine if marital status has an impact on 

women's choice to use contraception. As indicated. women from d l  maritai caregories 

have never used a contraceptive method. The injection is a popular method used by al1 

classes of women categorized by their marital status with the majority in the 

mamed/commori Iaw category. The women who had been sterilized were in the 

" m m e d  and "widowed" category. indicating that they had achieved the number of 

chiIdren they desired. 

The only woman who used the natunl method (which we understood as being the 

rhythm method) was mamed, indicating chat this rnay prove to be a viable and pnctical 

option with women in more stable unions. While funher studies are required to observe 

more patterns. this figure may indicate that sterilization may not be a popular option of 
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contraception, especidly for single. never mmied and divorcedseparated women 

because they may desire children at a later stage in their lives, or may choose other. less 

permanent rnethods of contraception. 

Figure 30: Contraceptive use and non-use categorized by rnethod and martial status 

S - N M ;  single. never mnrrird. WCL; mmied/comrnon law. D/Sep: Divorcedlseprirrited. Wd: Ct'idowcd 

The respondents were asked their motivations were for using contraception. 

currenrly, in the pst .  or larer in the future. As noted in Figure 3 1. most women (72 

perceni) answered that the purpose of a contraceptive method wris to limir [hcir family 

size and because they could not afford an? more children (58 percent). While most 

family planning clinics in Africa push for the idea of child spacing. only 30 percent of the 

women stated this as a reason of choice. Fony-two percent perceived a contraceptive 

method as an opportunity to protect one's heaith. but the nature of actual "protection" 

(for example from S ï D s  and HIVIAIDS, as weII as other risks associated with frequent 

childbearing) was not specified by the women. 
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Figure 31: Reasons for using a contraceptive method (currently, in the p s t ,  
and in the future) 

Other 

Child spacing 

Protect health of chiidren 

Protect rny health 

Cannot afford more children 

Lirnit family size 

O 20 40 60 80 

Percentage (8) 

.A major facet of contraception use. non-use. or disuse relates to the primary 

decision maker in the household on the use of contraceptive methods. From Figure 32. 

irrespective of whether or not the respondent used a contnceptive method. most of the 

women (73 percent) made the decision on their own. usually without their partner's 

approval or in secrecy. The rernaining 27 percent said the decision was made both by the 

respondent as well as her pmner. and rnost of these women were mamed. This could 

indicate that for most women. joint decision-making about contraceptive usehon-use is a 

reaiity for wornen in more stable unions. On the other hand. it is the manied women that 

doubt their pmner's fidelity. and these are the men who do not think it necessq to use 

contraception IO protect themselves and their wives. 



Figure 32: Primary decision maker on the use of contraception 
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Dunng the course of the interviews, 1 carne to realize that there was some 

controveny regarding the relationship between "genenl" health and contraceptive 

knowledge and actuaI behaviour as a "result" of that knowledge. As such 1 sought to find 

out where the women had obtained information on specific issues that impacted their 

health and well-being. Figure 33 below is a visuai representation of the respondents' top 

3 answers. mnked from the most common response. calculated as an average for al1 60 

respondents. For exmple. most women (81 percent) said they lemed about family 

plannrng h m  a medical c h i c  (usually a prenatal govemment clinic). The remaining 12 

percent and 7 percent obtained their information from school and their mothers. 

respectively. In a sirnilx way. most women leamed about nutrition from 3 chic.  about 

hygiene from their mothers. and about self-treatment from their mothers as well. 

Evidently. what a woman is taught in childhood for example can be a strong 

influence later on in her adult life. Of specific importance in this culture, parents rarely 

discuss issues regarding family planning womanhood. pubeny. fenility preferences, and 

the whole concept of sexuality. If they are discussed, they are conftned to the parameters 



of childbearing responsibilities. In Kenya. as elsewhere, it is culturally unacceptable for 

older people to give young people advice and information on sex. Findly, considering 

that women had such a limited understanding of family planning (and other reproductive- 

related issues) it was rny understanding that there exists a lack of counseIIing by 

educational or counselling services within the cornrnunity from which the women can 

build a more solid understanding of family planning and be able to make intelligent 

choices. 

Figure 33: Acquisition of knowledge on specific issues 
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C. Contraceptive non-use and discontinuation 

Reasons for not using a contraceptive method varied from responses such as "il 

never occurred to me to rise a merhod" (Respondenr # M9) to "I have rracted to [the 



PilIj so 1 have not tried another method since " (Respondent # O f  2). Several women also 

said that they had not achieved the number of children they wanted so did not use any 

method: 

"Even tltorigh 1 am a widow now. while my husband was alive 1 did nor consider a 
(contraceptive) niethod as 1 did notfeel it was necessa-. It never occrirred to me 
tlrat it rvotild be necessan, ro plan for my famil?. " (Respondent # 018) 

It is important to examine the reasons for which women discontinue using a 

rnethod because it can provide some clues about the adequacy of service delivery, 

particularly for l u p s  who may require improved counselling, information. and follow- 

up c m .  Many of the responses also point to problems of inadequate supply and 

dissatisfaction with methods. 

While only two women explicitly stated that discontinuation of a method was due 

to contraceptive failure. one could not overlook the obvious implication for unwanted 

pregancies (and children) as a result of this. Amon; the respondents who had children, 

many had begun childbearing in their teens, suggesting that as adolescents. younger 

women may have more limited access to contraceptive services than older adult wornen. 

One woman said. "1 knorv now rltot dwing rn? otinger vears 1 lacked rhe awareness and 

knowledge abolit contracrptive nirasrires and how to prorrcr rtiyself frottt s e ~ u a l l ~  

rratlsnritted diseases. " f Respondent # 022) 

Blanc and Way (1997) identified 3 reasons for discontinuation of contraceptives. 

which are parallel to what this study found: 

1. Failure. defined as a method that was ended because the respondent says she got 

prepant usin; it; 



2. Switching. defined as those women who used a different method in a period 

between 3 to 3 months; and 

3. Abandoning. defined as chose women who have discontinued a method such that 

there is non-use of any method (pp. 33-36) 

In relation to abandoning a method, two separate categones were recognized in 

this study: (1)  abandoning a method, but remaining in need of contraception. and ( 2 )  

abandoning, but not in need of conuaception. In the first distinction. women 

discontinued a method due to side effects. husband's disapproval. health concems. 

access/avaiIability issues. desire for a more effective method, inconvenience of use. 

fatalistic attitude, and '1 don't know' responses. As one woman sad. "1 ilare sropped 

raking t h  Pi11 becartse 1 reacted badly with seriotts srontach cruntps und heavy 

bleeding. " (Respondent # 024) Another woman said. "Since 1 kepr giring binh ro girls. 

mu httsband tltrearened ro leave me iinless I bore a son. and rhar is why I cortld never go 

bock ro tising a ronrruceprii~r merhod itnril I gave birtlt ro a son." (Respondenr # 016) 

One wornan. in particular. was able to provide an example of her vulnenble situation 

when she had this to Say: 

.'!fi hitsband is an irresponsible ntan wlto is nor ivilling ro consider an? fornt of 
faniily planning. btir is neither willing ro help me look ufier and provide for rhe 
citildren. 1 desprmrely need a r r . q  ro stop having clrildren irfrhout him knowing. 
becatisc, 1 cnnnor afford ro huve an! more children ... " (Respondenr # 012) 

In the second distinction, women ended a method of contraception because of 

reasons such as a desire to set pregnant, infrequent sex, menopause/infecundity, and 

marital dissolution. OvedI. although most women had had some experience with 



contraception, current levels remain low amongst women of dl ages. in most cases. the 

women are Iikely IO try only one method or a traditional (less effective) contraceptive 

method. While almost al1 women knew of at least one contraceptive method. almost al[ 

women were less knowledgeable about extensive family ptanning methods and tended to 

know fewer mechods overall. 

D. Perceptions about HIVIAIDS and STDs 

XI1 the respondents hrid heard about HIVIADS. and almost al1 the women (n=57) 

were able to say sornethins with regard to the disease, as indicated in Table 16. The 

general responses were divided into 4 categories: generril knowledge of the disease. how 

the disease spreads. how the disease can be prevented. and other PUDS relrited issues. 

While no one octually indicated they knew about actual disease patholo_oy (for example. 

if it is a virus. bacteria. or other related medical terminoloo,y associated with a pandemic 

virus like HIVI. most of the responses were related to how the disease spreads. and 

general notions such as 'it kdls' or 'anyone cm get iUDS'. 

Most of the respondents were quick to identify that AiUS was ri killer disease and 

the disease could infect anyone. This answer is consistent with the kind of images seen 

in the media that bring about a sense of fear and finality about the disease. The wornen 

know that M D S  is not exclusively a hornosexual discase. or a disease associated only 

with prostitutes. and both rich and poor people c m  set infected through various sources. 

The point of emphasis. however. is that rnany women (slightly over 40 percent) have 

been exposed to AIDS victims, and in this way they are able to put a face to the disease, 

making the reality of the pandernic even more harsh and mal. 



"The main concern with NDS is that anyone can get the disease. especially 
becaccse ir is an invisible disease. You never knoiv who has MDS. and so you can 
ger infected fiom p u r  (pariner) as well as other sources like needles. 
(Respondenr # 023) 

Table 16: Respondents' responses about what they knew about AIDS in general 

Ceneral responses about the disease Percentage (% ) 

General It kills 
It has no cure 
hnyone can get the disease 
Has seen someone die of A D S  
Description of outward symptoms 

How the Spreads via sexual contact with infected people 
Disease Spreads via blood transfusion 
Spreads Shmng sharp objects (razor blades. needles) 

Exposure to open wounds 
Sharing toilets and toothbmshes 

Prevention Avoiding many sexual partners/promiscuous behavior 
Need to be faithful to your pmner 
Individual responsibility/maintaining high standards of personal 

h ygiene 
Using condoms 
hbstriining from sex 
Comrnunicating with your partner about the disease 
Avoiding contact with infected people 

HeaIth centers need to rnaintain hish stmdxds of hygiene 
Doctors (nurses) need to act more responsibIy (proper disposal 

of needles. screening blood, etc.) 

Other issues It is an "invisible" disease: not sure who has i c  or Iying 
Children become orphans 
rVDS is a problem in Kangemi 
Need to educate people on caring for iUDS victims 
Cannot assume that a person suffenng from TB has XDS 
Need to sensitize people about the risks of aIcohoI abuse and 

acting irresponsibly under its influence 
Not sure of the effectiveness of the condom 
Does not know much about the disease 



The issue of orphaned children as a direct and indirect result of the AIDS 

pandemic is of concem in Kangemi. Data from a UNAiDs and WHO survey (1997) 

showed that by the year 2000, there would be 850,000 orphans living in Kenya as  a result 

of ACDS (Daily Narion. luly 30, 1999). In this report, poverty and the resulting lack of 

health services, education. and AJDS veaunent play a crucial role. But the biggest factor 

identified, however, is women's lack of control over their sexual relationships and. hence. 

over other aspects of their health. 

Other key issues that ernerge frorn the study indicate that there is a need to 

educate society to accept and care for people living with N D S .  Many people living with 

XIDS rire at nsk of bein; neglected or infecting their partners because of the stigma 

associated with the disease. This s t i ~ a a  discourages the infected and riffected - peopIe 

with HIV and their farnilies - from seeking counselling. Furthemore. as indicated by one 

respondent. 

"People in [lie villages need ro be ed~rcared on AIDS so rltar rhey can ieam ro 
srrppon and care for AIDS vicrims bu sltowing love and conipussion. I know ofu 
work colleagrir who had rVDS and Iter own jizmily rt$tsed ro cnre and supporr 
lier.. . T'herejorr. a Sisrer ut die [Sr. Joseph] dispensac and n ~ e v  ltelped lier 
ont. " (Rrspondenr # 009) 

Elirninating the stigrna associated with XIDS is about breaking the dence. and 

breakin: the silence rneans breaking the secrecy. not confidentiality. about rUDS.  

Community health care worken agree rhar this stigrna can only be tackled by spreading 

knowledse about the disease and overcornin_o myths associated with M D S .  

On the issue of vulnenbility. wornen said that alcohoI abuse was a cornmon 

feature in their cornrnunities. It was indicated by severai women that aicohot (and drugs) 



put the women at p a t e r  risk because they could not refuse sexual advances of their 

intoxicated partners. Partners under the influence of dcohol (or drugs) are less Iikely to 

practice safe sex, or cornmunicate with their partners about consensual sex. 

E. Perceptions of HIVIAIDS risk 

As far as the risk of .4IDS was concerned, the women were asked if anyone in 

their household was at risk of HIVIAIDS infection, as well as if they lelt they thernselves 

were at risk. Most women genenlly responded positively to the question. "Do you feeI 

that someone in your household is at risk of getting HIVIAIDS'?'' Table 17 represents the 

various members of the household who are perceived to be at nsk. as well as the 

Table 17: Are you worried that other family members are prone to HIV/AIDS 
infection? 

[ndividuaits) Reasoning Frequency % 

Y ES, worried: 
Male partner Not certain about husbandlpartners fideliry 

Husbandlpartner drinks excessively and irrespons~bly 
Married boyfriend may have other sexual panners 

Other fernales Worried about her grown up daughters 
Worried about yunger daughters 
Others 

Other males Unmarried sons who have grown up 
Other issues Cannot restrict children's movements 

Difficult to taik about sex to children 
Friends can have a negative influence on children 

NO. not worried: 
Children are too young to be wonied about 
Tmsts her husbandtpartner has not other sexual partners 
She trusts her children' 
She is alone and has no sexual partners 
She's never seen her roommate sexuaIly active 

a Children are "good". she ta1k.s to them. living in the rural area, her son has been -saved" 



reasoning for the cause for concem. Overall, 35 women (approximately 58 percent) were 

womed about certain members within their household, while the remaininz 25 women 

did not feel a need to be concerned about any household member. 

As indicated, women were concemed for their partners as well as their grown up 

children. A critical problem posed here is chat the level of HIVIAIDS related educarion 

in Kenyan schools is insufficient. ïhis  became clear when the women told me about 

what they knew regarding sexually transmitted diseases. as well as their own perceptions 

of sexuality and fertility related behaviour and knowledge. iiiV/MDS educators 

continue to shy away from dealin; with basic issues of adolescent sexuality. This 

introversion continues even when the women become older. and is evident in similx 

attitudes by health care providers and educators in their communities. When these 

educators broach the subject. they appear content with presenting abstract themes and 

principles. and many educators only provide an authontaian list of do's and don'ts 

(Dail! ivarion. October 16. 1999). In the process. these educators are unawm that there 

is a Irick of much-needed clear and open communication with the young people. This 

translates into younger people. pmicularly. being less knowledgeable about the dangers 

of hioh-nsk situations. One womiin said 

"Yrs. 1 uni wrrîed for nl- cltildrrn. i l e y  are grorring itp and as a parent d i o  
cannor ralk ro rhem abour rhe evils of rhe world. ljkel helpless becartse 1 cannor 
resrricr rlleir niovemenrs. This is rhe realin, for nie ... 19 Fear old dnugitter km 
a 1 Far  old child. and 1 ivodd nor like rn! otlter children ro folloiv in hrr 
foorsreps. " ( Respondrnr # 023) 

Many women said they found it dificult and uncomfortable to tdk about 

sexuality with their children. Peers have often constituted a reference _mup for 



transmining information about sex and other related behaviours, which. as perceived by 

the women, may have a negative influence on the children. Specifically, what concemed 

these women most was that their children rnight be associating themselves with the 

"wrong" type of friends. One woman said, 

"1 uni wommed about my children as a parent. especialiy because ir is diflcdt ru 
talk ro rhem aborir semal marrers. Furthermore. children can be easiiy itifliienced 
by rheir friends and end icp learning bad habits and w o n g  tlzings rirat put tlwm ut 
added risk. " ( Respondenr # O1 1 j 

The economic vicissitudes of the 1980s in Kenya have contributed to an 

environment in which the need to survive is a driving force behind the sexual decisions of 

some women in Kangemi. Considerable attention has k e n  focused in the literature on 

the "sqar-daddy". whereby young girls initiate sexual relations with older weaIthy men 

who can assist them with school-related costs or the purchrise of material goods. Many 

young girls and women are requested by males in positions of authority to provide sexual 

favours as a condition of employment or economic survivnl. One woman said thüt this 

was a serious issue of concern among the women in her neighbourhood: 

"Therr is u problern ojorrng girls attaching tltmseli~rs to older men su rltrrr tlrrv 
c m  yet sonte monq-. [jeel titis is a seriocrs isstie rhat nt.& fo br luoked ar as 
n d l  us discowngrd lrere in Kangenii. " (Respondenr # 0.19) 

Because many vulnerable women tind it difficult to separate economic sumtval 

from sex and childbearing. they are particularly susceptible to sexual coercion. tt is 

conceivable that. as pan of economic dependency. many women have little levenge [O 

oppose male partners who argue that there is no risk involved in having sexud relations 

or in participating in unsafe sexud practices. Lirnited baqaining power on the part of 



these women is likely to translate into a lirnited capacity to protect themselves against 

unwanted sexual advances, and sexually transrnitted infections. This suggests that both 

the women, as well as orher femaie members of the household, can fall prey to these 

circumstances. 

Taking into consideration that a large percentage of women felt concerned about a 

household member being infected with HIVIAIDS. it was encoungîng to hear that 56 

women (93 percent) would encounge education on safer sexual pncrices to their 

household memben. Table 18 corresponds with reasons given by the women as ro why 

they felt it was necessary. or not necessary, to educate their household on safe sexual 

pnctices. 

Table 18: Would you encourage safe sew education in your household? Why? 

Answer Reasoning Frequency % 

YES So the? can make responsible/inteIligent decisions 
and be able to look after themselves 

As they becoming adults, they need to be less ignorant 
of the dangers in the Lvorld 

They do not catch a disease (HNIAIDS. STDs) 
To protect themselves fmm unwanted prepancies 
She'd like thern to be educated by anorher person' 
Also feels she is capable of taking to her children 
Husbands and sons, in particular. shouid be educated 
Seen other family rnemben dies of XIDS and does not want 

her children to have the sarne fate 

NO Children are too young to be exposed to these issues 
It encourages immoral behaviour 
She cm talk to her chi tdren herself 

J Specifically. teachers. good rote modeis. seminars 



Broadly speaking, most women said they'd like to see their family memben 

educated about safer sexual practices so that they could make intelligent decisions about 

how to protect themselves (50 percent); 28 percent felt that such an education would 

discourage ignorance and naivety about the harsh realities of the world, and that children 

could then protect themselves from sexually transmitted diseases (25 percent) and 

unwanted pregnancies ( 17 percent). 

Once again. the culturally sensitive issue of sexuality in Afncan society becomes 

acknowledged in this illustration. One woman said that, "1 rvodd like my sons. in 

parricrilar. ro leam abolir safe sex in schools and seminars. 1 feel rhar 1 am capable of 

ralkirlg ru ni! /-ouriger) daiiqhrers on rhese marrers. " (Respondenr # 020). This may 

indicate that for some women. it is harder to talk to a mde child about sexuality than a 

female child. so that the de-me of cultunl sensitivity regarding parental advice may be 

funher stratified by gender and age of the child. 

From discussions with the women. it appeared that utilization of contnception 

mong  their adolescent children was genenlly quite low3'. even thoush none of the 

women actually knew for cenain if thelr sexually active children were practising safe sex. 

What is of concem is that the women (as parents) do not actively encourage discussions 

of sexuality. despite a relatively high level of awareness that unprotected sex can lead to 

pregnancy. HIVJAIDS. and other STDs. 

Seventeen percent of the wornen stated that they would like their daughters (or 

j3 Several wornen had unmmied daughters who had children. md rnost o f  these young rnothers got 
pregnant at a very youne age. 



children) to learn about safer sexual practices so that they can protect themseives from 

unwanted pregnancies. From the perspective of communities and govemments, teenage 

prepancy and childbearing have a suong and unwelcome association with low levels of 

educational achievement for the young mother. which in turn will have a negative impact 

on the position of these women and their contribution to society (Daiiy Nation, July 13, 

1999). From the perspective of the young mother and her fmily. the consequences 

range from disappointment because of failure ro complete secondary schooi, a Ioss of 

opportunicies. and financial difficulties that are likely to result in her dependency on her 

fmil y for support. 

When asked about personal perceptions of risk. as indicated in Figure 34. 65 

percent of the women sard they felt at risk of contracting HIV/AiûS and Table 19 

indicates the respondents' perceptions of the sources of risk that place them in chis 

position. Most of these women indicated irresponsible behavioun (cohabiting with 

another women. alcoholism on the part of her panner) and unfaithful partners as beinz 

the pnmary source of concem for them. Some of the responses were as foILows: 

"My hrrsband would never agree to rvearïng a condom. nor wotrld he like to be 
qrresrioned about his jàitllftrlness ro me. jrrsr as Ize wouid newr admir ro being 
unfaitllftil. " ( Respondenr # 014) 

;Iltltough 1 am fairltfrrl to my husband. 1 cannot be 100 percent siire of him. (Likr 
nrost African men). he is seldoni fairhfid to (Iris wife). and can never agree ro a 
blood test. Since n y  hrisband refirses to wear a condom. mu frrrure is cenain- 
rrncenain on the issrre of AiDS. and qrrestioning kim aborrt the disease can lead ro 
him being abiisive rowards me. " (Respondenr # 012) 

"Nobo- can be entirely srire what rheir parnier rs doing outside the home. 1 
have seen innocent people die from rhe disease, so anyone cun ger rUDS" 
f Respondent # O1 7) 



Figure 34: Respondents' perception that she may be at risk of HIVIAIDS infection 
t 1 

It is obvious from Table 19 below that these wornen have identified both sex and 

non-sex related risk factors that put them in danger of contncting HIVIAiDS. One 

wornan admitted to k i n g  a commercial sex worker in the p a r .  and she was concemed 

because she was not sure whether or not she had conurcied the disease. In this case, it 

appeared that she was second-yessing herself. but unless she felt an "outward" symptorn 

of the diserise i r  is unlikely that she would have a blood test. probably because of the 

stigma attached to HIV/AiDS. 

For rhose women who felt at risk of contnctine the disease. two wornen 

highlighred their vuherability: 

"Yes I feel I rrm ar risk ... my fnend Iielps nie our. and I do not know ifite lias AlDS 
or no[. " (Respondenr # 028) 

" I  cannor quafion in. Ilrisband (abour Itis fidelip) or ask hini ro wear a condom 
becarise Ite can accuse nte of being promiscrraiis. I un1 real- concemed for 
rri~self; brtr ail I can do is pray. v i t  is ni! destin! ro die of rUDS. I cunnot change 
or figlir ir. " (Respondenr # 010) 



Table 19: Respondent's concern that she may be prondat risk of HIVtAIDS 
infection 

Answer Perception of source(s) of risk Frequency % 

YES, a t  risk: 
Respondent suspects husbandpartner is unfaithful' 73 3 8 
Can get infected from other sources0 14 23 
Respondent can befnend an infected person wlo knowing it* 8 13 
tf she is irresponsiblem 5 8 
Problematic because it is an "invisible" diseasei 3 5 
Men do not wear condoms so she cannot protect herself I - 1 

F e m  she may already have the disease because she used to be a 1 - 1 

commercial sex worker' 
Respondent fears being raped' 1 - 7 

NOT at risk: 
Respondent has only one sexual partner (not promiscuous) L I  1 S 
She trusts her husbandpartner has no other sexual partnen' 10 17 
liespondent is responsible and well informed about the diseasez 6 10 
Respondent has NO sexual partners (celibate) ' 5 8 
She trusts the medical facilities that she goes tom - 7 3 
She communicates with her partnen 1 - -l 

She believes that prayer will protect her i - 1 

rn Sex-relnted rishon-risk. 
z Non-sex relnted risklnon-risk. 

Bolh ses-related and non-related risUnon-risk. 

Of those women who felt they were not at risk of contractmg HIVIAiDS (35 

percent). most wornen said they had only one sexual partner and that they tmsted their 

partner was faithful to them. As indicated in Table 10. the women's decisions to engage 

in unprotected sexual activity may be based on their judsements about their personal 

risks and the nsks of their pmners in specific situations. 

One woman said. " 1 am no longer concemed about mu hrrsbands' faithfillnrss 

because he no longer has a job. so it is vent rrnlikely rhat he rvudd be seeing anorher 



woman." (Respondenr # 037) However. as indicated in Figure 20. distoned perceptions 

of risk could lead to faulty decision-making about sexual activity and consequently about 

contraceptive use. For example, one respondent believed, 

"Prayer and rnlsr in God rhat he will help and guide me to act responsibiy is rlw 
measrire rhar I rake ro proren myserffiom rhe disease ".(Respondenr # 038) 

Table 20: Measures taken by the respondent to protect herself From getting infected 
with HIVIAlDS and other STDs 

Measures being taken to protect herself Frequency (n=60) 

Having one sexual pmner that she can trust 
Keeping herself informed about the disease(s) 
Xvoiding potentially risky behaviourm 
Temporarylpermanent abstinence 
Prayer 
Communicating with your panner about the disease 
Having blood tests and blood screening 
Commitment to better personal hygiene 
Visiting medical fricilities that have high standards of hygiene 
Using condoms 
Respondent does not know what to doBias no control over her panner 

Being less promiscuous. avoiding prostitution. infected needies. contact with infectrd people 

As indicated. in the e n  of AiDS and other STDs. the findings that a majority of 

the women are sexually active and not using a banier method to protect them must be 

viewed with concern. Only one woman admitted using the condom as ri form of 

protection against HiVliUDS infection. Penodic abstinence is a traditional method of 

contraception used by many women in deveioping countries (Blanc and Way. 1997, 18). 

Distorted perceptions of risk may arise if wornen engage in infrequent and 

unprotected sex but do not get infected, and if they assume such behaviours occur with 



similar outcomes arnong their peers. In addition, perceptions of risk may be distoned if 

the woman believes that she is too old to get infected. 

Although the decision to have unprotected sex incorporates both individuai 

decisions and rnutual decisions with their partners, little was known from the study about 

how the wornen actually negotiated sexual activity and contraceptive use. Most wornen, 

however. agreed that good communication with thier panners would be h e ~ ~ f u l ' ~  to 

influence their sexual behaviour in chat they may listen to the women. But once again. 

despite communication. it is not clear as to how effective this is in negotiating 

contraceptive use ancilor safer sexual practices. 

"No body can ruke care ofrheir hrrsbands and rell rheni how ro behave. und ewn 
ifwe wanred ru. rlie? do nor lisren ro their wives. He does wharever he likccs und 
when Ire cnnrrs Iionte and demands sexfroni me. I cannot rejiise Itinr, even rltoitglr 
1 suspect Ite is nor fairlifid ro me. I cannot consider leaving him becarise he owns 
rlte horise I live in. and wlzere would I go i f1  Iefr him?" (Respondenr # 009) 

The wornen's vulnerabiiity is reveriled in such responses whereby they have no 

control over their prinners and do not know how they crin protect themselves in their 

situation. -4s rnentioned earlier. econornic survival forces wornen to engage in risky 

semal pncttces. as well as the fact that these women lack the power to nezotiate safe sex. 

and this gives wornen little or no authonty to protect thernselves. While the exact nature 

of power dynamics tn relationships is not ctear. it is rny belief that through the process of 

early childhood soctalizrition and traditionid noms of gnder roles. wornen often l e m  

that they are subordinate to men and musc respect their wishes. Underlying al1 this. 

3.1 Some women seemed to favor open-çommunication whereby h e y  would talk to their partnen about their 
relationship and future. usually approaching the topic of sex in a round-about way (nonconfronntional). 



women have fewer legal rights to safeguard themselves. and even if some laws protected 

them, very few women are aware of this. As one wornan said, 

"1 know rhar rny husband is cohabiting with anorher woman, and even thoilgh she 
is OU? of rown ar present. 1 am not sure if he is seeing anorher ivoman or not. 
Even rhoicgh 1 am his wqe. I cannor conrrol his behmiour ... 1 suspect he ma' 
already be infecred and rhere is nothing 1 can do about il. When he conze ro me 1 
cannot refilse tu have sex with him. but I cannor prorecr myself: Al1 1 can do is 
prqtor  him.. . " (Respondent # 009) 

hspec t ive  of their vuinenble situation and multiple roles, many women were 

rnaking a conscious effort to try to improve their situation through various coping 

strategies. Relationships between production. reproduction. and cornmunity management 

in Kangerni are founded not only on the roles of women as mothers and wives. but also 

on socially and culturally defined roles (Ahawo and Mukns. 1990, 14). These issues 

include rules and conduct of marriage. sexual norms. gender identity, systems of kinship 

and househotd economics. and the structure of the family unit. This study has s h o w  that 

family structure and stability, as well as socio-cultural beliefs and norms constitue an 

important bamer to women's participation in reproduction and production. As indicaied 

in Table 11 (household coping strategies) and Figure 12 (barriers to achieving better 

health). economic insecurity is the major bamer to wornen's overall well-being. Their 

role in the informal economy is often downplayed by the existence of many barriers that 

impede their full participation in the econornic seccor. Table 2 1  below represents the 

women's hopes and desires for their future as well as for the future of the household. 
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Table 21: Respondents' hopes for her future and for her household 

Hopes for respondeni and household Frequency ( % ) 

To better the children's lives: see thern educated. self-reliant, etc. 
To m&e more moneylhave own businesslbetter or more secure job 
To have a g d  Me: trouble-. stress-, poverty-. struggle-free Life 
To buy a plot of Land and senle there 
To buylown ri house of her own so she does not have CO pay rent 
To have good health for herself and her children 
Ta provide for other members of her extended family 
To \ive long to see her _mndchildren and children married 
To move to a ktter residence 
Respondent would like to have a bank account and save rnoney 
Wishes that her husband/spouse finds a job and helps her out 
Wfants to remain single and not remarry 

Evidently. the women's main aspirations rire to betrer their children's lives and gain some 

economic secuity/stability in their income genenting acrivities. One woman said. 

" I  uirr crppeaiing to an! organi:ution or individttal ro iteip the rvonwn b~conie selJ- 
rriiunt und mise dteir chiidren wirhour i1avin.q ro depend on thrir iitisbund's 
brcurise r i i q  fnurrurr the ivomrn musr of t h  rime. taking no rrspuii.sibili~ jor 
tlirir cMdren. " (Respondenr # 01 0) 

Sorne orhcr bamen these women Fxe inchde a Iack of necessary support 

resources. a Iack of forma1 access to credit and investrnent facilities. and a lack of Iegal 

safeguards. especialiy when compared to men in Kmgemi. For example. many women 

traders ffaced bamers such as the lack of necessary capital outiay needed to trade on a 

large scde. and as a result they are forced ro engage in perty trading activities. For 

women with younger children. the removaI of childbeanng support of the extended 

family means inability to venture into other more "modern" forms of employrnent or 

longdistance trading, and inability to engage in gainful employment. Because of such 



impediments, women's contribution to productive activities is minimal. This could heip 

explain why many women said they preferred to have their own businesses at some point 

in their lives because of the idea of more freedom and control in their activities. 

While these factors directly influence household economics and spending 

capacity. they do have direct effects on women's hedth and well-king. For example. if 

a woman has less rnoney, she is likely to eat less nutritious food (if at all). not seek 

medical treatment, and engage in potentially harmful employment acrivities to 

supplemenr her income. One woman said. "Because I uni a single rnim 1 need fo 

beconie jïnancially secrire. 1 cannor depend on a man anymore becarise 2 nzuy ger 

iti$ecrrd wirh AIDS and die oung. rrhich wodd mean thur no one rrmld snppon n- 

children." (Rrspondenr # 05.0 Clearly. many wornen face the reality of having to live 

with a man for economic security. even though they are a w m  of the potential risks of 

such unions. While they fear for their own health. they always seem to worry more for 

their children. indicating that women as rnothen continue to put their children before 

themselves. The women have hi@ levels of responsibilities for rheir families. yet. ris one 

wornan indicated. "Oficials need ro hrlp rhr womrn brcatw rhry have rlie nrost 

responsibiliti~s in rheir hotisehold. und are the mosr opprexsed in socie'. " ( Respondenr # 

OO9) 

Thirty-five percent of women said that they would like a stress-free or trouble- 

free life. whereby they did not have to Iive a hand-to-mouth existence and rilways 

struggie for money. Like many women in other sIum comrnunities, women bear a p a t e r  

burden of illness md  responsibility because of gender related roles. If the woman is 



living with a spouse who neglects providing for the children. it is the woman who takes 

on this responsibility, and is usually the sole provider for her children irrespective of 

whether or not she has a spouse/partner. 

In most instances, women pay for their children's health care needs, school fees, 

and other miscellaneous expenses. As indicated in various responses in previous fi, oures. 

these are the same women whose daily lives are difficult. burdened by unwanted and 

dangerous childbearing. They lack proper nuuition, have long working days. seekmg 

medical treatment belatedly. and often cannot take time off work to properly recuperate 

after an iihess. Clearly. then. some of their hopes for their future are somewhat modest 

in companson to their situation in the slums. hl1 they ask for is for some deeree of self- 

reliance that the? may provide for their children. engase in more stable forms of 

employment. and eventudly own some assets such as a home or a piece of land. For 

most women in this srudy, rhey are dealing with the cunsequences of poveny in their own 

ways which involve incorporating various coping stntegies at both the individual and 

community level. For them their lives are a hand-to-mouth existence. with little or no 

plannin_~ (or saving) for their future because Iife in the siums is about immediate 

stntepies for survivril. 



CHAPTER 7: Discussion Section 

7.1. Discussion of Findings 

The review of available evidence regardin; wornen's health and vulnenbiiity in 

Kenya, in addition to the data cotlected from this study. suggesrs that wornen are limited 

in their achievernent of better healtfi and well-king as a result of their lack of access to 

health c m .  This study is primarily concerned with the health of poor urban women who 

live in difficult circumstances and the rictivities they perform in rnaintaining and 

improving their health. While most of the findings in the study affirm what is aIready in 

the litenture. sorne "unique" observations indicate that wornen are changing their roles 

and preferences in their attempts to survive. This study is also unique in that it is the first 

htudy that specifically looks solely at wornen's needs in  angem mi". 

For this stiidy. women of various age groups and backpunds were interviewed. 

While most respondents were mamed (with a panner present). rnuch could be sriid about 

mmtal stability and household dynarnics. bIany of the wornen interviewed were Young 

widows. sinele mothers. mi_ormts from rural towns and villages. and almost haif of the 

wornen could be considered household heads. As indicated by Tabibzadeh et. al. (1989. 

110). the increasing numbers of urbün women living in poverty is revealed by the 

orowing share of households headed by women. which ties into the linkriges between 
b 

sender and poveny on the one hand. and the situation of households headed by women 

on the other. And although most women in the study had at least a pnmary levei of 

j' The swdy done by ECWEC (19951 looked at both rnde md fernaIe criteria and was more genenl in i ts  
scope and data collecteci. 



education, hi@ dropout rates indicated that many women were unable to complete higher 

levels of schooling, this further conrributing to the poveny situation. 

Whiie most women were employed, it was evident that the majonty of them relied 

on the informal economy for subsistence. Buvinic and Lycette (1988) note that poor 

urban women are forced into the informal economy thereby increasing their workload 

and providing them with jobs that afforded no security Istability or possibility of 

advancement. Most women in this study were barely able to survive. as many of their 

jobs were low paying and temporary. In a single day, women divided their time between 

working outside the home and at domestic chores as divene as food processing, hauling 

water and sathering firewood (or cooking fuel), looking for casual work to supplement 

income. taking children to health clinics, and preparing family meals. For these urban 

women, the need for independent sources of income remained the main fact of life. and 

as such they continued doing casuaI labour and performing multiple tasks in order to 

survive (Dail! Narion. September 1999). 

Xccording to Stein ( 1997, 13). women are disproponionately represented among 

the poor and are disproportionatel y responsibie for family survival. particuiarl y ihat of 

younzer children. This study founa that during times of economic hardship. it was the 

women who increased their working hours to ensure family survival. For vulnerable 

women. systems of male domination funher exacerbated their problems because on the 

one hand they were denied or had limited access to economic resources and political 

participation. and on the other hand imposed sexual divisions of labour allocated them 



the most onerous. Iabour-intensive, poorly rewarded tasks inside and outside the home. as 

well as the longest hours of work3'. 

As pointed out by Berger (1999, 55), regardfess of their marginalized situation. 

women have srniggled both individually and collectively against poverty. While their 

vulnerability was illusuated by the items that they cut back on in rimes of financial 

distress. this study is unique in that it documents women's coping strategies in their own 

words. proving that they will becorne creative and innovative in their attempt to endure. 

Drawing parallels to Stein (1997. 23). women in Kangemi also undenook more 

community work. such as communal waste management and communal household 

sharing of items. Women as workers and managers of human welfare were central to the 

ribility of households and communities to tackle the current econornic cnsis in Kenya. 

Even as resources to strengthen women's economic opponunities were shrinking and 

they were forced to srretch their unpaid labour. wornen have begun to mobilize 

themselves both individually and collectively. This is where the stfength of this study 

lies because it highlights the key d e  women play in maintainmg their households under 

such economic constrriinrs. 

As predicted by Good (1987, 62). women's perceptions about health and their 

m e s s  to health care options and suritegies indicate that the women in Kringemi use a 

variety of health options in their quest for healing, regardless of their financial 

restrictions. Awareness of health and il1 herilth vuied rimongst the women. but clearly 

women's perceptions of a probIem dictaced who received treatment (usually children had 

" These findings are similar to olher studies. and therefore. not unique to rny study. 



first preference), the frequency of treatment, and whether or not treatment outside the 

household was necessary. Many of the tasks hat women performed as homemakers and 

mothers were critical for the prevention and treatment of childhood diseases and 

malnutrition. It was the women, particdarly in their roles as mothers. who bore the 

responsibility of farnily health by ueating common diseases and injuries. and taking the 

sick children to health centres. 

With regud to types of heaIth facilities used, the women used al1 three basic 

spheres as indicated in Figure 5 (Good. L987, 61): the uaditional. non-biomedical range 

of options. the biomedical realm. and the popuiar culture sector which represented self- 

treatment and home remedies. Unlike the study done by Good (1987). this study did not 

find that the tnditional medical sector. with the exception of spiritual healers. occupied a 

major position in the women's lives. The popular culture sector. where illness is first 

perceived and acted upon. was the first Corn of action for most women. Most women in 

Kangemi relied on govemrnent care of some son. usually because these types of clinics 

were more easily accessible and affordable. [rrespective of the reasons behind choice of 

health care facility. the study found that women relied on ri variety of options. from 

modem biomedical facilities to more alternative optlons such as herbs. prayer. and 

spiritual healing. Chemists were ais0 seen as an important option as they gave advice 

about illness and prescribed and sold medication. 

Most women in Kangemi indicared that they were not satisfied with their health 

status and the main banier to their achieving better health was related to economic 

adversity. Tied into this is Stein's point (1997) tiiat women are disadvantaged in terms of 



income, nutrition. living conditions, the physicai and psychological dernands placed on 

them, as well as their share of power and status needed to reduce their exposure to, and 

risk from. mnny diseases. Many women in Kangemi suffered -patly ffom disabilities, 

diseases. and ilInesses that were preventable or whose severity could have been 

mitigated. For example, women did not eat enough calories to support the energy they 

expended. and as such suffered frorn malnutrition and other nutntional deficiencies. 

While such problems were clearly a major concem for the women. they were also able to 

identify those measures they felt could help alleviate this problem, as well as the 

measures taken by others in the community to assist women in achieving better health for 

themselves and their families. 

The findings from this study suggest that urbanization has had important effects 

on attitudes towards family stmcture. reproduction. and sexual behaviour. Some of the 

emergng patterns indicate that there is a weakening of social noms. traditional notions 

of the family and of premarital sex and sexuality. These factors. combined with less 

farnily supervision and F a t  possibilities for interaction between men and women in 

crowded neighbourhoods. tend to increase women's risk of early sexual matunty and 

related effects. The concem here is that women enter into reiationships of potentirilly 

hi$ risk because they do not know enoueh about their own bodies and how to protect 

themselves from sexunlly transrnitted diseases such as HIVIACDS. Funhermore. they 

iack the power and conviction to nepirite safer sex. putting them at additional risk. But 

evidently. the vulnenbility of these wornen is clearly within the context of an 



irnpoverished and economicdly deficient environment that significantly worsens al1 these 

problems. 

Nairobi. like other urban centres in the developing world, faces a major crisis in 

the new millennium. its high population growth rate. deteriorating economic conditions. 

and worsening urban environment ail interact to create a new urban ecology that could 

create conditions for new health risks which rnay reach levels that will be difficult to 

manage unless appropriate policy stntegies are put into place now. 

As suggested by McElrnurry. et, al. (1993). there are clearly more factors 

involved in understanding wornen's situation, their statu, and health than could possibIy 

be rneasured in any single study. rnainly because the relationshtp between women and 

their health is multi-IeveIed. And even though the connections between environment. 

health and poveny are poorly understood. knowledge that environmental factors directly 

influence human health is a well-known and accepted correlation (WHO. 1999: Xyako 

and Katumanga, 1997). As indicated in this study, environmental conditions are one of 

the main hazards of the lifestyles of poor urban residents. although other aspects such ris 

reproductive il1 health. diet. and alcohol abuse must also be ernphasized. The concept of 

marginalip (Harpham and Stephens. 1991. 61) can be used to descnbe the poor slum 

residents of Kan_oemi. The wornen. rnost of [hem migrants into Nairobi. can be temed 

"spatially marginal" because they live in informai settlements on the periphery of the 

city. They are also "socially marginal" as their financial constraints limit their full access 

to the modern aspects of an urban city. Einally. they can also be called "occupationdly 



marginal" because a high proportion of them are illitente and unskilled workers who 

cannot find secure employment. 

The wornen are key players in identifying both overt and inherent factors that 

affect their health and well king, and this study has shown that women find their own 

ways of coping with various situations which can help them survive their daily hardships. 

It is not easy for program sponsors to change their thinking from a top-down decision- 

making capacity to adapt a reverse approach of giving controi to women at the "bottom". 

However. some organizations iike the Kangemi Women's Empowement Centre 

(KWEC) attest to the possibility of givinj women back some control over their lives. 

Funding organizations can help provide technical assistance. start-up tinancing, 

leadership trainine. rind relevant supplies to empowerment projects and networks. in 

addition. they crin also provide opportunities for sharing information about the successes 

and failures of these strategies. 

With regard to women's reproductive health status, the findings of this research 

ponny women living i n  a sociery where "good" women know little rind say nothinl 

about sexual rnatters. multiplicity of sexud partners for males is inherently overlooked. 

and condoms are considered appropriate only for illicit sex. Many women appeared to 

lack adequate knowledge about their reproductive systems. and many failed CO recognize 

the symptorns of sexually transrnitted diseases. Due to traditional sender rotes. most 

women are subject to their partners' control in sexual interactions. Drawing panIleIs 

from reports by the WHO (1999). since few women receive comprehensive medicai c m  



and fewer lab tests are done, poor women in slurn areas are also often unaware of 

diseases €rom which they suffer. 

Given that severely economically and socially disadvantaged women charactenze 

those cornmunities as predominant with HIV and STD infection, this study reinforces the 

notion that views the heterosexual transmission of HIV as a direct reflection of gender 

inequality. Many women have limited bqaining power in their sexual relationships 

(UNAIDS Report. 2000); they feel unable to question their husbands. much less non- 

marital sexual partners. about other sexual encounters they may have had or rire cumnrly 

having. Many wornen see condom use as unappealing because it connotes a Iack of trust. 

particularly on the pan of the man. For these wornen. condoms are rissociated with 

having sex with "the other", not with the stable panner. 

Results from the study also clearly indicate that women's ability to successfully 

initiate condom use or ensure fidelity in pannership depends on the consent of men. 

because socio-cultural noms give pnonty to male pleasure and control in sexual 

interactions". Condoning multiple panner relationships for men is another social nom 

that increases women's vulnenbility to STDIHIV infection. For example. over 30 

percent of the women interviewed adrnitted feeling at risk of contracting HIV because of 

their partners' infidelity. From this study, the women believed that a variety of sexual 

pmners is appropriate (or at les t  an acceptable nom) for men but not for women. And 

although many women expressed concern over the infidelities of their partners. they were 

n Community health nurse. September 1999. 



resigned to their lack of control over the situation. One woman reported that nising the 

issue of her partner's infidelity could jeopardize her physicd safety and family stability. 

ADS, more than any other epidemic, has illuminated the fatal consequences of 

women's powerlessness for al1 of society. The fatality of AIDS provides the undeniable 

moral and economic impentive to make the suuctural changes that are necessary to 

empower wornen (Gupta and Weiss. 1996). Results from the KWEC report indicate that 

research is a productive mechanism for beginning the process of comrnunity rnobilization 

around the AIDS issue. Experience indicates that change is rnost readily accepted with 

action research. whose findings are tnnslated into program intervention and participatory 

research that involves members of the community in the research process (KWEC 

hnnual Report. 1998). For example, awareness of HIVIADS. STDs and hmily planning 

has been nised through committee training. with members creating awareness in schools 

and at the village level (KWEC Annual Report. 1998). Expenences from such work 

demonstrates the utility in dnwing the community into a project as a means of winninz 

local cooperation for research on semitive topics. guannteeing cornmuntty ownership of 

results. and ensunng sustained participation. 

While the study was able to identify individual health needs and strategies of 

coping, ai1 women were confronted by gender discnmination. economic deprivation. and 

social disorganization. Thus. they and their families often have a similar set of needs that 

include food. income. housing, education. health c m .  child c m ,  support and 

companionship, protection from violence. and power in sorne or al1 spheres in which they 

carry out their activities. 



There are a variety of organizations in Kangemi that have attempted CO address 

these needs, including St. Joseph (the Worker) and its subsidiary branches of DolIy Cnft, 

the Upendo Unit, and the Training School. Kangmi Women's Empowennent Centre 

(KWEC), the Breast Feeding Information Group (BIG), Legai Resources Foundation- 

Kenya (LRF), and other formal and informai organizations that provide some fonn of 

suppon and help for the women and their families. These include income genention. 

micro-credit, legal aid and referral. provision of formai and non-formal education. job 

tmning. consciousness raising, violence reduction. the meeting of basic needs such as 

food. hedth, or education for the women andlot their children. environmennl 

management. and advocacy and awareness of women's rights. Often enplicitly inciuded 

in the goals of such organizations is the empowerment of the wornen who belong to thern. 

While the scope of such initiatives is limited in terms of membership and 

outreach. their activities and mandates are empowering for the women who panicipate in 

their programs. At the individual level. participation can lead co positive changes in 

vaIues and attitudes. including increased sense of control. competence, confidence. and 

oreater self-esteem. With those changes come greater flexibility and more options. - 
accompanied by a more optimistic view of the future and increased personal and 

community responsibility. 

At the s o u p  level. group participation can lead to successful p u p  processesjs. 

For example, the group can become strengthened and improve intemal and extemai 

reIations. The members may achieve a level of respect they had previously not been 



accorded. and as the group becomes better organized and more visible, allies may be 

enlisted from other organizations, from people in political positions. and from others 

working on sirnilar issues. Al1 this c m  work to increase the power of groups and their 

members, and may take on comrnunity-wide health (and other) education responsibilities. 

Govemment or NGO p r o p m s  rnay even seek out such organizations to help implement 

additional health-related progams. 

Drawing parallels to Moser's ideals about empowerment (1989, 1815). women's 

organizations can be seen as the key to empowerment strategies because they have the 

potential to increase women's self-reliance and internai strength. Women need to 

determine their choices in life and to be able to influence the direction of chanse through 

their ability to control matenal and nonmaterial resources. Sirnilrir to Moser. this study 

recogizes wornen's multiple nies  (reproduction. production. and community work) and 

believes in the importance of women organizing by and for thernselves. 

AS a final note. research about heaIth and the methodology used to investigate the 

topic has provided researchers and policy makers with an asenda for the future to explore 

the concepts of health. well-being. and empowerment with youps of women in different 

locations who have different cultural. political. social. and econornic expenences. A 

1994 informa1 report by the Worid Bank Office on Population and Nutrition provides an 

effective summary of where we need CO go €rom this point with regrd to understanding 

[women's] health. 

38 Not explicitly found in the study. but a reaIist suggesrion indicated by sevenl women and individucils 
such as CBO workers and Community HeaIth Nurses. 



"We know WHAT needs to be done. But we need ro understand the HOW: how 
people 'produce' health: how to ensure technical efficiency of health care 
systems: how to corporate culture in bureaucraties dealing with heaith; how to 
adapt health policy making to the rnomentous changes that are sweeping the 
globe. We need to deveIop Our understanding of the determinants of health 
because health is broader than health c m .  Yet. we find ourselves confined to 
discussing only health care refonn. We agree that people, not health services, 
produce health. But beyond that srarement the mystery remains: how do people's 
interactions within the household and the comrnunity, with service providers. and 
with their physical. biological, cultural, economic and political environment 
detemine their health? We have yet to develop a common language that would 
allow us to analyze and act upon micro, meso. and macro determinants of health." 
(Daily Nation. September. 1999). 



CHAPTER 8: Recommendations and Conclusions 

8. 1. Summary and recommendations 

Given that the Iifestyles of the urban poor are complex and dominated by poveny. 

establishing simplistic causal links between urban health and the urban environment may 

not paint a true picture. Physicd conditions (as measured by housing, saniration. water) 

and social conditions (as measured by poveny, education. women's status) combine to 

determine the status of urban wornen's health. As suggested by Lamba (1993. 24). it is 

very clear that the environment of the slurns, in particular. is hazardous to health. and so 

it rnakes sense that the mosr important and effective health intervention would be to 

improve the infrastructure and services in the slums, especially basic necessities such as 

water and sanitation. Since Kenya's post-independence zeal and rnismanaeernent have 

been detrimental to the development of basic infrastructure in urban ares. there is a need 

to strenghen the infnstnicture and improve access to basic services. The government 

needs to enact laws making basic ne&, such as health and education. mandatory human 

rights. and at the same time expand public health funding, and clean water and sanitrition 

to slum communities within the country. 

There needs to be an enhanced investrnent in women's education and promotion 

of their access to productive resources. The govemment needs to priontize women's 

access to credit. job training. paid employment and property riohts throuzh equai rizhts 

lesjslation. The reality is that irrespective of such changes. unless women rire 

ernpowered economically. they will remain in the vicious cycle of poverty and 



margindization. As indicated in this study, women mdce financially sound decisions and 

have the intelligence to comprehend the business environment and adapt accordingly. 

In light of women's reproductive hedth needs, what impoverished women need in 

order to keep from king infected by W and other STDs is a solid factual understanding 

of the diseases. their modes of transmission. access to relevant services (for exarnple. 

testing. counselIing), and the confidence and social power to iniriate and sustain 

behaviounl change. For STD's. but particularly for HIV infection for which there is no 

effective cure, prevention prograns are essentid. Successful preventative efforts must be 

based on accurate information. not only about sexuai practices. but also about motivation 

to avoid risky behaviours. motivations that in the pst have had little or nothing to do 

with health concerns. One recomrnendation of this study. therefore. is to encourage 

research on female sexualiry, because thts is a key m a  where important contributions can 

be made to improving health pro-pans for women. 

With regard to the Iack of use of condoms. there needs to be widespread 

educational crimpaigns rhat de-stigmatize the condom and weaken its association with 

i lkit sex. Opponunities to taIk are criticai to helping women overcome social norms that 

define a "good woman as one who is ignorant about sex and passive in sexual 

interactions. as well as those that prohibit inter-partner communication on sen. 

paniculariy when initiateci by the woman. Such norms and beliefs make negotiating the 

use of a condom very difficult. At the same time, educating men and boys on the 

consequences of multiple partnerships and hi$-risk sexual behaviour is essentiai to 

reducing both their own nsk of STD/HIV infection and that of their female partners. 



In addition to STD/HIV education, condom distribution. and infection diagosis 

and treatment, the Baseline Survey from the Kangemi Women's Empowerment Centre 

(KWEC Annual Report, 1998, 8) highlights the need for services which include support 

networks. income generation, and shelters for women who are victims of domestic 

violence in order to facilitate individual behaviour change by wornen. KWEC and St. 

Joseph The Worker are exampies of such organizations thot provide sentices and address 

the micro- and macro-leveI socio-economic factors that affect women's sexual behaviour 

through collective action by fighting legal. economic. and social discrimination. 

Although such ~ a u p s  are present. more resources are needed to strengthen existing 

community-based orgnizations to improve and expand the provis~on of services to al1 

members of the comrnunity. 

However. the realiry of the situation is rhar even if women can be pmvided with 

these kinds of services. information. technoIogtes. and controI within thetr sexual 

relritionships. they will still continue to face economic and social conditions thar 

undermine the adoption of STDMV preventive behaviours. Ultimately. effons to curb 

sexual tnnsmission of STD/HIV must address socio-economic concerns. Studies from 

across the developing world indicate chat poverty is overwhelmingly the root cause of 

women entenng into multiple or temporq  partnerships or bartering sex for econorntc 

zain or survival (Gupta and Weiss. 1996.9). Such women are unlikely to be swayed by 

educational campaigns promoting monogamy. Therefore. there is a need to improve 

women's economic status through such measures as enhanced access to credit, skilk 

training, employment, and most importantly. access to primary and secondary education. 



FinaIly, there is a need to ensure that interventions are relevant to the cornmunity: 

local program practitioners in the research must solicit coIIaboration with other 

organizations, such as the state, NGOs, and CBO's. For example, the KWEC 

collaborates with the Family Planning Associarion of Kenya, FIDA Kenya. and 

Maendeleo Ya W anawake, but as indicated from the KWEC AnnuaI Report (l998I 1999). 

other orsanizations do not fully coopeme. While St. Joseph's Dispensary cannot provide 

artificial contraception. for example, it would be more fruitful for KWEC to either 

provide the necessary contraception or rit l e s t  information sessions about contraceptive 

use in colIaborrttion with St. Joseph The Worker. Such collaboration can be relevant ro 

the immediate needs of the women such that they can be used to develop interventions. 

Moreover. because each organization is doing what it  does besr. their respective streneths 

are miurmized and scarce resources need not be rillocated to training in additional shlls. 

8.2. Conclusion 

This study developed 3 framework for the study of women in a slum resion which 

combined qualitative and quantitative data. These methods heIped ennch the accuracy 

and relevance of the study by increasing our understandine of the creation of specific 

data. as well as the sxtent of adherence of respondents to concepts and definitions used in 

the questr onnaire. 

By restncting rny frainework to women. this study rinswers those questtons that 

deveIop from the observation of women. and which are reievant to women's needs- 

While men too live in poverty, the study has shown that some of the consaints to the 



women's overall well-being are related to particular forms of gender discrimination. as in 

the case of the heterosexual transmission of A D S  and other STDs. Cn terms of women's 

health. this thesis has shown that women bear a greater burden of illness because of 

gender related roles; they seek treatment belatedly, often putting their chiIdren before 

themselves, and habitually do not take time off from work to properly recuperate. 

By advocating a feminist perspective within the Interpretive Social Science (ISS) 

fmework. this study has provided an anaiysis of sociaily meaningful action through the 

direct observation of slum women in a natural setting in order to mive at understandings 

and interpretations of how they create and maintain their social worlds. X feminist 

methodology was important because research strategies have emerged out of, and reflect. 

wornen's ways of knowing and action within a particular contelct. for example. structures 

of patriarchy and uneven power. 

Reserirch conducted in Kangemi has produced a rich source of information on 

slum wornen's situation in the context of economic hardships in Kenya. Of specific 

importance are the topics of sexuality and sexually transmitted diseases. 3s well as 

valuable substantive data on women's lives and the factors that appear to affect their risk 

of HIVISTD infection. The study yields knowledge of the critical importance of gender- 

role issues in MV/STD prevention and breaking down brimers to women's access to 

health and well k ing  coping stntegies. It is my desire to see that the recomrnendations 

be used to pave the way towards progress in understanding the women's situation and 

eradicating AiDSISTDs both Iocally and at a national !?;el. 
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Appendiv 1: Sample consent form used for the study 

CONSENT FOR RESEARCH PARTICIPATION 

I hereby a p e  to participate in the research investigation entitled "Access to 
primary health care for low-income women in urban Kenya*', conducted by SELJNA 
OMAR U U ,  under the supervision of Dr. Miriam Grant of the Department of 
Geography at the G'nivenity of Calgary. This research is intended to explore and 
document the status of and constraint on women's heaith. 

1 understand that my participation is comptetely voluntq, and that 1 have the 
right to withdnw from the study at any time without penalty. 1 also understand the 
researcher's right to terminate my involvement at any time, I am aware that notes will be 
used in the research process. 1 understand that I may be required to be interviewed more 
than once, that the total amount of time required for the interview process will range 
anywhere from a total of two to four hours. and that there will be no mone tq  
compensation for my participation. 

1 have been informed of the genenl nature of the study. including the kind of data 
recording procedures. I am aware of the fact that my identity will be kept stnctly 
confidential. A number will be used to identify transcripts and written reports from my 
participation. The key listing my identity and the number attached to me will be kept 
separate from the data in a locked file cabinet accessible only to the researcher and the 
project supervisor. At the conclusion of the research. 1 an informed that al1 data 
regarding subject information will be destroyed. I am aware that. when the research is 
over, 1 can ask the researcher to read my interview notes to me so that 1 can change them 
if I so wish. 

1 understand that participation in the project will not directly benefit me. and that 
there is no foreseen possibility of h m  cominz to my frimily or me. 1 also undentand 
that the results of this research may be published andlot reponed to govemment. funding 
andior scientific asricies. but my name wiil not be associated in any way with any 
published resuIts. 

I understand that if I have any questions. I can contact Dr.   mi ri am Grant. the 
project supervisor. at (403) 220-2141, or Ms. Karen McDermid. Office of the Vice- 
President (Research) at (403) 220-338 1. 1 have received a copy of this consent form. 

Date Signature of participant 

Signature of researcher 



Appendix 2: Sample questio~aire used in the study 

ACCESS TO PRIMARY HEALTH CARE FOR 
LOW-INCOME WOMEN IN URBAN KENYA 

JüLY - OCTOBER 1999: 

Questionnaire final ID #: : : 
KEY: 
A= women contacted through comrnunity organization; B= other contact 
a= women with partners; b= women without partners 

Respondent's first name: 

Respondent's ID #: 

Interview conducted on date: 1 199 

Researcher 's notes : 



D E M O G W H I C  DATA: 

1. What is your age? 
KEY: 1= less than or equal to 19; 2= 20-29; 3= 30-39; 4= JO+ - 

2. What is your date of birtfi? 

3. Were you bom in this town? (YES) (NO) 
If No, did you come from a nirai or an urban area? 

4. What is your marital s t a tu?  
KEY: (a) single, never married - 

(b) married, common law: II) spouse present; (II) spouse absent 
(c) divorcedlseparated 
(d) widowed 

4. How many times have you been married? 
(a) never married 
(b) married only once 
(c )  married more than once (specib number of times) 

5. What is your ethnicity? 

6. Do you belong to a church? (l'ES) (NO) 
If yes. which religion? 

7. How far did you go in schoot? 



HOUSEHOLD INFORMATION: 

1. Who are the members of this household (consist of al1 persons- related family 
members and al1 unrelated persons- who occupy this housing unit. and have 
spent the last 7 nights here)? 

A. Household B. Gender C. Relationship I l / D. Age 1 E. Status 
member ( s p e c ~ )  

1. Respondent 
2. . 
3. - 
4. . 
5. . 
6. . 
7. . 

KEY: 
B. Gender: 1= female: 2= male 
C. Relationship: l= spouse; 2= unmarried partner; 3= soddaughter; 4= parent: 

9= grandchild; 6= brotherlsister; 7= auntluncle: 8= cousin; 
9= nephewlniece; 10= in-law; 11= foster child; 12=borderAodger: 
13= other non-relative 

E. Status: 1= wage employment: 2= self-employment: 3= unemployed: 4= at home: 
5= school (nurse~lprima~lsecondary); 6= college/aduIt training; 
7= other 

2. Are your living quarters: 
(a) owned or  being bought by you or  someone in your household? 
(b) rented for cash? 
(c) occupied without payment? 

Cd) other (specifi,)? 



3. Can you identify corne advantages of your housing location? (Le., your 
neighborhood) 

4. What are some disadvantages of living in your particular location? (i.e., your 
neigh borhood) 

PERSONAL AND HOUSEHOLD INCOME: 

How much money did you make last month? KSH: 

Respondent's sources of income (in KSH): 

3. Does the amount in (1) equal an average monthly income? (YES) (NO) 
If No. please explain: 

Mode of Livelihood Average per month Seasonal (YES) (NO) 



4. Who e h  in the household generates an incorne, and how much money are they 
able to contribute, per month, to the household income? 

I I 1 1 1 Household member 1 Source of Imom 1 Moathly Incorne W H )  1 

Do you receive any money from a person who is not part of your househotd? 
(YES) (NO) 
If Yes, please explain: 

What was your household incorne last month? KSH: 

What are Fur monthly expenses WH)? 
(a) rent 
(b) waterflighting 
(cl food 
(d) cooking fuel 
(e) household items 
(0 health care 
(g) school fees 
(h) transportation 
(i) loans/debt 
(j) other (specifi) 

If p u  are short of money which of the above do you cut back on? 



9. What are the economic coping strategies of your household? 

1. How wouid you rate the health of yourself and of your household, as well as 
identify some health problems of your household? 

1 6. HousehoM mernber 1 B. Health Status 1 C. Health Problems (specify) 1 

KEY: - 
B. Health Status: I= not satisfactory; 2= satisfactory; 3= good 
C. Health Problems: 1= mild; 2= severe; 3= chronic; J= fatal: 5= other 

2. What have been your health concerns/probIerns in the past? (give year) 



Did you seek treatmentlhelp? (Y'S) (NO) 
Please explain: 

What are your present health problems? 

Are you seeking treatmenîhelp for your current health concerns? (YES) (NO) 
Please explain: 

Are you currently on any medication? (l'ES) (NO) 
If Yes, please explain: 

7(a) 1 am now going to ask you about when and why you have visited the following 
types of health care workers: 

2. Miiion-bmed care 
3. Private clinics 
4. NGO clinics 

1. Hospihls 

5. Chemis Wpharrnacies 1 1 
6. Othet 

When (year) Reason €or visit 



7(b) When and wby you have visiteci the following types of h d t h  care personnel? 

8. If you are unweH, what is your first response of "treatrnent"? pleuse expluin 

1. African traditional healers 
2. Non-African healers 
3. Market sellers 
4. Spiritusi heaiers 
5. Other 

9. What are the more common reasons for seeking medical assistance outside your 
home? 

10. Where did you acquire information on the following issues? 
fa) treating minor health problems at home 
(b) choice of self-treatment 
(c) choice of treatment outside your home 
(d) general well-beinghygiene 
(e) family planning 
(0 birth control 
tg) protectedlsafe sexual practices 
Ih) detection of iII-heaith 
fi) nutrition 
Cj) breast feeding 

m e n  (Y=] 

KEY: A= female person; B= male person - 
1= retated household member; 2= famüy member not part of household; 
3= non-relative; 4= friend; 5= church/mosque; 6= local baraza; 
7= government health care worker; 8= non-government health rare worker; 
9= a women's organization; 10= other (specifi) 

Reason for visit 



(Question 11 omitted) 

12. Explain your choice of health care stratedes and options. 

13. Who pays for the heaith cardtreatment in the household? 
(a) for yourself? 

(b) for a househoid member? 

14. What types of problerns are in the way for !ou to have better health? (specih) 
(a) economic 
(b) cultural expectations 
(c) religious practices 
(d) physical distance 
(e) family obiigations 
(f) status of women 
(g) lowho control over finances 
(h) lack of inforrnation/education 
(i) other 

15. What do you think the community/neighborhd you Iive in is doing in terms 
of providing health care to you and your family? 



16. In your opinion, what couid be done to improve your health and chat of your 
household? 

17. What can be done to improve access to health care information for your 
cornmunity? 

18. Are your concerns about h d t h  and well-being issues shared by other women in 
your community? (YES) (NO) please explain 

19. Are the women in your community coming together Co tackle issues concerning 
women's low income earning potential and women's health? (YES) (NO) 

20. Are !ou aware of any femak representation in locaI baraza's, or government? 
(YES) IN01 
If  Yes. is this representation helpful? (YES) (NO) (NIA) 

21. What is your ideal family size in terms of number of children? 
(a) one child or l e s  
(b) 2 to 3 children 
(cl 4 to 6 children 
(d) 7 children, or  more 



22. Are you practicing any form of family planning andlor birth control? 
(YES) (NO) please exphin 

23. What would be some of the reasons For using contraceptive measures? 
(a) to limit my family sue  (my choice) 
(b) to limit my family size (not rny choice) (speaj'j whose choice) 

(c) to protect my health 
(d) to protect the heaith of my children (born and unborn) 
(e) to protect the health of rny "Spouse" 
(f) child spacing 
(g) cannot afford the cost of more children 
(h) my "spouse" is demands it of me 
(i)  to fulfill demands by another family member (specifj) 

ü) other fspecih) 

Who makes the decisions about family planning in your household? 
(a) yourself 
(b) other fspecijj) 

25. Are you worried that other members of your household are sexually active and 
are not practicing safe sex? 
(YES) (NO) please expfain 



26. Would you encourage anyone in your household to be educated in regards to 
safer sexual behavior, use of condoms, etc.? 
(YES) (NO) please explmn 

27. Are you aware of the AIDS epidemic in Kenya? 
(YES) (NO) 

28. What do you know about AIDS- who is at risk. how it spreads. prevention. etc.? 

Are you concerned that you may be at rkk, or prone to HIVIAIDS infection? 
(YES) (NO) please explain 

30. What measures are ~ o u  taking to protect yourself h m  getting infected with the 
AIDS vims. andior other Sexuaily Transrnitted Diseases (STD's)? 



31. Through what means is your community making people aware of the AIDS 
epidemic and other health issues? 
(a) radioirV 
(b) local baraza's or meetings 
(c) health care workers 
(d) church/mosque 
(e) missionaries 
(f) visits "doctors" or  nurses 
(g) postershill boards 
(h) flyersipamphlets 
(i) playdskits 
(j) other (specib) 

32. What are your hopes for your future and that of your househoid? 

- -- 

33. Do ~ o u  have any other comments ~ o u  would iike to rnake? 
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Appendir 1: blap of Kangemi Slunis (1997) 
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