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PREFACE 

The main objectives of this study were to determine: (i) the state of physical health and the 
nutritional status of mothers and children; (ii) the nutritional and non-nutritional disorders 
affecting health; (iii) the extent of energy-protein malnutrition (EPM) and locate its causes; and 
(iv) mechanisms for controlling EPM through primary health care and agro-economic reforms. 

Samia location in the Busia District of rural Western Kenya was used as the survey 
community, with 56 households isolated for in-depth interviews. Lactating and pregnant 
mothers and pre-school children were the main target groups (Chapter 4). Indicators of 
measurements used were: weight for age among pre-school child, length of lactation, maternal 
and childhood diseases, family background and income levels, household food budget, 
household structure and land opportunities. 

During our survey, a polymorphic approach has been applied to investigate the subject of 
malnutrition from multi-leveled perspectives. This has been supported with a research method 
I named the participatory action-oriented research approach, or PAORA. PAORA encourages 
participation in local research through on-going dialogue with villagers, government officials, 
local elites, and "donor support programme" workers. PAORA can be seen as a complement 
to current research methodologies, especially in the context of economies still defining their 
development strategies. 

This thesis should be seen as an effort to analyse major cultural factors that continue to make 
malnutrition inevitable in the African context. Chapter 1 introduces the study and applied basic 
principles. Chapter 2 brings the level of focus down to the Sarnia region, and describes the 
region and its socio-political and eco-cultural structures. Chapter 3 examines the Samia region 
from a diverse perspective offering insights into its symbolic systems. Chapter 4 provides a 
detailed account of household structures and nutritional practices. Chapter 5 describes cultural 
perception of malnutrition, and the five endemic community diseases influencing malnutrition. 
Chapters 2-5 offer detailed information on local diet and related practices, travellers' dietary 
syndrome, the waste of bananas during political events, the degree to which magendo 
(smuggling) has interfered with farm labour, the cultural rejection of certain foods; force- 
feeding, poverty, and disease wicked cycle. Chapter 6 concludes by isolating what the author 
ultimately brushed aside as mere myths and errors due to past mistakes and misguided thought 
processes. 

The main findings were the following: Samia was endowed with excellent food resources 
and market opportunities. Maternal undernutrition as reflected in marasmus or kwashiorkor 
was not detected. But maternal anaemia was common. Of the 87 (100 %) under fives examined 
for EPM, 42 (44 %) had weight for age below the 50th percentile of the reference mean values 
for the USA National Centre for Health Statistics (NCHS). 18 % of the children had weight first 
grade EPM; 14 %, second grade EPM; and 12 %, third grade EPM. No marasmus was detected 
among the under fives. Symptomatic malnutrition was influenced by SPEC complex factors 
and disease. Anaemia, malaria, ULRT diseases, diarrhoea, measles, whooping cough and 
intestinal worms were the major maternal and childhood morbidity disorders. 



Our conclusions show that: malnutrition was common and affected mostly children. A 
comparison with the American NCHS data (chapter 4) reflects how adaptive an African child 
is to hislher harsh environmental conditions. Samian children that were found to be healthy and 
living under normal conditions, with good diets, few infections with disease, and normal 
growth patterns closely followed growth patterns corresponding to Western children. 

2 Maternal and child health in Kenya 
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CHAPTER ONE 

As only what has been sown in the ground will ever grow on it, so nothing 
will be developed by wol-d of mouth other than ideas submitted to it. 
Ideas themselves are simply empty words and give birth to nothing, 

unless later put into test and experinzentation. 
- Mosio & Barth Eide, 1985 





1 INTRODUCTION 

The groundwork for this study, Maternal & Child Health, was conducted during the period 
when Kenya was suffering from acute food crisis caused by drought. Kenya had been afflicted 
with a drought lasting two consecutive years (1983-85), which followed on the heels of the 
1981 national drought. The 1983-85 drought created a massive nationwide crop failure. A.K. 
Kiriro, expressing his personal experiences, wrote that the 1983-85 drought in Kenya was the 
most severe since the 1930s (quoted in Downing et al. 1989 p. AV). There were no long rains 
except in the coastal areas and the western and Nyanzaprovinces. Agricultural production was 
sharply reduced, creating food shortages almost everywhere. (cf. Annex, Maps 1-1,2; 1-3,4, 

5) 

1.1 Aims and scope of the study 

The aim of this research was to determine the extent to which malnutrition afflicts the Busia 
District. Researchers have alleged that both nutritional wasting and stunting associated with 
undernutrition were becoming severe in the district (ROKDLO, 1983; ROKIUNICEF, 1984; 
Annex Maps 1.1-1,2). This situation raised afurther question in my mind: What was the extent 
to which non-nutritional disorders interacted with undernutrition to influence energy-protein 
malnutrition (EPM) at the household level? It seemed worthwhile to examine EPM causes from 
a wider perspective. Attempts were then made to design a support programme for policy 
considerations and further research. More specifically, the study sought to determine the 
following: 
(a) The state of physical health and the nutritional status of mothers and children at the 

household level in Samia; 
(b) The nutritional and non-nutritional disorders affecting household members, and how they 

degrade the physical health of the target groups; 
(c) The extent of EPM at the household level and its possible causes; and 
(d) Possible mechanisms for controlling EPM among target groups through primary health 

care and agro-economic reforms. 

Our survey community was Sio-Port region, which is comprised of two fishing communities 
on the shores of Lake Victoria. The two communities, officially administered as sub-locations, 
comprise seventeen villages in a combined area of 38 square kilometres. In 1984 the population 
was estimated at 9,000 inhabitants. The two sub-locations, Bujuanga and Busembe, had about 
1,200 households in 1979 (ROK, 1981b). When using a modified version of 'action-research', 



my research team isolated 56 households for in-depth interviews. The households contained 
both lactating and pregnant mothers and pre-school children. 

The two sub-locations were assigned by theKenyanMinistry of Health onmutual agreement 
with the Kenya-Finland Primary Health Care Programme (KEFI-PHCP) office, Kakamega. 
The Samia location is a KEFI-PHCP programme region and the data collected was also hoped 
to facilitate feedback for two on-going Kenya-Finland co-operation (KEFINCO) programmes. 
The region already had an on-going Kenya-Finland rural water supply programme (KEFI- 
RWSP). 

1.2 Terminology and concepts 

Health: The World Health Organisation (WHO) states that "Health is a state of complete 
physical, mental and social well-being and not merely the absence of disease or infiiity," 
(Koinange, 1980). In this study a mother or a child was considered healthy so long as she or he 
had food and remained socially, politically, economically and culturally (SPEC) active, even 
if she or he may have been suffering from a physical health disability, discomfort from 
environmental disorders or poverty. In the African context, it is often considered normal to be 
mildly sick i.e. having mild malaria, a slight headache, or flu. 

Mother and Child: Two terms were applied to designate our target groups. The term maternal 
is broadly used to refer to mothers, but in this study it is restricted to two types of mothers- 
pregnant and lactating. The term child was used to refer to pre-school children below five years 
of age, often referred to as 'the under-fives' in Kenya. We also differentiated between a 
newborn (0 to 1 month), an infant (l to 12 months), a weaning toddler ( l3  to 36 months) and 
apre-school child of nursery school age (37 to 60 months). 

Primary health care (PHC): The WHO definition adopted for PHC states, "Primary health 
care is apractical approach to making essential health care universally accessible to individuals 
and families in the community in an acceptable and affordable way and with their full 
participation. It emphasizes self reliance and self determination, (Alma Ata report, 1978)" The 
three prerequisites of PHC are: the multisectoral approach, community involvement, and 
appropriate technology. 

Self-reliance is understood in Kenya as harambee. Hararnbee means collective effort or pull 
together or work together. The concept further embodies ideas of mutual assistance and 
responsibility, mobilized labour support, community participation and involvement. Apparent 
harambee characteristics include: group norm, membership and participatory values; bottom- 
up approach and orientation of activities; bias towards the use of local resources e.g. local 
labour and local power. Participation is guided by the principle of collective spirit rather than 
individual gain. Under the harambee spirit, whatever an individual does is voluntary since it 
reflects his or her psychological needs for cultural identity, reassurance and worth in terms of 
individual membership in legitimate development groups. The choice of harambee activities 
and projects is guided by the principle of satisfying the community's most pressing needs. 



Typical criteria for local level hararnbee activities are enlightened community, self-awareness, 
affordability, and collective self-interest. 

Nutrition is the central thesis in this study. The term 'nutrition' was considered beyond the 
simple traditional definition of "Nutrition as the science of food, the nutrients and other 
substances contained therein, their action, interaction, and balance in relation to health and 
disease, and the process by which the organism ingests, digests, absorbs, transports, utilizes, 
and excretes food substances," (Anderson, etal., 1982: 12). My view is that, so long as amother 
or a child is able to ingest energy-calories in sufficient amounts, the protein content in the diet 
and those of other essential nutrients should automatically correct themselves. After all, the 
poor rarely think of a qualitative diet, and even if they do, they rarely eat according to 
nutritionists' demands. Similarly, many villagers whose diets are often thought to be poor, are 
occasionally surprisingly healthy and do not suffer from many nutritional deficiencies. Village 
women rarely prioritize their diets in terms of nutrient content and natural selection of foods. 
Rather, they simply make dietary selections according to what nature provides, according to 
known cultural dietary function, and/or attached meaning. 

The definition of what constitutes malnutrition is considered in this work beyond simple 
semantics. Earlier oversimplified views of PCM and PEM led to ineffective strategies to 
combat them. Most nutritionists now agree that the programmes designed to increase protein 
supply in the diet or to enrich the diet with protein or amino acid supplementation have not 
significantly altered the prevalence of malnutrition in sub-Saharan Africa. 

It is difficult to influence the food habits of the villagers because they are exacerbated by 
what I term SPEC complex, local tradition and customs. Therefore, our team concentrated on 
understanding the impact of social, political, and economic factors, customary norms, food 
beliefs, religiosity, and other cultural influences on diet. 

Malnutrition implies insufficient food intake, either by quantity (joules or calories) or quality 
(e.g. protein or carbohydrates). It also implies that food alone will not provide a cure or 
prevention. Narrow interpretation of the concept of malnutrition has often led politicians, 
economists, planners and policy-makers into believing that children will not suffer from 
Protein Calorie Malnutrition (PCM) or Proteiiz Eizergy Malnutrition (PEM) if they get enough 
food to eat. A broader view of malnutrition considers other environmental factors detrimental 
to good health. In addition to an adequate intake of energy-calories each day, the individual 
should be disease free. 

Energy-protein malnutrition was therefore preferred, rather than the traditional, Protein 
Calorie Maln~itrition or Protein Energy Malnutrition. EPM defines a range of pathological 
conditions arising during starvation or ailment. These include deficiency of energy and protein 
and infectious disease more frequent among the under fives, andlor even in adolescents or 
adults, especially lactating and pregnant mothers. Energy intake is seen as the most important 
problem contributing to childhood malnutrition today, and this is why the term energy-protein 
malnutrition is preferred. 

Three types of energy-protein malnutrition are recognized: 'mild EPM', 'marasmus' and 
'kwashiorkor.' Mild EPM means that an individual is still in a sub-clinical stage of malnutrition. 
Marasmus or kwashiorkor refers to an individual already in the apparent clinical or paralytic 
stage of EPM. 



Marasmus, known locally in Samia as chira, is the result of severe starvation or acute 
disease. It affects a patient to the extent that he or she is unable to eat until a person experience 
a shrinking of the stomach wall and the body subsequently begins living from the fat beneath 
the skin. When the fat is gone, the body starts to consume protein from the muscles in the thighs, 
buttocks and upper m s .  Eventually the body consumes itself until the person can no longer 
move. 

Kwashiorkor was adopted from a Gha language in 1933 by Dr. Cicely Williams, a British 
pediatrician working in West Africa, who first described it as a disorder of the under fives - 1 
to 4 years of age. According to Williams, the name means "the disease the disposed baby gets 
when the next one is born". She found that milk could cure the ailment. In Kenya, children who 
contract kwashiorkor often suffer from insufficient chronic protein intake and disease. The 
chronic state occurs after a severe, long-lasting disorder in an individual. Thus, such a disorder 
is often closely associated with a permanent state of a household undernourishment. 

SPEC complex is an inventory term, applied throughout this work in referring to the 
constellation of social, political, economic and cultural factors which result in malnutrition. In 
order to understand malnutrition, one has to consider the roots of the disorder's occurrence and 
to understand the social, political, economic and cultural factors behind it. Such a 'root-system' 
approach is referred to in this study as 'SPEC complex factors.' In my view, it is the SPEC 
complex factors that sustain poverty, disease, ignorance and conditions leading to insufficient 
food production in an African system. The term SPEC complex is based on the assumption that 
it is the duty of human beings to actively transform their environments in order to fulfil basic 
needs, including the promotion of food production. 

Hermeneutics: In order to examine the causes of malnutrition, a hermeneutic approach is 
emphasized. Hermeneutics is the interpretation of meaningful experiences as they occur in the 
context of a local setting. In pre-colonial days all information, including that which concerns 
health and nutrition, were transmitted by practice but passed over orally to the next generation 
in the form of tales and stories. In the process, numerous embellishments were introduced, 
culminating in the errors narrated to colonialists. During the colonial era, colonialists further 
distorted this information. A development researcher of the post-colonial era should be 
concerned today with the question of 'authenticity', 'factual' and related 'attitudes' as narrated 
by families other than mere mathematical inquiry. This offers the challenge of how to interpret 
transcribed oral tradition and available material, rather than just treating offered or available 
information wholesale as was the practise of the traditional researcher. The available informa- 
tion and its symbols must be considered in the light of the cultural context in which they were 
written. Reference to my experiences as a participatory researcher is crucial, as the aim is to 
unearth 'factual' realities as understood within the locals' 'attitudinal frames' rather than 
relying on mere statistical-oriented data. 



1.3 Conceptual framework 

The sections mentioned below are divided into two parts. The first part explains in detail 
primary health care (PHC) and, the second part addresses the author's methodology. The main 
thesis of this work is that problems in modem Africa are beyond the scope of any known model 
and therefore an effort is made to come up with an alternative model. 

1.3.1 Primary health care (PHC) 

When Kenya formally adopted PHC as a health strategy in 1982, serious efforts were made to 
indigenize this strategy and make it fit the country's health needs. The current PHC strategy 
follows closely the traditional 1972 Kenyan health ministry community based health care 
(COBAHECA). Today the ideas theorized and encouraged by PHC, closely resemble those I 
also suggest in the next sections. 

Factors causing energy protein malnutrition (EPM), are often context specific so that 
desirable treatment is either community-based or achieved through a referral system. What is 
therefore needed in preventive care is more of both options. This means that an approach 
centred on community-based health care must be explicit. For this reason, PHC principles, now 
mainly promoted by donor agencies, are considered appropriate measures for preventing 
malnutrition. 

The Kenyan Ministry of Health defines PHC as follows: 

"PHC is an essential practical preventive health approach aimed to be universally made 

accessible to every community member. PHC as an action-oriented tool requires local 

community members' participation in identifying own related health problems, needs, and 

designing measures that are sound, realistically achievable, including appropriate technologi- 

cal know-how that harnesses and borrows from local skills as much as possible, to enable local 

members to achieve what they desire by themselves as much as possible, with extremely 

minimal reliance on external support."' 

According to this definition, PHC aims at health promotion for 'the well-being of every child' 
in Kenya. Its slogan is a 'healthy child, a sure future'. The urgent task of safeguarding achild's 
health and ensuring its future is now recognized in all PHC programmes, e.g. in Busia District 
where the Kenya-Finland primary health care programme is underway. PHC strongly urges 
preventive health care which advocates a radical new health order. 

Kenyan PHC advocates 'just' and 'equitable' distribution of health care resources within the 
country, identifying and mobilizing community and national resources. In every case, the 
Government of Kenya, particularly the Ministry of Health, promotes closer collaboration with 
the international communities for support in areas that still require external assistance. Under 
this spirit of joint effort, the Kenyan Health Ministry now tries to encourage the use of 
imaginative local skills through locally available materials, human-creativity, appropriate 
research, and development of related indigenous technologies relevant to local needs. 



FIG. 1.3.1-1 
A conceptual framework for preventive primary health care in Kenya 
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The government also encourages closer cooperation between ministries and institutions to 
achieve common goals so that an intermediate technology can be developed through a 
'transformation process' (James Maneno, 1984)'. In other words, PHC, as is now understood 
within the Kenyan context, is something that should be developed from within as was done 
under COBAHECA. Knowledge is believed to lie with the people and must be transformed 
from its current crude state (Maneno, ibid.). The Kenyan Government therefore believes in a 
generative technology to assist in transforming resources for a preventive health care system. 
Dr. Maneno in 1986 stated: "Health as is conceived within the Kenyan PHC framework, is not 
only a responsibility of the Ministry of Health, but of every ministerial de~artment."~ 

The Kenyan PHC strategy endeavors to strike the right balance between the traditional health 
care system and the modern health care system, questioning the respective roles of government, 
communities, individuals, and donors. It seeks ways to inspire cultural awareness for those in 
power, health promoters, community members and development researchers. It also attempts 
to bridge the gaps between intra-cultural conflicts still creating sub-culture tensions (Richard 
Walukano, 1989)4. 

The major concern is how meaningfully PHC can be made to be structurally oriented by 
integrating the following ten Kenyan PHC elements: (1) health and nutrition education; (2) 
water, sanitation and environmental hygiene; (3) food and nutrition pomotion; (4) control of 
minor communicable diseases; (5) maternal and child health and family planning; (6) 
immunization; (7) treatment of minor ailments; (8) essential drugs; (9) mental health; and (10) 
dental health. And, by thinking on: 
1. Ways of promoting food production, small-scale food processing with village-based 

technology, food security, protective marketing mechanisms and favourable food policies; 
2. Ways of providing villagers with both quantitatively and qualitatively satisfactory water; 
3. Ways of providing energy sources ; 
4. Ways of integrating the traditional health care system into the modem health care system; 
5. Ways of promoting income opportunities by creating more job opportunities at the village 

level. 
6. Ways of promoting healthy pre-school child nutrition habits through supplementary 

feeding and weaning sub-programmes; 
7. Ways of creating a functional village based-development focal point and local research 

capacity from where PHC activities can be effectively implemented and monitored, and/ 
or satisfactorily carried out. 

These new challenges to PHC are summarized in Fig. 1.3.1-1. Using the above goals as 
reference points, I tried to match each of the ten PHC elements with a desirable approach, and 
to discern how PHC can develop a sound 'development management system' (see e.g. Tarimo, 
1986). 

Since changes in traditional lifestyles are inevitably culture-specific, villagers are now 
advised to preserve the valuable traditional practices of withdrawal and sexual abstinence for 
family planning purposes, to continue breastfeeding, and to maintain the extended family 
system. 

Kenyan PHC also emphasizes on accepting new ideas from other people's experiences; 
preserving the best of the traditional past in order to create the brightest future (Richard 
Walukano, James Maneno, and John Kener). 

The challenges facing PHC in Kenya are not small. The whole approach is technology- 



centred. The challenges are beyond objectives of health or nutritional education. If PHC is 
going to work, it needs redefinition according to the psychological profile of the country. It 
shouldn't simply preach inpractical rhetoric about education. The new definition of PHC 
should call for structural and pragmatic measures supported by sound economic, agricultural 
and health reforms. Kenyan PHC requires strong commitment and technological support. In 
addition PHC will have to be restructured to cater to the majority's needs. This necessity 
demands a redefinition of PHC to ensure the following  objective^:^ 

(a) PHC should act to prevent nutritional disorders to the extent that kwashiorkor, 
marasmus and even EPM in mild forms do not occur. 

For this objective to work, the concept of nutrition must be broadened so that it also enables 
prevention of non-nutritional disorders that still interact under inadequate food intakes to 
precipitate malnutrition. PHC efforts must be implemented with the FUTURE in mind. Hunger 
andlor accompanying starvation, which lead to EPM, must be considered as a disease. In other 
words, the country must carefully plan in order to prevent hunger. 

This does not mean, however, that Kenya has no need to borrow ideas from other societies. 
It can borrow, but this ought to be done wisely and selectively. It must as well make an effort 
to prudently transform borrowed ideas to suit local needs. Plans traditionally made haphazardly 
and implemented recklessly in Kenya must at all cost be avoided. Under plans as describe 
above, basic problems are never properly understood, and sufficient time is rarely taken to think 
over desirable structural measures. 

A Kenyan playwright, Ngugi wa Thiongo, was jailed in the 1970s for criticizing this; for 
questioning the reasons underlying the deteriorating state of nutrition; for advocating ideas 
likely to instil awareness and consciousness; and for provoking thoughts of self-reliance in 
people. His objective was to arouse the population to think collectively about alternatives to an 
impoverished state. His message was transmitted through the Adult Literacy Campaign 
Educational Drama, I Will Marry When I Want. The effort to mobilize the community in this 
drama reflects the Basic Human Needs Approach typical of the International Labour Organi- 
sation (ILOs) of the 1970s. Ngugi's approach, language and emphasis are not unique, but rather 
closely resembles that of UNICEF's, the WHO'S and the Western Kenya-Finland primary 
health care programme's. 

Ngugi and Ngugi (1982: 114) state: "Come my friend, let's reason together. Our hearts are 
heavy with worry because of the future of our children. Let's drive away the darkness from our 
land ..." 

In this work, Ngugi and Ngugi castigate the state of deteriorating poverty in Kenya through 
popular language close to that of Frances Moore Lappt's and Joseph Collins' (1984) in Food 
First. Ngugi's protagonist in I Will Marry When I Want explicitly describes the collision of 
poverty, food shortages and malnutrition (Ngugi, 1983: 40, ibid.): 

"Look at the women farm labourers, or those that pick tea-leaves in the plantations. [Or, say, 

grow cotton in Samia.] How much do they get? Five or seven shillings a day. What is the price 

of a kilo of sugar? [Twelve shillings!] So, with their five shillings: are they to buy sugar, or 

vegetables, or what? Or have these women got no mouths and bellies? Take again ttie five 

shillings: are they for school fees, hararnbee contributions, food, or what? Or don't those 

women have children who eat?" 



(b) Hunger as disease 

Can poverty be a disease indicator? Can hunger, as experienced in Kenya between 1983-85, 
prompting the West Pokot people to eat tree-bark, be considered a disease? Such hunger is an 
urgent need for food, a weakened condition prompted by prolonged food shortage - a condition 
considered common in Kenya. Under such circumstances, many people turn to drugs; and 
females to prostitution to obtain food or placate hunger (Kinoti, 1980; Moore, 1982). Some 
people simply go mad. Sickness or suffering resulting from hunger is complex. A patient with 
a therapeutic need for drugs in order to alleviate hunger is prone to many complaints: infirmity 
(physical weakness), indisposition (feebleness and irritation), minor or major ailments, and 
passion (anger). The symptoms of hunger may be summarized as follows: 
1. Hunger implies suffering from a myriad of vague minor ailments, excessive weight loss 

and/ or stunting. 
2. Hunger as an underlying factor of deviance: reasons for parental or non-parental anomic 

suicide, alcoholism, prostitution, stealing, laziness, etc. 
3. Hunger as an EPM sign: marasmus (a sign of acute deterioration of nutritional status) and 

kwashiorkor (a sign of a chronically deteriorating food situation). 
4. Hunger as weakened immunity promoter and disease infection risk factor. 

(c) PHC should provide 'food for life' to every man, woman and child, and at all cost, 
prevent 'life without food' from occurring. 

Everyone has a right to food. Education or employment must not be a guarantee or criterion for 
food. Moreover, it is the duty of the government to provide basic human need obligations and 
plan accordingly. Though the Kenyan government has not been able to solve them, but neither 
have Western countries. The people, nonetheless, still need food, clothing, shelter, medication, 
and education. 

Focusing on basic poverty indicators, the Kenyan economy is in a state of fluctuation, 
spiralling year by year. Of the 80 % of the population supposedly earning their livelihood from 
the rural farm sector, as many as 47 % today live from the informal sector (i.e. traditional, 
unrecognized and untaxed sector), leaving a margin of only 33 % active farmers (Ian 
Livingstone, 198 1 : 6-6:38). Caloric food supply per capita for the ordinary wananchi (regular 
citizen or common-man) has continually deteriorated. For example, daily caloric supply per 
capita rated at market values in 1943 was 3,298, in 1965 (2,289), by 1986, the caloric supply 
pattern had declined to 2,060, (see e.g. Patterson, 1943; UNICEF, 1989). Kenya's food 
production per capita, taken at different points. was below the FAO's index (1980-86 = 110 %) 
at 93 % in 1980, 87 % between 1983-84, and 92 % in 1986 (UNICEF, 1989, Annex Table 
1.3.1-1; UNDP, 1990: 130). Of course, one may argue that FAO's cut-off point of 110 % may 
be unrealistically high, for many African countries carry on sufficiently even at less than 
100 % without a food crisis. 

The population below poverty line was as follows between 1977-87: urban (10 % ), rural 
(55 % ). The implication is that: Firstly, even if food is available in the Kenyan markets, only 
few have purchasing power. Secondly, even if people had money to eat as they pleased, food 
available in the markets wouldnot be sufficient to feedeverybody until the next harvest without 
importation and/or food aid. The government is simply too poor to import food. The country's 
GNPper capita, which was US$270 in 1977 and US$430 in 1981, dropped to US$330 in 1987 
(World Bank August 1979: 126; IBRD/ World Bank, 1990; UNDP, 1990). 



Despite national poverty and food crises, 'food for life' is still an essential necessity. What 
is therefore needed in the PHC is a move towards a home-based model with a well-built social 
security network and proper 'management development' systems in order to: (a) ensure food 
for life for every man, woman and child ; (b) ensure that structural economic models introduced 
will solve immediate and short-term needs, but can also be improved upon to meet long-term 
requirements. 

(d) Add life to years with food, satisfaction and happiness; but without disease. 

The year 2000 is the date designated by the WHO for 'health for all'. This is less than a decade 
away. According to the WHO, the following goals should be achieved (Table 1.3.1-2): 

TABLE 1.3.1-2 
"Health for all" goals (From Ben Wisner, 1989: 56-57) 

By the year 2000, in all countries.... 

At least five per cent of the pose notional product is spent on health 
(and nutrition)l 
A reasonable percentage of the national health expenditure is devoted to 
local health cars, i.e. the firet-level contacts 
Resources are equitably distributed1 
Primary health care is available to the whole population, with at least the 
f olloving t 

Safe water, poesibly in homae or within reaeonable walking 
distance of 15 minutes, and adequate sanitary facilities in every 
home or its Fmmsdirte vicinity: - Immunization against diphtherir, tetanus, whooping cough, measles. 
poliomyelitis and tuberculoeis~ - Local health care, including availability of at least 20 essential 
drugs, within one hour's walk or rnvel; - Trained personnel for attending pregnancy and childbirth, and 
caring for children up to at lea& one year of age! 

The nutritional status is m d e  adequate (by promoting food production, 
supply and distribution syeteme)l 
The infant mortality rate for all identifinble nub-groups is below 50 per 
1000 live births! 
Life expectancy at birth is over 60 years1 
The adult literacy rate for both men and women exceeds 70% 8 
The gross national product per head exceede $500. 

Kenya is far from achieving all these goals. There is still an unequal distribution of resources 
and regional imbalances; rural women still collect water from faecally contaminated sources; 
the nutritional situation instead of improving is deteriorating. Only the Central Province of 
Kenya [i.e. Nyeri (38 per 1000 or %Q), Kiambu (42 %Q), and Muranga (46 %o)] have achieved 
an infant mortality target prioritized by the WHO, while in Busia District, infant mortality is 
still as high as 135 %o(cf. Annexes Table 1.3.1-3; Maps Nos. 1.1-1,2). Kenya's Gross National 
Product (GNP) per capita dropped from US$430 in 1981 to US$330 in 1987. 

In several ways, the optimistic health trend the country has shown between 1950-1979 is 
therefore deceptive. Health today is a regional specific problem. Some regions have developed 
much faster than others (Finance 1-15 Nov. 1990: 15-16; Annexes Fig. 1.3.1-2; Maps Nos. 
3.3-3,4). Kenya's worst headache in recent years has been the balance of payment. In 1987, 
she experienced a trade deficit of US$ 180 million; in 1988, a record trade deficit of US$630 
million; and in 1989, Kenya experienced a trade deficit close to US$ 1 billion (ROK, 1990). 
Inflation, since the mid-1980s, has been 20 % , and hit 22 % in 1990. The budget deficit rose 
to 6.4 % . The currency depreciates even faster. Figures recently released by the Central Bank 



of Kenya suggest that the Kenyan economy is stagnating with a growth of 5.2 % in 1985 to 4.5 
% in 1989 (Finance, 1990: 24-25, ibid.) Imports, on the other hand, grew by 27 % in 1989, while 
exports staggered at around 7 % . In other words, twenty seven years of solid economic 
expansion, seven of which saw the GDP per capita exceed the population growth by 3.7 % 
(1989), also pushed employment in the formal sector up from 540,000 at independence (1963) 
to about 1.27 million in 1989. This illustrates the state of economic decline and dispels the myth 
that Kenya is the richest sub-Saharan African country. More inequities than ever before are 
today reflected in the Kenyan health care system. 

Prolonging life with food is today a matter of decision. Either Kenyans will choose to witness 
more children shamelessly dying of malnutrition, or they will decide to eliminate malnutrition 
altogether. Both scenarios are possible. The Luos of Western Kenya have a common proverb: 
chan mak owadu ok mondi nindo, (meaning: poverty of a brother cannot keep one from sleep.) 
No single person can do much to transform another's health. It is therefore a crime for those 
Kenyans charged with the responsibility for planning the economy, to sit back and let children 
die in large numbers from malnutrition while the basic causes and means to their prevention are 
known. 

Life is not only a question of survival. No one wants to live in the face of misery, 
hopelessness, and starvation. Some development researchers (e.g. Ngugi, 1972) consider 
sturdiness and/or adiposity central to good health. Fat does not signify life and happiness in 
itself, nor is it an adequate indicator of a state of well-being, as described by the World Health 
Organisation (WHO) in their definition of health. 

Obviously, when poverty results from an improper planning system then beggars, thieves, 
high crime rates, alcoholism, laziness, prostitution and violence emerge in society. The village 
women, the ordinary mwananchi, the powerless and children are treated as mere contributors, 
whose labour and opinions go unrecognized. With this type of attitude, such exploited and 
suppressed groups will be left unprovided for. Children from such households often become 
activists, reactionaries and rebels. The resultant society is in the long run filled with aggressive, 
destructive youths that lack patriotism. Who then is to blame? Should colonialists, even after 
nearly 30 years of Uhuru be blamed? Definitely those in power are to blame, particularly those 
charged with the responsibility of planning the economy. 

The problem is a domestic one which can only be corrected internally. The nearly thirty years 
the Black Man has been in power in Kenya is long enough to establish a desirable economic 
path. Unfortunately, beginning with Kenyatta's reign, most local elites who were entrusted with 
plans for a support programme, had no 'cultural spirit'. Meanwhile Kenyatta, as a leader, had 
diseased himself by overly relying on external support. 

(e) Health and happiness to life 

The villagers' definition of promotive health is not only aquestion of 'good health' as such, but 
of the 'well-being' and 'healthy nutrition' to which happiness is central (James, Ferro-Luzzi, 
Szostak, 1988). Even if a villager eats less, there should be assurance of food every day. A 
person must be free of endemic disease. Health of this kind also means happiness, a state 
brought about by satisfaction and possession of a myriad of 'basic human needs'. 

To ensure total health and happiness for all is not possible. Still, those at the planning and 
decision making level must make every effort to provide for the majority, and not restrict 
satisfaction to a small minority. 

3 Maternal and child health in Kenya 



1.4 Research tools for an alternative approach 

The factors causing malnutrition in Africa are complex and require appropriate research tools. 
This has been part of the on-going debate in Kenya since the country adopted a food and 
nutrition policy in 1975 (see e.g., Westley etal., 1975; Adholla-Nkinyangi, 1981). Challenges 
presented by Kenyan planners and policy makers led local scholars (e.g. Kwofie and Wasonga) 
of the Food and Nutrition Unit in the Ministry of Economic Planning and National Develop- 
ment to suggest a local analytic model for poverty, malnutrition and sickness. They argued that: 

Malnutrition in Kenya is caused by both internal and external factors. Internal ones are grouped 

under issues related to basic human needs access; issues related to family socio-economic 

status and customary norms; issues related to food availability, security and consumption 

pattern; issues related to organic disease and infection; issues related to ecological stresses. All 

interact with external factors, e.g. politics, colonial legacies, neo-colonialism and new forms 

of health imperialism, improper policy decisions, etc. to affect food production, supply and 

distribution systems (Wasonga-Otieno, 1983; Kwofie-Wasonga, 1984: 1-5). 

The only way appropriate solutions to malnutrition can be achieved under such conditions is 
by challenging policy and implementing good protective measures. This has not been an easy 
task in the past. It is within this framework that the approach designed below was developed 
for village research. This section presents in detail a description of an alternative methodology 
I have termed U polymorphic approach. 

1.4.1 A polymorphic approach 

In order to understand the underlying causes of poverty, disease and malnutrition, a polymor- 
phic approach as encouraged by an American scholar, Robert Merton (1963: 65) was used. 
Polymorphism recognizes that it is not possible to arrive at basic causes to disorders within a 
monolithic framework. A polymorphic approach thus considers society holistically as one 
functional unit, and the economy like one big bowl, (Vivelo, 1978). It advocates an 'historical 
approach' applying the following principles: first, a researcher enters a field site with an open 
mind, accepting himself as a learner, and the others as knowledge contributors. The villagers 
and the researcher must be ready to learn from one another. The complexity underlying such 
an approach is that the villagers often 'speak for the researcher' as much as the researcher 
'speaks for the villagers'. This is because a polymorphic researcher uses both 'totalist' and 
'mentalist' enquiry modes. As a 'totalist', a polymorphic researcher is merely an observer of 
people, objects, habits, or anything pertaining to his or her area of interest. Thus she  observes 
with his or her eyes and questions what she  sees. As a 'mentalist', a polymorphic researcher 
must reflect: What do I see? Why does it happen so? What causes it? Am I correct? What does 
it mean to the people? Whether apolymorphic researcher is correct or not is not for him to judge. 
The researcher should be corrected by the villagers with whorn he communicates. A polymor- 
phic researcher is thus a researcher participating in a reciprocal learning process. 

A polymorphic researcher's prior knowledge of the political economy and those of the local 
ecology is valuable. I spent almost two months doing a reconnaissance survey simply touring 



Western Kenya. It is important to generate comparisons of beliefs and behaviours as functional 
units, or in terms of cybernetics as systems ( Vivelo, 1978, ibid). Complex problems must first 
be understood in bits and pieces, or in sections. 

Holism recognizes that malnutritional problems are often multi-faceted. To understand 
underlying complexity we must borrow from different disciplines and apply syntagmatism or 
syntagmatic analysis. Syntagmatic structures are only generalized surface images. After using 
'subjective inferences' drawn from syntagmatic structures, one can more closely scrutinize the 
underlying factors of malnutrition (Jonsson, 1981). Such an in-depth analysis is referred to as 
paradigmatic analysis (Hurskainen 1984: 45-53). Thus paradigmatic structures enable us to 
reach a problem's inner-core. 

At the household level, health of respective members is considered mutually interdependent. 
In order to determine underlying reasons for the poor nutritional status of a household member, 
the following must be considered: 

1. Malnutrition in an individual household member may be influenced andlor exacerbated by 

either acute or chronic food shortage, poverty; or 

2. Malnutrition altogether may be influenced by disease and infection which is not the 

responsibility of the hospital and clinicians, but rather of the family, household, community 

or thenational government. This means what clinicians treat is only symptoms to adisorder 

whose root lies outside the hospital quarters; or 

3. Malnutrition may be influenced and/or exacerbated by both (1) and (2). 

In short, a polymorphic approach requires an understanding of interpersonal relationships 
between environmental structures, human responsibility and SPEC complex (see Fig. 1.4.2.1). 
It is not merely a question of isolating certain criteria, and suggesting their improvements in 
isolation. Even if disease, food and water shortages and unemployment may rank among the 
top ten community health priorities, they do not provide adequate indicators. Polymorphism 
demands survey results to be accompanied by both qualitative and quantitative data which can 
be used to develop viable proposals for appropriate support programmes. 

Societies today exist in a complex symbiotic network to the extent that local development 
within one community can be carried out interdependently between locals, the government and 
international donors sharing knowledge. Such experience can help identify and mobilize 
internal resources in other communities. A polymorphic approach also emphasizes that a 
society that invests too much trust in international solidarity might eventually fail, for 
international relations have in the past contributed only to regional underdevelopment (Alila, 
1988). Although a polymorphic approach does criticize over-confidence in external coopera- 
tion and support, this is done in order to gain better international confidence. Dialectically, it 
sees such international collaboration as the most viable and effective means towards a 'new 
health order'. The US Marshal1 Plan approach, which the late Jomo Kenyatta trusted for Kenya, 
is an example of an external Donor Support Program model that could be used to achieve 
Africa's ambitious economic transformation through appropriate technology. Some develop- 
ment scholars may wonder how a Marshal1 Plan could work since it was designed to rebuild 
a war torn European economy which already had a developed economic infrastructure. Africa's 
economy, however, is undeveloped and lacks a solid infrastructure. Such assertions are 
nonetheless a matter of opinion. 

Kenya may be poor as is depicted elsewhere above, but must not be thrown into the 'waste 



basket', even if generalized national statistics indicate that the economy is on the decline. We 
in Kenya are rich in resources that if improved on properly, the country would be capable of 
sustaining itself. We fail to understand why the economy cannot be properly planned and built 
in a joint effort with committed Western allies (K'Okul, 1990b; K'Okul 1991). 

1.4.2 Participatory action-oriented research approach 

1.4.2.1 PAORA as a research tool 

From the moment the brain begins to think scientifically, discourse ceases to be a 'cold war' 
of words. The struggle becomes that of man and nature, of systematic analysis of the ecological 
structures and respective potential natural resources; local initiatives, people's own creativity, 
originality and innovativeness; indigenous technology and related skills to mobilize and 
manipulate for desirable measures. The ultimate requirement then becomes tapping people's 
own knowledge in order to mix it with those of the experts so that an intermediate one may be 
produced, (Mills, 1959). This I call a desirable 'local-based model'. 

For local science to preside over the reorganization of an ecology, it must promise means of 
solving the local people's problems structurally. It must promise to improve the local 
conditions without causing further harm. The approach must also encourage local research and 
continuous dialogue with villagers, government officials, local elites, and development 
workers (Swantz, 1974; Swantz, 1975; Swantz, 1978). 

This alternative approach emphasizes local participation of the researcher and places him/ 
her at the centre of the inquiry. This includes involvement in village activities and dialogues 
at all times, while maintaining an on going analysis, (Lewin, 1946; Lewin, 1948; Freire, 1970; 
Ngugi, 1983). This I define as 'participatory action-oriented research approach', or PAORA. 

Such localparticipatory involvement allows systematic analysis of key ecological structu- 
res, and helps adevelopment researcher to maintain a view of the ecological system(s). It is such 
a 'system' and its deep structural elements which call for paradigmatic analysis within a totalist 
paradigm, (Hurskainen, 1984). An analysis of the relationship of one 'structure' to another 
gives the approach its 'holistic' elements (Jonnson, 1981). This approach should preclude 
biased responses from development workers by providing a multi-dimensional picture of 
existing conditions (Fig. 1.4.2.1). 

In Figure 1.4.2.1 multifaceted malnutritional disorders which decay health status (HES) or 
nutritional status (NUS) converge in a complex network resembling a spider's web. Such 
nutritional and non-nutritional disorders are possible to manage only through sound policies, 
planning and management development of the overall ecology, if an individual's survival is to 
be ensured. 

Food an individual (I)6 eats, comes from the farm sector (VII) produced either directly by 
that individual (I), or collectively using group-work approach (11), or by exploiting the extended 
family relationship (111). In other words, humans create food opportunities by interacting with 
and transforming nature into aproductive state (VI-VII); or by living as a parasite off someone 
else (e.g., 1-1 or 1-11 or 1-111). For instance, some example of such parasitic relationships include 
that of a pregnant mother and a foetus, a lactating child and its mother, a pre-school child and 
the parent(s), a breadwinner and the supported dependent(s) or a household's head and the 
family. There is no guarantee that the human organism (I) can get nourishment only by 



participating in farming activity (VII). Many people rely solely on market foodstuffs rather 
than farming themselves, i.e. subsisting through financial means (I-V). Many individuals, 
especially urban children are not aware of the processes food they ultimately consume undergo. 
In order for such individual(s) (I) and dependent family members (11) to maintain promotive 
HES/NUS, all they require is a reliable income source (V). Otherwise, they will go hungry 
and develop poor HES or NUS, and the accompanying psychological stress (X). 

Proper food production (VII) requires use of appropriate tools, farm inputs (chemicals, 
fertilizers, insecticides) and adequate farming knowledge described as a farmer's problem. A 
farmer as well will require access to land, tools and training. Such land resources must be either 
inherited, purchased, hired, or sharecropped, and the tools must be bought (111-V). The 
household's economic status and/ or social relations then become critical. This is particularly 
true where the agricultural system (VI-VII) requires structural transformation in order to 
produce. Large unutilized land tracts (W) cannot be transformed into productive areas (VII) 
with only simple tools like the hoe andpanga (sickle). Use of more sophisticated tools such as 
the draught plough or the tractor become a necessity. Under circumstances of flood, drought 
or swamps irrigation (VI) becomes a prerequisite in order to claim productive land (VII). 

Similarly, when the environment is diseased (VIII) (VII), public health becomes a major 
concern. A sick person (I-VIII) cannot effectively work the land alone (VI-VII). Social 
obligations resulting from the extended family system (111) then become an alternative. 
Although such relations may be hampered by local customs, poverty and disease. These yield 
to what I term "local politics". The mechanism still sustaining an individual (I) in an African 
setting is the family (11) and the kinship network (ILI). 

Considering the complex structure we have depicted in Fig. 1.4.2.1 (I-X), it would be 
difficult to control all aspects of a given ecological environment. Nevertheless it is important 
to be aware of how many sub-disciplines interact in the field of nutrition, all of which view the 
problem within their narrow, specialized domains; for instance, either as a natural scientist: a 
medical doctor, an epidemiologist (I-VIII), a biologist or an agronomist or a nutritionist (I- 
VII), an environmental ecologist or a geographer (I-VI); or as a social scientist: a nutritional- 
oriented economist (I-V), anthropologist (I-IV), sociologist or social policies (I-111), political 
scientist or historian (I-IX), demographer (I-11), or psychologist (X). Many medical doctors 
still think that nutrition, as health, is the domain of only doctors. 

The academic slot for a 'development activist' applying interdisciplinary knowledge has yet 
to be created. We can see, however, in Figure 1.4.2.1, that influences on HES/NUS (I-X) are 
multi-directional (I-X). Consequently, tensions persist among sub-disciplines as misunder- 
standings multiply, and compromises are never reached. Again as shown in Fig. 1.4.2.1, natural 
scientists and social scientists rarely agree because each argues from hisher narrow discipline. 

Understanding the villagers' problems, needs and expectations during village surveys 
requires not only a thorough comprehension of the total ecology (I-X) but the SPEC complex 
environment as well. What villagers report and researchers record may be based on their past 
biases as influenced by the SPEC complex (111-V, IX). Reaching a desirable solution is not 
simply a matter of research, but also of opinion based on holistic references (I-X). This, 
unfortunately, will take Africans decades to come, for research approaches emphasizing a total 
ecological approach is so far limited. 

As an outsider in the Samian ecological environment, I initially considered myself ignorant 
of the local setting. I therefore set myself to the task of discovering related cultural intricacies, 
because many factors effecting an individual's HES/NUS are also deeply rooted within the 



FIG. 1.4.2.1: 
Health and nutrition ecological model 

A diagram depicting ecological environments which determines dietary energy performance and 
promotive health opportunities as controlled by social, political economic and cultural (SPEC) complex 
factors. The SPEC Complex (III, IV, V IX) is the driving force and the wheel that determines the 
production and reproduction state of the food environments (V1 & VII) - the final definer of fauna and 
flora which go into an individual's mouth (I). The interrelationships between the food environmental 
worlds of (V1 & VII) and that of the SPEC complex (111-V & IX) -are controlled by ideological views 
of different schools of thought (a Natural Scientist view versus a Social Scientist one) and how the two 
compromise together. Health status (HES) or nutritional status (NUS) are therefore influenced by factors 
attributed to human failures between sub-cultures. 

culture (I-IV). Women's duties related to food preparation, for example, are grouped under the 
hearth category. The hearth concept also broadly includes marketing or food gathering, 
fetching fuelwood and water. Child care and household management are also female respon- 
sibilities. Among the Kenyan Africans, custom still universally dictate that married women 
assume these responsibilities. Duties such as farming, managing the compound, caring for the 
family andrunning the household were traditionally done communally by household members. 
Nonetheless, in Kenya, women still seem to be the principal labourers. Tidying the compound, 
building, herding animals and heavy duties are traditionally men's activities in many commu- 
nities. Among the Maasai, women built houses but such a practice never occurs among the Luo 
and Luhya. The implication is that wide variations in customs exist. 

In female-headed households, women obviously perform duties normally done by men, and 



widowed or separated men similarly perform women's work. Many research reports bran- 
dishing certain customary habits as 'oppressive culturally' are often based on a narrow 
understanding of how customs function. Customs and habits vary between cultures, as it is true 
that rural women, in contrast to urban women, still have more household responsibilities 
because their husbands are away most of the time. The women's liberation movement of 1975- 
85 never took into account that mothers who are widowed, single, or whose husbands work 
elsewhere must perform routine household duties irrespective of their gender. Who would 
otherwise perform these duties? Even when the husband is at home, women feel ashamed to 
see men doing tasks that women should normally do, as dictated by the custom of that ethnic 
group. I recall an example from my own community [among the Luo] when my mother once 
insisted that, 'I cannot imagine my husband squatting on a parched three-stone hearth cooking, 
going to fetch fuelwood in distant fields and returning home carrying the wood on his head, 
collecting water from a distance communal water source using an earthen pot carried on the 
head, while I watch.' This is a cultural issue concerning the division of labour by gender, 
irrespective of whether or not a woman is educated. African systems are generally still 
structured in such a way that kinship relations, child labour and women's labour are heavily 
exploited. 

1.4.2.2 PAORA's content 

The PAORA approach encourages systematic interviews supplemented by interactive obser- 
vation and participatory action. By using such an approach, we can better understand a 
villagers' needs. It is important that all datacollected under PAORA are used for action. During 
the process of knowledge acquisition, principles of open dialogue and freedom of expression 
facilitate spontaneous responses to complex problems. Varying opinions are useful in that they 
familiarize the researcher with a broad scenerio of the problem examined. 

PAORA therefore begins with the premise that the research process will, whether it is the 
researcher's intention or not, somehow transform the reality of the environment under scrutiny. 
The people themselves are acknowledged as subjects and not as objects and have the ability to 
participate in the research process, freely contributing their feelings and asserting some degree 
of control in the transformation taking place (e.g. Plate 4.2-3,4, Chapter 4) .  The key elements 
of PAORA as experienced in Samia, may be summarized as follows: 

1. PAORA observes the state of household economies and eating habits, the presence of EPM 

and the nature of health disorders, as well as the assigned duties of village based health 

workers. 

2. PAORA emphasizes dialogue with household members, integrating their collective 

analysis and attempted to find short and long-term solutions through in-depth analysis of 

the problems. 

3. PAORA uses simple dialogue approaches such as: 

Now friend(s), let's reason together. Our hearts are heavy with wony because of 

the future of our children. Let's drive away the darkness from this household. Can 

we collectively summarize this household's major malnutritional problems? 

What are their basic causes? What is required? How can they be solved? 



4. PAORA practitioners then isolate the basic problems that require further investigations and 

take them for further discussion to the local barazaa (public village meeting) for the village 

opinion. 

5. Finally, PAORA practitioners visit the community health care institutions and activity 

places; the Sio-Port health centre, the Nangina nutrition rehabilitation unit, the Agenga 

nutrition centre, community water supply points and market centres. 

As PAORA practitioners, the survey team maintained a posture of learners rather than 
educators and strove to understand how people wanted their problems to be solved (see 
JIPEMOYO Development Research, Volume l-VII).7 

To diagnose EPM and various malnutritional conditions, we applied an EPM classification 
system initially developed by a Mexican doctor, Gomez, in the 1950s (DeMaeyer, 1976: 26). 
The approach categorizes EPM cases according to weight expectations for a given age critical 
measuring wasting in a child. Gomez' classification was as follows: 

1st degree malnutrition 75-90 % of expected weight for age and sex 

2nd degree malnutrition 

(moderate form) 60-75 % of expected weight for age and sex 
3rd degree malnutrition 

(severe form) <60 % of expected weight for age and sex, 
plus all children with oedema 

Then, American National Centre for Health Statistics (NCHS) data developed in the U.S.A and 
now widely recognized by the World Health Organisation (WHO, 1983: 75-95) was adopted 
as acceptable 'reference values'. The Ministry of Health's Child Growth Monitoring Cards of 
each pre-school child were consulted to acquire the actual weight for age (WFA) within agiven 
month, (Annex Fig. 4.4.8.3-2; Annex Table 4.4.8.38; ROK/UNICEF, 1986a; ROK/UNICEF, 
1986b). 



TABLE 1.4.2.3-1 
Author's understanding of CSRA, ARA, PRA, PAR and PAORA research approaches 

CLASSICAL SOCIOLOGICAL FREIRE'S ACTION RgSEARCE PARTICIPATORY ACTION- 
RESEARCH APPROACH (CSRA) APPROACH ORIENTED RBSBARCH 

PARTICIPATORY RBSEARCE APPROACH (PMRA) 
APPROACH (MUSTHA'S PRA) 
SWANTZ'S PARTICIPATORY 
ACTION RRSEARCE (PAR) 

- Researchers identify 
problems of the target 
group(s) through research 
and propose action 
to the policy-makers 
and planners. 

- Primers feature problem 
selection according to the 
researcher's own priorities 
measures, which may have 
been already chosen for 
him. But does not relate to 
realities or local 
percaptions, e.g. 
a child develops RPM, so the 
mother must have bean 
pregnant again. 

- The target group(8) ie 
integrated into the 
process in order 
to penetrate their 
cultural mentality and 
understand their problsms. 
including their world- 
view of deeired actions 
and proposals made 
for ACTION. 

- The researcher puts 
SUBJECT at the 
centre, and creates a 
situation where the 
subject is in a position 
to see the problem herself. 
ask poesible CAUSE and 
SOLUTION, e.g. a child 
develops EPH: why? The moth- 
is than given opporrunicy- 
to tell from her practical- 
expariences: possible 
causes; how it happened; 
and what she did or 
wants done. A general 
discussion then follow 
between the rosearcher and 
the family andlor 
participants. 

- Same as in ARA or 
PRA. 
Knowledge is a shared role, 
and all are 
learners; it must be produced 
through a shared procees involving 
family members and the researcher 
in integrative discussion. 

- Same as in ARA or PRA, 
Emphasises respect of opinions. 
The researcher plays the role of a 
learner; and at the eame time, be 
plays the role of a kuowledge 
authoritarian. But must be 
cautious not to pollute 
and contaminate the interview process 
with his own subjectivism. He may 
bring in snbjectim, views to 
validate truth (only in the form of 
questions). 

Cont. next page 



TABLE 1.4.2.3-1 
Cont. Author's understanding of CSRA, ARA, PRA and PAORA research approaches 

CLASSICAL SoCIOLOGIOlL 
RgSgARCE 
APPROACE 

PRBIRE'S ACTION RBSEbRCH 
PARTICIPATORY RgSEARCB 
APPROACH (WSTAFA'S PRIL) 
SWANTZ'S PARTICIPATORY 
ACTION RESEhRCH (PAR) 

PARTICIPAMRY ACTION-ORIENTED 
FSSEbRCH APPROACE (PAORA) 

- The researcher implies a 
relationship between 
ignorance and 
edightenment in 
the people's dietary 
habit, which is even already 
catagorized as 
bad and must be changed. 

- CSRA uses both open- 
ended and closed-ended 
structured questionnaires 
as main instruments of 
knowledge gathering that 
must be statistically 
quantified, computerized, 
and presented in 
the shortest form 
possible. 

- h ABA or PEA researcher 
assumes the SUBJECT to be 
knowledgeable, clever and 
enlightened. It is up to the 
research to disqualify thie. 
He ale0 assumes that the 
subject's dietary habit is 
good and must be promoted: 
it is up to the ~ b f e c t e  
to tell about elements 
considered inappropriate in 
their dietary habits, to be 
left out. A researcher is 
thue made aware of the 
the problem through such 
discussions. The main 
WEAXNESS with m or PRA is 
that it often assumes 
poverty, underdevelopment 
and imperialist exploitation 
a8 the underlying cause of 
the ill-health of the poor - 
including man's failure to 
to reeist or overcome them. 

- ARA or PRA uses 
some elements of traditional 
enthropological modes of 
knowledge gathering: a 
questionnaire checklist, 
a note-book, data gathered 
mainly in note form or on 
a tape-recorder, drma, etc. 

- Same as in ABA or PRA. A PBORB 
researcher relies on the SUBJECT as 
the baeie of MS awareness on the 

problem investigated. But he also 
mixes freely with locale (during 

his free time outside the research 
process, e.g. in bars, hotele. 
market places, and in matatus (minibuses). 
Be m y  vieit the local health 
or service centres. or area 
development offices.) 
During the household 
interview process, the dialogue method 
is M S  main tool. This 
helps him to correct ideas 
he may have gathered during his 
private lmowledge pursuit. 
Unlike ARA or PRA, poverty ie not taken 
as a reality of life, since of course 

people are not equal; and not all are 
poor1 It ie my feeling that 

poverty is a relative term, and is in most 
cases usad a9 the lees developed countriee' 
slogan to emphasize the impoveriehed 
conditions of the majority. But the 
slogan must be applied with caution. 
even if poverty ie still the rule. 

- P M R A  encourages use of a 
questionnaire-checklist, note-taking, 

tape-recording, 
and interactive interviews. 
P m ,  like 
m 
or PRA, gathers mostly qualitative data, 

which is manipulated mainly 
rmnually, with eome secondary 
computerization in the later 
phases. It also encourages 
some quantitative data gathering 
in areas such as land, dieease, 
child growth monitoring, etc. 

Selected sources: Swantz & Jeman, (1977), Nevit, (1981); Lindholm, (1981), Freire, (1982), Kassam 
& Mustafa, (1982), Ngugi was Thiongo (1983), Backman, (1984). 



TABLE 1.4.2.3-2 
Data gathering applying PAORA technique (Jonnson, 1981) 

I. Technique Applied in Identifying Malnutrition at Different Levels of Society 

Societal Indicators Data sources Underlying Causes Basic causes 
of errors 

li 1 Household level Birth-weight Previous research Replica Replica 
Stunted children Health statistics Coding error Technical 
EPM cases Survey data Deceit error 
Food ehortage Dietary interview Wrong informetion Deceit 
Previous growth Child health card Kissing mistake 
monitoring individual opinion Technique Technique 

(if) Village level Birth-weight Previous research Replica Replica 
Stunted children Health atatietics Coding error Technical 
RPM cases Survey data Deceit error 
Food shortage Dietary interview Wrong information Previous 

Child health card mistake 

fiii) Regional l e w l  Age-specific R a v i o w  reasarch Availability Data 
mortality Food balance sheet Replica Replica 
Birth-weight Health statistics Lack of prev- 
Hospital recorda ious research 

liv) National level Mortality data Health statistics Availability Data organ- 
Birth-weight Food balance eheets Replica method ization 
Maternal fertility Source Replica 
Hospital records Lack of 
Nutrition records research 

11. Investigated Symptoms and Causes of Malnutrition at Different Levels of Society 

Societal Symptom Immediate causes Underlying causes Basic cawes 

li) Household level Mortality Disease Diseaee Environmental 
EPM cases Hunaer Acutelchronic disorders 
Sickness 
Weight for 
age (low) 

Clinical signs 
of EPM, e.g. 
weight loss, 
apathy, etc. 

(if) Village level Mortality 
EPM cases 
Sickness 

liii) Regional level High childhood 
mortality 
High nutritional 
meting and 
stunting 
Eigh a n a d c  rate 
EPM 

~aGutrition food shortage Production 
Malabsorption Shoruges dum to Income1 
Food inavailability market mechanisms food 

poverty 
Nutrition 
education 
Social secu- 
rity 

Disease Disease Environmental 
Acutslchronic poverty 

Malnutrition food shortage Production 
Income1 

EPM Food ahortage Production 
Diarrhea Disease Endemicity 
Food General crisis Environmental 

Parasitic poverty 
helminth Poor plan 

Man-made 
mistakes 

(iv) National level Eigh childhood BPH Pood shortage Production 
mortality Diarrhen Disease BPdemicity 
Bigh nutritional Food Ganeral criais Environmental 
mating and Parasitic poverty 
stunting h M t h  Poor plan 
High a n n d c  rate Man-mnde 





CHAPTER TWO 

. . . well, it was to us that the White man's civilization came; that today makes 
us look at our traditional foods and food sources with hate and disgust. 

- Mzee Budedu Mugongo, nicknamed the Mayor of Sio-Port, 1984 
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2 SAMIA 

Chapters two and three provide general background on the social, political, economic and 
cultural (SPEC) environment of Samia. The information imparts both the natural hazards and 
SPEC complex factors which have immense impact on human nutrition in Samia. 

2.1 Politico-administrative structure 

Busia District is divided into four administrative units and eight divisions: North Teso and 
South Teso (Northern division), Bukhayo and Marachi (Central division), Busia urban and 
South Teso and Bukhayo (Busia Township division), Samia and Bunyala (Hakati/ Southern 
division). 

Hakati division where our survey was conducted has four locations: Samia North and Samia 
South, and Bunyala North and Bunyala South. Our study was carried out in Samia South (Map 
No. 2) at Bujuanga and Busembe sub-locations, also popularly known as Sio-Port region. The 
headquarters of Samia South location was until 1982 at Hakati township. It was transferred to 
Funyula-Nangina in 1986 for administration purposes. 

Busia's administrative structure is in accordance with that of the nation's. Map No. 1 shows 
Kenya's political and administrative boundaries. Administratively, Kenya is divided into eight 
provinces and 42 districts. It is further divided into several divisions, locations, sub-locations, 
villages, households and family units. A household is the primary unit a researcher can reach. 

The administrative network from the village unit to the government headquarters is today 
well connected. The village is headed by the village headman, Mukuru, a mediator between the 
localdemocratic systemand the authority; the sub-location, by the Assistant Chief; thelocation. 
by the Chief; the division, by the District Officer; the district, by the District Commissioner; 
the province, by the Provincial Commissioner; and the state, by the President. 

At the village level, there exists the village health committee (VHC), whose duty is to find 
out the villagers' health needs and pass them on to the higher authority. The VHC is headed by 
the village headman whose duty is to report all the village health problems and suggested needs 
at the weekly Sub-locational public meeting, barazaa. From the barazaa, the Assistant Chief 
then passes the health problems and related suggestions to the locational barazaa, from where 
they are discussed and passed on to the divisional meeting which is attended by assistant-chiefs, 
chiefs, councillors, and the district officer. At the divisional level, health problems are carefully 
scrutinized before they are passed over to the District Development Committee (DDC). Final 
scrutiny and approval are carried out at the district level by the DDC, now invested with the 



power of implementation. Thus, if the DDC accepts the villagers' requests, it passes them over 
to the Office of the President, National Development Committee for final endorsement. It is 
then passed on to the Ministry of Finance, whose task is only to release the approved 
development funds to the DDC for the project implementation. This is how the new Kenyan 
District Focus for Rural Development (DFRD) functions. The DFRD was adopted in 1984. The 
villagers are now empowered to voice their health needs, first identifying them, then delivering 
the complaints to the DFRD through the appropriate channels as described above. 

The DFRD principles are presented in the Government of Kenya's policy paper District 
Focus for Rural Development (ROK, 1983e). The DRFD believes in a decentralized planning 
system and acomprehensive health care strategy. The DFRD believes that the locals understand 
their conditions better than outsiders, and that they should therefore be the ones to identify their 
problems and suggest solutions. It also believes that locals have knowledge, skills, resources, 
and technical skills which, anyhow, must be utilized to improve the peoples' health. 

The DFRD's philosophical principle emphasizes 'self-reliance' since much of the knowled- 
ge, materials and resources available in rural areas are yet untapped. It as well encourages 
'interdependent approach', wise designs with long term perspectives in mind and the coope- 
ration with external agencies in order to develop a means to solve villagers' health needs. 

2.2 Relief and climate 

Samia consists generally of rolling, lush farmland interspersed with savannah grassland. It has 
altogether about ten hills, and falls within a high-potential agricultural zone. Our study region 
lies between four hills, from 1,800 to 2,400 feet above sea level. The region is characterized by 
a semitropical, often humid climate, and sandy and loamy soils with rocky exposures consisting 
of pre-cambrian gneisses and granites. 

The rainfall pattern in the region varies from 1 100 mm in the areas near Lake Victoria, such 
as the Sio-Port, to 1800 mm in the Central parts. Maximum rainfall is in April and May, with 
another small peak in November and December. The long rains may start as early as February 
15th and last until May 15th, with a peak in April. The short rains may last from November 15th 
to January 15th. The long dry season begins in late May and lasts until October. A short dry 
season starts in January and occasionally lasts until early March if the weather fails. Rainfall 
is unreliable and drought is an ever-expectedphenomenon (Map No. 2.2; Annex Map No. 2.2- 

3,4). 
The mean annual daily temperature varies from 14 "C-l 6 "C during the short-and-long rainy 

periods to a maximum of 28 "C-30 "C during the short rains and dry periods. Samia, being in 
the equatorial zone, is generally sunny throughout the year. 



MAP NO. 2.2 
Kenya: Mean annual rainfall (From Ojany & Ogendo, 1973) 
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2.3 Demographic structure 

Hakati Division occupies an area of 447 km2, with a population of 297,841 persons according 
to the 1979 statistical projection for 1984. The area density is 142 per square kilometre, (ROK, 
1981b). 

Bujuanga and Busembe sub-locations were, until 1983, under one community with an 
estimatedpopulation of about 8,000 in 1984 and 1 1,743 in 1990. The annual population growth 
rate was 5.3 % in 1979. This is higher than that of the Busia district's, 4.03 % per annurn and 
that of the nation's, 3.34 % per annum (1979 census, see ROK, 1981b). 

According to previous community diagnosis, the demographic structure in Samia is 
pyramidal with a bell-bottom shape, (Robi et al., 1982). The under-fives form the majority at 
the bottom, and the number drastically decreases with age and sex as we move towards the top 
of the pyramid. The able-bodied age-groups in the villages, usually starting from 15 years up 
to about 45 years, are characterized by an absence of males. Females constitute the dominant 
majority in the village as males often move to urban areas in search of work (Figs. 2.3-1). The 
gap between married women living with husbands, either in rural or urban areas in Kenya, is 
illustrated in Figure 2.3-2. Female headed households are more numerous in the rural areas than 
in urban ones. The majority of village women get married and do so at an early age, usually 
between 16 and 18 years (Figure 2.3-2). 

FTG. 2.3-1 
A population pyramid in Sarnia (From Robi, et al., 1982) 
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LlG. 2.3-2 
Percentage of the female urban and rural population ever married and currently living with husbands by 
age-group in Kenya (From Ominde, 1984 p. 46) 
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2.4 Social Services 

Samia has better communication networks (rural access roads and post offices), security 
systems (police posts) and markets than many other rural communities in Western Kenya. The 
Sio-Port trading centre, known also as the Bujuangamarketing centre, is connected with a good 
road network, though untarmacked. For instance, there is a road from Bumala via Sio-Port to 
Port Victoria; Sio-Port via Ganjala to Mathayos; Sio-Port to Hakati; and Nangina via Hakati 
to Rwamba. Roads in Samia are passable throughout the year, with the exception of a few days 
of heavy downpour. However, a well-established community transport network is lacking. 

Health services in the area, too, would be described as acceptable. The Sio-Port Health 
Centre, for instance, serves a catchment area of 47,299 (Map No. 2). The centre was 
rehabilitated by the joint Kenya-Finland Primary Health Care Programme (KEFI-PHCP) in 
1986 and now fi~nctions as a full health centre with children's and maternity wards. There are 
additional health facilities in the area as well. These include the Nangina Mission Hospital, 
Nangina Dispensary and Nambuku Dispensary. Nangina Mission Hospital sends a mobile 
health clinic to Busembe sub-location every third week of the month. In 1984, it was operating 
a nutrition rehabilitation centre (NRC) at Nangina, but was under strong criticism because of 



sky-rocketing malnutrition in Samia. By 1989, at the suggestion of the Government of 
Netherlands that used to finance it, it was closed down. After its closure, nutrition rehabilitation 
was shifted to training of village based health workers (VBHWs) now located at the Agenga 
nutrition centre in Bukiri sub-location. 

A VBHW is a man or woman with at least two years' training at a nutrition unit. The trainee 
must be a reliable and trusted community member, married, willing to carry out voluntary 
assignments three times a week after the training, and promise not to move elsewhere. After or 
during the training process, a VBHW must work voluntarily at the village level visiting 
households and advising mothers on nutritional matters. The family should be integrated into 
the health counselling, offering advice on proper child care and hygiene such as the use of safe, 
boiled water, and the significance of proper sanitary care; the possession of a pit-latrine and 
dish-rack. 

Donors' major emphasis in Sarnia today is on the training of VBHWs other than nutrition 
rehabilitation. VBHC training is funded by the Government of the Netherlands. However still, 
closing down the Nangina nutrition unit was probably a misjudgement, as we will explore in 
the following chapters. The debate in Samia was, and remains questionable, whether malnut- 
rition is purely food-specific, due to ignorance and the growing of cash-crops- cotton. From a 
national stand-point, malnutrition will not necessarily disappear from the Samian environment 
even if the food sector were to be restructured, ignorance eliminated, and cotton production 
discarded. The Dutch Government's pessimism in discontinuing support for Nangina NRC in 
1989 was based on human misjudgement. 

Bujuanga and Busembe have seven primary schools, Bumbe Boys' technical school, 
Sigalame Girls' Secondary School, one adult education centre and two nurseries. Primary 
school enrollment is appreciably high for both sexes. However, because of the high cost of 
education at the post-primary level, the drop-out rate is high at the end of primary school. Male 
drop outs often prefer to join the fishing activity on Lake Victoria, and female school drop outs 
are often forced into premature marriages. The existing schools were noted very poor, so severe 
in some schools that children were forced to sit on stones while learning. Many school buildings 
were in extremely poor shape; no doors, windows, poor blackboards andlor no school 
equipment. With the introduction of cost-sharing in education, as part of the present World 
Bank's Structural Adjustment policy, poor parents were unable to buy their children's basic 
learning materials. 

2.5 Public health 

Food in the Samian markets, whether cooked or sold raw, was displayed in the open ground or 
open stalls without appropriate public health measures. Vermin, particularly insects (e.g. flies) 
were noted as a serious health hazard and indeed, a very difficult one to control. Temperature 
control and prevention of food contamination by wind-carried bacterium under the open-air 
market conditions presented yet other problems. In all the surveyed Samian markets, food was 
displayed in open stalls all day. Proper storage facilities to protect food from the glaring sun and 
dust were lacking. Under such open conditions fish usually deteriorate quickly. Some harmful 



biological agents and disease- causing bacterium as salmonella and other harmful dysentery 
organisms, Gardia and viruses causing infectious jaundice were reported by the public health 
authority as fish poisoning agents. 

In high-temperature climates like Samia, averaging%etween 14 and 30 degrees centigrade, 
foods sold in public places (e.g. fish and vegetables) should, from a nutritional stand-point, be 
kept cold at a temperature below 10 degrees centigrade. Otherwise, the Vitamin A content in 
the diet is destroyed. If fresh fish must be transported for 6 hours before being sold, it should 
be kept below 5 degrees, and preferably at 3 degrees centigrade. If fish is not kept cool, 
psychrophilic spoilage bacterium becomes active and grows much faster, making fish unsafe 
for human consumption. Because of these technical problems, most of the Samian markets were 
closed down by the public health authority in 1982 and some in 1983-84 in cholera-endemic 
regions. Samia is a classified cholera zone (Table 2.5). It was argued by George Mudenyo, a 
public health technician at Sio-Port health centre, that contaminated foods such as fish under 
processes as described above, are possible sources of cholera, dysentery, diarrhoea and vague 
abdominal pains. 

TABLE 2.5 
Positive cholera cases per sub-location, 1981-83 (From Robi, et al., 1982) 

L OCA TZONI Number of positive cases detected 
SUB- LOCA TION --------------C------------------- 

S M A  NORTH 
Bakhangala A 2 1 - 
Bakhangala B 1 2 - 
Nambukhul 
Lugala 44 4 - 
Luandal 
Mudoma 97 4 - 
Luchululol 
Bukhulungu 2 35 
Wakhungul 
Od i ado 15 2 - 

S M A  SOUTH 
Budongo 19 121 - 
Bu juangal 106 78 - 
Busembe 
Bubur i 5 16 - 
Butabona 3 - - 
Unspecif led 274 12 6 

NOTE: "/Cases for Jan-Dec, 1981 blCases for Jan 29 - March 15, 1982 



PLATES 2.5 
State of pit-latrines in Samia (Photos by K'Ok :ul RNO) 

Plate 2.5-1 A modem pit-latrine in aSarnian 
primary school. 

Plate 2.5-2 A semi-modem pit-latrine in a 
Sarnian primary school. 

Plate 2.5-3 A four month old pit-latrine in a 
Samian household. 

Plate 2 . 5 4  An eight month old pit-latrine in 
a Samian household. 

Plate 2.5-5 A structure of a latrine without 
pit-hole in a Samian household. 

Plate 2 . 5 4  A structure of a latrine with pit- 
hole but without protective roof and wall 
constructed to violate Chief's Latrine Act in 
a Samian household. 



Most foodstuffs eaten in the market-places or in transit in matatus (minibuses), after being 
cooked at home sometimes several kilometres away, were unhealthy. This is because by the 
time they are sold they are already cold, contaminated further under open display by flies and 
wind carrying dust and bacterium. Foods were also cooked and eaten on the spot from food 
kiosks. A public water supply is not available in most market places. Even when it was, (e.g., 
at Bujuanga marketing centre), appropriate measures were not taken by the public health 
authority to ensure safe water supply, despite constant harassment of traders by the public 
health authorities. Diarrhoea1 disorders follow such complex chains. In other words, diseases 
in an unhealthy environment like Samia were not possible to trace to a single source. 

At the household level, a number of compounds were littered with garbage and papers 
sometimes used to wipe children's faeces. One could easily see that some Samian households 
had pit latrines while others did not. Without asking, one could still observe that even among 
those that had, latrines were built far from residential houses. They had no lights, so members 
definitely did not use them at night. Household members were also scared of snakes at night 
so this further precluded the use of latrines. In every case, pit-latrines were effectively used 
during the day-time. 

When households were asked why some had no latrines, the following answers were given: 
(a) In the traditional lifestyle, the pit-latrine was unheard of. People were accustomed to a hide- 
and-seek defecating habit. All that was needed was to find a safe spot and relieve oneself. This 
habit is still functioning because rural people lead traditional lifestyles. It is not easy to suddenly 
uproot people from their customary ways. (b) Cultural beliefs also play a role. As a sign of 
respect, a father-in-law is not supposed to share the same defecating ground, nor share the same 
latrine with his daughter-in-law. If this happens, sterility would ensue, unless a certain tribal 
ritual of slaughtering a sheep for cleansing is performed in order to avert the situation. This 
means that in each household two types of pit-latrine were needed. (c) Some people lived in 
areas where the underlying ground was rocky. Digging one foot into the ground requires 
specialist and costed then about Kshs. 15 (approximately 1 USD) per foot. A standardized pit- 
latrine must be about 9 feet deep, equivalent to Kshs. 135 (approximately 9 USD). Some 
households could not afford this sum even if a free slab was promised. Getting local experts 
equipped with appropriate tools to build latrines is often difficult and costly. (d) Some 
households were headed either by women or by elderly or handicapped persons. They needed 
assistance in digging, as some households, men were living in town or other areas for 
employment. (e) Ants and termites were another major problem. A latrine built with thatched 
grass lasts for only 8-12 months. For it to last longer, appropriate materials, constant repairs 
and proper maintenance are needed. Materials such as grass or constructing poles were no 
longer easy to find in Samia, unless purchased. 

I recall having visited a household where one had a structure like a latrine without a pit-hole 
and another household with a pit hole but no proper protective structure or roof over the latrine. 
Cases also existed where people only erected structures to obey the Chief Act enforced upon 
the villagers, but never used them (Plates 2.5-5, 6). 



2.6 State of water 

2.6.1 Piped water opportunities 

Sio-Port does not suffer from a water supply problem. Acute household water shortages, 
however, were often reported. This was surprising, since Sio-Port, in my view, was the last 
region that should be having water problems in the Busia District. The region is endowed with 
excellent water opportunities. Source itself was not a problem and will never be one in the 
Abasamian lifetime. The area like Sio-Port is close to Lake Victoria, the Sio River and 
numerous other springs. Since the 1960s the Government of Kenya, private institutions and the 
locals under hararnbee movement have heavily invested in piped water schemes in whole of the 
district (Table 2.6.1 and Map No. 2.6.1). Today, the Busia District has 27 piped water supplies, 
seven of which are directly located in Samia. Among the piped water systems in Samia, three 
already uses Lake Victoria's water. For instance, Busembe Technical Secondary School in 
Busembe sub-location was supplied by the Sisenye (Busia Hills) water supply; and 

MAP NO. 2.6.1 
Sketch map showing locational boundaries and water sources in Busia District 
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the Bujuangamarketing centre, by the Sio-Port piped water supply. In other words, the two sub- 
locations where the research was conducted already have existing piped water systems with 
sources heavily underutilized (Table 2.6.1). 

TABLE 2.6.1 
Piped water systems and utilization in Busia District (From Ministry of Water Development, Kenya, 
September 1984)' 

Name of Source Population Supposed Remarks 
piped water of currently population 
supply water served to be served 

Port Vic tor ia  
Busia H i l l s  
Sio-Port 
Al upe 
Wakhungu 
Munann 
Funyula-Nangina 
Apegei 
Bukhalali r e  
Butula 
Chakole 
Kisoko 
Lugulu 
Hoding 
Nambale 

Lake Victoria 
Lpke Victoria 
Lake Victoria 
Busia-Mundika Scheme 
Wakhungu river 
Wakhungu river (swamp) 
Spring 
Sprhg 
Spring 
Spring (Nyabera dam) 
Spring (Okame river) 
Spring 
Spring 
Spring 
Borehole 

More 
More 
More 
h e  
Slightly more 
Slightly more 
Slightly more 
'l 

Much underutilized 
Much underutilized 
Much underutilized 
Much underutilized 
Properly utilized 
Properly utilized 
Properly utilized 
Affected by drought 
Affected by drought 
Affected by drought 
Affected by drought 
Affected by drought 
dffected by drought 
Affected by drought 
Affected by drought 

Based on 1983 actual realities; b1 Based on 1979 Population Census 

2.6.2 Underground water opportunities 

When the Kenyan Ministry of Health first sponsored handpump wells in Samia, especially in 
Bujuanga, Sigalame and Budongo because of cholera epidemics in 1978, the result was afiasco. 
Underground water in areas close to Lake Victoria was found to be salty, and the locals refused 
to consume it. 

When the Kenya-Finland rural water supply programme (KEFI-RWSP) tried to provide 
similar underground water in the area in January-March 1984, the idea was received with 
pessimism. Later, two boreholes were dug in Bujuanga; the one drilled at the Sio-Port Trading 
Centre, about 100 m away from Sio-Port piped water Kiosk, turned out to be salty while the 
other, drilled at Bumayenga Primary School, turned out fine. The impression was that 
underground water in areas too close to the lake is salty. The borehole water system located at 
Bumayenga, however, approximately five kilometres away from the lake was effectively 
utilized and demonstrates that people are not opposed to the idea of borehole or any sound water 
alternative in the area. 

Underground saltiness is not only confined to areas close to Lake Victoria alone. Table 2.6.2 
offers further underground water data in the Busia District, based on the joint KEFI-RWSP 
findings. Underground water quality in the Busia District vary tremendously, even within a 



small area. It could either be of high quality, or too salty, too silty, or too high in iron or too low 
a yield. 

According to the World Health Organization's (WHO, 1984: 80) guide-lines for drinking 
water quality, too high a concentration of salt (chloride) gives an undesirable taste to drinking 
water. The main source of human chloride intake is from salted foods, the average intake being 
about 6 g of chloride ion per day. The international standard for chloride in any drinking water 
is 250 mgpitre, based on local taste considerations. Levels exceeding this usually contribute to 
hypertension. This implies that the Samians drinking salty water from boreholes form a 
'hypertensive risk group'. 

Public acceptance of water degree of hardness varies considerably from one region to 
another, depending on local conditions and the type of water consumed locally. In some 
regions, water hardness in excess of 500 mg/l is tolerated, depending on what the locals are used 
to from their community water s ~ p p l y . ~  In regions such as Sio-Port, rather close to Lake 
Victoria, underground water hardness was above the WHO'S 500 mg/l set standard and not 
acceptable. But in areas far away, where there were acute water crisis, such as Bulemia in 
Bunyala, it was tolerated. However, WHO has warned that death rates from cardiovascular 
disease are inversely correlated with the hardness of water.3 This implies that people consuming 
water from such sources form a 'cardiovascular disease risk group'. 

TABLE 2.6.2 
Underground water results based on borehole tests in Busia district (From: Grounded borehole tests in 
Busia, Ministry of Water Development, Kakamega, 1984)4 

Location1 Exact Water Recommendation 
Sub-location site quality 

Sada 
- Bujuanga 

- Butabona 
- Budongo 
- Buburi 
Bunyala 
- Mudembi 
Bukhayo 
- Matayoo - Kisoko 
South Teso 
- Amogoro 
- Angoroma 
Bueia 
- Busia town 
- Busia t o m  

Sio-Port 
Trading Centre 
Bumayenga 

Bukiri 
Buburi 

Silvale 
Nambale 

Alupe 

Town 

Too salty Not good for bore-hole
a 

h too hard 
Good Borehole 
Good But too low yield b l  
Good Borehole 
Good Borehole 

Good Borehole 

Good Borehole 
Good Borehole 

Too high Not good for bora-holaa 
iron contat 
Good bl But yield too low 

Too high Not good for bore-holea 

iron 
Too silty Not good for bore-holea 

Note: "/All sources marked 'not good for borehole' were not supposed to be drilled for health reasons; 
blThose noted with 'low water yield' could not endure long drought and for that reason were not worth 
drilling. 



Fluoride, on the other hand, is naturally present in certain food as well as in water. If consumed 
in excess of 1.5 mgpitre, mottling of the teeth occurs. At 3.0-6.0 mg~litre skeletal florisis may 
be observed, and when a concentration of 10 mg/litre is exceeded, as was suspected of the 
Samian pond, well and spring waters, crippling florisis can ensue.' The most commonly 
observed problem in Samia was tooth mottling. However, unprotected drinkers of pond and 
well, form a 'skeletal florosis risk-group' as well. 

Iron is an essential element in human nutrition, particularly important to pregnant and 
lactating mothers and pre-school children. However, too much iron in drinking water e.g., from 
the Amogoro division or Busia Township may not be considered healthy, for no one really 
knows whether iron from water can be adapted by the human body. Furthermore, at iron levels 
higher than 0.3 mgpitre, there may be complaints about water taste. 

2.6.3 Unpredictable nature of surface water 

Water was generally considered the main carrier of 'vague abdominal pain' complaints in 
Samia. All surface water, whether from lake Victoria, rivers, springs, streams, ponds or wells 
were noted to be heavily polluted with human faeces, animal waste, debris and dead organisms. 
The Escherichia coli content in them was considered very high, exceeding by far the re- 
commendations set, for instance in Finland, for drinking water (Kivikkokangas-Sandgren, 1982). 

Diarrhoea occurred in Samia because the majority of mothers cooked with and drank water 
contaminated with faecal coliforms. This was the underlying cause of prevalent enteropatho- 
genic infections such as escherichia coli, amoebiaosis, shigella, salmonella and cholera. At first 
glance, it reminded me of John Snow's cholera study which reported that: 

"Cholerakilled a number of people in particularly those areas of London that were supplied by 

the Lambeth Company and the Southwark and Vauxhall Company. Both of these companies 

obtained their water from the River Thames at a point where it was heavily polluted by sewage. 

In 1854, another cholera epidemic broke out and hit two-thirds of London's residents south of 

the River Thames. These people were also served by both the companies, so Snow calculated 

the total number of houses that were supplied by each water company, calculated the cholera 

death rate per 10,000 houses for the first seven weeks of the epidemic and compared them to 

the rest of London. The result was that those houses consuming water contaminated with 

sewage had higher mortality rates because of the faecal corliforms, confirming that polluted 

water was the underlying cause. From these findings, integrated with his investigations of the 

Broad Street Pump cholera outbreak and his assessment of other cholera epidemics, Snow 

inferred the existence of 'cholera poison', and suggested to the government that it was the use 

of unsafe water associated with a poor water supply and sanitary conditions that killed people 

in London (Lilienfeld & Lilienfeld, 1980: 36-37)." 

Snow's hypothesis marked the era of eradication of cholera, diarrhoea and related dysentery 
disorders through suggestion of protected water supplies and improved sanitary conditions. 
This approach reduced water-borne associated diseases in London by almost 90 %. One 
therefore wonders why the Samians need another John Snow in their region at the end of the 
20th century when the causes and preventions about diarrhoea1 and dysentery are today well 
known. 



2.7 State of fuelwood supply 

The days when a woman could leave acooking pot simmering on the stove and just walk nearby 
to break off tree branches are gone. Now women have to walk long distances in order to gather 
fuelwood. The Samia ranges still have an ample fuelwood supply. But privatisation of land 
today, however, means fenced lands to prevent intruders. This problem is associated with the 
new land reform and the tenure system. 

As the area's population increases, land continuously continue to be cleared. This has 
drastically altered the surface vegetation, and today, grassland has spread, replacing earlier 
plant communities. As a result, the shortage of fuelwood has become a serious problem (Figure 
2.7). 

Now most fuelwood used for cooking is bought from the local market. A number of families 
use charcoal imported from Uganda. Both fuelwood and charcoal were brought in by canoes 
across the lake from Uganda. Many women and children used their own fuelwood alternatives 
by gathering in Samian ranges quite a distance from their homes. Cooking is now a question 
of whether or not fuelwood is available in the household. 

FIGURE 2.7 
A simplified slope profile of ecology of Sio-Port region, 1984 
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2.8 Business and trade 

Sio-Port's main marketing centre operates daily in Bujuanga. Other markets include: Funyula, 
operating every Thursday; Ganjala, Tuesdays and Fridays; Bukiri, Wednesdays and Fridays; 
Mulukhoni, Thursdays and Sundays; and Luanda Ginnery, Ganga, Nambuku, Sidange, Odiado 
and Narnuduru operating only on Fridays. 

Food was generally abundant in the markets. However, traditional measurement techniques 
using cups, hands, bottles, smashed tins, glasses were used instead of modem scales. With such 
crude measurement techniques, market deceit was common, and food purchased was often not 
worth the money paid. Table 2.8 shows how various foodstuffs were sold, respective 
measurement units employed, and corresponding food item prices. In fact, Samia was one of 
the few Western Kenyan regions where, when our study was carried out, food was abundantly 
available at the market level, and even sold cheaply. In other Kenyan regions, a debe of maize 
was extremely expensive. 

TABLE 2.8 
Food items rated at market prices between September 1984 and January 1985 (Sio-Port Trading Centre 
or Bujuanga market) 

Item Measuring uni t  Price in Kehs. 
(1 S USD - 15.7) 

( r a t e s  for  a 
gorogoro) * 

Naize 1 debe @ 45.00 5.00 
Beans 1 debe @ 80.00 9.00 
Peas 1 debe @ 70.00 8.00 
Chopped dry caesnva 1 dabe @ 40.00 2.50 
Millet  1 debe @ 40.00 2.50 
Plantain f i v e  pieces @ 1.00 
Simsim 1 glass @ 2.00 
Groundnuts 1 glass @ 2.00 
Rice 1 glass @ 2.50 
Tomatoes 4 piecee @ 1.00 
Onions 1 bunch @ 1.00 
Bss one @ 1.20 
Fish var ie t i e s  
- Nile perch (mbuta) a piecelwhole @ 2.50 - 8.00 
- Synondontia (okoko) 5 pieces @ 1.00 
- Tilapia (ngege) 1 piece @ 2.00 
MXlk 1 b o t t l e  @ 2.50 
Fuelwood l bundle @ 8.00 

NOTE: A debe is a swahili word for a 20-litre tin; gorogoro is a new Samian word for a 2-litre tin, and 
this name coinage was prompted by the 1983-84 famine. A sad phenomenon in connection with 
traditional measurement units - either a debe or a gorogoro - is that traders badly smash them. Actual 
weights of foods sold by such techniques fall far below their supposed proper weights. 

Fishing is the principal activity in the area. Men do the fishing, women handle and sell the 
catch. Fish processing is done by both men and women (Plate 2.9.3). Fishing is practised 



throughout the year, using modem methods and canoes. Concern has in the past been raised 
regarding over-fishing in Lake Victoria (Heimo Mikola, 1977: 103; Kongere, 1979: 407459). 
Tilapia esculenta has been fish species the most affected. When fishermen were asked about 
this, the general response was that all fish species have decreased, however the disappearance 
of tilapia is caused by the predator nile-perch, Lates niloticus. 

The Sio-Port trading centre is also a black market centre. At a glance, an alien observer 
visiting Sio-Port might think that Samian men are only gossipers who gather at the Bujuanga 
market each morning for carefree mid-morning sun bathing. Often by mid-morning shops are 
empty of sugar, rice, cooking oil and other products. They are transported across the lake and 
bartered in Uganda. By 3 p.m. the canoe-men return with fish, charcoal, fuelwood, cassava, 
millet, sorghum, fruit varieties, or other items such as electronic equipment, bicycles, etc. 
Hoarding processed goods such as cooking fat, rice, and sugar is common as they are demanded 
in Ugandan markets. Those responsible for the disappearance of these basic commodities are 
never the shopkeepers, but rather those same mid-morning sun-bathers. Because of this, fishing 
in lake Victoria was banned at night between 6.00 p.m. and 6.00 a.m. by the Kenyan security 
authority. Yet night fishing by hurricane lamp is a popular activity, for light attracts more 
sardines, providing better catches at night than in the day-time. This fact forced some fishermen 
to risk imprisonment to go night fishing. Smuggling to Uganda is usually done at dawn, between 
4 a.m. and 5 a.m., andlor around mid-morning, at 10 a.m. 

Unprotected trade, as described above, is referred to in Kenya as 'informal trade', and 
everything to do with it is 'informal'. The term 'informal sectorism', coined by Davies (1978), 
refers to self-employed craftsmen, to economic activities such as fish or charcoal trade, or to 
the busaa-brewing typical in rural Samia. It also covers avariety of petty-businesses; carpentry, 
masonry, tailoring, pottery, blacksmiths, jiko-making, electronic repairmen (e.g. of watches, 
transistor radio), shopkeeping, laundry, etc., all of which observed at the Sio-Port trading 
centre. Such 'informal sector' activities offer virtually the full range of basic skills needed to 
provide goods and services for the poor, and also provide income alternatives for those involved 
in the sector, (see e.g., Livingstone 198 1 : 6)6. 

The informal sector does compete with the formal sector, the protected, monopolistic sector 
which the Government of Kenya recognizes and promotes, in a number of ways. The 
unprotected informal sector provides substitute goods and services at very low prices. The 
competition between the informal and formal sectors, as I was told, had created jealousy 
between the rich merchants and traders and the poor petty-traders. Because the wealthy 
merchants had a privileged position in society and enjoyed the power provided by the 
government trade protection laws, they were able to bribe security forces and related authorities 
to harass merchants in the informal sectors. Those engaged in the informal sector bitterly 
complained of this harassment as they were financially unable to counter-bribe the police. I 
personally witnessed such harassment of petty traders several times in Samia. 

Apart from the bribery, business was promising in the informal sector. Some fishermen made 
up to 200 Kshs a day. The carpenters, repairmen, servicemen, and brick manufacturers made 
up to Kshs. 500 a day depending on the day or month, but daily earnings were never constant. 

Child (1973) notes that such 'intermediate enterprises' andlor 'small-scale manufacturing 
enterprises', though typically small, provide a better salary than the average minimum monthly 
wage of Kshs. 800 set by the Government of Kenya for the low income groups in Kenya. The 
rate of return on invested capital exceeds that of the 'modem sector' by a substantial margin. 
Both the capital output and the capital labour ratios are low. Furthermore, the daily return for 



'informal sector workers' compare well with working-class incomes in the 'modern sector' and 
even exceed wages in commercial agriculture on many occasions. 

Income derived from the informal sector were considered higher than the formal sector's. 
My efforts to inquire into the exact income earned by the owners of informal sector enterprise, 
however, were occasionally treated with suspicion. Similarly, those requests to include such 
households in my interviews were turned down for the obvious reason of harassment by state 
authorities. 

Those whom I managed to communicate with had the common wish for the government 
to create a favourable atmosphere, thus allowing such enterprises to make even more money. 
The majority of them were hampered by many problems: lack of tools, difficulty in getting 
loans and raw materials, proper premises to operate on, security, an established market, 
skilled workmanship andlor training, access to electricity, technical knowledge, difficulties in 
obtaining licences, and police harassment. 

The informal sector, though harassed, was in my view, blessed with hidden talents and 
skilled personnel and is an important source of potential income. 

2.9 Food system 

2.9.1 Fertility of land 

Land, as one villager put it, "is not problematic in Samia. Land does not need fertilizer either." 
He claimed that "fertilizer makes the soil hot". Quoting a Samian joke, Adiriano Mukudi, stated 
that "land in Samia is fertile enough so that in some areas, if you dip your finger in the soil, it 
begins to germinate". Farmers we communicated with listed their major worries as follows: 
weeds, crop disease and insect pests. 

Most rural farmers in Kenya have at least general agricultural knowledge. If we contrast the 
fertilizer consumption in 197017 1 at 238 grams of plant nutrient per hectare of arable land, the 
usage had increased to 421 by 1987188 (IBRDI World Bank, 1990: 184). In Sarnia, the 
households interviewed used manure from animal and poultry, since the majority claimed 
modem fertilizers make their soil increasingly 'hot', as the fertilizers sold were not suitable for 
local conditions. Some farmers admitted to education about fertilizer use at the Busia Farmer 
Training Centre, but in their view, fertilizer costs were so artificially high that the locals could 
not afford them. 

Custom, however, also hindered those without animals from collecting farmyard manure 
from others' bornas. The belief was that if another family must do this, it must be very early in 
the morning, before the cattle move out of their homesteads. If done during the day, it is a bad 
omen for it risks 'cattle theft.' 

2.9.2 The farm sector 

The dietary consumption in Samia in the farm sector fell under three categories: cultivated 
plants; domesticated animals; wild plants, animals and insects. 



(a) Cultivated plants: The main staple crops included sorghum (Vulgare or Bicolor), finger 
millet (Eleusine coracana), maize (Zea mays), cassava (Manihot utilissima), sweet potatoes 
(Ipomea batatas), and sesame. The serena sorghum variety introduced into the area in 1980 by 
the Ministry of Agriculture has gained increasing popularity. The Alupe Research Station had 
introduced some short early-maturing varieties as well, and there were also pre-extension trials 
with other new sorghum varieties that are drought resistant. The same was true of maize, trying 
new hybrid varieties with better yields and shorter maturing periods. 

The above crops were intercropped with varieties of beans (Phaseolous vulgaris), pigeon 
pea (Cajanus cajan), cow peas (Vigna unguiculata), green grams (Phaseolus aureus) and 
groundnuts (Arachis hypogaea); and vegetables such as drum-head cabbage (Brassica capita- 
ta), sugar-loaf cabbage, sukuma wiki (Kales orBrassica carinata), tomatoes, onions, pumpkins 
(Cucurbita moschata) and yams (Discorea spp.). 

Horticultural crops grown in yards sometimes included: citrus fruits (sweet oranges or 
lemons), bananas (Musa spp.), papaya, and mangoes (Mangifera indica), (e.g. see ROK, 
1983a). These were grown by individual families but not by the majority. 

Commercial crops grown included cotton (Gossypium hirstum), coffee (Coffea Spp. was 
under experimentation7), and sisal (Agave sisalana). Two types of coconut trees (Cocos 
nucifera) were observed in Madiba village in Bujuanga8. Tobacco (Nicotiana) was grown for 
local consumption. 

(b) Food from domesticated animals: Food sources in Samia include meat and animal 
products. Local cattle, sheep, goats and poultry were kept for meat, blood, milk, and ritual 
purposes. Milk was generally abundant at the village level and was sold at the Bujuanga 
marketing centre for Kshs. 2.50 per bottle. Poultry (chickens, ducks, turkeys) were kept by 
various households, and the eggs were either sold or consumed locally. 

(c) Wild plants, animals and insects obtained by hunting and gathering 
Insects: 
Another dietary source of protein were insects. These include monge (the white ants), agoro, 
ataro and onyoso (termite varieties). They provide a cheap source of protein and minerals (e.g. 
calcium, iron). White ants and termites were sold in the Samian local markets almost 
everywhere. 

Wild birds: 
Wild birds (e.g. quail, duck, and guinea-fowl) still form part of the diet for members of local 
households who trap them. Birds such as quail and related bird species were trapped during 
weeding and harvesting seasons and kept by a neighbouring community member for sale. Wild 
ducks were hunted andlor trapped infrequently by some community members. Some bird 
species such as guinea fowl have almost disappeared, or diminished significantly since Gunter 
Wagner's era (1949). 

Wild vegetables: 
Samia offers a range of wild dark green vegetables that were widely gathered and consumed: 
mito, lisaka (Gynandrapsis gynandra), murere, nasigamba, imboka (Amaranthus blitum), 
enderema (Basella alba), esuga (Solanum nigrum), matiangitiangi, namwononjo, lisebebe, 
khasandagwata, khandiba, mulongo, magulageusi (Trianthema pentandra), esichrietso 



(Erythrococca bongensis), olukuhakoche (Chenopodium album), and mushrooms. These 
vegetables were widely consumed by the locals, though their availability is seasonal. 

Wild fluits: 
Wild fruits such as owayo, osongola, otsioga and chinduli grow abundantly in the area during 
the long rainy season and between May and July in Samia. They are gathered and eaten by 
children and locals during such periods. 

2.9.3 The fishing sector 

According to the Sio-Port Fishery Department, the following fifteen fish species comprise most 
of the daily catches on Samian and Bunyala Beaches: osoga (Alestes), otik-seu (Bagrus), 
fuani-odhadho (Barbus), mumi (Clarias), omena (Engraulicypris argenteus or sardines), 
fulu (Haplochromis), ningu (Labeo), okoko (Synondontis), snoutfish (Mormyrus), sire 
(Schilbe mystus), kamongo (Protopterus aethiopicus or lungfish), mbuta (Lutes niloticus or 
Nile-perch), and tilapia species: Opato (T. zillii), ngege (T. esculents), mbiru (T. variabilis) 
and nyamami (T. nilotica). The availability of certain fish species is affected by seasonality 
and the presence of the predator nile-perch, (Kongere, 1979: 409). 

Fish are more abundant in the long rainy season, during which time both modem and 
traditional techniques are employed in trapping fish. In such periods fishing attracts men, 
women and children. Most of the traditional fishing techniques and skills, however, are rapidly 
disappearing as modern techniques replace them. Indigenous techniques are increasingly 
shunned, or have already disappeared. 

FIG. 2.9.3 
Traditional fishing Methods in Samia 
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A Musamian fisherman, Budedu, gave an interesting historical account of indigenous 
methods that both men and women traditionally applied in Samia. Men traditionally used 
olukhwira, omukoizo, obulalo and liwuli traps for fishing, while women used esiwu, esibamo, 
olubanzo and ikhafwa traps. An olukhwira trap was made of reeds or plaited with ropes and then 
built in a special manner. Once a fish got in it could either be speared or caught by hand. An 
omukono trap was netted with sticks and ropes, and was sometimes put in an olukhwira trap or 
under an obulalo. These are structures built across a river, below which omukono traps were 
placed to catch fish. Once afish entered an olukhwira trap, it couldnot get out. Liwuli weremade 
of papyrus and arranged in a pattern and could be used in deep water like the likokhoolo (seine). 
They could catch many fish at a time. 

The traditional methods described above are today considered inferior. They are discarded 
or practised by only a few people andlor under special circumstances, as in times of flood. This 
is unfortunate since those applying such crude techniques (e.g. obulalo-omukono) are able to 
catch fish and even sell them. Because of unreliable weather and less rainfall, Budedu claimed 
that "we've been gradually moved away from such traditional methods and turned to modem 
fishing methods". This is another factor causing hunger, as only those people capable of 
applying modem techniques are the ones still participating in fishing. 

Some, however, still use omukono traps and lay them across riverways under obulalo. This way, 
they catch the riverine species. Fish species in Samia are loosely divided into four categories: 
1. Haplochromis, tilapia esculeizta and nilotica, protoptel-us aethiopicus, applocheilichtys 

pumulus, astatoreochromi alluadi, hemihaplochromis multicolor. 
These fish species enter the river occasionally, but remain only in the lower reaches and 
swamps. 

2. Bal-bus altiaizalis enter the river regularly during flood, and also remain in the streams most 
of the time. 

3. Labeo victoriarzus do enter the rivers, but pass through quickly to spawn back in the lake. 
4. Small barbus permanently inhabit rivers and streams. 

Nilotica (Mbuta) is currently the dominant single catch in Lake Victoria. The fishermen use 
high-phy gill nets of 5" mesh size and above. But some people also apply a hook-line. Sardines 
(Omena) is a common catch in Lake Victoria on the Uganda side. Fishermen use mainly 
registered mosquito seine and light attraction techniques at night. Haplochromis (Fulu) is 
caught using small-meshed gill nets of sizes IS", 1.9" and 2.5". A decline of the larger fulu 
species has been noted recently, due to the predatory behaviour of nzhuta. Bagrus (Otik-seu) is 
caught by all sizes of gills. Clarias (Mumi) was traditionally hunted mainly by spear, but today 
fishermen employ a hook-line, or gill nets between 2.5" and 6". Labeo (Ningu) is caught using 
1.5", 1.9" and 2.5" gill nets9. 

According to the Sio-Port fishery department official report, women have been pushed away 
from fishing because of the inefficiency of traditional fishing methods. Instead, women today 
are only fish handlers, processors and sellers. Nikolas Obara provoked laughter when he 
narrated how alocal female member of parliament, Dr. JuliaOjiambo, during her parliamentary 
campaign in the late 1970s, bought a fishing motor boat for the Samia Women's Association. 
Instead of the women managing their own fishing with the motor-boat, men were employed, 
but instead of fishing in nearby waters, went as far as Uganda where they sold almost all the 
caught fish and returned home empty-handed, only to tell the women that they had no catch for 
the day. According to the plan, the women had to handle and process each day's catch. For 



nearly two years, the Samia Women's Association motor boat operated at a loss. It could not 
even be maintained, serviced or repaired for lack of funds. Finally, the boat ended up broken 
on the shore of the lake. Some of the factors that contributed to the Samian women's fishing boat 
failure were explained by the Sarnia women's group as follows: (1) No woman really wanted 
to join the lake fishing, purely for cultural reasons. Some women argued that "Fishing is too 
hard labour and requires masculine strength." (2) Others argued that "To join males on the lake 
fishing could have incited rapes". Regarding 'nudity' and 'free mixing', common metaphorical 
questions asked by the women were that; "What cultural relationship exists between the men 
with whom I shall mix with naked? Whom shall I mix with? Is he, for instance, my brother- or 
father-in-law? Can he see me naked?" These cultural barriers still remain and will not be easily 
overcome. From the climate of opinions prevailing in the area, some people felt that "It is only 
through breaking away from such cultural barriers that discipline can be instilled; women must 
change their static cultural attitude if they are to be pulled out of the kitchen; the government 
needs to introduce a compulsory fishing law that requires all people involved in lake or river 
fishing to wear special fishing clothes. This would induce women to join in fishing. 

PLATE 2.9.3 
Modem Fishing Methods in Samia (Photos by K'Okul RNO, Busijo & Bujuanga Beaches) 

Plate 2.9.3-1 Men perform the fishing and Plate 2.9.3-2 The Samia women's associati- 
fish delivery. Nile-perch is the dominant single on motor boat lies in disrepair on the lake 
catch. shore. 

Plate 2.9.3-3 Women do most handling, pro- Plate 2.9.34 Men also process fish. 
cessing, and selling of fish. 



2.10 Traveller dietary syndrome 

Fishing activity and general food trade are the two most important businesses in the area. Men 
brought in fish and other food commodities from Uganda, and women carried on the business. 
Because of this, a number of people involved in the business were spending most of their time 
at the market-place, and often ate breakfast, lunch, and afternoon snacks in hotels. 

The dietary habit which I termed, 'traveller dietary syndrome', greatly attracted my 
attention. It was practised by both male and female traders. It took me some time to realize that 
it was a popular practice, and an important alternative dietary source amongst the informal 
sector members. It is no wonder that Samian women traders are adipose. They often ate in 
hotels, market-places or in transit and the food eaten is categorized as follows: 

(a) Food consumed while on board or in transit (e.g., in buses, or matatu): They varied 
between boiled and roasted maize, cassava, boiled and fried groundnuts, samosa, mandasi, 
biscuits, scones, fried insects, bananas, oranges, sliced pineapples, simsim, pop-corn, ice- 
cream and soda. 

(b) Food consumed at the open market: included mixed maize and beans (emangere or 
maharaghwe), varieties of fruits (guavas, mangoes, apples, oranges, pawpaw, bananas); power 
flour porridge, boiled sweet potatoes, boiled cassava and chewed sugar-cane. 

(c) Food consumed in hotels and at kiosks: included varieties of foodstuffs ranging from fish, 
beef, mutton or matumbo (animal's inner organs) with maize gruel (obusuma) to rice, chapati, 
Irish potatoes, tea and bread. 

Generally, the traveller dietary syndrome group was noted to eat better quality food, with meals 
of higher nutrient value than the group that ate meals prepared at home. From these findings 
it became apparent that the category of people whose food habits were poor were mainly those 
involved primarily in the farm sector and children who ate at home during the day. 

Beer was fashionable and heavily consumed in bars. Most beer drinkers were informal sector 
working men and police officers who drank their day's bribery collections. Bars also attracted 
unmarried, divorced or separated women. Most female bar goers had pre-school children, either 
still nursing, prematurely displaced, or toddlers at off-breast ages. Sometimes these women 
were even pregnant. Prostitution and sexually transmitted diseases (STD), especially gonorr- 
hea and syphilis, were common. Acquired immuno deficiency syndrome (AIDS) was unknown 
in Samia in 1984. Nobody spoke or knew about AIDS. 

Busaa or amalua-kobule (traditional brew) was common at the village level. It was brewed 
mainly by women, andconsumed by both sexes. Illicit hard liquor changaa (Kenyan cane spirit) 
was illegally brewed and consumed. Busaa was legal and brewed under special permit given 
by police authority. By 1989, the husaa brewing policy drastically changed, and both busaa and 
changaa had been banned altogether. Women and men found brewing andlor drinking had to 
face a jail penalty. The administrative authority decided that "alcohol hinders the wananchi 
from active labour involvement and farming and even makes them lazy". However, police 
officers commonly drank beer in the Sio-Port bars, and modem beer was brewed and sold by 



the transnational corporation, Kenya Breweries: Tusker, White Cap, Pilsner, and Export. The 
Government of Kenya in 1989 passed a compulsory law that civil servants were not allowed 
to be in bars on working days. The policy was short lived and did not work. Why didn't the 
government ban the brewing of modern beers as it did to traditional ones? When I revisited 
Samia in 1990, neither of the policies worked. Sio-Port bars were full and at the villages, busaa 
and changaa were brewed and drunk as usual. 

2.11 Remarks 

This chapter has documented the food resources in Samia. With proper income opportunities 
and promotion of the farm sector, there is no reason why people in Samia should starve. 
However, the affluent now prefer eating cabbage (drumhead, sugar-loaf or kales variety) 
instead of gathered, wild, dark green vegetables. They despise wild vegetables and call them 
'blood-freezing food'. Unlike in the West where it is fashionable to go to the country to gather 
wild fruits, based on personal experience in Finland, affluent Samians instead prefer commer- 
cialized horticultural varieties such as citrus fruits, bananas, pineapples which are expensively 
imported. The affluent also despise traditional bird-hunting and wild rat hunting and trapping 
for food, they call it 'primitive' and a 'sign of famine'. 

On the other hand, it appears to me that the poor in the informal sector are seriously oppressed 
by the forces of authority. 

Chapter 3 will continue to pursue further these complex cultural factors influencing 
malnutrition at the community level. 





CHAPTER THREE 

Hunger in Samia is not due to food shortages in the markets. Neither is it due 
to a lack of markets, nor can it be reduced to the use of inferior tools [hoe and panga]. 

It is caused by a range of intertwined factors, past mistakes, afiuency 
and food despise, inhibiting knowledge, and failure to come up with appropriate 

support programmes and functional management systems. 
- Magero Otero, a Samiaiz Commentator, 1984 





3 PEOPLE, CULTURE AND 
SOCIETY 

There are several ways of explaining the factors causing malnutrition from a grassroots 
perspective. One possible method is to focus on a community of people, often composed of (a) 
tribe(s), and examine the dynamics from that vantage point. This style was commonly favoured 
by anthropologists, as classical ethnographies are often constructed around the notion of the 
'tribe', (Maurice Godelier, 1977: 70-96)'. This mode of analysis is emphasized in chapter 3. 
The chapter is divided into four sections; section 1 offers background information on the people 
of the area, section 2 discusses religion and people's attitude to children, and section 3 
concentrates on insights concerning some causes underlying the current hunger situation; 
traditional food habits and taboos. Finally, section 4 concludes with some key remarks. This 
chapter builds from chapter 2 to offer a hermeneutical base from which to understand and 
interpret the malnutrition syndrome in the Samian households discussed in chapter 4. 

3.1 The Luhya 

The majority of people occupying Samialand belong to the Luhya community. The term Aba 
is a Luhya word meaning 'people'. The Abaluhya are collectively Bantu by origin, so their 
languages use prefixes that alter meaning with slight variations. It is important to know the 
prefixes used to indicate the singular or plural of 'person', and those used to denote language 
and society, since such prefixes are used in this text. Table 3.1-1 will therefore prove useful to 
the reader. 

TABLE 3.1-1 

Land People 
Singular P1 ural 

Luhya Muluyha Abaluhya Kiluhya 
Samia Musamia Abasamia Kisamia 
Bunyala Munyala Abanyala Kinyala 
Luo Jaluo Joluo Dholuo 
Busoga Basoga Abasoga Ki s oga 
Bakhenye Mukhenye Abakhenye Kisogal Kikhenye 



The Abasamia are Abaluhya. The word Aba-luhya refers fellow-people or fellow-tribesmen. 
It is derived from the verb okhuhya, which means to roast. The Abaluhya traditionally sat 
around the bonfire and conversed while roasting meat. Meat and fish form part of their 
traditional diet; conversing while roasting and eating meat form part of their tradition. The 
Abaluhya were traditionally agro-pastoralists, food gatherers and hunters. 

The Abaluhya dominate the entire Western Province. Altogether, there are about 17 sub- 
tribes covering the province over an area of 12,896 km2. The various sub-tribes were simply 
bigger clans who traditionally identified themselves by their clan names. For example, "we the 
Abasamia" or "grandchildren of Omundu Musamia". 

FIG. 3.1 
The cultural structure of Kenyan society 
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Some of the Abaluhya still live in Uganda, for example the Abasamia, Abagwe, Abagisu and 
Abanyuli. Most of these latter sub-ethnicities occupy Bukedi, Bugisu and Busoga District, and 
the Lake Victoria Islands of Mageta, Lolue, Siro, Jagusi and Sigulu. 

When the British established their administration in Luhyaland in 1894, they referred to the 
Abaluhya there as "The Bantu of North Kavirondo". Kavirondo means lake, hence "the fellow 
tribesmen North of the Lake". The lake in question was Lolue, as it was referred to then by the 
natives; which the British later re-named Lake Victoria, to honour their Queen in Great Britain. 

The whole of Western Kenya at that time was in Uganda. Until 1902 the Ugandan tribal 
boundary reached as far as Naivasha in today's Rift Valley of present day Kenya. The current 
boundary was re-drawn only in 1926 (Ojany & Ogendo, 1973). Prior to these dates, the 
Abasamia roamed the whole of the lake region and part of the Luoland, especially today's 
Ugenya, Alego and Uyoma. Until about 1950 all the current Western Kenyan districts starting 
from Bungoma, Kakamega, Busia through Siaya, Kisumu to South Nyanza and Kisii with 
related tribes and sub-tribes, were collectively referred to as the Kavirondo. This was an area 
of 32,235 km2 dominated mainly by the Abaluhya, Teso, Kipsigis, Maasai, Luo, Kuria and 
Gusii (Figure 3.1-1). Colonial scholars (i.e. Table 3.1-2) differentiated them as either Bantus 
or Nilotes of North, South, or Central Kavirondo (Wagner Gunter, 1949). 

It was only after 1956 that North Kavirondo (i.e. the Abaluhya district) was divided and the 
name changed to North Nyanza and Elgon Nyanza. Samia and Bunyala remained in Central 
Nyanza. In 1963, Samia and Bunyala were removed from Central Nyanza and placed in the 
newly created district of Busia. The locations of Marachi, Bukhayo and Teso were also removed 
from Elgon Nyanza and added to the Busia District (Robert Soper, 1984: 1). 

Accounts from oral histories are of great importance, particularly if we are to understand why 
the Abasamians have such strong ties to Uganda, other Abaluhya sub-tribes and Nyanza Luos 
- especially with the people of Ugenya, Uyoma and Alego in Siaya District. 

3.2 The Abasamia and their oral tradition 

3.2.1 Origin 

Among the contemporary Kenyan Abasamia occupying the Sio-Port region, a number have two 
homes, one in Kenya and another in Uganda, or on the Lake Victoria Islands. Such persons hold 
two national identities; a Musamian is a Kenyan while in Kenya, andugandan while in Uganda. 
Many of their Ugandan counterparts similarly come to live with them in Kenya from time to 
time. They also frequently exchange goods through barter trade. The entire relationship is 
cultural-specific, dating back to centuries of social relations traceable only through oral 
traditi~n.~ 

According to Osogo (1966: 21), the Abasamia came into Kenya from different places. The 
majority were from Egypt (Misiri) and were apparently Nilotes. The Egyptian group included 
the following clans: the Abagwe, Abamalenge and Ababubi, whose oral tradition reveals that 
they descended from the Bahaya clan. Some evidence for this migration can be found in Egypt 
today. Other members of the Abere clan even insist they came from Asia, possibly Arabia. 



According to the present scholarship, the dominant majority, however, were from West 
Africa, particularly the Cameroun and Congo regions. They were Bantus. Prof. G.P.Murdock 
noticed related Abasamia clans and other Abaluhya sub-tribes in Cameroon, for example, the 
Ababubi (Ababuri), Abakhokho (Abakhekhe), Abamalenge and Abagwere (Abagweri) (quo- 
ted in Osogo, p. 22, ibid.). Murdoch also identifies similar clan names in the Congo, e.g. the 
Ababooli (Ababuri), Abasonge (Abasonga), Abakholo (Abaholo), Makangala (Abakhangala) 
and Balala (Abalala)3. No wonder the bilingual So-Buholo Luos are discriminated against as 
muache (aliens) by their fellow Luos! They apparently were neither Nilotes nor proper Luos. 
A Musamian named Obuogi Otolo identified in an interview, some of the clans indicated above, 
presently occupying Samia. Today they spread over the entire Busia District, while the 
So-Buholo and Basonga affiliates are even trilingual. 

Bunyoro in Uganda was the centre where all sub-tribal groups converged from different 
directions before trekking into Kenya. The elders who could not continue settled in Uganda. 

3.2.2 The Great Abasamia Trek 

The Abasamians who moved into Kenya from Uganda broke away from their previous clans 
who remained to occupy Bugwe, Sigulu, Lumino and Majanji on the Lake Victoria Islands. 
Their movements took place in three waves (Were 1967): 

According to Professor Gideon Were, the first group came as early as 1550 or slightly before. 
This group entered Kenya via Sigulu Island. They included the Ababirang'u, Abajabi, 
Abamiripo, Abayingi, Abaliro, Abade and Abanyibomi. They first landed at Ludacho, near Port 
Victoria in Bunyala, and spread from there. Their leader, Siranga, the founder of today's 
Siranga clan in North Ugenya, wandered extensively in the Lake Victoria (Lolue) region up to 
today's North Ugenya and South Ugenya in Luoland, before occupying present-day Samia. 
Today, cultural affiliation between the Abasamia and Soluo ethnic groups is immense, 
particularly in North Ugenya (Siranga, Ukwala, Sifuyo, Gafumulire), Khulwano (Khumwendi) 
and Umina in South Ugenya, and Uranga in Alego, Siaya District. The majority of these people 
are trilingual or multilingual, speaking dholuo, kisamia, kisonga and kinyala. 

The second group moved into Kenya around 1600 or slightly later. This group entered via 
Berkeley Bay and settled in BunyalaBuongo among the Banyalapeople, where they developed 
further sub-clans who left behind their own names, Bukhoba, Buduunyu, Buyuku, etc. They 
included the Abakhoba, Abamaindi, Abayuku, Abalala, Abarnaake, Abaduunyi and several 
others. They are mostly bilingual - speaking kinyala and kisamia. 

The third group arrived as late as 1750 and claim to be the Abasamia proper. This group today 
dominates Samialand. It consists mainly of four clans: the Abamanyi, Ababuri, Abatabona and 
Abadongo. They were among the Bantus who came from Central Africa. They arrived in Kenya 
via Mt. Elgon through Kitale and Kaimosi, and settled among other Abaluhya sub-clans before 
wandering down from Bunyore to Kisa. Others split to join the other Abasamians in Ugenya 
where they lived alongside the Luos before joining the rest of the Abasamia in present day 
mainland Samia. The majority speak only Kisamia. For instance, Mundu Musamia, the 
ancestor of the Abasamia who gave birth to Mukitsa, is said to have been a brother to the 
Abasamia. The Abasamia proper had five sub-clans: Abakambuli, Abaakayi, Abachero, 
Abayonga, and Abatayi, founded by the five sons of Mukitsa. Mutayi, the founder of the 
Abatayi, was the eldest. 



3.2.3 Cultural Universality 

Apparently, the Abasamia came from various directions. Cultural unity was lacking among 
them from the beginning. The group represented some heterogeneity with diversified cultural 
spirit, habits, conduct, and mentality. We can only assume that the Abasamians are homoge- 
neous if we argue that the African cultural mentality is universal, irrespective of origin. 

In order to understand a group's origins, one must examine the existing customs, beliefs, 
mythology, and religion. For instance, most Bantus are circumcized, while the Nilotes only 
remove their lower teeth. Yet again, the number removed depends upon the tribe or sub-tribe, 
for instance the Luo tribe remove six. The Abasamia proper circumcise their men. The 
acculturated ones either only remove lower teeth or cirmcumsize or both. 

Affiliation with and adaptation to other tribes may have been a blessing for the Abasamians, 
for such interactions minimised ethnic food despise, tribalism, sub-ethnicism, clanism and sub- 
clan tensions. Tribal warfare, however, has been ever present, as tribes often fought over 
resources. Such warfare sparked other forms of ethnic or sub-ethnic tensions or discrimina- 
t ion~.  These tensions still exist and continue to interfere with proposed universal development 
programmes requiring community participation. 

When the British imperialists first went into the area in the late 1890s, they noticed such 
tensions (e.g. between the Jo-Luo and the Abaluhya) and related tribal wars over resources. 
They then capitalised on that by promoting tribalism and guaranteeing its continuation at 
educational institutions, at work-places, and for the newly created imperialist agents who now 
constitute most of the educated African elite class today. Today, tribalism is promoted more by 
these elite classes than it is by the ordinary mwananchi. The Abasamians I spoke with or 
interviewed, however, looked at themselves simply as people. They were kind, loving and did 
not think in tribal terms, unless were so reminded. 

3.2.4 A society in flux 

When I visited Samia in September 1984, I found a society in a state of flux, with a people so 
mixed with traditions, dialects and food habits. I was at a loss to clearly identify what 
Abasamian ways were or Jo-luo ways or Abakhenye ways. I could not explicitly tell either 
whether a particular dietary habit was Abasamian, Jaluon, or Abakhenyen. The people 
intermingled and intermarried creating closely related food habits, or customary norms with 
slightly varying mythologies. Others simply identified themselves as Luo-Abasamia, Banyala- 
Abasamia and so on, depending on the tribes or sub-tribes they lived among before finally 
settling in Samia. 



TABLE 3.2.4 
People occupying Bujuanga and Busembe Sub-locations according to clans (Based on author's 1984 
su1vey) 

Ltro affiliates S& propar Luhya nffilktea Others (rmralnted) 

- Abamanyi 
(Ugenya) 

- Ababongo 
(Ugenya) - Abalala 
(Sifuyo, 
Alego) 

- Abamahindi 
(Sisya) - AbakhakL 
(Ugenya 1 

- Abasuba 
([lkwnla) 

- Abanyera 
(Alego, 
Bunyala) 

- Abamanyi 
(Bugare) 

- Ababonns 
(Silnuli 

- Abade 
- Abamalumba 

( S W u )  - Abaduma 
(Bukedi) 

- Abamwenge 
(Lumino) 

- Abahonga 
- Abanyibomi 
- Abatabona 

(Ha jan ji) 
- Abakhuhu 
- Ababuri 
- Abahulo - Abanyanga - Abalucha 
- Abadidi 
- Abachnera 

- Basoga 
(Abakhenye) ------------ m------- - Luo 

Banyala Others - Waeichonyi ------------ - ICnrmojong 
- Abanyala - Bakheke - Asinns 
- Ababambn - Wanga 
- Abahone 

(Bukhuau) 
- Ababwnla 
- Abameembo 

(Wnnga, 
Harachf , 
Harpmp) 

- Abanyera 
(Banyala 
Alego) 

- Heragoli - Wanga 

- Banyala ba Hayero - Idakho - Bakhangala 

- Batsotso 

Because of these cultural ties, a number of Luos from Ugenya, Alego and Uyoma claimed they 
were originally Abasamian and had migrated to Sarnia. The ethnic affiliation boundary was 
difficult to cross-check, as people were occasionally suspicious and not fully willing to state 
their backgrounds. 

Many other outsiders had moved to Sio-Port as well andlor had bought land in Samia. They 
were living side by side with the Abasamians. Language, exogamous marriages and adoption 
of certain customs such as circumcision or removal of teeth reflecting Luo, Abanyala or Samia 
custom, determined one's ethnicity. 

Table 3.2.4 shows the full list of ethnicities identified in Samia. The chart demonstrates how 
heterogeneous the Sio-Port region has become, with numerous multi-ethnic sub clans erner- 
ging. As is also evident, Samia is populated as well by outside immigrants. We even identified 
a few Asian families living at the Bujuanga trading centre as traders. The immigration of 
outsiders to the Sio-Port region continues, as fishing and magendo (smuggling or corruption 
or illegal trade). attracts them. 

In the beginning, I found it extremely difficult to understand and explain why the Abasamia 
identified themselves with their clans, and why there were Ugandans living in some house- 



holds, whom I was told, were relatives. This happened even in households where food was 
scarce. I blundered occasionally to suggest that it might be these distant 'vague' relatives who 
add pressure on the dietary pot. 

Six years later, I regret how ignorant I was as an outsider. Such distant people, to them, were 
indeed close relatives, and that kinship obligation was just as strong as with their Kenyan 
relatives. As an outsider, I could not perceive that. I understand it better now, after considering 
the historical context available through oral tradition. Some may not see how significant this 
was to me. However, it simply enabled me to familiarize myself with a society I now claim some 
expertise on. 

Living alongside the Abasamia were the Abakhenye who claim to have originated from the 
Abayanga clan of the Basoga tribe in Uganda. The Abakhenye are also closely linked with other 
Abaluhya sub-tribes, such as the Bagisu, Bamasaba and the Bukhusu. Their dialects do reflect 
such origins. Probably, this is why many of their traditions are closely related to Abasamia 
proper. 

The Abakhenye came to occupy the Lake Victoria's Islands on the Kenyan side between 
1939 and 1960. This was before the Bunyala-Samian great floods of 1961-62 which drowned 
many of these people. They are Moslems and practise polygamy: often with four wedded wives, 
the rest unwedded among the wealthy. Generally, the number of wives in polygamous 
households varied between ethnic groups. From the Abasamian households we observed 
during our house-to-house survey, one man who had nine wives; from an Abakhenyen 
household, five wives and in a Luon household, four. 

The Abakhenye even had their Ugandan relatives living with them. The practice was 
common mainly among the well-to-do households. However, the Abakhenye were a minority 
group, numbering slightly over 985 people, according to Mohammed wa K e n ~ a . ~  

Generally, the Abakhenye were considered landless, though some of them were also among 
the wealthiest. The latter group were well-fed. This lead me to the conclusion that landlessness 
is not related to food supply or financial poverty in Sio-Port. Most of the Abakhenye earned 
basic livelihood through fishing and/or business. A Mukhenye, Mohammed wa Kenya 
explained it this way: 

"Our people still live a hand-to-mouth lifestyle or from canoe-to-mouth. Land in the African 

system is inherited; but being latecomers into this region, say between 1939 and 1960, our 

people defin~tely had not inherited any land. Their being landless, therefore, has nothing to do 

with land not being available in Samia; nor can it be related to the population explosior~ saga 

(which I perceive as a myth) for those of us with money are still able to buy land either here 

in Sa~nia or elsewhere within Western Kenya. If landlessness were a critical problem, this 

would not be possible." 

3.3 Mythology, religion and children 

The various Abaluhya sub-tribes believed in a God called Were. Were was either a god or some 
supreme being from whom various Abandu claim to have descended, according to a Musamian, 
William Odame. But Wagner stated that, "it is possible Were was aperson who was named after 



the supreme being", (Osogo 1966: 16; Wagner, 1954). Mzee Odame claimed that Were created 
or bore two children: Akuru, the boy; and Muka, the girl. These two children, Akuru-Muka, 
bore two other children: Mugoma and his sister Malaba, who gave birth to the various Abandu, 
a name Wazungu (Europeans) could not pronounce properly, and distorted as Bantu. 

Such mythology is important for several reasons. A popular legend among the Abasamia, 
also common among other Abaluhya sub-tribes, was expressed by a Musamian, Mark Wagira 
Okumu as follows: 

"Mugoma and Malaba were once left to themselves while young, when a fatal disease [either 

smallpox or cholera] killed their parents. They grew up under the harsh Luhyan environment, 

without care or help, to adulthood. As a result, they did not know the basic human qualities and 

how to beget children. It took them time before they discovered this human fact. It happened 

one day while Malaba was climbing into a granary and Mugoma was sitting below it. He 

discovered that Malaba was a female and different from himself, and insisted on marrying her. 

After days of persuasion he succeeded, and that is how they begot a new race. Days later, Were 

the god sent a dream to Mugoma: "Begin and multiply so that your race competes against fatal 

diseases". Wagira Okumu then concluded amidst laughter that both Malaba and Mugoma 

being fertile, obviously opened avenues for our contemporary exploding population growth 

rate, which is purposeful and meant to compete against Samian fatal diseases. The result has 

been multiple births increasing the Samian race as encouraged by Mugoma-Malaba's 

grandchildren that you researchers are too painfully sensitive about." (Were, 1967a: 57-98; 

Were, 1967b: 49-54). 

This Okumu's metaphor about population explosion was sited again in a separate interview 
with Okoch Marus's family. The Okoch family came out with such great aesthetic metaphors 
that nobody could avoid laughing at. According to him: 

"...the present Abaluhyapopulationgrowthrateand fertility level in general, is not exceptional. 

It simply follows the path which was already designed for us since Akuru and Muka's time by 

the road that Mugoma and Malaba had paved ..." 

Asked whether such mythologies explain the current population growth in Luhyaland (see for 
instance Tables 3.3-1 and 3.3-2)5, Okoch replied proudly: 

"Yes. Modem food habits, for example certain cooking fats such as margarine, kimbo 

compared to our traditional ghee also make the modem person overfertile." [But added that] 

"The mythology surrounding the current population saga in Samia, also needs to be corrected. 

The current alarm on population explosion among the Abaluhya race is implicitly true. In all 

nationalities population is a concern. A large part of the story told about Abaluhya breeding 

habits is myth and nonsense. We must not also forget that this region has many immigrants who 

add to our population. An Asian at Sio-Port adds pressure to the food market, but in most cases, 

his/her presence in the area is ignored." 

Samians reflect an attitude that the whole over-population saga is 'sheer nonsense'. However, 
demographers estimate that if the Abaluhya insist on belief in their god, Were, their population 
growth will continue to follow the same pattern, say under 4 % per annum, and their population 



will double every.17.5 years, (Oucho, 1979: 8-37; Annex Maps Nos. 3.3-1,2, 3). 
The Abaluhya mythological belief in Akuru-Muka, with respect to childbirth, is still quite 

strong. This is particularly true in Luyhaland, except for Babukhusu and Abagisu. Most 
Abaluhya in general still hold strongly that childbirth is a blessing which was bequeathed to the 
Abaluhya race since Akuru-Muka times. Religion and tradition remain a strong influence on 
the cultural value of children in Samia. 

TABLE 3.3-1 
Population growth of the Abaluhya, 1962-1979 (From Ominde, 1984; Okidi , 1979)" 

Year Population % Total Natural % Growth 
Population Increase Rate 

1948 

"/The higher growth rate of the 1960s may be explained by strong kinship network between Ugandan and 
Kenyan Abaluhya which have always remained close. 

TABLE 3.3-2 
Population in Samia location by regions (ROK, 1981b)" 

Sub-location Population rowt 
1979 :ate k :Fity 
Census kmL 

Samia North 
-8ukangala A 2,508 14 168 
-8ukanaala 8 1.421 6 235 
-~ambuku/ 
Lugala 2,249 2.01 9 230 
-Luanda/ 
Mudoma 8.114 9.18 34 240 
- L u c ~ u ~ u ~ o /  
Bukhulungu 5,738 3.46 26 217 
-Wakhungu/ 
Odiado 4,068 6.02 17 228 

Samia South 
-Budongo 7.534 2.92 42 176 

-- 

Higher growth rates are implicitly contributed by in-migration 

3.4 Nutrition from the olden days to modem times 

3.4.1 Social change 

Samians currently associate undernutrition with social change. Traditionally, a Muluhya used 
to look at land as his wealth, his bank and his food source. At animals as his source of power, 
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symbolic prestige and social status. The same principles influenced his view regarding the 
number of wives and children a man had. Large families were encouraged to acquire labour to 
till the land. A respected man was that who was a polygamous, had many children, less quarrel, 
no divorce and able to run the household(s) successfully with abundant food and numerous 
granaries. A man who was able to shelter, clothe and medicate every member of his household. 

For these reasons, men worked extremely hard with the family, or supervising wives and 
children as they ploughed the land and managed the soil. Children were an important additional 
source of labour - emphasized Mzee James A ~ h o k a . ~  

When Joseph Thomson (1885) visited Luhyaland in 1883, he surprisingly found that: 

". . . almost every foot of ground was cultivated. The people had the idea of crop rotation. They 

allowed land to rest and to lie fallow occasionally. Parts left fallow were used as pasture ground 

for the cattle and flocks." 

FIG. 3.4.1 
Portrait model showing nutritionally healthy married Kavirondo women in pre-colonial Kenya (From 
Thomson, 1885, p. 279) 

Thomson was also amazed at the abundance of food and food varieties generally available in 
Luhyaland. He wrote: 

"Food at Kwa-Sundu (Mumias) was surprisingly cheap, varied, abundant and inexhaustible. 

Four men's food in flour [was] got for one string of beads . . . a sheep for fifteen strings, and 

a goat for twenty strings" (quoted in Osogo 1966: 19). 



Thomson was fascinated to encounter a society that fed itself so well and a tradition preferring 
adiposity. He drew portraits of Kavirondo women rendered with great anatomical faithfulness 
and aesthetic feeling, depicting mature and voluptuous breasts, (Thomson, 1885: 184, 195)7. 
Such breasts today represent the image of a traditional well-nourished woman who enjoyed 
nutritional benefits. They also symbolize fertility as such a physique favours healthy births, 
fertility and reproduction. Fat deposits in the lower abdomen with strong muscles and thighs 
can be interpreted as a sign of wealth and high status in traditional society. It also communicates 
to us the ideal of an energetic women capable of managing her own household independently; 
the hearth, farming, food gathering and feeding the family (Fig. 3.4.1). 

This was part of a tradition common among many African precolonial societies. The early 
explorer, John Speke, on his expedition across Tanganyika in 1863, passing through Karagwe 
land to the source of the River Nile, had come across a similar case in an African household; 
the King of the Karagwe whose court encouraged and greatly admired the charms of adipose 
women. Speke was amazed to see a girl whose gross obesity was man-made. His diary records: 

"After a long and amusing conversation with Rumanika in the morning, I called on one of his 

sisters-in-law. She was another of those wonders of obesity, unable to stand except on all fours. 

I was desirous to obtain a good view of her and actually to measure her . . . After getting her to 

sidle and wiggle into the middle of the hut, I took her dimensions: round arm 1 ft 11 in; chest 

4 ft  4 in; thigh 2 ft 7 in; calf 1 f t  8 in; height 5 ft 8 in. All of these were exact, except the height, 

and I believe I could have obtained this more accurately if I had laid her on the floor. Not 

knowing what difficulties I should have to contend with in such a piece of engineering, I tried 

to get her height by raising her up. This, after infinite exertions on the part of both of us, was 

accomplished, when she sank down again fainting. Meanwhile the daughter, a lass of 16, sat 

stark naked before us, sucking a milk pot, on which the father kept her at work with a rod in 

his hand, for as fattening is the first duty of a fashionable female life, it must be duly enforced 

by the rod, if necessary. I got up a bit of flirting with missy and induced her to rise and shake 

hands with me. Her features were lovely, but her body was as round as a ball." 

Commenting on the changing general dietary pattern in Samia, Mzee William Odame, born in 
19 10, narrated how: 

"When [his] father arrived to occupy Samialand during the last century, the region was very 

thinly populated. It was forested, bushy and full of wild animals: the elephant, the buffalo, 

'linani' (a certain bear) and many types of buck and gazelle. These animals were hunted for 

food. The area was also full of food varieties - wild beasts, buds (quail, guinea-fowl, etc.) Lake, 

rivers, streams and ponds were the main providers, especially of fish. But gone are the days, 

these days: wild animals and buds and varieties of fish species have gradually disappeared." 

Odame also described how 

"the Abasamian clans came along with their foods which included, cattle, sheep, goats and 

poultry and domesticated plant varieties." They also ate what nature provided, animals and 

their by-products; milk, ghee, blood and eggs." " The main cereals people brought included 

sorghum and the finger millets; pumpkins, sweet potatoes, cowpea, nuts and several varieties 

of beans and peas. The forest also provided the people with wild fruit and vegetable varieties." 



However, Odame was pessimistic about the changing climate, the region's rising population, 
and excessive hunting. He claimed "These had drastically reduced the species mentioned 
above." The vegetation cover normally protecting the soil was clearly continuing to be 
destroyed, and in his view, everything was happening at a faster pace than the area could 
withstand. Consequently, food had become scarce. Odame criticized modem people for not 
working hard and for moving away from the land to urbanized areas. Animal husbandry was 
rapidly scrambling as a result of a lack of space and the government's hostile attitude towards 
keeping large herds of animals. 

By 1984, the Samian environment had changed, in fact a great deal since Joseph Thomson's 
days. Tribes that were traditionally alien to the area such as the Kikuyu, were now found in 
Samia. In fact, Kikuyu were never fish eaters. Kikuyu traditionally despised fish, associating 
it with snake. Likewise, the Abasamians never ate the Kikuyu waru, Irish potato. Such cultural 
food barriers no longer exist. Kikuyu traders, whom I met at the Sio-Port trading centre, loved 
eating fish; the Abasamians also enjoyed eating the once despised 'Kikuyu-waru'. New food 
varieties such as the Irish potato, carrots, spinach, and cabbages not indigenous to the area, had 
appeared in the Samian markets. Food habits had also changed greatly. Cultural heterogeneity, 
affluency and modernity were all influential factors. 

Social change was noted as a critical factor influencing inadequate food intake. For instance, 
under the traditional system, the economic utility of children was clear, as children were used 
in various ways to generate food. The more hands available, the more land could be cultivated. 
Children also freed their parents from some household duties so that they could pursue other 
activities to obtain food. Older children could take care of the younger ones or assist in fetching 
water and fuelwood, cooking, etc. 

With the advent of compulsory education in Kenya since late 70s, the economic utility of 
children had become minimized in Samia. Children spent most of their day at school and 
assisted parents only on week-ends. This implies that parents were increasingly oppressed by 
heavy workloads. The preference foreducation denied children the opportunity to assist parents 
with gardening, cooking, and other duties they traditionally performed. Older children also 
could no longer look after the younger ones. This sacrifice created situations where parents 
sometimes objected to education for their children. 

Parental concern to contemporary child-rearing methods (Table 3.4.1-1) and the changing 
food situation (Table 3.4.1-2) was as well noted. Children born of affluent families no longer 
want to eat gruel prepared from sorghum and millet or from cassava. They call it kuon-chieth 
(shit-gruel) or kuon-gum (glue-gruel). They even reject meats such as matumbo, internal organs 
of animal such as intestines. They call it a 'coil' or 'spring'. Yet matumbo is an important part 
of the traditional Abasamian diet. Additionally, many of the more affluent families no longer 
eat together, as parents are away most of the time. 

Cassava, sorghum and millet were traditionally ground into flour on a grinding-stone 
(oluchina) and set on a raised mud platform under the veranda of a house. This system is no 
longer functional, as very few people today even possess grindstones. During our study we 
found only one household possessing a grindstone (Plate No. 4.4.3-3). Modem posho mills 
have completely replaced the oluchina. A modem woman no longer prefers to grind grain the 
traditional way as she says, "it's primitive". 

Cultural conservatives, however, do insist on sorghum, millet and cassava gruel in Samia. 
The Abasamians argued that "Traditional hand-ground- made gruel had more nutritional 
benefits than the modem posho-meal-prepared gruel". They also claimed that "The modern 



TABLE 3.4.1-1 
Child-rearing method in Sarnia (Based on Samian household interviews, 1984) 

-- 

Traditional habits Acquired habits 

Tradi ti on81 Activity 
calendar 
(in age) 

Hodern Activity 
calendar 
(in age) 

At birth Child stays in contact with 0 - 2 month Child sleeps in separate cot: 
the mother: breast-fed. bottle-fed. 

When smiling Nursed by 7-10 year old 3 - 4 months Child already nursed by an ayah; 
girls; breast-fed; introduced exclusively bottle-fed: given 
to porridge. porridge; introduced to solid 

food . 
When baginning Breast-fed; porridge in 
to sit between: introduced to 

softened sauce and whatever 
adults are eating; infant 
under constant care of 7-10 
year old girl, who feeds 
and baby-sits while mother 
is away. 

When walking Breast-fed: fed on adult food 7 - 
among those who can: cared for by 
older children and joins the 
company of other children. 

Running strong- Breast-fed: adult food: 1 - 
and talking porridge any time: may be given 

food supplements (e.g. sour milk); 
usually still the youngest; 
taught native language. 

4 - 6 months Bottle-fed on DSM; given formula, 
with I M U ~  errors in fowula 
dilution - resulting in low 
caloric density, leading to 
undernutrition; or 
high caloric density, forcing 
M infant to accept only a amall 
volume; infant under the 
constant guidance of maida - 
with minimum stimulation. 

Toddler 

12 month Given solid affluent foods, which 
it often rejects3 may still be 
bottle-fed and given formulea; 
unable to walk for several 
months. 

Zyears Fed on solid foods; usually on 
his own most of the time (e.g. 
feeding on soil, playing in gutters, 
hence worms, malaria risk); 
most of the time talked to in 
English as firet language; 
there may be a younger child 
displacing him. 

May still be breast-fed; feeding 3 - 5years 
care no longer a bother: 
tutored by grandpnrants, parents 
end other arb-clan members - in 
clan history, tradition, and 
what to respect; girls taught 
cooking, fetching water, gathering 
fuelwood and vegetables. 

Feeding may still be a problem; 
prefers affluent foods; deepiaes 
traditionnl diet, e.g. aorghum, 
millet, sour milk; tutored in 
English, and in kindergarten 
mathemetics, geography ... 
European dishes and history, 
introducing them to Western taste - usually taught from childhood 
that theirs is inferior. 

Supplementary readings: Amolo (1979); Amolo (1981); Mboya (1979); Fomon (1974) 

posho-mill-made gruel smells of diesel, most of the nutrients are lost in the milling process, and 
is 'light' in the stomach." The foods processed in a modem way, were often despised and 
considered less rich in essential nutrients than traditionally processed foods by the group. 

It is true that nutrients are not evenly distributed in cereals or grains. Some outer layers, the 
scutellum, and especially the germ, have the greatest concentration of B vitamins, iron and 
calcium. Because of this uneven distribution, PAORA discussants determined that milling may 
actually interfere with grain nutrient values, especially the endosperm. Nutrient loss does 
increase with the modem posho mill. The degree and manner of milling is therefore of great 
importance to cultural groups that still rely on cereals as their major dietary energy source. 
Pestle and mortar home grinding usually produces a cereal that has lost its outer coats but has 
retained at least part of the germ, including the scutellum. It was pointed out that highly refined 



flour, like the white maize flour which the affluent prefer, has already lost most of the germ and 
outer layers, and with these most of the B vitamins and some of the proteins. That type of refined 
flour contains no fat and has little fibre, which is important for digestion. 

Traditional consumption of dark green wild vegetables, insects and wild fruits are widely 
despised by the affluent, discouraged by the biased elitist class's advertisements and rural 
health workers' nutrition education. All of them claim that commercial food products are 
superior. Consequently, cabbages and domesticated fruits like bananas, citrus, pineapples, 
mangoes and pawpaw have replaced wild vegetables and wild fruits respectively. 

The biased government's nutrition policy has as well significantly influenced the disappe- 
arance of certain traditional foods. For instance, the Ministry of Agriculture, through its field 
extension agencies, place concerted emphasis only on the promotion of modem horticultural 
crops such as banana and citrus fruits (oranges and lemons) and never on traditional ones. In 
1981 for instance, three enormous sites for banana supply projects were started in the Busia 
District, one in each division. Naturally, the advertisement given to modem horticultural crops 
has made the demand for citrus fruits in the district increased at the expense of traditional wild 
fruits, to the extent that the government citrus nursery beds at Busia Farmer Training Centre 
can no longer meet farmers' demand for budded material. Pineapple cultivation has been 
encouraged mainly in the Northern Division of the Busia District. Government policies which 
emphasise only foods alien to the traditional diet, have contributed to malnutrition. Despite this, 
the technology and knowledge required to grow such imported plant species remain unavailab- 
le locally. 

Growth of crops such as cassava and sweet potatoes (Table 3.4.1-2) has continued simply 
because they act as a companion to modem dishes. Growth of other crops such as groundnut, 
beans, and maize are promoted simply because of the modem food processing industries. 
Affluency is given cassava a new dimension: it is now preferred with tea in the morning, which 
promotes its perseverance. 

Modernization has paved ways to new food habits. A modem woman is no longer restricted 
from eating eggs or chicken, traditionally eaten only by children and men. The affluents now 
reject an array of traditional foods; certain species of fish, birds, wild vegetables, insects, 
cooked animal blood and mushrooms. An affluent person looks upon those who still hunt and 
gather such foods as 'primitive' or 'showing signs of desperate hunger.' Some also consider 
them 'children's food.' We have summarized the dietary energy sources which have been 
restricted by modem attitudes in Samia in Table 3.4.1-2 (also see Table 3.4.1-1). 

The traditional brew (amalua kobule or busaa), a cloudy alcohol made from either malted 
sorghum grain (Sorghum vulgare) or finger millet (Eleusine coracana) by mixed fermentation, 
sparked a heated debate in Sarnia. Samians argued for its nutritional value and questioned 
the wisdom of the national government to put a ban on it. The villagers themselves could 
not understand why this ban is frequently imposed. Some claimed, "This traditional brew, 
amalua-kobule, for instance, the one prepared from sorghum, represents an important 
source of nutrients, especially in the vitamins B group8, and the brew from millet provides 
a wide range of  nutrient^^-'^." Such consumers of the traditional brew therefore argued 
bitterly that "We consider our amalua kabule as porridge and not alcohol. This is why we are 
healthy". 

Samia was thus a society in a state of flux with varying levels of awareness, where 
traditionalism and conservatism coexisted and fought with affluency and modernism alongside 
each other. Table 3.4.1-3 further illustrates the impact of social change in Samia. The Table 



TABLE 3.4.1-2 
The Samian food table: traditional versus modem times (Based on Sarnian household interviews, 1984) 

Source Before Independence After Independence 
of 
food 

Plant 

An ima 1 

Sorghum I ------- > 
Millet I ------- > 
Cassava I > 
Sweet potatoes I-> 
Maize 1 7  
Traditional beer 
(amalua kabule) 1 S 

I+> 
=of dangerous 
local sugar-cane brew 
or spirit (changaa) 

Simsim 1 ------- > 
Groundnut 1 > 
Beans and peas I> 
Edible wild vegetables I ------- , 
Pumk i ns I ------- , 

m m  I ------- > Mushr 
Sugar-cane I-> 
Chewed sorghum stalk 1 ------m > 
Chewed suaar-cane stalk------------. 
Cotton seed oil -------------------I-> 
Maize oil I-> 
Domst icated animal products 
Blood I ------- > 
Milk 
Ghee 1-c 
Meat l >  
Eggs ------------------------------l 
Chicken I-> 
Fish I-> 

Sornespcies now 
desplil 

CO l lected through hunting and gather ing 
Game meat 1 ----m-- , 
Insects (e.g. ants, termites, 
locusts) 1 ------- > 
Honey -----------------------------I-------> 

I > Fully supprted and transmitted from m e  generation to the next. 
p- 

I ----> Now despised; main cause. - religion (blood, mushrooms), destructin nutritional 
education (e.g. priority of certain foods, neglecting others), imposed wrong nutrition policies @an on 
hunting wild snimals, on the traditional brew amdun Wmk), disappemnce of animals, plants (changing 
climatology, eoology). 
- - - - - - - - - - I >  New emerging food habits due to modernization, to changing cultural patterns 
and teehnologjeal mlution: e m ,  haditionaUy Midden to women and children. are now eaten bv them. 
----------j----> ~roduaio~~mmotive pdlicies, e.g. in sugar-, Cotton and maize. 

I > Rise of dangerous l o d  sugar-e brew or spirit -- 

shows how a traditional Musamian today sees his plight in contrast to the affluent, elite or the 
educated. 

The left column of this table classifies Cultural Universals. Cultural universals are categories 
found in all cultures that make any member sharing certain traits of that category feel welcomed. 
The second column classifies traditional Abasamian traits, and the third column shows the 
highly westernised or affluent traits. 

The thesis is centred on how to transcend certain customs considered 'oppressive', as shown 
on table 3.4.1-3, while preserving the healthy ones. The real difficulty lies in how to draw the 
boundary between what one considers an 'oppressive' culture and what one does not. 



TABLE 3.4.1-3 
Samian cultural changes and their resulting impact Summarized 
CULTURAL 
UNIVERSAL 

SOC fa l 
organ isat ion 

Fam i ly 

Children 

Dress 

Housing 

Settlement 

Water source 

Hak ing a 
living 

Soil 
cultivation 

Work 

TRADITIONAL ACQUIRED 
ABASAMIAN TRAITS AFFLUENT TRAITS 
(Identify by) (Identify by) 

Tribe, sub-tribe, National government 
clan, sub-clan, (State, province, district, division, 
parents; comruni ty ward, location, sub-location. 
Society, village, household, individual; 

City, town, urban slum, estate; 
Rural 

Large; mixed 
marriage (mnogan~l 
pol~ganpr): 
kinship network; 
Household head: 
manlwife 

Belief in many 
because of death 

Nuclear fami ly; monogamy; 
individualism; 
President (with par1 iament, 
provincial comnissioner, 
district comnissioner, 
district officer, Chief. 
Assistant chief, 
village elder, ccxnnn-man 

Belief in few 
because of assured 
survival 

Traditional; Fashionably tailored. suit1 
Ordinary tailored dress; Western designed; 

i~ported and latest 
fashion 

Round or square Modern mabatil tile roofed house 
hut1 hovel with piped1 or borehole 
grass thatched roof; water system on yard; 
no electricity; electricity (of either 
water col lected hydro, solar or 
from c w n i  ty generator power 
well,pond,spring, system). 
river or lake. 

Triba l, sub rural, urban; 
tribe, clan city, town, 
sub-clan/ estate, shanty1 slum 
household 
kinship unit 
Traditional : pond, Protected tap water, water kiosk, 
well, spring, stream, well, spring, river or 
river, lake. trapped lake water; roof catchment 
rain water from in water tank reservoir 
grass thatched roof. 

Subsistence and agr i bus i ness cropping 
pastoral agricultural system, large scale 
system, barter trade agriculture, modern 
informal sector employment. mnetary trade 
(primitive) Inforrnal sector 

(intermediate) 

Hand tool, hoe/ Ox-draught plough, tractor 
sickle 

C o m n a l  , group- Individualism, labourer, 
work approach1 si ngle-work approach, 
harambee, labour reward in salary1 wages1 
paidintokenor talkofallowancesandfringe 
other crude form benefits 
(e.g. in food, etc.) 



TABLE 3.4.1-3 
Samian cultural changes and their resulting impact Summarized 
CULTURAL TRADITIONAL ACQUIRED 
UNIVERSAL ABASAMIAN TRAITS AFFLUENT TRAITS 

(Identify by) (Identify by) 

Power Human labour, bchine, diesel, gasoline. 
animal electricity, animal 

Manufacturing Handicrafts and Light industries ( m s t l y  f n f o m l  
hand-made too l s sector), heavy industries 

( m s t l y  f o m l  sector) 

Materia l goods Production: limited, Surplus, mass 
fewer 

Exchange Barter trade system Money and banks 
sys tern petty-trader 8ig business, merchant, 

wholesale, toporter-exporter 

Language Vernacular: English; Swahili, 
Kisamia, dholuo, despise native 
Kisoga, etc. language as inferior 

Med ic ine Herbs: manyasi Talk of scientif ic-made drugs; 
given by a healer believe only in &ern hospital: 

treatment by a western trained 
doctor, clinlcian. nurse, etc. 
under strict diagnosis. 
Swallow only western-made medicine 

Education Mixed modern schooling Take western education 
with apprenticeship: wholesale 

Popu 1a t ion Low: high infant Hfgh: decreased infant death 
growth deaths rates, short rates, want to keep 

l ife expectancy; fertility rate low; 
believe in hlgh prolong l ife expectancy. 
fertility, and Believe in qualitative 
quantitative children. health. 

Transportation Walk on foot/ Vehicle: bicycle, car, bus, trains, 
carry load on head, ship, aeroplane; 
Hay use animal; Talk/ prefer private mans. 
Pub1 ic transport 

Comnmication Gossip. personal Newspaper, radio, television. 
interaction, a sent telephone. letter, telegraph 
messenger: dictated telex, telefax 
letter. 

Cu l tura l Innovat ions too Prefer inported western techniques, 
stabi l i ty  slow: Die for Western innovatlons wholesale; 

highly no rdification; 
interfered with have distorted their culture to 
culturally; though that of the west: 
still resisting Neo-missionary, neo-inperial ists 
cultural pollution; agents 
Their originality/ 
i nnovat iveness and 
ski 11s considered 
inferior and unpronsoted 

3.4.2 Magendo: Smuggling, corruption or illegal tsade 

Prior to the 1970s, Samia exported a lot of locally produced foods including banana. By 1984, 
Samia as a whole had become a net food importer, a dependent and an undernourished region. 
Whether Samiaprior to 1970 was self-sufficient in food, is another debate. However, whatever 
food it produces in 1984 was only for hand-to-mouth consumption. The majority also fed from 
canoe-to-mouth. Farming had so badly deteriorated. 



Three historical factors have contributed to this. Firstly, barter methods of food exchange 
method have existed as a form of trade between the Samians and related Ugandan tribes since 
the Abasarnians first ventured into present day Samialand in 1550s. But when imperialists went 
to Samia at the beginning of this century and established colonial administration, and finally 
introducing the Western monetary system and formal trade system, Kavirondon barter-trade 
method was discouraged and even branded 'illegal' and 'informal'". This is because when the 
colonialists introducedmonetary trade, it was protected by trade-policies, trade-laws and trade- 
licence. Despite these such trade barriers and restrictive conditions could not be enforced 
effectively because of the frequent food shortages effecting people of both states. Magendo (a 
swahili word for smuggling, corruption or illegal trade) continued in the phase of colonial bans 
between (1894-1963). The traditional barter-exchange method was, thus, practiced either 
openly or secretly to evade repressive and oppressive colonial policies and laws. The 
colonialists did not want such trade because they wanted to suppress competition with the 
formal trade, which they themselves promoted then. Post-colonial government continued the 
same pattern of repression. 

Secondly, by the 70s, Samian magendo had reached its peak. It was exacerbated by the 
deteriorating food situation, which had been caused by parallel factors as well (e.g. see section 
3.4.3), hence a thirst for money. 

Thirdly, magendo was also prompted by the informal trade of hides and skins (1972-1975) 
between Samians and Tanzanians, the banana trade (1974-76) between Samians and Ugan- 
dans, and finally the coffee trade (1976-78) motivated by the Brazilian coffee failure. Kenyan 
money was at that time very valuable in neighbouring countries. Further aided by the Mombasa 
harbour, commodities were smuggled in from Uganda and Tanzania and re-exported out of 
Samia, destined for either other Kenyan regions or European markets. This process lasted for 
over five years. During that time: 
- Farming was almost entirely abandoned. Food eaten locally had to be imported into the 

region. Food prices soared. A kilogram of meat went as high as Kshs. 100, and a debe of 
maize for Kshs. 150. Every Musamian man, woman and child became a coffee agent. Many 
boys and girls dropped out of school to became coffee agents, contributing further to the 
area's illiteracy. 

- For nearly five years, the western educational system was forgotten in Samia by those who 
had joined the coffee trade. Open prostitution became rampant. Unwanted pregnancies 
were common, many men adopted polygamous status, and the crime rate soared. The 
number of illegitimate children born between 1976 and 1979 when magendo finally 
slacked off was startling. Magendo had contributed significantly both to the population 
explosion and to sexually transmitted diseases in Samia over night. 

- So much money was circulating that everyone wanted to participate. This was something 
which had been alien to the region before. Those with wisdom and foresight built more 
modem homes. Those Samians who were working in distant towns (Mombasa, Nairobi, 
Nakuru, etc.) left their harsh urban lifestyles and their underpaid jobs to return home for 
magendo. It was a blessing in disguise to the unemployed. 

- Those that had been involved said "they never thought it would e n d .  They were not able 
to re-adjust either when magendo was brought to a halt. Farming had been abandoned for 
nearly five years, hoes and pangas had disappeared from the houses, and nearly all 
households had become actively dependant on marketed foods and were feeding from 
'canoe-to-mouth'. 



However, those who encouraged magendo in Samia were often not the Samians themselves, 
but outsiders, some of whom were Kenyatta's government officials. After Moi was inaugurated 
as president in late 1978, he finally intervened and imposed a ban on coffee smuggling. The 
illegal trade of coffee was put under control, but magendo never fully stopped. 

Samia, a society which was already on the road to food crisis because of varied reasons in 
the 70s, somehow found itself on a better eating position between 1972-78. Suddenly, the 70s 
food crisis was reverted and accelerated with the eradication of the coffee magendo (1979- 
1985). By that time, magendo had provoked laxity and negligence in the farm sector thus 
contributing significantly to the onslaught of famine. Many local observers even argued back 
and forth that the 1982-85 sub-Saharan Africa famine had little to do with Samia. Those who 
had been involved in magendo did not simply want to soil their hands again so decided to stay 
in magendo. They lived their lives in constant risk of jail. 

At first I thought that Samian men were only gossipers who gathered at the Bujuanga trading 
centre each morning for a carefree sun bath. Also, since Samians had neglected the farm sector 
for nearly a decade, they had apparently become used to 'hand-to-mouth' eating habits on 
marketed foodstuffs. The return to active farming and a sedentary lifestyle seemed impossible. 
People had become used to the informal trade lifestyle. 

Three possible solutions to end magendo might be (a) to promote the agricultural sector 
through various subsidies to induce enough people to return to the land, and (b) to promote 
barter-exchange trade in a new legalised form, avoiding old colonial structures, and (c) to 
convince African rulers to recognize their traditional ways, respecting them as 'formal- 
indigenous' rather than 'informal' and 'illegal'. 

3.4.3 Food waste and extravagance 

By 1972, banana plants, for instance, had almost disappeared in many smallholders' gardens. 
This scarcity is what prompted the banana magendo between the Samians and Ugandan. 

Earlier, most Samian households had banana groves that provided a plantain source until the 
late 1960s. Plantain was an important part of the local diet, cooked in a similar fashion to the 
Bagandan matoke. By 1984, bananas were scarce in the region, and their demand was high not 
only in Samia but in the entire district. Daily plantain bundles arrived to the main beaches of 
Samia and Bunyala from Uganda through informal barter-exchange trade during the time of the 
survey, signifying an important part played by this scarce food resource in the local's diet. 

Nevertheless, Uhuru (independence) came in 1963 and was accompanied by inherited 
strange extravagant habits and a new paradoxical bourgeois mentality, traditionally alien to 
Africa. The result was increased food waste, starting with the late Mzee Jomo Kenyatta's 
government to that of Moi. Whenever apolitical rally was organized in banana growing regions, 
a common phenomenon throughout Western Kenya, wananchi smallholders with banana 
plantations were forced under the Chief's Act to cut their premature banana stocks and use them 
to decorate roadsides where politicians would pass! 

Several harambee political rallies are organized each year in Kenya. Banana waste during 
such hararnbee functions had caused Busia and related banana growing districts in Western 
Kenya to suffer the loss of millions of US dollars in banana plants between 1964 and 1984. For 
instance, at the time of this survey, a huge harambee function was organized in Sio-Port in aid 
of the 8 4  school programme to support the construction of modem Samian primary schools 



PLATE 3.4.3 
What harambee means to Kenyans (Photos by K'Okul, RNO, Sio-Port, 13th November, 1984; Katolo, 
26th December, 1985) 

Plate 3.4.3-1 : Phase I: Harambee as a form of Plate 3.4.3-2: Phase II: Youths working inurban 
self reliance. The jodong gweng or ligurus (Vil- areas also do return home and participate in 
lage elders come together and plan for their own harambee for their own area's local needs. 
village health needs. 

Plate 3.4.3-3 Phase 3: If local health needs entail Plate 3.4.3-4: The current Samia South MP, 
huge financial demands than that villagers and Hon. Mr. Moody Awori donating Kshs. 40,000. 
youths working in town cannot meet, the village 
elders will call for a big harambee, in which, the 
area's local member of parliament (MP) is invol- 
ved. The local MP is expected to come with 
friends. Above, is the former MP for Samia 
South, the Hon. Dr. Mrs. Julia Ojiambo donating 
Kshs. 5,000 with friends. 

Plate 3.4.3-6: On harambee day, every able- 
bodied villager should participate. Villagers bring 

Plate 3.4.3-5: Women as the spring board for whatever they can afford: livestock, money, poult- 
community development. ry, crops, etc. 



(Plates 3.4.3). This harambee was attended by the members of parliament of all three Western 
Province districts. To my dismay, all Samian roads leading to Sio-Port from Port Victoria, 
Kakamega, Kisumu/Luanda/Bumala and Mumias were strewn with colourful, flowering 
banana stocks and leaves. It was amazing that so many banana stocks were found, as that district 
in 1984 seemed nearly stripped of banana plantations. These bananas were definitely not 
imported. They had disappeared from the smallholders' gardens throughout Western Kenya. 

With such extravagance from policy-makers, the banana plant will rapidly disappear 
altogether, and Busia District will become a permanent importer. This evidence led us to the 
conclusion that shortages of banana in Sarnia are man-made. What is needed is government 
enforcement of a ban on such wasteful food habits. In addition, President Moi should institute 
a presidential decree to discourage such extravagant attitudes among politicians. 

3.4.4 Religiosity, superstition and food taboos 

Religion, superstition and taboos concerning food are also common and restrict food consump- 
tion. For example, some edible wild green vegetables such as lisaka (Gynandropsis gynandra) 
and mushrooms, were generally believed to grow on deserted homesteads (gundni) or from 
mounds, where the dead were once buried. Religious sects such as the Legio-Maria called them 
the devil's vegetable and never ate them. The goat was also considered a favourite of the devil 
by the Legio-Maria religious sect, so its meat was forbidden among the sect's followers. Pork 
was not eaten by the Muslim Abakhenye. 

Belief in witchcraft and food poisoning were pervasive. Toddlers and breast-feeding infants 
were the most vulnerable group. Food poisoning (ebikhokho) was cured by a traditional expert 
who sucks the evil from the child's stomach using a cow's horn. 

Amagenge (Leprosy) was described as a disease of the goat, and of several fish species: 
kamongo (Protopterus aethiopicus), otik-seu (bagrus) and odhadho (barbus). Fatty fish like 
mbuta (Lutes niloticus) were believed to cause or exacerbate ulcers in patients. Patients with 
sexually transmitted diseases (e.g. gonorrhea and siphilis) were advised to avoid milk because 
it would intensify the infection. The fulu (haplochromis) fish species was believed to host 
tapeworm, so many refuse to eat it. Siyera (tuberculosis) patients were advised to avoid sweet 
and salty foods, as they aggravate coughing. Such patients were recommended to use 
omukherekha or kado sero (traditional salt), which the Europeans (Wazungu) replaced with the 
use of sodium chloride (modem salt).12 

Dietary consumption was also determined by the concept of 'cold' and 'hot'. There were 
individuals who would not accept 'cold' food, believing that it would cause chills, constipation, 
nausea, vomiting, heartburn (typical of pregnant mothers), stomach ache andtor diarrhea. 
Similarly, these people withheld such food from children believing that it induces extended 
bellies and worms. 

Certain foods could be consumed 'cold' or 'hot' because of their attached cultural values or 
perceived functions to the body. These were categorized in Samia as follows: 

(a) Foods that add blood to the body (traditionally used for fattening) 
Such foods were labelled "those that go with blood" or "those that freeze blood". The body was 
perceived as a balloon, which swells and fattens when filled with "blood-adding" food but 
shrinks and thins when pumped with "blood freezing food". Thus, body swelling (fattening) or 



freezing (thinning) was believed to be determined by the type of food one eats. Fish or meat or 
matumbo (animal inner organs) or chicken taken together with ugali or obusuma (gruel of 
maize, sorghum), plantain, rice or Irish potato, were described as body-swelling foods. 
Vegetables, especially wild alot-apoth (amaranthus blitum) were generally considered "blood- 
freezing food". Vegetable-dependent households were considered nutritionally unhealthy, thin 
and anaemic. Deficiencies such as cultural chira (marasmus) were remedied by "fattening" 
foods. 

(b) Foods that strengthen the body (energy foods) 
Food is central to the concept of strength in a human being. The body is conceived of as a 
machine needing fuel for energy to run. Energy-giving foods, therefore, were prefened in the 
nutrition rehabilitation of chira. 

Surprisingly, tobacco smoking is mentioned as "a form of energy food or fuel taken to send 
away chill and thirst, and an appetizer." Omulua kobule or busaa was described as "a body 
engine starter which helps to make the body roar". It was emphasized that "busaa activates the 
nutrients in food". 

Porridge eaten with sweet potato, was considered a bulky, strength increasing food. 
"Porridge, particularly of maize, and power-flour was believed to yield adiposity". 

(c) Foods considered 'hot' for raising temperatures, and adding taste (stimulant foods) 
'Hot' had two meanings. Some foods were preferred only while hot; hot porridge in the morning 
to raise a person's temperature but served cold during the day to cool it. 'Hot tea' was 
fashionable among the traveller dietary syndrome group. Some foods were considered 
naturally 'hot', like chilli, which was often added for taste. 

(d) Foods considered medicine for curing constipation (protective foods) 
Edible wild vegetable varieties of Gynandropsis gynandra, Amaranthus blitum, Solanum 
nigrum, Truanthema pentandra, Erythrococca bongensis and Chenopodium album species 
were taken as medicinal foods. A woman assured us that she ate akeyo (Gynandropsis 
gynandra) and her stomach-ache and constipation vanished. Akeyo was also believed to cure 
epileptic foot. It also helps facilitate birth, and is good for the treatment of conjunctivitis and 
severe parasitic infections, especially thread worm^.'^ 

(e) Foods preferred because of their nutrient value compared with foods taken simply for 
satisfaction. 
The Abasarnians also categorized foods by their weight in the stomach. The concepts of 'heavy' 
and 'light' food were applied in either a negative or a positive manner. Heavy foods stayed 
longer in the stomach, for example, mixed maize and beans (emangere), sweet potato with 
porridge or milk, sorghum gruel with (meat or fish). Foods were disliked if they were so heavy 
as to create discomfort, constipation or laziness after ingestion. Light foods leave a feeling of 
dissatisfaction. Rice, boiled cassava or maize, and porridge taken alone, were considered 'light' 
foods. Tea and bread were also included in the 'light' foodcategory and so was all the food taken 
under the traveller dietary syndrome or at a neighbour's. In other words, the concept of 'light 
foods' embraces foods taken outside the household and not belonging to the normal dietary 
pattern. The categorisation of traveller dietary syndrome food as 'light' functioned to cover up 
that a family member had eaten earlier outside the house. 



3.5 Remarks 

The Kenyan economy appears strong with varied industrial products in contrast to that of her 
neighbours, Uganda and Tanzania. Nonetheless, domestically she is weak. Kenyan people will 
continue sneaking across the border to participate in an informal barter-exchange marketing 
system because of poverty, risking arrest until the government can provide some alternative. 
It is therefore wise for the Kenyan Government to develop an official barter-trade system 
between neighbouring states. Kenya currently looses much of its wealth this way anyway. 
Apparently, protective marketing policies and a promotive inter-state barter trade system are 
needed. 

Leaders, politicians and policy-makers need to change their attitudes towards extravagance 
and food waste. The disappearance of bananas from the smallholders' gardens in Western 
Kenya requires urgent action. 

This chapter has raised underlying complex factors causing the current malnutrition in 
Samia discussed in chapter 4. Chapter 4 presents the data from the household surveys. 





CHAPTER FOUR 

We may, of course, strike a balance between what a human organism ingests 
as nourishment and what it excretes as human waste. But the result would be mere 
statistics-incapable of throwing light on the phenomenon of a nutrition syndrome. 

This is like assunzitzg a mother to be eating inside a house by simply watching 
her early a basket assunzed to be of food as she enters her dwellilzg 

place daily, and watching snzoke come out by the chimney. 
-From Bernard, 1865 quoted in Glanz, 1985 

7 Maternal and ch~ld  health ~n Kenya 
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4 HOUSEHOLD EMPIRICAL 
ANALYSIS 

4.1 Methods and material 

This survey was carried out over aperiod of four months. During that time, we investigated the 
following issues:(a) the health and nutrition of mothers and children; (b) disorders influencing 
poor nutritional status and their manifestations at the household level; (c) pervasiveness of 
energy-protein malnutrition (EPM) and its possible causes; and (d) mechanisms for controlling 
EPM using primary health care principles and ago-economic reforms. Chapters four and five 
will explore these problems and objectives in detail. 

A polymorphic approach, as described in Chapter one, was integrated as an analytic tool in 
order to understand complex household nutritional disorders. During the interview process 
household members were integrated into small discussion groups allowing them to express 
their opinions freely. Women and children were the main target groups. Interviews covered 56 
households. A questionnaire check-list and tape recorder was used for soliciting information. 
The information recorded was sometimes vague, incomplete or needed further elaboration. 
This compelled me to use a detective device, referred to as the 'case for theory driven research 
approach' which helped correct the missing information (e.g. by Cheryl et al., 1985: 179-184; 
Valkonen, 1988). Such a detective device demands that one knows at all times what is going 
on in the field, but that the researcher should also exercise discretion, because a family may not 
want to disclose private affairs publicly in the interview process. Women's issues include 
information on personal matters like menstruation, haemorrhage, early pregnancies. I therefore 
supplemented household surveys with additional impromptu visits to the families and with 
further information on the available material. 

I was the main principal investigator, assisted further by a field nutrition assistant, and by 
a public health technician. We had a questionnaire check-list, a tape recorder and we travelled 
on bicycles. I was in Kenya for 6 months altogether. The first two months were spent on a 
reconnaissance survey, doing library research, attending related national seminars, and seeking 
research approval. The next four months were spent in the field. During the fieldwork, I lived 
in the community at a hotel in Sio-Port (Bujuanga) trading centre. 

Mothers were the main participants in our study, although other household members were 
integrated into the discussion process. Three types of mothers emerged as the research 
progressed: (a) those belonging to the farm sector earning their livelihood mostly from farm 
produce; (b) those belonging to the informal sector as traders; (c) those belonging to the formal 
sector as teachers. The information offered below represents the attitudes and lifestyles of these 
three categories of mothers. 



4.2 Composition of the data 

We collected three types of data. The first data were acquired through household interviews. 
The second type of data was supplementary information collected through impromptu visits. 
The third type of data was obtained by discussion with members of the community in general, 
visiting the local health care centre and related health institutions, health care activity spots, etc. 

Before diagnosing the villages andlor households, villagers were informed about the 
research and its objectives at a public meeting (barazaa). This occurred both in Bujuanga and 
Busembe. Two members of the medical staff working at the Sio-Port health centre, and eight 
village based health workers (VBHWs) assisted with the research. The VBHWs were 
integrated because they were already based in the two sub-locations. 

During the household diagnosis, 68 households were selected for intensive, interactive 
interviews. Mothers in these households were first given the questionnaire check-list, and then 
all children under five years of age belonging to that mother were examined for malnutrition. 

Various techniques were used to select the respondents: first, EPM suspects were identified 
with the aid of the field assistants and the village headman, Ligurus. Second, all EPM cases 
reported at the Sio-Port health centre coming from Bujuanga and Busembe were considered; 
third, the EPM cases reported at Busembe village mobile health clinic carried by the Nangina 
mission hospital every third week of the month were considered; fourth, all households with 
known cases of pregnancies, recent deliveries, and extremely poor households were 
considered. Households which fit this latter category were randomly selected, as pregnancy 
and delivery obviously do not only occur in the extremely poor households. 

TABLE 4.2 
Surveyed villages, households and sampled target groups in, Samia 

No: W o m e n  = 56 
Children = 87 

No. Village No. of Groups interviewed and diagnosed 
HH 
sampled Mothers Children, mnths (MO) 

Nursing Pregnant Others 9 2  13-36 37-60 

1 Uramonyi 5 3 1 1 2 1 3  
2 Madiba 5 2 2 1 2 3 2  
3 Munbaka 4 3 0 1 1 2 1  
4 Namsali 5 2 0 3 1 1 3  
5 Busanja 4 1 2 1 1 1 4  
6 Buduongi 3 3 0 0 2 1 3  
7 Bmyenga 5 3 2 0 2 1 6  
8 Busijo 5 4 1 0 3 2 8  
9 Busenbe A 1 0 0 1 0 0 1  
10 Busembe B 4 1 1 2 1 0 5  
11 Bumbe 3 2 0 1 2 0 2  
12 Nasali 3 1 1 1 0 1 3  
13 Sivinga 3 0 0 3 1 2 3  
14 Narmnyweda4 1 0 3 0 1 6  
15 Muhondo 2 1 1 0 0 1 2  
16 Mugonga - - - 
17 Mangula - - 
TOTAL 56 27 11 18 18 17 52 

A list of all selected households was then prepared for each village. Four households were 
decided upon to represent each of the seventeen villages, totalling 68 households. After random 



sampling, a village headman was requested to inform the selected households about the day and 
time of the interview. All household members or other villagers wishing to attend, listen and 
participate in the discussions were allowed. We thought this would be a good way to detect bias, 
control deceit and integrate more democratized attitudes. In other words, although our sample 
size may appear small and a selected group, the number of the villagers actually involved in the 
research process was much higher. 

After the interviews had begun, I realized that two villages of eight households and four other 
households, totalling twelve altogether, had to be dropped. This left us with 56 out of the 68 
households, decreasing the villages from 15 to 17. The basic reason for the change was that the 
method applied was very time consuming. Two villages (Mugonga and Mangula) were dropped 
for lack of time and the other three were left because respondents could not be traced. One 
household was disregarded by the field assistants while I was away attending a primary health 
care seminar in Nairobi (Table 4.2; Map No. 4). 

When the research process began, we realized that more EPM cases existed in the villages 
than were mentioned by the health workers, Ligurus, or the health centre. This forced us to 
reduce the samples from 4 to 3 households in four villages, and to raise samples from 4 to 5 
households in five villages. The rest of the villages remained at 4 households. This explains why 
our final sample sizes varied between 5,4, and 3. However, refusals and absences caused further 
problems, explaining why some villages had only one or two representatives.(Table 4.2). 

The interviews were designed to be conducted in the following manner: 
1. Phase I was supposed to last only 20-30 minutes. This part was carried out strictly with the 

selected mothers. 
2. In phase I1 other participants were drawn into an open health [nutrition] counselling 

initially intended to last approximately 30 minutes, picking up from the responses of the 
mothers in Phase I of the interview. 

3 In Phase 111, further selective issues of the households' results were taken at the village- 
level barazaa (public meeting). 

In this way, many interviews turned out to be laborious and time consuming. Phase I sometimes 
lasted one hour and Phase 11, even up to two hours. But as the research process progressed, 
people gained confidence in the PAORA methodology, particularly its free dialogue method 
and reciprocity. The results were quite good. As news spread, the number of people attending 
the interview increased day by day. 

For the diet interview, two methods were employed; A 24-hour recall method which required 
mothers to list the number of times they had eaten during the previous 24 hours (Rasiinen, et 
al. 1975; Rasanen and Ahlstrom, 1975: 6; Riisanen, 1979: 19), and a 7-day recall method were 
used to construct a dietary chart relating various household food patterns and feeding habits. 
Food weighing was not practised, as we considered it unrealistic. Such results would shed little 
light on the nutrition patterns of a particular household. Consequently, we tried to concentrate 
on food habits, rather than measuring quantity. 

The dietary recall methods afforded us insight into (a) the household dietary patterns; (b) the 
overall day-to-day consumption patterns; and (c) the level of satisfaction with the dietary 
habits. At each sitting, the under-fives were examined by the research team to detect EPM and 
other related community disorders. Finally, the local health centres were revisited to check 
patients ' records. 



PLATE 4.2 
Community diagnosis in Samia, September 1984-January 1985 (Photo by George Mudenyo) 

Plate 4.2-1 Author in Samia on a bicycle Plate4.2-2 Field assistant, Ms. Agneta Auma, on 
a bicycle, behind village elder (Mukuru) 

PAORA in practice, Author learning with the villagers in Sio-Port 

Plate 4.2-3 Interviewing a selected respondent, Plate 4.2-4 Integrating participants into health 
a lactating mother in dotted red dress, in the counselling. 
presence of her five children, husband and CO- 
wife. Field nutrition assistant can be seen ques- 
tioning the entire family shortly before exami- 
ning the pre-school children for EPM. CO-wife is 
chewing sugar-cane stock. Two pre-school 
children in this household were diagnosed with 
kwashiorkor. The household head is a fisherman. 



4.3 Data analysis 

The actual data analysis for the Phase I and Il results took place in Finland at the Helsinki 
Institute for Development Studies. During the fieldwork, two types of data were gathered, 
qualitative data which provided local opinion and attitudes for descriptive analysis, and 
quantitative data that was more mathematically oriented. 'Normative views' initially presented 
in the households or at the village barazaa, had to be corroborated with evidence. This forced 
me occasionally to supplement local views with literature reviews, as well, I kept continuous 
communication with the area, and interviews with donor support programme workers, policy- 
makers and planners. This process continued throughout the writing phase up to December 
1990. 

Family members' food consumption recorded in Phase I with the 24 hour-recall and the 7- 
day recall methods, was expressed as individual consuming units (CUs) as shown on Table 
4.4.3. If a mother or child eats 4 times a day for 7 days, this would be 28 CUs, assuming that 
a villager, like most urban people, eats four times a day; breakfast, lunch, an afternoon porridge 
or snack, and dinner. This was expressed as (28128 * 100 % = 100 %). We ranked 100 %, or 
28 CUs, as a good dietary habit, particularly among households that showed consistency for 7 
days. 12.5 %, or 3.5 CUs, reflected a very poor dietary habit, indicating starvation. The 'four 
meals a day' index was designed because those practising traveller dietary syndrome ate that 
way. 

4.4 Results of households diagnosis 

The following section presents information on household consumption patterns, EPM and 
related health disorders, socio-economic patterns, food budgets, kinship structures, land 
opportunities, and attitudes about family planning. 

4.4.1 Food calendar, preparation and eating habits 

The first concern was to inquire about local dietary patterns in the area. Dietary consumption 
from May until August in Samia is usually as high as 3000 kcal a day and sometimes above, 
according to Sio-Port Centre field nutritionist, Agneta Auma. Consumption patterns decrease 
drastically to between 1500 and 1800 kcal a day during the rest of the year. 

Rainfall has a marked influence on food availability and consumption. Food troughs in the 
area was established by Musa Ouma, a retired health worker (Figs. 4.4.1-1, 2). 



FIG. 4.4.1-1,2 
Food calendar in Samia according to seasonal food troughs 

FARM OPERATIONS 

Weeding 

Land Harvesting (DP) 

Land preparations 

Harvesting 
( L R  

SR = Short Rain 
LR = Long Rain 
DP = Drought Period 

Crop maturation 

Dark green vegetables 
( S R )  

Crop harvest (DP) 
(no vegetables) 

Dark green vegetables 
and fish ( LR) 

With the aid of the above two diagrams, it became clear that this research had commenced two 
months after the first food trough's harvest. It then progressed into the second food trough from 
the short rains. 

From the food data, the various ways the Samians prepare their foods is revealed. For 



instance, food is prepared by mashing or thrashing and by boiling or grilling. Cassava, maize 
and sorghum were the popular household dishes. Flour from root tubers or cereals is prepared 
as obusuma (African gruel). They are also prepared as emangere (mixed maizebeans or 
groundnuts boiled in water). Boiled cassava root eaten with tea, as substitute for wheat bread, 
had gained much popularity. 

Food preservation turned out to be a major problem. Safe food storage facilities were 
lacking. It was common to see people eat cold food that had been poorly stored and which was 
contaminated with dead flies. This was often the case with milk too. Abdominal pains and 
diarrhoea often accompanied such habits. 

The prevailing national famine caused by drought was by then a common subject of 
conversation at the time of our fieldwork. The villagers had nicknamed it, Kee log dichiel, 
meaning "some families cook and eat only once a day". Some households ate either a late 
breakfast-lunch or only supper. The farm sector mothers were forced to sell part of their harvest 
prematurely in order to supplement their diets. 

4.4.2 The state of water revisited 

Our next major concern was whether or not households were satisfied with their water supply 
in the area. Did they have enough water to cook with? According to general reports: 
- Households close to the Sio-Port Trading Centre drew their water from the Sio-Port water 

kiosk constructed by the Busia Municipal Council in 1966. According to previous Kenya- 
Finland rural water supply programme (or KEFI-RWSP) research in the area, 1,600 
persons out of nearly 5,000 inhabitants in Bujuanga are served by piped water. Kiosk water 
has a charge of 25 Kenya cents per pot, sufuria or jerry-can. 

- Lake water was occasionally used because the majority of mothers from Bujuanga argued 
that they did not have money at hand each time when they wanted water. This prompted 
the issue of why households purchasing kiosk water could not be charged per month or on 
an annual basis. The villages with the most acute water problems were the upper parts of 
Uramonyi and Buduongi, parts of Namasali, and Busanja. 

- Some families consumed borehole or well-handpump water. There were two boreholes in 
Bujuanga, one at the Sio-Port trading centre and another at the Bumanyenga primary 
school. There were none in Busembe. Both boreholes belonged to the KEFINCO 
programme. Such protected boreholes (Plate No. 4.4.2-1) were acknowledged to contain 
no faecal coliforms which are the underlying cause of such enteropathogenic infections as 
escherichiacoli, shigella, salmonella, amoebiasis, and cholera in Samia. Consequently, the 
demand for protected boreholes in Sio-Port was rather high. There were members of the 
community who even approached me for private borehole instalment in their court-yards. 
o Unfortunately, the borehole at the Sio-Port trading centre was too salty, so according 

to locals, it was not used for local consumption. One consumer said that: "We only use 
the water for washing utensils and cooking, but not for drinking, because it is too hard." 

o The borehole water at Bumayenga was fine for drinking and was used by close to 400 
households in the Sio-Port region. But this estimate given to us (together with other 
KEFI-PHCP officials) on the 13.9.1984, seems to have been over exaggerated in order 
to please the donor.' After four months' residence in the community systematically 
keeping secret records of the number we observed using the Bumayenga borehole each 



time a member of our research team visited the spot, we established a figure close to 
100 households. When the borehole was first drilled in the area, many mothers and 
children were fascinated with the handpump and anxious to taste bore-hole water, but 
later the numbers using the borehole declined and people continued to use lake water. 
Women were also fond of exaggerated figures in order to magnify the water crisis in 
the area. Often the lake was preferred since mothers and children enjoyed a dip in the 
lake whenever they went to draw water. 

o The borehole water at Bumayenga was also used by some households from Busembe. 
Other members in Busembe drew water from kiosks at the Busembe Technical School 
which came from the Busia Hills piped water scheme. However the majority in 
Busembe got water from the lake. It was not easy to estimate the number of households 
served by safe water in Busembe. One villager estimated households using water kiosk 
in Busembe at around 1000; while borehole users at 200. But such estimates were at 
the same refuted by others as unreasonably high. The villages generally affected 
included Muhondo, Namunyweda, Mugonga, Busembe B, Nasali, Sivinga and Man- 
gula. 

o There were also families too sick to walk long distances in order to collect water. A 
mother found drawing water from an unprotected community pond, c1aimed:"I'm sick 
and cannot walk a long distance. My children are soon returning home from school, 
and food must be ready by then. The distance to the lake would take me a whole hour 
to and fro, in normal physical health condition . . . and I do not have Kcts 25 to collect 
water from a nearby water kiosk" (see Plate 4.4.2-3). Asked of her opinion on borehole 
water, she rep1ied:"the queue is often too long after mid-morning. This happens 
between 11.00 a.m. and 12.30 a.m., when pupils are returning home from school for 
lunch. This means food is often late for school goers. Fights also often break out, as 
some want to skip the queue." (see Plate 4.4.2-1) 

Another problem which was raised in connection with borehole consumptive water was 
frequent breakdowns which could take up to a month to repair. KEFI-RWSP officials claimed 
that delays were attributable to a lack of spare-parts which sometimes had to be ordered from 
Finland. 

According to the first meeting between Kefinco (KEFI-RWSP implementing agency) and 
Sio-Port villagers, households were requested to contribute on a yearly basis Kshs 10 for the 
maintenance and repair of the handpump, but some households were unwilling. The reasons 
were the following: 
1. Some people did not see the necessity of boreholes in Sio-Port in an area served by Sio- 

Port piped water scheme. 
2. Others served by the Sio-Port water kiosk thought it unnecessary to contribute twice. 
3. Some considered themselves too poor, any contribution being a financial burden. This 

latter group often drew water from the lake, nearby ponds and wells. 

Apart from the two boreholes installed by KEFINCO in March 1984, there were further 
proposals to drill 3 more boreholes in the course of 1985. The community still needed water in 
8 other areas, apart from the scheduled ones. Safe water demand in Sio-Port was rather high. 



PLATE 4.4.2 
State of water in Sarnia, 1984 (Photos by K'Okul, RI 

Plate No. 4.4.2-1 Mothers and children collec- 
ting water from KEFINCO borehole point, Bu- 
mayenga village, 3 and half kilometres from 
Lake Victoria. 

Plate No. 4.4.2-2 Mothers, children and single 
men collecting water from the Sio-Port water 
kiosk at Kcts. 25 per jerry-can, sufuria or pot. 
Two hundred metres from Lake Victoria. 

Plate No. 4.4.2-3 A mother collecting water from 
a diminishing community pond, Upper Uramonyi 
village, five kilometre from Lake Victoria. 

Plate No. 4.4.2-4 Sio River, an alternative com- 
munity permanent water source. 

Plate No. 4.4.2-5 It is characteristic of men 
living along the lake shore to bring along with 
them a pail in order to carry water back home 
after lake bathing. 

Plate No. 4.4.2-6 Part of the community mem- 
bers already swimming in the lake. It was many 
times openly told that "No need to provide peop- 
le with underground salty water in the midst of 
such abundance of drinkable water. Why not 
rehabilitate the Sio-Port water plant and provide 
more water kiosks using the fresh lake water?" 



MAP NO. 4.4.2 
Sketch Diagram showing handpump water demand in Sio-Port 

d Sio-Port piped water system network: water kiosk 

t Existing borehold installed with handpump (1984) 

@ Proposed boreholes to be drilled by KEFINCO (1985) 

Further areas with serious water demand 

@ Technical school 

Primary school 

+ Health centre 

.I. Dispensary 

@ Buduongi/ Busernbe1 Mumbaka stores 

V Swamp 



4.4.3 Maternal feeding habits 

There was concern about households getting the food which was reported to be available in 
Samia (Chapters 2-3). Cooking habits in Bujuanga and Busembe did show some statistical 
correlation (Table 4.4.3-1). 

A number of the households visited were female-headed. Males were often working or 
searching for work in cities, in other rural areas or fishing from the lake. 

Households depending strictly on farm income had poor dietary habits. The farm produce 
could not earn them reliable income. 

Virtually no household, whether extremely poor or a well-to-do was proud of its dietary 
habits. Even in periods of food surplus, particularly between April to July, when green 
vegetables and fish are almost everywhere, Abasamian women still seemed dissatisfied (Fig. 
4.4.1-1,2). One mother, Nerima Cheki, recalled, "We used to eat in this village until satisfied 
to the neck but this is only history today." 

TABLE 4.4.3-1 
Sio-Port maternal dietary consumption patterns (in %), Sarnia 

N = %  

Food HH Bu juanga Busenbe 
consump- eating ............................................................. 
tion habit Under Under Under Under 
units categor# 24-hr 7-day 24-hr 7-day 
per day recall recat l recall reca l l 
cusa 

Times per day CUs % HH % CUs I HH % CUs % HH 5 CUs 5 HH % 
eaten 

4 2 8 26 (93) 4 16 
3 2 8 20 (71 3 12 
2 4 16 13 (461 5 20 
1 
0.5 
0 Ate nothing 0 (00) 2 7 0 (00) 0 00 0 (00) 

Note: CUs = Number of food Consumption Units 
"'0 = ate nothing; 0.5 = ate either breakfast or snack only; I = ate either lunch or supper only; 2 = ate both 
lunch and supper only; 3 = ate either breakfast or snack plus lunch and supper; 4 = ate breakfast, lunch, 
snack, and supper. 
b1 28 CUs or 100 % = Extremely high CU score (or good food habit) (ref. Section 4.3 for example, 4 CUs 
X 7 days = 28; or 28/28 * 100 % = 100; 21 CUs or 75 % =Medium high CU score (or eating well); 14 CUs 
or 50 % =Average CU score (or eating something at least); 7 CUs or 25 % =Low CU score (or poor food 
habit); 3.5 CUs or 12.5 % = Extremely low CU score (or extremely poor food habit). 

Using a 24-hour recall method in the 56 households, 18 (32 %) had complete meal patterns, 
eating either 3 or 4 meals a day; 14 (25 %) of the households, a nearly complete pattern with 
two meals a day; 15 (27 %) had one meal a day; and, 9 (16 %) of the households, ate little or 
nothing (Table 4.4.3). 

The 7 - y  recall method used in the 56 households revealed that only 12 (21 %) had a 
complete meal pattern, 19 (34 %) households had a near complete meal pattern, 19 (34 %) had 



an incomplete meal pattern, and 6 (1 1 %) ate very little but at least something. Nobody was 
entirely without food (Table 4.4.3-1). 

A comparison between the 24 hour recall and the 7 day recall methods are interesting: 
(a)complete meal patterns dropped as days went by from 18 (32 %) to 12 (21 %) respectively; 
(b) those with a near complete meal pattern increased from 15 (27 %) to 19 (34 %); (c) those 
with only one meal a day increased from 15 (27 %) to 19 (34 %); (d) while households initially 
reported as starving decreased from 9 (16 %) to 6 (1 1 %). It follows logically from the results 
of the two methods that households' dietary pattern varied greatly. These results c o n f i i  that 
it is unwise to base conclusions on only one day's diet to understand household food patterns. 

Food eaten at a neighbour's or at the market-place are treated as 'light food' (ref. Chapter 
3). The figures above reflect the household eating patterns. The dietary habits of mothers, 
whether pregnant or lactating, were not different from those of other household members. 
When food was prepared, it was eaten by everybody. 

When men's opinions were integrated into the reports on maternal dietary habits, one subject 
cautioned us to, 

"Beware, mothers are usually the hearth custodians. One cannot simply judge them by what 

they report. As long as they remain at home as housewives, managing cooking, one cannot tell 

accurately what a housewife has eaten in the absence of other family members, as long as food 

is available in the household." 

Emphasis was placed on household food availability and the number of times members ate, and 
not what was actually cooked. This is because women balanced their diets by cooking with a 
combination of foods. For example porridge was prepared with sour milk, and some lemon or 
orange juice and sugar. This could be consumed alone or with cassava or sweet potato. 
Vegetables were prepared in cooking fat (ghee, butter or other cooking oil) with milk and are 
sometimes combined with meat or matumbo. Vegetables or meat were never eaten alone, but 
were accompanied by gruel of either maize, sorghum or cassava (see Plate 4.4.3-5; annex 
Table 4.4.3-2 for comparative dietary nutrient and energy content). Communal eating habit 
was commonly practised. Many dietary studies, however, do criticize such dietary habits, 
arguing that communal eating habit leave children with fewer bites. (see Plate 4.4.3-6). They 
recommend individual-eating habit of a member and a separate plate. But such a dietary habit 
was refuted to be alien, expensive and not practical. 

Women traders fond of the 'traveller diet' (e.g. see section 2.10, Chapter Z), were considered 
a special category, as the majority were adipose. Women teachers, and medical workers 
complained of underpayment, hence poor dietary habit. Among the salaried group, earnings 
were not enough to cover a month's expenses, particularly for those with dependents. VBHWs 
were offering voluntary services. This provoked a call for 'food-for-work' programmes. 



PLATE 4.4.3 
Village life (Photos by K'Okul, R.N.0) 

4.4.3-1 A young CO-wife splitting fuelwood 
in order to cook while the elder sits. Food was 
sometimes available, but fuelwood to cook it 
with was increasingly problematic. 

4.4.3-2 A mother preparing sorghum for tra- 
ditional grinding. 

4.4.3-3 A mother grinding sorghum the tradi- 
tional way on agrinding stone (oluchina). This 
habit has been discarded among many Wes- 
tem Kenyan tribes. It was surprising to find a 
grinding stone still in existence in Samia. 

4.4.3-4 A mother milking a cow. Note the 
cattle boma, a modem mabati house, and a 
kitchen garden planted with cabbages in the 
background. These reflect affluency in wes- 
tern Kenya. 

4.4.3-5 An affluent mother preparing maize 
gruel on a modem jiko stove. This cooking 
habit was typical in Buramonyi and Madiba 
villages where fuelwood used for cooking was 
mainly purchased from the local market. 
-Photo: With permission andcourtesy of Ulla 
Vuorela, Jipemoyo Archive. 

4.4.3-6 Boys eating gruel (ugalil obusuma) 
communally 



PLATE 4.4.4-1 
An example of a malnourished family (Photo by K'Okul, RNO, Sivinga village, November, 1984) 

The child being carried is 30 months old. He is malnourished and weighs 8 kgs. At this late age, he has 
been not yet introduced to any solid food other than porridge 

PLATE 4.4.4-2 
The family in Plate 4.4.4-1 is dependant on sisal defleshing for income (Photo by K'Okul, RNO) 

What a sisal defleshing means 

92 



4.4.4 Child feeding habits 

Children were fed on porridge and adult food which was mashed with fish sauce. Those under 
three months of age were usually only breast-fed. Those between three and six months ate soft 
foods in addition to the breast milk. Toddlers mostly ate whatever the family ate sharing plates 
either with their mother or siblings. 

Children are introduced to porridge made of sorghum, maize or cassava as early as by the 
age of one month. By the time children reach 3-4 months, mothers introduce them to mashed 
foods. Some mothers criticized this practice insisting that an infant's digestive system is still 
too weak at that age. 

Late weaners are not uncommon. In plate 4.4.4-1 we see a child aged 30 months who was 
still fed exclusively on breast-milk and porridge. This, however, was the longest breast fed child 
we came across. 

A traditional feeding practice we saw was conducted in the following manner: a child was 
placed on his back, held between the mother's thighs and fed forcibly, using a handful of 
porridge clenched in the left hand, and blocking his nose with one right-hand finger. The child 
is thus forced to ingest the porridge. After the feeding, the mother rubs the child's back gently 
with her hand in order to make the child belch. The child in question had an 'extended belly', 
indicating kwashiorkor. This condition in our view, was due to poverty and extremely poor 
dietary habits. The adults in the family ate almost exclusively boiled cassava roots and lived 
from a meagre income from defleshing sisal fibres (Plate 4.4.4-2). 

When asked why mothers still practise such force-feeding habits, the answers were that 
beliefs and values underlying such 'force-feeding' habits because some do not want to feed an 
infant too often. The child-nurse may try to prolong the interval of the feeding pattern. Some 
mothers feed frequently during the day so that the child will sleep for longer intervals at night. 
In other cases, the attitudes of a mother influence the frequency of feeding. For example, they 
desire a fat, bouncing baby. There is also the case of hunger, "eat, eat, my child; this may be 
the last meal you are tasting". 

'Force-fed children' were common in Samia, and so were those with 'extended bellies', 
probably resulting from such practises. However, according to a retired clinician, Musa Ouma: 

"not all force-feeding practices are bad and have negative results physiologically. Positive 

cases resulting in child adiposity, where food is regularly available are seen even in my family. 

I suspect such practices are the underlying factors contributing to the development of an 

abnormally large percentage of adipocytes among Samian children." 

During our community diagnosis, we did see some positive results from this practise, as some 
Samian children force-fed from extremely poor households had good growth and showed signs 
of adiposity. 

However, hygienic standards for feeding children were not high. Plates were shared with 
flies that had bathed in either filled latrines, human faeces or dead organic matter. Children were 
occasionally fed using a dirty calabash, cup, or spoon. Water shortages at the household level 
were the primary reason. 

8 Maternal and ch~ld  health m Kenya 



4.4.5 Breast-feeding syndrome 

Of the 87 pre-school children examined, 20 were infants. 16 of the infants were breast-fed and 
4 were withheld from the breast. The 87 pre-school children can further be differentiated as 
follows: 
- 21 pre-school children were from households with pregnant mothers among whom, 2 were 

being breast-fed, 4 were displaced, and 15 had naturally matured from breast-feeding. 
- 42 pre-school children were from households with nursing mothers among whom, 21 were 

breastfeeding and 21 had been weaned. 
- 24 pre-school children were from households with non-nursing and non-pregnant mothers, 

3 were still too young to be weaned (see Table 4.4.5). 

A common belief among Samian women about pregnancy is that once a mother is pregnant, she 
must stop breast-feeding immediately, lest the breast-fed child contracts ledho (kwasio- 
marasmus). Such mothers made statements like, "my child simply refused nursing", "the breast 
milk dried up", "I applied chillies or cactus", or "I kept the child away by sleeping separately". 

TABLE 4.4.5 
Percentage of children from households with pregnant and non-pregnant mothers 

Children Pregnant Non-pregnant mothers Total .............................. 
Nursing Non-nursing 

c 60 Months (MO) No. = 11 No. - 27 No. - 18 
c 12 MO. 
T2-36 MO. 
37-60 MO. 

Total 21 (24%) 42 (48%) 24 (26%) 87 (100%) 

When we asked mothers if 'force-child displacement' from the breast was okay and acceptable, 
many replied that: "Of course applying chillies or cactus is a bad habit. But, what can one do 
if one is pregnant?" "The child must be protected from implicating kwashio-marasmus." One 
mother said; "for my case, I consider the child too old for nursing". The child in question was 
19 months old. 

The CBS rural child survey (ROK, 1983d) showed that the Busia District women nurse 
children up to a maximal age of 19 months. The report also indicated that over 59 % of nursing 
or off-breast children get introduced to cow milk supplements as early as afew weeks old, while 
another 26 % were not given such supplements by the age of 6 months. The proportion of 
children subjected to marketed formulas from dried skimmed milk (DSM) has gone up to 
15 % in recent times in the Western Province (Fig. 4.4.5). 

However, DSM is often rejected by Samian women, because they believe DSM is one of the 
possible cause(s) of infant diarrhoea. A mother complained, "I stopped using DSM because I 
found worms in it. It had overstayed in the shop". When Sio-Port shop-keepers were asked 
about lengthy storage of DSM in shops, one Asian shop owner confirmed this specifying that 
there wasn't a big enough demand for these products, so they just sat on the shelf. The only way 
to get rid of them would be to export them to Uganda via the lake through magendo. 



Samian women were also asked their opinions about the declining breast feeding pattern. 
One Samian mother "wondered whether her child was malnourished due to her lenghty 
lactation." In her view, Samian women breastfeed between one to two years. Her concern was 
that breast feeding was diminishing, particularly among the educated and affluent, and 
worlung-class women. Female teachers in Samia worked 8-10 hours a day, 5 days a week. 
Women traders were gone for almost 10-12 hours every day. Among the women in this 
category, their neglect greatly effected the babies' nutritional status and burdened them 
financially, as they had to purchase commercial baby formulas. They were the principal users 
of commercial formulas. The group also prefer short-lactation period in order to keep their 
posture. Typical housewifes dependent on farm produce did prefer lengthy lactation period, 
were among the longest breast-feeders and despised the use of marketed formulas. 

In contrast to the Western Province Samian women: baby formulas are frequently used by 
the Eastern province Meru women, the Central province Muranga Kikuyu women, the Nyanza 
province South Nyanza Luo women, the Western Province Kakamega Luhya women, and the 
Coastal Province Kilifi, Tana River and Lamu women (Fig. 4.4.5). Trans-Nzioa, Baringo and 
Laikipia Kalenjin, Luhya and Kikuyu women, commonly use formulas. However, because of 
artificially high prices, usually only the working-class and wealthy women afford their use 
(ROK, 1977: 1.4-1; ROK, 1983d). 

It is said that prolonged breast-feeding tends to lengthen the period of postpartum arnenorr- 
hea from about two months to amaximum of 16 months (ROK, 1977: 1.4-1). If this hypothesis 
is true, then lactation among Samian farm-sector women should assist to control fertility. 
However, the first CBS child health survey (ROK, 1977 ibid) conflicted sharply with the third 
CBS child health survey (ROK, 1983d). This can be seen below. Figures in italics represent 
breast feeding patterns in rural Kenya for 1977, and those in brackets in block type represent 
the same figures, but for 1982: 
1. The breast feeding pattern among Western Bantu women is on the average 12.2 (19.0) 

months. For example, Luhya feed for 14.9 (19.0); and Gusii women for 15.2 (17.2) months. 
2. Among the Nilotics, 15.9 (18.0) months. For example, the Luo women feed for 16.0 (17.0) 

months. 
3. Among the Kalenjin women, 15.3 (16.8) months. 
4. Among the Central Bantu women, 14.8 (16.0) months. For example, Meru women feed for 

17.1 (23); Kikuyu for 14.9 (16.0); and Kamba women for 15 (20.5) months. 
5.  Among the Coastal Bantu women it is 12.2 (19.0) months. For example, Chonyi women 

feed for 12.2 (19.0) months. 

Inconsistency in breast feeding figures in the CBS 1977 and 1983 results was attributed to 
previous biased notions of the declining breast-feeding trend among Kenyan women. Such 
biased notions even propelled the formation of various Non-Governmental Organizations 
(NGO) (e.g. the Nairobi-based Breast Feeding Information Group) to teach village woman to 
breast-feed. Among the leading tenets of the breast-feeding education were that breast milk is 
an uncontaminated food source, that babies breast fed do not get constipation, and that 
colostrum, the milk produced in the first two or three days, provides antibodies for the infant's 
hormones which protect it while its own immunological responses mature. Such antibodies 
help prevent diarrhoea, colds, flu and skin pr~blerns.~ The impression given by such NGO 
breast-feeding fanatics was that breast-fed children will not contract diarrhoea! But the truth 
is: rural women in Kenya generally breast feed between 12-23 months. Moreover 30 months 



of lactation period detected in Samia (e.g. Plate 4.4.4-1) is commendable had it been not for 
the family poverty. Alternatively, as one Samian woman put it: 

"all breast-feeding animals know through natural instinct that breast milk is best for their 
young. Thus, breast feeding is an instinctive knowledge that a Musamian woman does not need 
to be advised on from outside." 

Rural women generally breast feed between 12-23 months in Samia. 
The Sarnia women do not believe that breast milk stops infantile diarrhea. However, breast- 

feeding fanatics ( e.g. Hofvander, 1983), in the book Manual on Feeding Children andlnfants, 
support the view that infantile diarrhoea is associated with diminishing breast-feeding in 
Africa. As a development activist and a father, I side with the Samian women. My own child 
was born in Finland and breast-fed for only a year before being breast-displaced, and the child 
never contacted diarrhoea. At five years now, he has never suffered from diarrhea. But had he 
been born in Samia, this would not have been the case. Could it be that weaning diarrhoea, 
teething diarrhoea and breast-feeding diarrhoea are endemic only to children in the Third 
World! 

FIG. 4.4.5 
Child care patterns among Kenyan women by percentage up to 24 months of age, 1982 (From Erik 
Norberg, 1986) 
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4.4.6 Attitudes beyond family planning 

Our concern in this section was on women's attitudes toward family planning, since certain 
attitudes have served to override modem family planning policies in Kenya. Efforts were made 
to collect dataon family planning practices at the Sio-Port health centre, but because the women 
included in our surveys did not report to the local health centre for family planning, we decided 
to emphasize only attitudes toward the issues. 



Women stated that "all families plan to have the desirable number of children one can 
effectively nourish, clothe, medicate and educate. But, the desirable number may be surpassed, 
nonetheless, because dependable contraceptive methods are lacking." It was emphasized: 
"Young couples aged thirty traditionally had an average of four to six children, depending on 
their age at the time of marriage. Many couples by the time aging 40's had between five and 
thirteen children including deceased ones. Most families rarely today exceed eight living 
children. Because many now prefer only a few children, between four and six." 

Infantile deaths are still common in Samia. Many mothers disputed that childhood or 
maternal mortality is associated with a family's breeding habits. Stillbirths, maternal or 
infantile death during delivery were considered a matter of luck or depending on previous 
dietary habit of an expectant mother. Women with small birth canals stood more risk to major 
operation or dying at birth, undernourished pregnant mothers were subjected to intrauterine 
fetal malnutrition, children subjected to chronic malnutrition, stillbirths or intrapamun ha- 
emorrhage. In some households half the children delivered die at or immediately after birth due 
to poverty conditions, disease and undernutrition. When the attrition rate is so high many 
families become opposed to family planning. 

When it was asked the number of children a Samian mother would prefer, the answer was 
that the traditional woman, properly nourished and free of disease, was capable of producing 
up to 20 offspring if she entered marriage at the normal age of 18. This village-woman's 
postulate led me to prepare a baby-boom model (Table 4.4.6). I determined that a woman could 
bear up to 26 offspring, one every year, if she enters married life at the age of 18 and menopause 
at around 44 years. The fertility of the same woman can be reduced to 13 offspring if she spaces 
them 2 years apart, 9 offspring at 3 year intervals and 7 at 4 year intervals. She may deliver up 
to 30 births or more when a mother begins her sexual life as early as by the age of ten and enters 
menopause as late as 46 or 47. 

This baby-boom model, measuring womb carrying capacity, is influenced by the age of 
marriage, the age of entry into menopause, the state of physical health, and nutritional status. 
The earlier a mother in good physical health enters marriage, the more babies she will deliver 
and vice-versa. It was reported that a Musamian woman is generally fertile up to around 
46-47 years. Accidental pregnancies have been reported among Samian women at 47-48. 

Among many families, the traditionally held notion that a large number of children is a 
symbol of social status, is no longer applicable. Single marriage families today average between 
five and seven children. By 1984, a family pattern with eight children or more per woman was 
becoming unpopular. Such high numbers of children is now common only in polygamous 
households. For example, a polygamous husband with four or five wives might have up to 27 
children per husband. 



TABLE 4.4.6 
Baby-boom model table predicting maternal wombcarrying capacity andoffspring opportunities possible 
under hurried or delayed child-bearing through (un)desirable family planning at the end of each n" year 
(Source: Author) 

Supposed Type of contraceptive mthod prgtiaed and number of deliveries 
maternal (children) at the end of each n yaar 
age ...................................................................... 
in Abnormal spacing spacing SPEC% 
years delivery at at at at 
(in one year two year thee year four year 
range) interval intervals intervals 

Today families attach more importance on the education of children and their later occupations. 
Social status is measuredmore by position, prestige or economic success. Money wields power 
and prestige in Samia. The affluent prefer to have only three to five children. They complained 
of the expense of upbringing children, and, argued that high numbers of children among this 
class reflected accidental birth(s). 

The significant lessons learned from this baby-boom model and our PAORA discussions are 
the following: 
1. That a mother who is physically healthy, with a normal fecundity level and practicing 

normal birth spacing at 4-year intervals, entering marriage by age 18 and reaching 
menopause at about 44 years, will under normal circumstances deliver not less than 7 
offspring, unless her fertility is cut by swallowing pills/ or inserting contraceptives into her 
body. 



2. That the model creates fear and a wish in the village-woman to curtail her fertility with 
modem contraceptive methods. At the same time the village woman is reluctant and ready 
to accept family planning only if the survival of those already born can be assured. 

3. That while affluency and harsh lifestyles force people to plan families naturally; family 
planning fanatics try to cut womb carrying capacity artificially. 

4. That the commonly held belief in the West about Africa that men make the reproductive 
decisions, and women have little control over their own sexual activity 
0 In Abasamian culture, there are families where men are the overall decision makers, 

so they do influence such decisions. 
o However, human reproduction involves mainly couple decision, often dictated by the 

gender of the children and the number of infantile deaths a family suffers. 
o Although human reproduction traditionally was (and still remain) a matter that 

involves not only a joint couple's decision, but even that of the parents of the married 
couple in Samia. 

5. That it is poverty, disease and malnutrition that still cause couples to camouflage their 
frustrations in sex and reject notions of controlling fertility. Poverty is today a reality and 
is the underlying cause of resistance to family planning in Samia. Some women thought 
that socio-economic development is the best contraceptive method. If families were to be 
assisted to raise their income levels, they would automatically limit their children and plan 
their futures wisely. 
Women were aware that too frequent pregnancies are abnormal and undesirable, because 
they make the nursing baby become susceptible to akuot-ledho (kwashio-marasmic). 
Similarly, a long gap, three to five years, between pregnancies was considered undesirable. 
One mother argued that 

"Delivery is too tough and painful. I'd better release all my womb to desirable child numbers, 

then close it completely". 

This caused the mother to oppose any contraceptive measures which would force a woman to 
rest as long as three to five years. 

The traditional African withdrawal method is ineffective, while most family planning 
techniques currently encouraged are inappropriate and wasteful. 
1. The village-woman distrusted Westem-made contraceptives for fear of side-effects and 

because they are too costly. Pills, she says, cause severe intra-uterine bleeding, still-births, 
hormonal change, headache, dizziness, allergy, abdominal pain, foetal disability, sterility 
and premature maternal drying up during lactation. 

2. An intra-uterine device causes abnormal birth, abdominal pain and back-ache. It may 
disappear into the womb or embed itself in the uterine wall or fail to prevent impregnation. 

3. Condoms are unsafe; their free distribution in Samian secondary schools promotes sex- 
active youths and premature sexual activity in society. 

4. The village-women wondered why only marriedmothers are harassed to use westem-made 
contraceptives when a high rate of unwanted pregnancies and illegitimate children is 
common among school girls. "Why can't those scientists also consider developing 
appropriate and safe contraceptives for school girls." 

Population programs indeed currently extract from the government budget much money. Since 



1967 when Kenya became the first sub-Sahara Africa country to adopt a family planning 
programme, Kenyan women have been urged to apply any method to lower fertility. Village 
women have been asked to swallow pills, limit their children, discard polygamy, and undergo 
sterilization. Kenyan youths have also received free condoms and family planning education, 
but there are all the more pregnancies and illegitimate children. It was even suspected that "The 
government now work closely with the food processing industries and mix contraceptives in 
processed foodstuffs; the obvious one is modem beer-" claimed Samia beer drinkers. 

4.4.7 Energy -protein malnutrition 

Marasmus or kwashiorkor were not detected in mothers in our study. This made us question 
whether or not adults ever suffer from kwashiorkor or marasmus. Maternal undernutrition is 
commonly reflected in anaemia in Samia. 

After prolonged ailments from disease many adults, however, do die from akuodi (adult 
kwashiorkor) in general because of depressed appetite and low immunity - Latham, (1979). 
Diarrhoea that precipitates the energy-protein malnutrition (EPM) in the 'under fives' is only 
a symptom and a warning that something is wrong in the gastroenteritis of a pre-school child, 
but it is never a disease in itself - Sanders & Carver (1985). 

TABLE 4.4.7 
Percentage of the pre-school children under five years of age diagnosed as EPM in Samian households, 
1 984a,b,c 

Area/ No. of No. of Normal % with €PM by grade 
4 s  bv HH children <5 ............................. 
age (MO.) diagnosed examined First Second Third 

(75-902) (60-755.) (40%) 

Bujuanga 31 
<l2 MO. 
12-36 MO. 
37-60 MO. 

Note: 
First, weight for age (WFA) uses the Gomez classification (Sub-section 1.4.2.2, Chapter l). 

bi Second, WFA of each pre-school child was contrasted with the reference mean values of the American 
National Centre for Health Statistics (NCHS) 3rd, 50th and 97th percentiles as recommended by the 
World Health Organisation (WHO). Any child falling above the 50th percentile and whose health 
looked normal, with no major disease complaint, was considered healthy. 
Third, pre-school children with poor health and poor nutritional status were suspected to suffer from 
EPM. They were referred to the local health centre for WFA remeasurement. Children considered 
healthy were not reweighed. 

Table 4.4.7 presents the statistics for the 87 pre-school children examined for EPM. Overall, 
38 cases were suspected from their health cards to be below the weight for age (WFA) mean 



reference values of the .4merican National Centre for Health Statistics (NCHS). They were 
referred to the Sio-Port health centre for reweighing. After reweighing, their actual weight 
results turned out as follows. 42 cases, and not 38, were below the mean average for the NCHS. 
Out of 42, 16 had first grade EPM with mild kwashiorkor; 12 had second grade EPM with 
moderate kwashiorkor; and 10 had third grade EPM with severe kwashiorkor (Table 4.4.7). 

Those with first and second grade EPM, had oedema, and apparent clinical signs of 
kwashiorkor or kwashio-marasmic conditions, with weight faltering between 60 % and 75 % 
the NCHS mean values. Most of them were infants between 6 and 12 months and toddlers under 
36 months. For the case of infants under 12 months, this is a critical age, thus, a period when 
female traders, leave their children at home under a nurse's care. Such infants might not be 
properly fed by nurses even if food were available, (see Table 3.4.1-1 in Chapter 3) .  Other 
factors interact as well, for instance, late introduction to solid food (see Plate 4.4.4-1, sub- 
section 4.4.4 op.cit). 

4.4.8 Maternal and child health 

4.4.8.1 Maternal state of health 

Below, we entered the top 15 ailments (see Annex Table 4.4.8.1; Figs. 4.4.8.1-1,2,3). Figures 
4.4.8.14,5,6 shows the ten diseases the Kenyan Ministry of Health is most interested in. The 
main reason why malnutrition does not appear in government statistics is that the final cause 
of death is usually something else. 

Mothers were easily susceptible to infectious diseases because they deliver in poor health, 
already chronically anaemic and weakened irnmunologically. Lactation, moreover, adds 
further strain to an anaemic condition, particularly if dietary intake is insufficient. 

The early phase of pregnancy was described as the most difficult period, as expectant 
mothers suffered from nausea, vomiting, headache, dizziness, and hunger (as most foods smell 
bad). The situation [I was told], do improve in the second trimester of pregnancy. 



FIG. 4.4.8.1-1 
Top fifteen maternal and childhood diseases in Busembe, 1984 
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FIG. 4.4.8.1-2 
Top fifteen maternal and childhood diseases in Bujuanga, 1984 
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FIG. 4.4.8.1-3 
Top fifteen community diseases in the Sio-Port health centre catchment area, Samia South, 1984 
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FIG. 4.4.8.1-4 
Top ten community diseases in the Hakati Division, Samia South and North, 1983 
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FIG. 4.4.8.1-5 
Top ten out-patient disease patterns in Kenya (1980) 

Source: Health Information System, 1980 
(based on Goverment facilities 

Only). 

FIG. 4.4.8.1-6 
Top ten IN-patient disease patterns in Kenya (1980) 

Source: Wealth information System, 1980 



4.4.8.2 Pre-school child state of health 

Pre-school child's ailments varied widely from malaria, upper and lower respiratory tract 
(ULRT) diseases, diarrhea-dysentery-vomiting complexes, pneumonia, measles, malnutrition, 
parasitic helminth, eye and ear infections and problems resulting from witchcraft and supers- 
tition (see Annex Table 4.4.8.1-1; Figs. 4.4.8.1-1,2). 

Turning to the community health centre data, we realized that, only 13 % of the illnesses in 
South Samia in a given month were treated at the Sio-Port health centre (Fig. 4.4.8.1-3). Thus 
visits to the local health centre were considered low. The majority of the health centre attendants 
were females and children. Children's ailments were far too many, as they were often taken to 
the health centre with more than one major health complaint. 

4.4.8.3 Samian children compared with Americans of the same age cohort 

When Samian children's health was compared to that of the same age cohort in American, the 
result was interesting. Figure 4.4.8.3-1 shows weight-for-age (WFA) for 87 Sarnianpre-school 
children. It shows children's health history as indicated on their health card's and correspon- 
ding health disorders, (Annexes Fig. 4.4.8.3-2; Table 4.4.8.3). 

The results were then computed since weight-for-age is more sensitive to child wasting and 
depicts acuteness of nutritional disorder than height-for age that only reflects chronicity of the 
disorder and stunting state of the child, WHO (1986:9). Thus, by using WFA, it is easier to 
observe fluctuations in weight, observe acuteness and magnitude of the problem. 

FIG.4.4.8.3-1 
Anthropometric measurement and weight-for-age (WFA) of Sarnian pre-school children falling on or 
between 3rd, 50th, and 97th percentiles in months No. = 87 children 
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Comparing WFA of the 87 pre-school Samian children against the mean reference weight 
values of the American National Centre for Health Statistics (NCHS) for weights falling 
between f 3rd, f 50th and f 97th percentiles, we came up with the following results: 
1. Of the 87 pre-school children, only three had weights above the 97th percentile of the 

NCHS reference weight values for their age. These three children had good growth signs 
and were adipose. Of the three, two were infants, and the other one was a child around 3 
years. The age-group below six months, in which the two infants seemed to fall, is usually 
exclusively breast-fed period among most Samian women farmers, and when infants are 
often in close contact with the mother. On the other hand, at age three years, related pre- 
school child has usually developed a significant immunity to most infectious diseases 
inflicting the 'under fives7. With good nutrition, basic health care and basic human need 
provisions, such children are likely to survive to maturity. 

2. As many as 74 out of the 87 children had weights scattered between the 97th and 3rd 
percentiles. This fluctuation in health patterns is interesting. We had expected that a larger 
percentage of Samian children would fall below the 3rd percentile. Only 10 pre-school 
children out of 87 cases fell below this level. ULRT diseases, malaria, diarrhoea, measles 
worm infection and malnutrition were the primary ailments interfering with related pre- 
school children's 'growth catch-up', and 'growth failures'. Furthermore, this survey 
coincided with an outbreak of measles in Samia which started in July and lasted throughout 
the phase of our research. 

3. From the child health cards, cases below the 3rdpercentile had manifested apparent clinical 
malnutrition and one child had undergone nutrition rehabilitation at Nangina nutrition 
centre (NRC). However, WFA comparisons this way were sometimes disputed by mothers 
for justifying child's nutritional status. One mother complained: "My child is neither 
malnourished nor wasted. She is slim . . . as slim as her parents". 

Except what we wondered: Can parental slimness be considered normal? Weren't these women 
denying their own poor health status? Of course, these are subjective issues, but as that same 
woman put it: 

"Sometimes, one may not resist an obvious case of thinness. But there is also no need to expose 

things unnecessarily for outsiders to know. It is not their business." 

From the above, it is safe to deduce the following: 
1. That, Samian children that were found to be immuned to the environmental conditions, had 

good diet, and were infected with fewer diseases, closely followed growth patterns 
corresponding to the NCHS data-. 

2. That, NCHS data failed to show wasting differences between sexes, as does the Kenyan 
rural child's health surveys carried out by the Central Bureau of Statistics (CBS) (Fig. 
4.4.8.3-3). However, it depicts clear generalized trend of 'group' picture close to CBS 
studies as shown in (Figs. 4.4.8.3-4,5 below). 

3. That, the occurrence of epidemic diseases on the one hand, and the average child's 
resistance on the other, reflects how adaptive an African child is to disease and harsh 
environmental conditions in Samia described as the Monster Soup. Disease does not, 
therefore, seem to significantly influence pre-school child's WFA as severely as they 
would in the context of a privileged society such as America or the West generally. 



FIG. 4.4.8.3-3 
Percentage of nutritionally stunted and wasted children by sex in Kenya, 1981 (From ROK, 1983d) 
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FIG. 4.4.8.34 
Percentage of nutritionally stunted children by province between 1977-82 (From ROK, 1983d) 
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KG. 4.4.8.3-5 
Percentage of nutritionally stunted and wasted children by province in Kenya, 198 1 (From ROK, 1983d) 
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4.4.9 Household economics 

4.4.9.1 Method of analysis 

Households were classified according to socio-economic variables such as income opportuni- 
ty, food availability, animals and animal products, income from fishing and of variable and 
fixed assets. The poverty line index for the area was then set to the ILO-World Bank standards. 
Their previous calculations depict marginalized households as those subsisting on below 
Kenya 300 shillings per month, (Thorbecke-Crawford, 1978; Collier-Deepak, 1980; L O -  
ROK, 1983: 1344). 

Using a somehow modified approach, I calculated the households' degree of poverty 
applying economic indicators on a daily, weekly, or monthly basis or as part of the aggregate 
annual income. A mathematical formula was designed to total values of all welfare indicators: 

According to this formula, in each village the j" household's welfare value is calculated in 
economic terms by measures of socio-economic variables: 

Where Pj = welfare of the household j measured in monetary terms and rated in (e.g. daily, 
weekly, monthly or annual cash inflow). 

Y = Value of welfare items 
i = Index of welfare item (I.. .I) 

j = household index in the village k (I.. .Nk) 
1 = Number of welfare items (materiallnon-material) of the household j (e.g., income, 

farm produce, animal and animal products, poultry, assets valuations, etc.) 
Yijk = Value of the welfare item i 

N, = Number of households in the village k 
k = Index of villages (I.. .I) 

m = Number of villages 
N = Number of households in the community (Cm

k
=, N,) 

The estimated average welfare measure for the all sampled households in the community, were 
then calculated as follows: 

Our results are presented in Table 4.4.9.2. Arbitrary gaps in income levels of Kshs. 600,1200, 
1800 and above 1800 were chosen, because household monthly food budgets, (as was later 
calculated according to household structure), followed the same pattern. The value of land, 
residential housing, household items (i.e., furniture, bicycle, etc.) were excluded from our 
household economic calculations. We treated them as 'biased' socio-economic indicators, for 
instance: 
1. Land is treated in Samia as household or family wealth and never an individual's personal 

property simply to be sold. It can only be sold under compromise and in extreme conditions, 



such as when a child must complete his or her education or when burial expenses must be 
met. Land is rarely sold to meet daily food needs, even under famine. 

2. A bicycle, unless used for trade, has no economic value. 
3. A residential house is simply a sleeping place and is not rented, so it too has no economic value. 
4. Similarly, household furniture (e.g. a table) is only an item for eating; chair, for sitting; and, 

bed is for sleeping. 

There was no logic in treating these items as welfare variables. Because people did not sell such 
personal household belongings in order to eat. 

4.4.9.2Results of households welfare 

The results depend much on how accurately welfare values were assessed. Operating from the 
information given, households in the Sio-Port region appear to be better-off. In our case, no 
household in the Sio-Port region had a mean monthly welfare value, calculated in monetary 
terms, below Kshs 600. Even the extremely poor households had welfare values amounting to 
between Kshs 600 - 1200, if we apply crude income welfare indexes such as animals, poultry, 
and food in store. 

TABLE 4.4.9.2 
Household welfare values based on property and income index for Bujuanga and Busembe sub-locations, 
Samia No: HH = 56 

No. Village No. of Socio-economic measure and degree of deprivation 
Em ........................................................... 
sampled Average Number of ER 

Em's With With With With 
income 5 Kshs. 600 Kahs.1200 K~he. 1800 Kshs > 1800 
Iasaete 
valued in 
(in Kshs)* 

BUJUANGA 31 2072 3 5 14 9 
1 Uramonyi 5 3822 3 2 
2 Madiba 5 2681 4 4 
3 Mumbaka 4 1533 2 2 
4 Namasali 5 1878 2 2 
5 Buaanja 4 686 3 
6 Buduongi 3 1421 1 2 
7 Bumayenga 5 2107 1 3 

BUSEMBE 25 
8 Busijo 5 
9 Busembe A 1 
10 Busambe B 4 
11 Bumbe 3 
12 Nasali 3 
13 Sivinga 3 
14 Namyweda4 
15 Muhondo 2 

Mean 56 1841 5 10 20 21 

Note: 
*Figures are roundedoff for easy calculation. Income andassets on either a weekly or monthly basis, farm 
produce evaluation, animals and poultry were all valued in monetary terms. 
Extremely poor households (HH): Those with under 600 Kshs per month (MO). 
Poor HH: Those with 600 - 1200 Kshs per MO. 
Average HH: Those with 1200 - 1800 Kshs per MO. 
Well-to-do HH: Those with > 1800 Kshs per MO. 
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The economic gap between Sio-Port households varied significantly between villages and 
among social groups: the extremely poor, the poor, the average and the well-to-do households. 
Such inequities were reflected even between individuals. This was more evident in Busijo and 
Urarnonyi villages where the wealthy Abakhenye lived alongside the poor, and in Sivinga and 
Busanja villages which were dominated by the extremely poor. 

4.4.10 Household food budget 

4.4.10.1 Method of analysis 

Efforts were made to collect data on the household food budget. It was assumed that families 
often sell or slaughter their domesticated animals or poultry, gather greens in the garden, fish 
occasionally or engage in petty trade in order to meet their household dietary needs. 

The strategy used in calculating the household budget was borrowed from Michel Chossu- 
dovsky (1983: 84-87). The reliability of the calculations obtained depended largely on the 
accuracy and reliability of the information provided by the j" household. 

Applying Chossudovsky 'S approach, we calculated only expenditures for food items, since 
we were interested in the food budget. Households were categorized according to their welfare 
value (see Table 4.4.9.2). Households' food expenditure was calculated for each J* household 
(where J* = l", 2nd, . . . n" household), with P" index depicting the item or basic commodity. This 
was expressed as: 

where 
C.',, = Total cost of household expenditure 
C', = Expenditure on food items 
C',, = Expenditure on related non-food items (e.g. salt, matches, etc.) 

In order to estimate the amount of money spent on food items, costs for related non-food items 
(CJ,) were added to the total expenditure (C',), calculated at the their current market prices. 
Official prices were used when a fixed price index was located in the Agricultural Costs and 
Prices (ROK, 1984a). This was expressed as: 

where 

P, = the corresponding prices of related non-food or food items used in the j* household; 

qi =quantity of item irequired by thej* household per day (i.e., food orrelatednon-food 
item). 

In order to arrive at the total average food expenditure for the sampled households in Sio-Port, 
the following formula was used: 



Current market prices usually take into account price fluctuations, sudden inflation rates, and 
related market mechanism deceit as practiced under barter-exchange trade method.3 Because 
those engaged in the petty-trade (or barter-exchange trade method): 
1. set their own prices and prices are often offered in crude form. 
2. practice traditional marketing mechanism such as crude measurement techniques. Food 

was measured in a badly smashed tins, in spoons, glasses or by hand. Or food was 
exchanged for food or hoarded shop items such as rice, cooking fat, paraffin, sugar 
exchanged for maize and so on. 

3. Unregulated prices were often low, but occasionally higher than the official market value 
because of acute shortages of particular items after hoarding. Under such circumstances, 
prices were set through haggling and bargaining (see Chapter 2). 

4.4.10.2 Results of the household food budget 

Using the above method, we discovered that results for expenditures on non-food items were 
unrealistically high, taken the fact that welfare values calculated in monetary terms were not 
cash in hand. Households were spending so much on education, harambee contributions, 
clothing, medication, housing repair and so on. Taken the fact that these were poor people with 
no stable income source, we decided to exclude education, harambee, clothing and medication 
variables from our calculations. 

But non-food items (e.g. paraffin, matches, fuelwood, etc.) were considered significant and 
included under food item expenditure. The data are presented below in Fig 4.4.10.2-1. 

FIG. 4.4.10.2-1 
Household food budget per family in monetary terms 
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The food budget for each household was calculated on the basis of what housewives consume 
per day or week, then projected to depict monthly and yearly household financial demand for 



food in Samia. Foods taken from stores were valued as follows: a sack of maize was estimated 
at 20 kg per tin for six tins (120 kg). The objective was to know the number of tins consumed 
per week valued at the current market price (see Table 2.8, Chapter 2). From Fig. 4.4.10.2-1, 
it was apparent that food budgets are determined by household structure. The smaller the 
household, the smaller the budget. When the same food budget was valued in monetary terms 
and calculated on what an individual wouldnormally consume per month and day, we remarked 
that on an average, each person had about Kshs. 200 each month to live, or between Kshs. 6 and 
7 a day (Fig. 4.4.10.2-2). 

Those engaged in 'traveller dietary syndrome' were eating four times a day then with Kshs 
6 or 7. An individual would then spend an average of Kshs. 1.60 per meal.4 Tea at the hotel at 
Bujuanga was Kcts. 40, and mandasi Kcts. 80. Ugali and matumbo, was Kshs. 6. It then means 
that, Kshs. 7 is only enough for a person living on traveller's diet to take at least tea and mandasi 
and one good meal a day, meaning those eating four times a day had apparently more than Kshs. 
7. Mothers also reported to take home part of the traveller's diet for their children. 

FIG. 4.4.10.2-2 
Money available for food per month and day per individual 
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On the other hand, a small family of three would theoretically require about Kshs 21, a medium 
family of 6 needs about Kshs 42 a day, and a large family of 9, Kshs 63. It therefore appears 
economically advantageous to have fewer children. 

Food budgets also operated oddly. In Samia, this depended on who earned the income, and 
whether or not older members generated some income or brought some food home. Those with 
little income or large families minimized their expenditures and consumption significantly by 
eating lower quality food. 

In larger or average households, older members' contributions were irregular but some 
members did significantly contribute. This way, many families therefore benefited from many 
hands, justifying the Abasamian proverb: Thoth kare ber, (meaning: being many is good). The 
main determining factor, however, was not simply the number of members in afamily but rather 



the age of its members. The older the children were, the more likely they brought in food by 
gathering, hunting, fishing, and bird trapping. 

Household members critically questioned arguments claiming that a small family will insure 
better economic status. Tables 4.4.9.2 and Figs. 4.4.10.2-1 illustrates how a small family 
operating from monthly average income of Kshs 1841 in a Bujuangan or Busemben village 
would theoretically spend about 34 % of their income on food alone while a medium family 
would spend 75 %, and a large family, 103 %. This means that acute financial demand goes 
according to family size. Many households in Samia, however, would not accept this logic. 

As evidenced from our calculations, an individual in Samia has roughly about Kshs 7 per day 
for food, enough for a breakfast and at least single meal per day. This corresponds well with 
our household dietary pattern as most families ate only once per day. Acute financial crisis 
existed and we therefore had to ask how the poor or large families managed to eat. We must bear 
in mind that finances calculated above were largely in crude form; animals, poultry, food in 
store, food exchanged for food, etc. In other words, these were only given symbolic financial 
worth which does not accurately reflect true monetary value. 

The poor did not simply sell their animals or stocks for food. How then did they get money 
to purchase needed goods? One participant explained it as follows: 

"The poor simply live on debt and on begging. Life has taught him to be a cunning, clever, a 

hopeless debtor and a beggar. He must borrow to buy food for the day and borrow from another 

neighbour to settle the previous debt hoping one day to repay back. Wheneverpossible, he must 

exploit charity." 

Another participant added: 

"The poor must also keep goodneighbourliness, exploit kinship relations, depend on assistance 

from working children, explore as well every edible dietaw energy the nature provides in that 

local area. Thus, whether domesticated or wild vegetables, animals, birds, fish, or insects. 

Besides, he or she must rely on herhis physical labour power (e.g., by farming, through petty 

trades or sisal defleshing and magendo." 

Rationality, wisdom and physical labour power are what keep a poor-villager alive. Housewifes 
budget wisely and use small money at hand to buy quantitative food in order to feed household 
members properly. Thus, they go for quantity and not quality. Such apractise is what prompted 
the rise of Gorogoro- the use of a 2-kgm tin to measure maize grain andlor cereals. A health 
worker advising her to go for quality rather than bulk, was considered irrational, as food 
purchases had to be calculated by the number that needed feeding. Unless household economics 
are properly understood, such advice is superfluous. 

4.4.1 1 Structure of households 

Data was also collected on household structure. Family structure was not considered since our 
interest was the household totality judged by the numbers subsisting and creating pressure on 
the dietary pot. Families were asked the number of people who ate andlor slept in the same 
household the previous night. Table 4.4.1 1 shows a detailed analysis of household structures. 



It excludes members that were living or working elsewhere, either temporarily or permanently. 

TABLE 4.4.1 1 
Type of household (HH) structure (family members, temporary or permanent residing relatives, visitor) 
in Sio-Port, Samia* HH No.: 56 

Comunityl Totnl average classification by size of household 
Villane ............................................................ 

Small Medium Large 
family 

88 No. size 88 No. sire 88 No. size 
1 - 4  5 - 7 8 + 
(3) (6) (9) 

10 4.2 (1.2) 12 11.2 (5.2) 9 13.6 (4.6) 
- Uramonyi 1 3.0 (0) 2 11.0 (5) 2 19.0 (10) - Madiba 1 4.0 ( I )  3 16.0(10) 1 9.0(0) - k b a k a  1 3.0 (0) 1 5 0  - 1  1 8.0 (-1) 
- Namasali 2 6.0 (3) 2 11.0 (5) 1 8.0 (-1) 
- Busanja 2 12.0 (6) 1 8.0 1-11 - Buduoagi 1 4.0 (1) 1 7.0 (1) 1 9.0 (0) - Bumayeaga 4 4.0 (1) 1 6.0 (0) 2 21.0 (12) 

BUSELIBE 6 3.7 (0.7) 9 9.4 (3.4) 10 16.2 (7.2) 
- Busijo 2 12.0 (6) 3 26.0 (17) 
- Busembe A 1 3.0 (0) 
- Busembe B 1 2.0 1-11 2 10.0 (4) 1 9.0 (0) 
- Bumbe 2 11.0 (5) 1 9.0 (0) - Nasali 1 3.0 (0) 1 6.0 (0) 1 10.0 (1) - Siviaga 1 4.0 (I) 2 19.0 (10) 
- Namuaywada 2 5.0 (2) 1 7.0 (1) 1 8.0 (-1) - Muhoado 1 6.0 (0) 1 10.0 (11 

* 
Avnrage88stmctrue 16 4.0 21 10.3 19 14.9 ** 
Average kinship  

structure (1 1 (4.3) (5.9) 

* The average household structure in Sio-Port region is 9.7; Bujuanga, 9.7; and Busembe, 9.8 members. 
** Italicized bracketed numbers in the above figure show kinship affiliation by numbers in the sampled 
households. The average number of relatives living in a household in Sio-Port was 3.7. 

Using Table 4.4.1 1, it turned out that: 16 households were categorized as small with an average 
size of 4 members; 21 households as medium-sized with an average of 10 members; and 19 as 
large with 15 members. The overall average household size in Sio-Port was 9.7 members. 

The implications are that 7 1 % of those observed were from medium or large households, 
with an average 6-9 members. Only 29 % were classified as small households with about 4 
members. In Figure 4.4.1 1 italicized figures in brackets depict kinship network while the 
corresponding figures indicate the total household structure. 

An average of 10 members per household appeared extremely large from an economic 
viewpoint. Further inquiry, however, revealed that most of the large households had only 
medium sized family structure but had relatives living with them. Bujuanga was noted to have 
larger households than Busembe. Also, medium and large households were dominated by 
polygamous families, where there was no clear demarcations between one's own children and 
another's. Most kinship connections were from Uganda. In several cases, separated or divorced 
women came to live with their relatives in Kenya. Such practices were mentioned to have been 
common also during the famous 1976-79 coffee magendo in Samia. Children whose mothers 
had died were also living with relatives. 



Another common practise in Sarnia is, that when a husband dies, the remaining widow is 
cohabited by a brother-in-law and related orphan children are also cared for by the cohabitor. 
Also, when unmarried girls give birth to illegitimate children (kiminua), they are often left in 
the care of the grandmother. We came across several such children in the various households 
as part of the family members. Thus, kinship structures are far more complex in Africa than in 
the west. In other words, the presence of other relatives as described above, the birth of a 
woman's own children, the presence of a visitor(s), the polygamy and those associated siblings- 
all constitute a household. All these factors put intense pressure on the household dietary 
budget. 

4.4.12 Land opportunities 

Many studiesconnect malnutrition in Kenya with the collision of landlessness and inadequate 
food production (e.g. Gavin Kitching, 1980: 280-97). Such works argue that inadequate food 
intake is caused by insufficient food production resulting from landlessness. Some support this 
thesis with sophisticated statistics and prove that landlessness is a serious problem in rural 
Kenya. According to Erik Norberg (1 986), whose data is presented below, the land distribution 
in Kenya, as per the 1979 census, was as follows. 

FIG. 4.2.12-1 
Agricultural potential land resources in Kenya as per 1983 (From Erik Norberg)* 
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* In N. Eastern province, no potential available, but still people are farming. 

* Based on 1979 Population census (ROK, 1981b). Potential land = only registered and classified as 
agricultural potential; Smallholders' land = only land known to be available to smallholders for 
agriculture. 

Comparing the number of smallholders engaged in active farming against land available to 
them, acute landlessness does exist in Nyanza, Western, and Central Provinces but not in the 
Rift Valley, Eastern and Coastal provinces. The land consolidation and registration process is 
not yet complete in many places in rural Western Kenya including Samia. This may create some 



further difference in the figures offered for smallholders' land, because land studies have not 
been able to include unregistered land in Kenya. 

Households were asked about their land opportunities in acreage and the portion of land that 
was utilized that year. Land opportunities were confirmed against their 'land title deed' where 
appropriate. A number of women kept the 'land title deed', while some women said their 
husbands had kept them. There were also families whose land had not been demarcated, hence 
had no 'title-deed'. Under such cases, we insisted on being shown the piece of land if it was 
nearby. The results were then tabulated as shown in Table 4.4.12-1 

TABLE 4.4.12-1 
Average land acreage in Bujuanga and Busernbe, Samia. No. of HH. = 56 

Land Land utilization grouped according to 88 socio-econdc status Average 
area . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  lpnd area in 

Extremely Poor Avarage Well-to-do Bujuanga and Busembe 
poor households 
No. - 8 No. - 7 No. - 37 No. - 4 No. - 56 .................................................................................. 

Acres BB Ut. Un. BB Ut. Un. BB Ur. h. BB Ut. Un. 88 Ut. h. 

1 - 5 1 0.3 2.7 2 1.5 1.5 5 4.2 1.2 1 3.4 1.5 9 3.1 1.5 
6- 1 0  7 1.2 6.8 2 2.8 5.2 8 3.6 4.4 2 7.5 0.5 19 3.0 5.0 
11-15 - - - 1 3.5 9.5 11 5.7 7.3 - - - 12 5.5 7.5 
16-20 - - - 1 5.8 12.2 6 7.6 10.4 - - - 7 7.3 10.7 
21-25 - - - 1 6.1 16.9 4 9.7 13.3 1 12.4 10.6 6 9.6 13.5 
26-30 - - - - - - 2 9.8 18.2 - - - 2 9.8 18.2 
3 1 t  - - - - - - 1 7.5 28.5 - - - 1 7.5 28.5 

TQTAL7 8.7 50.3 24.0 52.0 224.0 302.0 30.8 13.2 286.7 419.3 
All 59.0 76.0 526 .O 44 706 
Average 7.4 10.9 14.2 11.0 12.6 

Note: HH = Household; Ut. = Land utilized; Un. =Land unutilized 

Of the 56 households interviewed, no household had average land value below 7 acres when 
the homestead was included. The importance of including the homestead is that many farmed 
in the back-yard, or practised the now famous 'kitchen gardening approach'. When the average 
land size for the two sub-locations (Bujuanga and Busembe) were calculated, the result was 
12.6 acres. These findings from the 56 households were significant in that, it contradicted the 
allegation of landlessness in the Busia District (e.g. see ROK, 1979a; ROK, 1983a; Soper, 
1984). 

Those holding large areas of land reported having inherited it. When members were asked 
about the utilization of land, the data reflected severe land waste and underutilization in all the 
households (Table 4.4.12-2). The most extensive land waste was recorded among the 
'extremely poor' (85 %), who also had the smallest area of land. The least wastage was among 
the more affluent. Two of the well-to-do households used tractors, and the other two used ox- 
drawn ploughs. Hearsay suggested that the Abakhenye were landless in the region, though our 
data did not confirm this. Similar landlessness was mentioned among the Luo immigrants who 
had moved into the area for fishing, or for magendo. Again, those interviewed had land and 
claimed to have purchased it. 

In Table 4.4.12-1, later discussions at Barazaa revealed that some of the land included under 
title deeds had been consumed by the Lake Victoria Swamp or the Sio River swamps. Such land 



marshes were formerly occupied by people utilizing them as either grazing grounds or for 
growing vegetables or crops. It is probably for this reason that they counted them as part of their 
useful land. 

The Lake basin swamp had great potential land for irrigation agriculture. A poor Samian, 
however, had no access to the technology needed for such irrigation drainage. This makes the 
land challenge in Samia critical, particularly for organizations like the Lake Basin Develop- 
ment Authority (LBDA), who have the technological capacity for wide-scale irrigation. 

TABLE 4.4.12-2 
Average percentage of utilized land by socio-economic groups in Bujuanga and Busembe Samia. No. of 
HH. = 56 

Average Percentage of Extremely Poor Average Well-to-do 
land area in Unutilized Utilized poor 
Bujuangan and Busemben land land E E - 8  E E - 7  H E - 3 7  H E - 4  
houaeholde fran the from the 
No. of EE - 56 aru'e area's 

average average 

8 8  Ut. Un. X X X X X X 

56 286.7 419.3 
(Totnl) 706 
(Average) 12.6 
Land value utilised (e.g., 8.7159 * 100%) 14.7 31.6 42.6 70.0 
Land value unutilised Fn (e.g., 50.3159 * 100X) 85.3 68.4 57.4 30.0 

Total lnnd value in ( X )  100 100 100 100 

Note: HH = Household; Ut. = Land utilized; Un. = Land not utilized 

4.5 Summary of the analysis results 

Regions previously considered as hopeless basket with respect to malnutrition, do not 
necessarily suffer from food deprivation at the community level, however food poverty does 
exist at the household level (Chapter 2, section 2.9). Samia has a high population density, but 
it is rich in land and food resources though food was not accessible to the majority. An increase 
in aggregate community food supply will not necessarily eliminate malnutrition in Samia, for 
diseases interacts to precipitate its occurrence as well. 

Those often thought of as malnourished and poor are actually happy living a peaceful 
lifestyle in their hovels or large households. It is often outsiders, who thinks of them as unhappy, 
overly prolific, and with poor habits that need changing. To them, children are never a burden 
but a blessing; their habits are never poor, but instead satisfying. 

In the villagers' view, Samia was among the best regions with potential agricultural land. 
Land availability in the region was described as abundance with scaring land waste. Good 



potential land was undeveloped within the Lake Victoria swamps. Land resources at the 
household level were not fully exploited. With a good management system such land waste 
could be minimized. The climate in Sarnia is not much to blame, as rainfall is often enough to 
offer two crops a year, with or without irrigation. 

A water source for irrigation is not a problem either. Lake Victoria can supply ample water 
for both irrigation and domestic consumption throughout the Lake Victoria basin. The lake is 
also fed by numerous streams, springs and rivers which can be utilized. These rivers have 
created extremely fertile swamp lands which is ideal for rice cultivation. With proper utilization 
of these main water resources, agriculture in Sarnia could be increased tenfold, and the food 
self-sufficiency goal could be reached. 

The village-woman demanded her culture to be respected and customs not to be attributed 
to ignorance. For example, development fanatics discourage force-feeding in Sarnia and call 
such habits as 'oppressive' and related mothers as 'ignorant'. However, some children were 
noted with good nutritional status and were adipose. In other words, feeding habits which a 
researcher may consider ignorant, are in a Sarnian women's eye practical. 

The village woman has become very sensitive about researchers' past critical stance towards 
her reproductive habit. She feels, she is being laughed at by researchers and is seen as a 
'concept' and not as a human being. She is aware that her impoverished condition is due to the 
vicious cycle of malnutrition, poverty, and disease she is trapped in. She is dissatisfied with the 
new crop varieties and the use of modem fertilizers; they make her soil 'hot'. She dislikes 
certain new food varieties; they make her overfertile. She criticizes roads; they are followed by 
strange new sexually transmitted diseases (e.g. AIDS), or roads are followed by exotic insects 
such as tsetse-fly and malaria. Roads also induce more landlessness. She is impatient with 
modem land reform of consolidation, it ensures no longer free communal land. 

The village woman believes that affluent diets cause strange diseases. She thinks modem 
infant formulas cause diarrhoea, and marasmus. Modem bottle-feeding prevents lactating 
mothers from active breast feeding and influences andlor increases prostitution. She believes 
that modem medicine makes a child delicate and susceptible to infections and dependent to 
injections or drugs. She thinks that children also pick up diseases at the health centre (e.g. 
measles), so some mothers would rather let their children die at home than take them to the local 
health centres. The village woman generally feels more secure with a traditional healer where 
her child is handled with tenderness and does not catch other diseases. 

Suggestions made from the results of our study included promotion of maternal nutrition, 
prevention of maternal diseases and the introduction of Day Care and meal programme. 
Reduction of population can be achieved through indirect means andlor by promotive as well 
voluntary usage of contraceptives. Strict measures, such as those applied by the World Bank, 
should be avoided. Birth control should not be used as a form of punishment. The concept of 
family planning should be broadened and supported with an appropriate contraceptive 
approach. 

These findings led me to ask whether the village woman would prefer a stagnating society. 
The answer was no. The village woman is fully aware that society is not static, but rather 
constantly evolving, but she resents being blamed for problems and issues that are not of her 
own making or choice. 

Asking the village woman what were wrong with current development methods and what 
she prefers to see, the general responses were 
1. That, she is fully aware that socio-economic development efforts being offered to her by 



'trial-and-error' are to her benefit. She would like to respect, participate and assist in their 
success. But the way they are done often annoys her. 

2. As long as the ill-health crisis continues, death will always be at the village woman's door 
ever taking away her little ones. The village woman still lose many children to diseases, 
poor sanitary condition and various health hazards. 

3. When death occurs, the family must struggle to meet the costs of feeding the mourners 
attending the funeral, of burial rituals and associated ceremonies. The mourning process 
may last weeks and even months. Many bereaved families often become even poorer after 
the death of a family member. The Samian burial rites, associated rituals and ceremonies, 
as a means of paying last respects to the deceased is sometimes wasteful. It was strongly 
felt that "though customs are not easy to change, wasteful habits (e.g. overspending on 
burial ceremonies) can be modified". One woman suggested that people be buried in a 
community cemetery rather than at home. This, she continued would "minimize the 
lingering of mourners in the bereaved family household weeks after death." Since burials 
in Samialand are performed at home, it prolongs grief, sad memories, mourning periods 
and drains the family of its food stores. 

4. It should be remembered that socio-economic status in an African setting is measured not 
by money, but by wealth in animals, poultry, food in store, and land. This is an African's 
bank. African sources of wealth must be protected. When death is common, these welfare 
indicators are sucked away to meet all the mourning expenses. Land, animal and chicken 
sales following a death were a common phenomenon. This financial loss drains resources 
for education, clothing, medication, and harambee contributions. 

On the contrary, customs and religion also affect food habits and the onslaught of malnutrition. 
Marasmus and kwashiorkor are still considered caused by customary taboos and superstition 
(nawi, ndagla, juok). Pork is not eaten by the Muslim Abakhenye, so pork could not even be 
sold at the local butchery. Goat's meat and certain species of fish are also unacceptable to the 
Legio-Maria religious sect. They call goat meat, satanic. Not only did the sect not eat the goat 
meat, they refused to visit households where goats were kept or where non-scaled fish were 
eaten. Christianity and Islam has transformed earlier dietary habits as well. Churches like 
Legio-Maria encourage camps where the sick undergo effective nutrition rehabilitation. 
Church followers are allowed to live in such camps where they are provided with free meals 
in exchange for physical labour in church farms. But many members cling to such churches 
because of the free food. In Samia, some church goers have adopted the belief that if their own 
actions have failed to save them from hunger, maybe faith healing will offer them solace, for 
there, they are sure of food relief, (James 2: 14-17, New Testament). 

Modernity and affluency also destabilize cultural food habits. 

4.6 Remarks 

The data for this study was obtained during a period of acute food shortage and famine. Our 
EPM results may appear to be too high yielding to a similar follow-up suggestion. However, 



a mono-seasonal study would most likely not vary much from our results nor would a study that 
simply raises the sample size be likely to provide significant different results. Judging from the 
survey results of similar studies conducted in Kenya since 1984, malnutrition exist in Kenya 
by far and large and the trend in the country has not significantly changed since the famous 
1983-85 famine. Probably an appropriate direction might a twelve-month longitudinal study 
analyzing conditions during each season, paying close attention on the timing of respective 
seasons and whether a study falls within a period of food scarcity or abundance. 



CHAPTER FIVE 

The malnutrition problems in Samia will never disappear unless 
related symptoms are tackledfiom every direction, with wisdom.. . 

- Samian PAORA discussants' opinion 



PLATE 5-1 
Mama Yeska Ogutu (Photo by K'Okul, RNO, Uramonyi village) 

Posing with her measles medicinal herbs, in the photo, also see her certificate. 

PLATE 5-2 
Ogutu's son is preparing medicinal herbs for measles' treatment (Photo by K'(: 
village) 

RNO, U1 



5 THE BASIC CAUSES OF 
MALNUTRITION 

This chapter will try to answer the basic questions why EPM exists in its present form. It also 
opens up avenues for critical thinking about malnutrition. The chapter is divided into five parts. 
The first part introduces us to the local concept of malnutrition; the second part describes five 
endemic community diseases that greatly influence malnutrition among mothers and children; 
the third part provides supplementary reasons for malnutrition; and finally, we picked on an 
example of a donor support programme, critically looked at how it is designed to manage some 
of the above disorders through designed community programmes. 

5.1 Perspectives of cultural marasmus [chira] and 
kwashiorkor [akuodi] 

5.1.1 Cultural chira 

In order to understand the basic causes of malnutrition, we must first understand how the 
Abasamians culturally conceptualize malnutritional marasmus and kwashiorkor. We shall use 
one Musarnia mother, Mama Yeska Ogutu as representative. Mama Yeska Ogutu, a 37 year old, 
mother of six children, a traditional birth attendant (traditional gynaecologist), a child disease 
expert (traditionalpaediatrician), a healer (traditional doctor), a cultural tuo nundu (measles) 
expert and a healer of various cultural ailments (tuberculosis, stomach-ache and diarrhoea, 
chira to akuodi), offered most insightful information about malnutrition's cultural conception. 

Chira (marasmus), in Ogutu's view, is a disease resulting from punishment by breaking 
cultural kwer (norms). 'Norm' broken is referred to as the muma (taboo). In this setting, chira 
is not associated with food, though it is usually treated with food when it inflicts a patient. 

According to Ogutu, to praise a child as 'fat' is considered a taboo and bewitchment. Because 
fatness is a sign of good health. While thinness and grave body wasting, as often seen in 
marasmic children, is treated as a sign of sickness or bewitchment. Such ailments are often 
believed to result from breaking a taboo (kwer) in one's community or clan, which the 
Abasamia interpret as chira. 

The modem medicine describe chii-a as marasmus, interpreted as an acute starvation 
disorder in small children, fed on a qualitative diet grossly deficient in energy to fill the 
requirements of a rapidly growing child. Ogutu detests this concept of the malady. Chira, by 



her traditional knowledge, has no connection with hunger. It is never accompanied by wasting 
from food shortages nor is it restricted to only children but attacks even adults. 

Central aspects of cultural chira include the following: 
1. When kwer (a cultural norm) is broken challenging tradition. For example, if during 

negotiations over a piece of land, a quarrel or fight breaks out, one is never allowed to 
threaten his opponent by digging the soil with a hoe. This earth breaking is muma (a taboo). 
Any aftermath of ill-luck, ailments or death would be associated with the previously broken 
cultural norm. 

2. If two breast-feeding mothers wrestle chest-to-chest in a fight their nursing babies will 
develop chira. 

3. If two mothers are quarrelling and one of them breaks a gourd of milk in front of the other, 
any member of her lineage, might then develop chira. 

4. The same calamity will befall a mother who suddenly strips herself naked before a mature 
son or daughter or a man during a fight. 

5. And the same if a lactating mother shows her breasts or genitalia to a grown son because 
of a wrongdoing. 

6. Incest is taboo, for instance a father seduces a daughter, the mother seduces a son, or a 
brother, his sister. 

7. If a son and daughter perform parental roles in the household this is taboo. Traditionally, 
certain responsibilities must be fulfilled by the parents, for instance a son should not bear 
the burden of repairing or constructing the parents' house or fencing their homestead while 
the father is still alive. 

8. Grown-up children are not allowed to enter the mother's sleeping room if she has not 
reached menopause or sleep or sit on the parents' bed. 

9. A son or a daughter, once married, are not allowed to plant the first seeds in the soil during 
the planting season, to be the first to break the 'barren' land, or to be the first to eat the new 
year's harvest. 

These taboos form part of the strong cultural kweche (norms). Norms associated with seasonal 
seed planting (golo koth-mahiga), seasonal ploughing (golo pur), seasonal harvesting (chako 
keyo), seasonal eating (chamo mahiga) are highly ritualized. The late Paulo Mboya, in his two 
books, Chira ernu kelo richo (1978)' and Luo kitgi gi timbegi (1938)2 explains these Mama 
Ogutu's views in details. According to Mboya, 

"chira has increased significantly in the contemporary society; even inducing deteriorating 

weathercatastrophes, widespread famines, hunger.. ." [Mboyaassociates the whole cataclysm 

with human bewitchment. He argues that], "the modem people are irresponsible and do not 

respect or obey their kweche (cultural norms); rapid social change is the main cause, moving 

society away from customary norms; the art of rain-making, traditional bumper harvest rituals, 

etc. Taboos have increased. The modem person does not today respect cultural norms and 

related laws, hence increased high crimerates, prostitution, rapes and incest, induced abortions 

and abnormal still-births. Prostitution was a serious taboo, and virginity was retained until a 

woman was married. [Suchnew emergingdis-eases led Mboya to the dramatic conclusion that] 

". . . all these things happen today because our society has become increasingly loose, without 

roots or customs." 



These Ogutul Mboya views were expressed as well in many Samian households, and chira was 
considered by the villagers to be a term deeply misunderstood in Samia. 

5.1.2 Cultural akuodi 

The modem medicine classify cultural akuodi as kwashiorkor. Kwashiorkor is a term derived 
from the Gha language (Ghana) as a severe disorder of young children caused by chronic 
deficiency of protein and calories in the diet, and, characterized by stunted growth, edema, and 
protuberant belly. 

Unlike chira, which is strongly associated with cultural taboos and related norms, Ogutu 
associates cultural akuodi with nawi, (sorcery, superstition or witchcraft). Ogutu states that 
akuodi has traditionally nothing to do with food monotony or inadequacy or chronically 
deficient diet. 

She sees the world in superstitious and mystical mode. According to her akuodi arises in one 
of the following ways: 
1. A sorcerer (ianawi), witch (iandagla) or a medicine man (iabilo) puts or buries a 

destructive charm (nawi, ndagla or bilo) on the footpath of an enemy or a person he wishes 
to bewitch, kill, harm or bring ill-luck to. 

2. Akuodi dis-ease can also be inherited. The offspring of a person who was once a sorcerer, 
witch, or a destructive medicine man might inherit akuodi as a punishment for the previous 
'misdeeds', and superstition within that lineage. A child might also inherit themisfortune L 

if a family member once died from akuodi. Ogutu explains that it is not necessarily that ,q. 
charm can harm the person for whom it is intended. If a charm finds that target person 
harmless, innocent andlor without a protective 'charm' (bind ritruok), it may return to the 
owner, the child of that owner, or any other member of that lineage. The accompanying 
disorder is associated with a disease that severely wastes the body, thins the legs, andlor 
swells the feet with edema . . . [apparently Ogutu here refers to kwashiorkor]. This may 
affect anybody, be it an adult, or a child. 

The two basic concepts applicable to the occurrence and prevention of akuodi are beliefs in 
animism and animatism (Odhalo, 1972: 694-701): 

Animism is a belief in the existence of spiritual force, living souls and demons which work 
with the divine powers of ghosts or ancestral spirits (jochiende). Such spirits may inhabit both 
the animate (living) and inanimate (non-living) worlds and are often associated with misfortu- 
ne, destruction or luck. They can perform other special tasks as directed, for instance, if an 
inanimate destructive charm (ndagla) is buried under a foot-path where the victim follows, a 
case of misfortune such as a child's or an adult's feet swelling with edema (akuodi) may ensue. 

Animatism, thus, the power with which the inanimate destructive charm works. It is based 
on a belief that inanimate things (non-living material being) have consciousness or personality 
to work as they are ordered. For instance an object (rotten egg), plant (herb) or animal (sacred) 
as a source of energy from which the sorcerer (ianawi, jandagla, orjabilo) or charlatan (jajuok) 
taps his power in order to inflict harm on others. Nawi, ndagla or bilo will enter the body, create 
difficulties, result in akuodi and gradually weaken immunity, ultimately killing the patient this 
way, if the curse is not reversed. It is for this purpose that fauna and flora (herbs) are applied 
as therapeutic treatment, especially for akuodi. For both chira or akuodi treatments, herbs are 
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never used alone without food. Usually porridge, or a soup/sauce of meat, chicken or fish is used 
in the nutrition rehabilitation process. 

The belief in and practice of animism and animutism is, therefore, an important cultural 
explanation for preventive and curative therapy for akuodi. This is why, when a child or an adult 
develops akuodi, parents or relatives must first visit a traditional healer and be treated or given 
protective channs (yadh-ndaala), believing that the patient may have been bewitched. A child 
suffering from severe stomach discomfort is first taken to a food-poisoning expert, on the belief 
that child's food must have been bewitched by an evil-eyed witch (ebikhokho). People in Samia 
still live in fear of witchcraft and superstition. 

5.1.3 Treatment of chira and akuodi 

The treatment of chira and akuodi have their own herbs respectively. For instance, oriang 
(Acacia hockii) is the kwashiorkor manyasi among the Abasamia. An infusion prepared from 
its roots is added to meat and given to bewitched patients. Pounded leaves and buds are mixed 
with ghee and rubbed or tied on an abscess or edema (tong-juok). Boiled leaves are also given 
to children suffering from ledho (kwashio-marasmus), a disease described to weaken children 
when they are beginning to walk. 

Aneilema aequinoctiale and Antidesma membranaceum are infusions given to children as 
a remedy for kwashiorkor. Croton sylvaticus leaves are used to wash the body swelled by 
kwashiorkor. 

Samian sorcerers (ajuoge), when healing with either manyasi or yadh-ndagla, always 
practice force-nutritional rehabilitation, usually of mix herbal medicine in a huge calabash full 
of porridge, and the patient is forced to drink all. Such patients were also recommended to eat 
well, usually on part of the normal household diet. Healers sometimes often put them on a 
special diet. Such nutritionally rehabilitated patients were often recommended to reside with 
the healers, who would monitor their diet as they underwent nutritional rehabilitation. 

5.2 The five basic endemic disorders 

The five basic endemic community diseases that greatly influence energy-protein malnutrition 
(EPM) in Samia are parasitic helminth, malaria, measles, diarrhoea and malnutrition. They 
cause as well vulnerability to other infections. 

5.2.1 Parasitic helminth 

Parasitic helminth is a basic cause of anaemia in Samia. Anaemia was among the top 
community diseases, though it was not easy to detect whether it was directly influenced by 
parasitic helminths per se. 

According to the area's previous health inventory report by the Sio-Port health unit team 



(Robi et al, 1982: 49), out of 246 children examined at the health centre, 69 (28 %) were 
suffering from intestinal worms. The types of worms found were categorized in Table 5.2.1. 
When the same team, however, went into the community to diagnose pre-school children, the 
number with Askaris and Taenia rose from 13 % to 53 %. 

The implication was that most parasitic infections are still unidentified at the community 
level, as mothers rarely report them to the health centre. The anaemia associated with parasitic 
helminths is primarily due to poor sanitary and living conditions. 

TABLE 5.2.1 
Type of intestinal worm infestation detected through laboratory examination at Sio-Port Health Centre 
among Ck.5 year old children in % (From Robi, J., et al., 1982) No: 246 children 

m Number of Percentage 
5s affected 

With paras i t ic  helminth 69 28.0 . Aacnris (red with pointed ends) 31 12.6 . Taenin anginate 3 1 .2  . BooLMrm 21 8.5 . Schisrosomn menaoni 1 0.4 
. Trichuria- crichuris 12 4.9 . Cinrdin lurebria 1 0.4 

Without paras i t ic  helminth 177 72.0 

Total 246 100.0 

Parasitic infestation and schistosomiasis are prevalent in Samia and contribute to poor 
nutritional status among mothers and children of all categories. UNICEF (1986) reports that 
among those with constant large parasite loads, as in Sarnia, twenty intestinal roundworms 
(Ascaris) will consume 2.8 grams of carbohydrate a day and can eat up to 10 % of a child's total 
energy intake. Such a helminthic child, even if well-fed, will be continually anaemic. 
Hookworm amongst pregnant mothers will increase the risk of anaemia and low birth-weights 
by ten times, (see e.g. Sanders & Carver, 1985: 23-24). 

5.2.2 Malaria 

Malaria is a major killer disease and also a primary cause of anaemia. Malaria severely 
aggravate the state of undernutrition, and was the cause of most anaemic conditions among pre- 
school children in Samia. Malaria was not confined to any specific demographic category. 



TABLE 5.2.2 
Malarial epidemiology by type and area (From Roberts, J.M.D., 1974) 

Classification/degree Spleen rate Area 
age 2-9 

(1) Endemic 
- holoendemic > 75% Coast Province, coastal area; Tana River, 

Kano Plains, Taveta 
- hyperendemic 50-74% Kakaqa. Bungoma, Busia; 

Simba hills (Coast) 
- mesoendemic 10-49% Machakos, Kitui, Thika; parts of Western 

Province. Muranga and Embu below 1,300 m 
- hypoendemic < 10% kru, Pokot, Samburu. Isiolo. Baringo 

(2) Epidemic Variable Highland over 1,600 m with high rainfall 
and dry areas with exceptional rainfall: 
Haasailand. Nandi. Kericho. Kisii, Eastern 
Kitui, Londiani, Elgeyo 

(3) No transmission None At altitudes over 2,000 m: Aberdares, 
(sometimes anophel ism Ht. Kenya, Ht. Elgon (forest. moorland. 
without malaria) plateau). Hyeri . 

A previous malaria study in Kenya (Roberts, (1974: 307), classified the Busia District as 
generally hyperendemic (Table 5.2.1). The difficulty associated with controlling malaria has 
been that the parasite can stay in the blood for years. There are four common malarial parasites 
transmitted by anopheles mosquitoes; funetus, malariae, vivax, falciparum and gambiae 
species. Plasmodium falciparum is by far the most common malaria parasite, affecting 80 to 
85 % of the population, and can remain in the blood, liver or brain for 20 and 36 months. 
Plasmodiunz malariae, affects 10-15 % and can stay in the blood as long as 17 years, and 
plasmodium vivax will persist for as long as 3 years. Plasmodium ovale can stay in blood up 
to 4 years. Because of the apparent difficulty in removing the malarial parasite from the body, 
most Samian children are perpetually malarial anaemic. Repeated malarial attacks exacerbates 
the viscious cycle of anaemia. The interaction between energy protein malnutrition (EPM), 
malaria and parasitic helminth simply ensure a permanent anaemic condition. 

Three steps were suggested to deal with malaria; first, to control the breeding and spread of 
malarial mosquitos; second, to remove plasmodium parasites from the body; and third, to 
develop an effective malarial vaccine. 

5.2.3 Measles 

Measles is another major killer disease. Measles affected mostly the age groups between 12 and 
36 months. Probably because at this age, children tend to be more exploratory and roam the 
unhealthy Abasamian environment, exposing themselves to the measles virus. Such a situation 
is not possible among infants of 0 to 8 months, because (a) At this age, infants are still protected 
against various micro-organisms by antibodies transferred into them via the placenta. Such 
antibodies should protect the infant against measles for nearly 8 months after birth; (b) Infants 
of this age are also confined to the homestead or are under the mother's protection, andlor 
guarded on the backs of their nurses most of the time. (c) Before or immediately after the eighth 
month, many rural children are usually exposed to the measles virus due to poor environmental 



conditions and improper child care. (d) The health centre is an important source of contagion. 
(Also see, Margaret Cameron & Yngve Hofvander, 1983: 87: Leeuwenburg, J. etal., 1984: 88). 

"Most mothers claimed measles attacked their children shortly after having attended the 
Sio-Port health centre. It affected mainly the children's nose and throat. A characteristic dusky- 
dark blotchy rash appears on the third or fourth day, beginning on the face, and becoming 
generalized over the body approximately 11 days after infection. This latter stage lasts 4 to 7 
days. It is the rash that is highly dangerous to achild's nutritional status, particularly if it spreads 
to the tongue and throat. Such infection requires a child to have nutritional rehabilitation. The 
accompanying dehydration is considered particularly dangerous" - explains Mama Ogutu. 

Causes of measles are complex. In Samia measles patients were mostly treated at home using 
traditional medicinal herbs, as shown in Plates 5-1,2. According to Ogutu, 

"When aperson dies, the body remains buried in the ground. But the soul will escape the body 

into the underworld and join other ancestors to form a ghostly world. The underworld ghosts 

are highly superstitious, and may occasionally come into the upper world by way of the lake 

and roam the villages. Nundu (measles) is one of the underworld ghost superstition which they 

often perform to those homes, villages or communities whom they dislike, or to those children 

they want to join their underworld community." 

FIG. 5.2.3 
Chart of the traditional Luo universe (Ocholla-Ayayo, 1976) 

Odier O c h m  
(Mid-day) 

Odiowuor or 
Dier Otieno 
(midntqht) 

Note: In Chapter 3, it was explained historically how the Luo and the Abasamia have been greatly 
influenced by affiliation. The Luo and the Abasamian philosophical way of conceiving the world is thus 
related after many years of affiliation. Mythologies may differ slightly and the way each tribe explains 
its perspectives. Nonetheless, both conceive of life as a continuity. 



Thus, tuo nundu (measles) is usually said to be a ghostly disease tossed about by moving wind. 
As Ogutu puts it: "Nundu, as a disease, is spread by under-world ghosts that talks and who even 
chooses homes and enemies they wish to bewitch. That is why, when measles attacks, it does 
not affect every child. Such underworld diseases are highly dehydrating and easily spreads 
upon attack. This is why it is not safe to take children to the health centre during the measles 
outbreak." Ogutu herself conceives of life as a continuum. The dead as 'alive' and may come 
back at night, usually in the early hours of the night to visit hisher gweng (old village) or gunda 
(old home) or simply to roam the upper world. Such ghosts are believed to return to the 
underworld by way of a sea or lake in the early hours of the morning (kogwen) before the break 
of dawn, but leaving behind disease to those they would like to harm. 

The philosophical way of constructing the world in ghostly terms, as Ogutu does, is not 
unique. It is also common among the Luos of Western Kenya. Ocholla-Ayayo (1976: 172) 
illustrates the idea through the diagram in Fig. 5.2.3. The figure thus helps us to understand 
Ogutu's perspective. 

This view is important in that it explains fundamental beliefs in animism and animatism. It 
is of further interest, because it explains the way measles is contracted and treated in traditional 
way. Ogutu uses a varieties of cultural herbs (rnanya~i)~ which she imports or gathers from all 
walks of life. For instance, she talked of: 
1. Bwar (Ocimum basilicum), is a Samian herb. The vapour from boiling its leaves and 

branches is inhaled for the treatment of both nasal and bronchial catarrh during a measles 
attacks. 

2. Mnikya or yago (Kigelia africana), a Luhya or Luo herb. Any beer made from its sausage- 
shaped fruit was described as an excellent cure for measles. The measles-afflicted child, 
if washed with this beer, then covered tightly in bed, will sweat out the measles. 

3. Mukua (Lighqootia abyssinica), a Kamba herb. Its roots are dug out and washed, and then 
the extract is used in curing measles. 

4. Maiya (Plectranthus cylinraceus), a kamba herb. Its leaves are pounded and soaked in 
warm water, used for bathing babies suffering from measles. 

5. Sunga (Launaea cornuta), a Coastal Swahili herb, is first boiled and then the brew is used 
to wash the infected body. 

6. Miseri (Ocotea usamarensis), a Tanzanian Chagga herb. Its bark is pounded on a grinding- 
stone or in a vase, then a little water is added, and the paste is applied to measles rashes and 
other swollen glands in the throat. The inner bark may be further pulverized, mixed with 
Myrica salifolia and Brucea, and taken in fish or meat stewlsoup as aremedy for abscesses, 
whooping cough, measles and other swellings. 

In short, although causes and treatment of measles look complex from the cultural perspectives, 
children who suffer from measles often die because of a weakened immunity due to poor 
nutritional status and deficient diet. Their lives could well have been saved had they been given 
proper diets and nutrition rehabilitation in the first place. A well-fed child contracts measles less 
frequently. 



5.2.4 Diarrhoea 

Diarrhoea is another major killer disease. The interaction between EPM, malaria, measles and 
diarrhoea induces the wicked cycle of disease. Diarrhoea is usually the underlying cause of low 
weight gain. Diarrhoea, however, is not a diseaseper se. It is simply a symptomatic of aproblem 
in the gastro-intestinal tract of a child or an adult. 

In Samia, diarrhoea often results from the interaction of undernutrition, air-borne diseases, 
sanitary related disorders and inhygiene. Oral rehydration salts solution (ORS), as UNICEF 
(1989:8) and London School of Tropical Hygiene recommends is greatly emphasized. 
However, this is not always a sufficient antidote for diarrhoea. ORS oralite, often given to assist 
rapid restoration of the salt and water to the body though appear helpful, only alleviates a 
situation that remains permanently rooted in the patient. It is now a common awareness that the 
ORS approach alone cannot tackle the underlying cause of the disorder. 

An average child's weight loss and diarrhoeal attacks a year depend on circumstantial living 
conditions. The treatment for diarrhoea in Samia is illustrated in Plates 5.2.4-1,2,3,4 and 5. 
Thus a diarrhoeal child will: First, be diagnosed for clinical malnutritional signs and malnou- 
rishment. If severely malnourished, the child may be referred to the Nangina nutrition 
rehabilitation centre. Second, immediately prescribed ORS. Third, a mother will be encouraged 
to breast feed as long as possible. Fourth, a mother will be at the same time persuaded to start 
family planning. This approach closely follows the UNICEF's GOB1 strategy: growth 
monitoring, use of oralyte, promotion of breast feeding, immunization against infectious 
diseases, nutrition education and family planning. 

However, malnourished diarrhoeal cases I noticed at the Nangina NRC were characterized 
by hyperactivity, impulsiveness, inattentiveness, and motor clumsiness, with probable brain 
damage which the existing inferior medical techniques could not detect. Interviewing one 
medical worker about solutions to such intensely malnourished children, his suggestion was 
that "food first by rehabilitating them, then avert hunger from their parents' household." Such 
EPM soft sign symptoms are, in my opinion, due to neglect and the adoption of inappropriate 
development strategies. 



PLATE 5.2.4 
How the health centre copes with malnutrition and child diarrhoea 

Plate 5.2.4-1 A child suffering from 
cultural kwashiorkor (akuodi), and di- 
arrhea first has his growth monitored and 
recorded on the child health card. The 
mother is advised to use oralyte, asked 
whether she is breast feeding and whet- 
her the child has been immunised against 
infectious diseases as recommended un- 
der UNICEF's GOB1 
-A UMCEFposterused for PHC educa- 
tion, Sio-Port health centre, 1984. 

Plate 5.2.4-2 Diarrhea is first treated By 
giving Oralyte 
-Photo: TALC, Institute of child health 
London 

Plate 5.2.4-3 Mother is advised to conti- 
nue the treatment at home until the diarr- 
hea disappears. If oralyte is not availab- 
le, the medical worker will recommend 
the useof a sugar and salt solution stirred 
in water using a glass, calabash or bowl. 
Measurement should be as shown abo- 
ve. 
-Photo: TALC, Institute of child health 
London 



Plate 5.2.4-4 Cultural akuodi in children between 1984-89 was treated by referring the mother and child 
to the Nangina nutrition rehabilitation unit. 
-Poster: TALC, hstitule of Child health, London 

PLATE 5.2.4-5 
A mother is advised to practice combined family planning and nutrition rehabilitation methods in 
combating malnutrition (Photo by K'Okul, RNO, Sio-Port health centre) 

A family planning promoter privately convin- 
ces a mother of the advantages in delaying 
maternal delivery capacity by swallowingpills, 
using an intra-uterine device, or protective 
sheath. 
-Photo taken by author, Sio-Port Health Centre 



5.2.5 Malnutrition as a cause of vulnerability to infectious diseases 

An undernourished child is like a house in which termites have eaten all the internal supporting 
structures. Such a child, may look good to an observer's eye and may stand up during the 
famine, but when an infectious disease (e.g. measles) attacks, herthis health will collapse and 
the child will die. Some Sio-Port health centre medical workers argued that a pre-school child 
will automatically become resistant to many infections such as measles after reaching the age 
of five years. But villagers on the other hand argued that such resistance is only possible with 
proper and reliable nutritional habits. A child does not simply escape disease or malnutrition 
because of age! Even in adolescence or adulthood, nutritional marasmus can kill. 

The complex interaction of an airborne disease and malnutrition is epitomized in cancrum 
oris or noma: i.e., severe ulcers of the mouth leading to gangrenous stomatitis in debilitated 
children. This horrible affliction is frequently a complication of measles or other severe 
infections and is associated with undernutrition. Although it didn't appear in our community 
data, xerophthalmic cases with Vitamin A deficiencies were noticed among some pre-school 
children at the village level mobile clinic. Tuberculosis is also existed and more severe among 
members of undernourished households. This did not, however, appear in our community data, 
nor did it rank among the top 10 health centre disorders. 

5.3 Merging the complex problems 

5.3.1 Inadequate food intakes 

The causes of malnutrition are both internal and external. I will now try to bring these complex 
factors together. 

Inadequate food intake can be grouped into two broad categories; (a) as caused by 
environmental conditions associated with the SPEC complex (Chapters 2-4); and (b) caused 
by impaired absorption and increased nutrient loss from the body as influenced by disorders 
discussed immediately above. 

We may further divide the causes for inadequate food intake into the following four sub- 
headings: (a) food inavailability; (b) pressure on the dietary pot; (c) water shortage; and (d) 
fuelwood shortage. 

5.3.1 .l Food inavailability 

Factors influencing inadequate food intake are presented in Chapter 4. The result was that food 
availability is curtailed at the household level, however food is plentiful in the local markets. 
In Samian households, the food consumption pattern was either incomplete or complete. Asked 
whether households had food in store, 23 % and 35 % of the households in Bujuanga and 
Busembe respectively answered 'Yes'; 15 % and 22 % answered 'Little'; while 62 % and 43 
% of the households answered 'No'. The majority were dependent entirely on marketed 
foodstuffs. The income level of most households was generally low. So, the majority were 
unable to buy commercial food. 



The immediate cause of food inavailability was insufficient production. Drought was readily 
blamed. Climate aside, others mentioned problems connected with the use of rudimentary farm 
implements such as the hoe, lack of capital, supportive means for an improved system, of 
technical know-how and skills, and of appropriate technology to manage and irrigate swamp 
lands. 

The lack of money hindering ploughing was of critical concern. Among households whose 
male heads were away working, the majority sent home between Kshs 50 and 200 a month. 
Some only upon return after many months, brought clothing and other gifts to the family. Food 
alone in Samiarequire between Kshs 600 and Kshs 2000, depending on the size of a household, 
which means, the sum sent home by migrant workers was not enough for proper food habit. 
When migrant workers were asked why they sent back so little money for support, they 
answered that 

"The wages they get were not enough even for their own survival in the urban area or city. They 

are underpaid to that extent that they are even unable to afford the payment of their own rents, 

transportation, and day-to-day food." 

Although Samia is considered a fishing community, the numbers involved in actual fishing 
were, according to the fishermen themselves, as follows: 

TABLE 5.3.1.1 
Number of permanent fishermen in Sio-Port region, 1984* 

Nama o f  Type1 Boat capacity Total 
bench No. of ( f i s h a n a n  no. of 

boate pot boat) fishermen 
Small Medium Large 

Nasonga 8 
Bujunngn 4 

6 
h l o k o m n  - 10 
Busf jo 2 
Busembe 5 
Bumbe 6 
External 4 

* Based on an interview with fishermen from Bujuanga and Busembe beaches 

The number involved in actual fishing was by any standards rather low. None of the fishermen 
had a large boat, or a boat with an engine. Fishing was dominated mainly by immigrants and 
youths who had left school prematurely. Most of the latter category spent their money on 
luxuries and beer drinking. 

5.3.1.2 Pressure on the dietary pot 

Undernutrition was also attributed to a large extent to pressure exerted on the dietary pot. The 
majority of the households were medium and large sized simply because of kinship connection. 
Some households were unable to feed themselves, because of associated sudden visitors, 
siblings and relatives, even if the nuclear family may have been small. The relationships in the 
kinship system was described in the following manner: 



TABLE 5.3.1.2 
Showing Kinship network (i.e. relatives, extended family relation, siblings) 
Name of relative Father's side Mother's side 

- Aunt 
- Gncle 
- cou5Fp 
- Grandrother 
- Grandfather 
- Great-uncle 
- Great-aunt 
- Great-grandson 

Senje 
Papa 
Omwana wefu 
Kukhu 
Kuka 
Kuka 
Kukhu 
Nambunda 

Mama 
Wotsa 
Mufyala 
Kukhu 
Kuka 
Kuka 
Kukhu 
Nambunda 

Brother's side Sister's side 

- Niece Omusenjetsana Omwiwa 
(by man's sister) (by uuman's brother) 
Omwana wanje Omwana wanje 
(by man's brother) (by woman's sister) 

- Nephew Omusenjetsa Omviwa 
(by man's sister) (by aoman's brother) 
Omwana wanje Omwana wan j e 
(by man's brother) (by -'a sister) 

According to the kinship relations presented in Table 5.3.1.2, all types of cousins in Samia are 
called omwana wefu. Even if afamily dates back a century, each generation has its own omwana 
wefu, relationships resembling that of a brother or sister. This familiarity and mutual respon- 
sibility also apply to a certain degree to aunts, uncles, nieces and nephews. It is no wonder that 
the children of affluent families all over Luhyaland call distant relatives or family friends aunty, 
uncle, or cousin. This is because among the Luhya, children are introduced to the idea that any 
unfamiliar visitor is a relative, but in most cases they are aunts or uncles. In the Abasamian 
culture, a relative has a right to go, request stay with a relative and demand food, shelter, 
clothing, medication and education, as long as he or he is part of the lineage. 

This way, many households hosted such relatives. The most affected were the average and 
well-to-do families. For instance, in one wealthy Mukenyen household in Busijo, the husband, 
his five wives, and their children and grand-children numbered 3 1. But during our interview, 
the number recorded in that household was 69 persons. Each woman had a number of relatives, 
and the husband hosted siblings. Some relatives had brought children along with them. All the 
relatives in this household had come from Uganda. That same Mukhenye household head 
reported having lost 14 of his own children from nutritional kwashiorkor (akuodi). Two of his 
pre-school children had clinical nutritional kwashiorkor and were undergoing nutrition 
rehabilitation. This same household head asked us: "Why are my children dying from 
kwashiorkor despite my wealth and food abundance?" 

In that same household, although the head was regarded as wealthy, food was cooked as in 
a 'school kitchen' and members led almost a boarding school lifestyle. To my surprise, all the 
adults and female relatives were adipose and had robust health. Their fine health implied that 
food was available and adequate at that household level, but was obviously not well organized 
or distributed. 

However, the Abasamians we spoke with, including the above Abakhenye family, felt that 
kinship network is important and should not be criticized, for it is the foundation on which a 
people's base lies. 

Polygamy was commonly practised. Dietary habits in such households are very complex. 
Women must mother all children in the household, irrespective of whether they are her own. 
Such customs, however, may present serious danger. Food withholding can be common, 



particularly where poverty is the rule. A woman may not recognize or want to offer scarce food 
to another woman's child. 

Witchcraft particularly food poisoning was common. This was often held as the reason for 
food withholding, particularly where a food poisoner (evil-eye witch) exists. 

Religious piety was common. Poverty was forcing many families to join various denomi- 
nations. A bereaved church- going family may also get church assistance. Because of such 
assistance, some religious addicts were spending most of their time at church while neglecting 
their own gardens. Such households were reported as permanently food-deficient. Those who 
only attend the church but give no offerings were not recognized as real church members and 
were discriminated against. This made some change denominations from one to another. In 
other words, poverty, to the extent that one cannot afford church contributions, also excludes 
participants from membership recognition. 

5.3.2 Disorders impairing food absorption, increasing nutrient loss 

These basic disorders have been discussed under section 5.2. We shall therefore only classify 
the disorders into four sub-categories; hereditary diseases, poor environment and hygiene, and 
childhood and maternal-specific disorders. 

(i) Hereditary diseases 
Sickle-cell anaemia (or drepanocyte) due to abnormal haemoglobin (HbS), which can cause 
blockage of capillaries - was detected as an hereditary disease in one household. This case was 
detected in Busembe. Both the mother and the father suffered from the same disorder, and so 
were to other children. Sickle-cell anaemia can easily have crippling or fatal effects on the body, 
if not controlled. Iron supplements for such a patient is therefore recommended, advised Sio- 
Port health centre field nutritional assistant, (see Plate 4.4.4). 

(ii) Environmental and sanitary-related diseases 
From this work, it is clear that the region has a long way to go before disease and mortality 
resulting from the environment can be reduced. The pattern of environmental risks can be 
summarized as follows: 

TABLE 5.3.2 
Disease category in Sarnia 
Category Exangle of 
of disorders assoc fated d iseases 

1. Faeca l-ora l Cholera, hepatitis, 
(water-borne or water-washed) diarrhoea, vague abdominal 

2. Water-washed 
a Skin and eye infections Trachm, scabies 
b{ Other Louse-borne, fever 

3. Wa ter-borne 
a) Penetrating skin Schistosomiasis 

Isnail) 
b) lngested .through mouth Guinea-worm 

4. Water-related fnsect vectors 
b) Breeding in water Malaria 

(Anopheles mos uito) 
5.Enviromnta l relatA fnsect vector 

a) Biting in the bush/ shrub Trypanosomiasis 
(Tsetsef ly) 



5.4 Lessons from a donor support programme 

5.4.1 Introduction 

This section will specifically discuss what the Kenya-Finland cooperation (KEFINCO) 
programmes currently do in rural Western Kenya. Finland is one of those industrialized nations 
that approved the United Nations international development strategy to direct 0.7 % of their 
gross national product to official development aid. Consequently, the Finnish official develop- 
ment assistance (ODA) has been one of the fastest among the Organisation for Economic Co- 
operation and Development (OECD) countries during the 80s. In 1989 the Finnish ODA 
reached the GNP-ratio of 0.63, (FINNIDA annual report to OECDIDAC, 11.90). The current 
Finnish annual aidflow to Kenya is within 80 million FWI (Kshs 320 million). Finnish aid grew 
to 90millionFIM (Kshs. 360million) in 1989, and to about 100million FIM (Kshs. 500million) 
in 1990. The Finnish bilateral assistance to Kenya is in grant form, (FINNIDA annual report 
to OECDPAC, 11.90; The Weekly Review, 1988, September 9: 33-41). 

The general objective of the Finnish aid contribution to Kenya is to assist efforts towards the 
achievement of economic and social development and economic self-reliance, with the rural 
population as a special target group. 90 % of its development aid programmes go to rural 
development. Such a policy coincides well with Kenya's focus on rural development, (see 
ROK, 1983e). 

During the 1980s, the Finnish grant for development assistance in Kenya was increased from 
FIM 45.6 million to FIM 108.1 million by 1989 (FINNIDA report to OECDDAC, 11. 1990: 
12). The two main programmes discussed below are the Kenya-Finland rural water supply 
programme (KEFI-RWSP) and the Kenya-Finland primary health care programme (KEFI- 
PHCP). 

5.4.2 Case: FINNIDA Projects 

(i) Kenya-Finland Rural Water Supply Programme (KEFI-RWSP): As was indicated in 
chapters 2 to 4, water shortages still greatly affect food habits in the Samian households. This 
donor support programme was intended to alleviate the water situation. 

The programme was started in rural Western Kenya in 198 1. It was intended for an area with 
a selected target population of 810,000. The programme's targeted territory covers parts of 
Kakamega, Bungoma, Busia and Siaya Districts. Samia falls within that area in the Busia 
District. 

The programme's main objective was to supply the target regions with safe water within 
reasonable walking distance of residents by the year 2005. The population in the region is 
expected to be 1.7 million by the year 2005, given an annual growth rates of 3.4 %, 4-4.5 %4. 

By that time, KEFI-RWSP will have provided the population with 7,180 protected wells and 
1,400 protected springs for every 200people per source within a 1 km radius of the supply point. 
The remainder of that population will hopefully be provided for by the Kenyan government 
under separate programmes. By December 3 1, 1990 the programme had supplied altogether 
about 3,000 water points, and rehabilitated close to 10 piped water systems. 



Until 1984, the government of Kenya was supplying at least 19 % of the population with 
piped water. These facilities, combined with the Finnish water programme, indicate that half 
the population will be supplied with safe water by the turn of this century, provided that parallel 
piped water systems are still in operation, (see e.g. ROK, 1983d; ROKIUNICEF, 1984). 

The KEFI-RWSP's policies primarily emphasize exploration and exploitation of ground 
water opportunities. Phase I (198 1-85) of the project conducted exploration of underground 
water sources and monitored the water quality. Instructions on the use of hand-pumps, 
maintenance and revenue collection for the wells were provided. Approximately 730 hand- 
pump wells and protected springs were constructed, and four piped water schemes were 
rehabilitated supplying approximately 160,000 people. 

Phase I1 (1986-88) of the project strove to provide an additional 340,000 people of Siaya, 
Kakamega, Bungoma and Busia with safe water supply through the construction of approxi- 
mately 1,600 new water supply points and the rehabilitation of approximately 7-9 existing 
piped water schemes. KEFI-RWSP is also experimenting with the installation of solar panels 
to generate supply power for the Chwele piped water scheme. KEFI-RWSP also uses solar 
panels for borehole water supply. Bumala B in the Busia District is a good working example 
of this. The main task throughout phases I & I1 has been to find ways of involving local 
communities in construction, operation and maintenance of new facilities through intensive 
community participation and training. Possibilities as to how handpumps could be produced 
locally, rather than importing them from abroad, has been part of the Kenyans' concern. Of the 
730 handpumps installed during Phase I, about 640 were Finnish-made (Nira AF 85), 88 were 
Kenyan (India MK I1 and Afridev), 1 was Dutch (Volanta) and 1 French (Vegnet). The major 
problems with Finnish made handpumps, the Nira AF 85, during the first two phases were that, 
they were not adaptable to local severe droughts and were operating at a maximum of only 12- 
15 water depth; often broke down; and were designed mainly for shallow-wells. The Finnish 
manufacturer, Vammala Konepaja Oy, designed a new product during Phase I11 called the Nira 
AF 2000 for deep-wells which is now expected to resist local conditions and can pump water. 
According to the endurance tests, Nira AF 2000 can now pump water up to 65 metres water 
depth. Further experiments are still being conducted. Local arrangements for its distribution 
within the country has been as well arranged in Nairobi with the Aquatech Industrial Limited.5 
Also, because of apparent difficulties in importing handpumps, KEFI-RWSP meanwhile 
support local production of handpumps by placing orders with WECO in Kakamega (a SIDA 
supported project) for the India Mark I1 pump. This has been so since the second phase began 
in the late ~ O S . ~  The total FINNIDA contribution for the second phase was FIM 72 million 
(194.4 million Kshs) and the Kenyan contribution was 21.6 million Kshs (FIM 8 million), 
(Grey, et al, 1985). 

The programme is now in its third phase (1989-92), and there are now even plans to open 
up handpump stores in trading centres like Sio-Port to assist problems with spare-parts. The 
total Finnish contribution to the programme so far has been FIM 126 million. The main 
implementing agencies have been the Kenyan Ministry of Water, and two Finnish firms: 
Finnconsult Ltd., operating under the trade mark Kefinco Oy which is the principal construction 
company, and Vammala Konepaja Oy as the main supplier of Finnish made handpumps, (The 
Weekly Review, 1988, September 9: 3341).  



(ii) Kenya-Finland primary health care programme (KEFI-PHCP): Poor sanitary condi- 
tions, a health programme was considered for Western Kenya in order to complement the rural 
water supply programme already under way. From the beginning, KEFI-PHCP was expected 
to complement KEFI-RWSP. The goals were to provide health and nutritional education and 
to design sub-programmes intended to alleviate poor sanitary conditions, infectious diseases, 
and malnutrition. There was also a marked initiative toward promoting maternal and child 
health and family planning. The programme administrators therefore concentrated on planning 
and evaluating the following activities: designing a health and nutrition education package, 
sponsoring ventilated and improved pit latrines, running seminars and training sessions for 
traditional birth attendants, and providing and/or rehabilitating health centres in communities 
falling within the project region. 

Phase I(1984-85) of this project was devoted to improving health care services in the KEFI- 
RWSP region, incorporating existing community-based health care. Thus, the COBAHECA 
style encouraged by the Kenyan Ministry of Health in the 1970s (see Chapter l). 

Phase I1 (198688) was a continuation of Phase I, during which the programme consumed 
FIM 36.1 million. The main activities included community based health care, environmental 
health and sanitation, renovation, construction, and maintenance. At least nine one-week 
courses were held between 1986-1988, training about 400 TBAs. Environmental health and 
sanitation is included by encouraging pit-latrine construction and improving latrine technolo- 
gy. The programme has constructed demonstration VIP latrines in public centres such as 
schools, churches, etc. It has also provided slabs and vent-pipes free of charge to individuals 
who dig their own pit-latrines and erect superstructures. By 1988, some 1,500 demonstration 
VIP-latrines had been constructed and some 2,000 slabs and vent pipes distributed. 

Phase I11 (1988-92) now runs on an annual budget of about Kshs. 90 million and has 
continued with the same projects initiated in Phase 11. The total Finnish contribution to the third 
phase is FIM 75 million. 

During the course of KEFI-PHCP, a need was felt for designing and implementing a pilot 
project targeted against acquired immune deficiency syndrome (AIDS). This was incorporated 
in the course of Phase 11. The AIDS unit is now in operation at Kakamega Provincial Hospital. 
The number of AIDS patients identified so far at Kakamega has increased daily. The unit 
continue to attract AIDS patients as far as Uganda. 

Finnish contributions to the KEFI-PHCP have amounted to about Kshs. 190 million. The 
implementation was assisted by the Kenyan Ministry of Health. Tampere University, Kefinco 
and Yleinen Insinooritoimisto Oy participated in Phase I, and Plancentre Oy participated in 
Phase 11. Plancentre now provides management support, renovation of seven rural health 
centres and construction work at the Kakamega Provincial Hospital. 

From this on-going experience, it is easy to conclude that something may be effectively 
accomplished in the villages, but that too much money is poured in the programme. There are 
today about 4 Finnish expatriate personnel working under KEFI-PHCP, and 9 expatriates under 
KEFI-RWSP. KEFI-PHCP considers its programme more of a social project and has insisted 
the manpower be nearly all Kenyan. KEFI-RWSP still considers their programme a technical 
one which is why its TAP personnel are kept high. The two programmes have greatly alleviated 
the unemployment problem in the country. For instance, at the start of the programme, KEFI- 
RWSP alone employed 150 professionals, 480 sub-professionals and 11,500 subordinate staff, 
totalling 12,130 employees. By mid 1985, the figure had grown as to 165 professionals, 575 
sub-professionals, 12,000 subordinate staff and 12,740 employees. It was estimated that by 



1990, the water employees required alone would be 47,070 workers, 1,020 professionals, 
16,050 sub-professionals and 30,000 subordinate staff. Table 5.4.2 shows the rates currently 
paid to technical advisory personnel (TAP) working in rural Western Kenya. 

TABLE 5.4.2 
Finnish consulting fee by categories of technical assistant personnel (TAP) per individual per month of 
those working on Kenya Finland cooperation programmes in Kenya, 1990 rates (Source: oficial) 
Equal exchange rate: 1 FIM = Ksh 5.7 as per June 1990 

TAP catagory Amount Finnish Supposed lumparm Overhead VAT 

fee in private firms paid to a TAP agent requested (Value 

requests FINNIDA consulunt FIRNDA added 

in lump sum on per montha by private tax)' 

behalf of each (in FIH) f irmb 

TAP fee supposed to 

be paid per month 

(in FIH) 

". Salary paid to technical advisory personnel or consultant category ABC attached to FINNIDA support 
programmes in Kenya. Category A is Junior technical advisory personnel (TAP) consultant fee; B is a 
middle range TAP consultant fee; while C is senior TAP consulting fee. Local consultant's fee is 
negotiable and currently vary between Kshs. 5,000 (US$217.4 or FIM 877.2) to Kshs 12,000 (523 US$ 
or 2,100 FIM) if attached to the government or University, calculable on man working hour basis. But a 
local consultant's fee is also negotiable under expatriate terms depending on the individual's experience, 
qualifications, etc. 
b. Overhead fee costs varies from one implementing agency firm to the other and according to project 
nature. 
c. VAT is a kind of consulting tax paid to the government of Kenya. If a consultant belongs to category 
ABC, then the attached donor firm pays it; if hired as a local consultant, VAT fee is taxed directly from 
one's consulting fee. 
d. From the above table, one can also calculate what an implementing agency firm remains with after 
overhead costs. This is usually 40-70 % of the total project cost calculable according to each phase's sum; 
one can also calculate what a private firm retains after paying salaries. From such sums that the same 
private firm pays social security fees to its home government, meets office management costs, etc. 
Implementing agency 'S profit margin then becomes extremely hard to accurately calculate as information 
surrounding its financial operation is often treated with top secrecy. 

5.4.3 Appreciation and critique of the donor support programme 

The impressions one gets from the Kenya-Finland cooperation (KEFINCO) programme 
described above are as follows: 
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1. That, blaming a foreign donor for one's own economy's failures is unrealistic. In the case 
of rural Western Kenya programme, Finland has effectively met her 90 % contribution and, 
from the Government of Kenya side, the recipient country has successfully also met its 
contribution of 10 %. It is also apparent that the two donor support programmes provided 
by Finland are extremely useful. 

2. The KEFINCO programme is an example of external aid which contributes to overall 
development to the targeted areas in Kakamega, Bungoma, Busia and Siaya districts, 
disqualifying the often generalized hypothesis that "nothing is happening in the Kenyan 
villages". Considering the restrictive areas within which KEFINCO operates, what matters 
is the successful utilization of aid funds. These are not easy to comment on without 
evaluating specific project(s). 

3. With respect to financial contributions, the Finnish programmes are still in operation and 
will remain so until 2005. Only time will justify the appropriate dispensation of such large 
sums of money. Also time will judge whether the lives of rural women have been improved; 
and clean water provided within the reach of every man, woman and child in related areas 
in rural Western Kenya. 

4. There are technical questions requiring independent evaluation. For instance, is one 
handpump really enough for over 200 consumers in Sio-Port? How frequent are handpump 
failures due to over-use? How long can such handpumps be maintained after a donor has pulled 
out? What is the life-span of a handpump? Is there local revolving fund to ensure financial, 
and personnel, for technical maintenance of these pumps after the donor has pulled-out? 

5. There local criticisms during the initial stages of the primary health care programme about 
the VIP latrine approach to sanitary situation in Samia. The Sarnians felt that the money 
spent on VIP-latrines could have been diverted to other more needy sectors such as food 
and nutrition. Problems related to pit-latrines, as discussed in Chapter 2, were described as 
family specific and beyond the reach of donor funds. One local observer metaphorically 
provoked laughter when he retorted that: 

"The Abasamian culture still does not allow an outsider or a visitor to come and show a 

household owner where to defecate, provide him with a place to defecate, and remind him 

where to defecate himself." The Abasamians say, "It is considered an abuse and impolite." 

The outsider in question was the Kenya-Finland primary health care programme. However, 
grumbles about money directed towards VLP latrines were later amicably settled in the District 
when the recipient government requested the donor to construct a food security facility at the 
district level. This prompted a food security sub-programme tailored for the Kenya-Finland 
primary health care programme (KEFI-PHCP) as part of the response to the 1983-84 drought. 
However, when it the idea was implement, KEFI-PHCP's initial proposal for grain silage at 
Busia had to be transferred to Moi Bridge in Eldoret (Rift Valley Province) where construction 
began in 1990. Reasons for this were not clear. The total Finnish contribution to this food 
security programme will be FIM 75 million. Its capacity will be 50,000 tons of increased grain 
storage, as part of the national government objective. The combined capacity of all NCPB stores 
and silos now amounts to nearly 4 million bags in Kenya. Efforts to construct more grain silages 
continue, and the NCPB intends to build more silos to be able the storage of 28 million bags 
by 1998, (FINNIDA annual report to OECDIDAC, 11.1990: 14; The Weekly Review, March 
8, 1991: 30-31). 



6. Technology transfer should be considered an inevitability at times if appropriate tools 
cannot be found locally. This was the explanation given by KEFINCO officials concerning 
handpumps. Whether or not these handpumps are available locally is a matter involving 
bilateral agreements between a donor and recipient government. Officials from the 
Ministry of Water with whom I spoke often tended to protect the donor. They explained: 
"Imports from Finland or the West are generally sound and involves equipments and 
materials not locally available." 

7. With respect to equipment and material transfer, we cannot discount the idea of business 
motives. As mentioned, a private Finnish firm, Vammala Konepaja (the manufacturer of 
Nira AF hand pumps), designed a new model, the Nira AF 2000, which was specifically 
adaptable to compete local manufacturing firms and resist Kenyan conditions. Further, the 
development aid business is an enormous gamble. Both the recipient and the donor should 
benefit equally if the relationship is to be kept amicable. 

8. In the case of the Kenya-Finland support programme, consulting fees are high. This, in turn, 
siphons donor money from the development cooperation. However, these are difficult 
issues to evaluate since the parties involved are sensitive to such discussion. TAP cannot 
simply be criticized as well for being overpaid. Salaries in the West are much higher. In 
addition, TAP operates under harsher conditions in these countries than back home and 
should be given hardship allowances. Moreover, technology can also be in a form of 
manpower - TAP. Accompanying expert advice in any development support programme 
is an inevitable demand. As a young nation, Kenya cannot as well shut its doors to TAP 
donor agents, even if equipment and materials needed for local development were 
available. In that respect, TAP involvement in donor support programmes, as discussed in 
this chapter, is sound. We must, therefore, appreciate that TAP can contribute significantly 
if they work cooperatively with Kenyans to provide appropriate services. This implies that, 
if Samia is still poor, diseased and malnourished today, it may be for the simple reason that 
government of Kenya has not effectively exploited the TAP expert advise it has been 
blessed with over the years. 

9. In the Busia District the Kenyan government has invested in close to 15 piped water 
schemes between 1966-79. These piped water schemes today act as potential community 
resources. However, when I first visited Sarnia in 1984, major complaints were: 
(a) That instead of donor(s) going into communities to rehabilitate the already existing 

local piped water plants, exploiting local labour to dig pipeline trenches for extensions, 
they have arrived with completely new ideas, and alternative water designs, departing 
from previous community plans. In fact, what is today needed in Samia is not a new 
approach to water facilities, but the rehabilitation of the already existing piped water 
schemes, (Chapter 2, Table 2.6.1). Such already functional piped water plants should 
be rehabilitated, with main pipelines across the community and water kiosks constructed 
along the pipelines. For the case of Sio-Port Plant, the main water reservoir was 
supposed to be constructed on top of the Samia ranges - according to the locals. The 
water would then be distributed by gravity. Such a system as is already functioning in 
Bunyala and actually has been the water plan priority for Samia since the late 1960s. 
The water approach encouraged in Samia and Bunyala locations, I would say, is 
typically close to the one used in Finland (e.g. see Fig 5.4.3). A Finnish Professor of 
Water Supply and Sewage, Martti Viitasaari, of the Tampere University of Techno- 
logy had a similar idea in the mid-1980s for areas using Lake Victoria water. He 



MAP NO. 5.4.3 
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advised his Kenyan Water technology students that Kenya should think of using Lake 
Victoria to provide water to the community. According to him, the Kenyan piped water 
model idea (as described above) was close to Finnish water model as practiced in the 
various communes (e.g. Helsinki, Espoo or Vantaa communes, Figure 5.4.3), and 
could easily be transferred to rural Western Kenya. All that is required is that, such a 
transferred model need not be as sophisticated as those operating in Finland. But 
according to TAP personnel working in rural Western Kenya on KEFINCO program- 
mes: "Africa does not need such sophisticated technology as that of Finland but rather 
cheaply designed water models using handpump technique". 

(b) Donor(s) working in Samia still ask whether or not there are any community water 
resource bases to be rehabilitated. Yet, within range of Lake Victoria are the Victoria, 
Busia hill (or Sisenye), Sio-Port, Munana, Funyula-Nangina, Wakhungu, Alupe, 
Apegei, Bukhalalire, Butula, Chakole, Kisoko, Lugulu, Moding and Nambale piped 
water schemes, all of which need to be rehabilitated, (Chapter 2, Map No.2.6.1). 

(c) Donor(s) claim there is a lack of local maintenance and repair knowledge andlor of 
local manpower, even in the presence of such trained personnel from the Kenyan 
Government. 

(d) Donor(s) complain of the inaccessibility of piped water spare-parts in a country when 
there are already well established water pipe and equipment manufacturing firms in the 
capital city, Nairobi, and spare-part distributors and service centres in most of the 
country's main district towns. 

(e) Donor(s) explore underground water opportunities at great costs even just next to a 
functioning water kiosk or a fresh water lake. This made a local community member, 
Prof. Agolla Osolo, expressed his concern that, 

"we, the Abasamians, sometimes wonder whether donor(s) ever respond to the local needs. 

Moreover, some of these development workers currently involved in extensive soil and stone 

analysis in this region, may actually be in search of gold in Kakamega, oil within the Lake 

Victoria Basin or iron and other minerals in Samia under the pretext of underground water 

exploration. Regions within the Lake Victoria basin are suspected of having oil, Kakarnega has 

gold, and Samia ranges have untapped iron-ore deposits. This may be why such soil analysis 

is done abroad. If this is not the case, the donor may simply be interested in selling their home- 

made products." 

FIG. 5.4.3 
A Diagram of water handling in a water plant in Espoo Commune, Finland (Martti Hamalainen, 1988)' 
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He pointed out one example when CIDA was involved in rehabilitating Sarnia-Bunyala piped 
water plants between 1979 and 1982. All they did before disappearing from the two sub- 
locations was to replace old water plant engines with American made ones. 
10. All over the Busia District, villagers have clear perceptions of a desirable piped water 

system, in line with the initial Kenyan water plans. However, the idea of piped water has 
failed to take-off. A Kenyan member of parliament, Hon. Ojwang K'Ombudo, tried to push 
that same idea into parliament in 1988 proposing that the Water Ministry Engineers should 
reconsider pumping water from Lake Victoria into massive storage tanks at Timboroa, 
allowing them to flow by gravity. In his view, though such a project might require large 
capital output, it would almost certainly pay for itself in the long run. When the same idea 
was taken to an academic seminar arranged by the UNICEF/KEA workshop, the response 
to K'Ombudo's idea was a fiasco. Some professionals considered K'Ombudo's idea 
outlandish and impracticable, almost akin to trying to melt the ice on Mt. Kenya to supply 
the arid North-Eastern Province with fresh water. What became clear at this conference was 
that Africa oriented scholars and TAP agents are so divided in thought that even those 
simple, good ideas encouraged by K70mbudo-Viitasaari will never get unanimous 
support. The solution to such problems is simple; Kenyans must give themselves a chance 
to develop their own ideas for no force will help Kenya apart from its own. 

1 1. The StructuralAdjustmentProgramme, which the Kenyan government implemented in the 
mid 1980s, led to rather substantial cuts in total government allocations for all basic 
activities. Initially, the Ministry of Water, supported self-help (harambee) water projects. 
Communities were encouraged to raise at least 60 % of the funds through harambee, and 
the Kenyan Ministry of Water Development could then supplement the other 40 %. 
Between 1985-88 the Ministry of Water spent up to 14 million Ksh. assisting self-help 
water projects. The rehabilitation of the Busia Hills and Port Victoriapiped water schemes 
was done in the late 1970s in this manner. Their construction resulted from the efforts of 
the local people through money collected by organized harambee functions. Local 
politicians were the pioneering force behind such functional models. Government funds 
directed to self-help projects were common prior to 1980, but were drastically cut after the 
beginning of the 1980s, on advise from the World Bank and IMF economists (The Weekly 
Review, 1988, November 18: 27-29). Since then, Kenya's harambee spirit, the traditional 
miracle of versatility, which assured many communities not only in Western Kenya but 
countrywide with alternative local water without donor assistance, has greatly slackened. 
On the other hand, donors are also critical to politicians' involvement in community 
programmes, especially donor supported ones. 



CHAPTER SIX 

Up to now scholars have only been concerned with explaining the complexity 
underlying African poverty, disease and malnutrition. Today's task should not simply 

be to explain but to work out a programme for change. Such a programme 
should not simply aim at giving a man fish in order to feed him for a day 

but should teach him to fish, and let him have the hook so that he may fish himself. 
This way you will have fed a man for life. 

- Karl Marx 1 Engels, I962; David Morley, TALC, 
Znstiitute of Child Health, London. 





6 SUMMARY AND THE PROPOSED 
PHC & AGRO-ECONOMIC 
REFORMS 

6.1 Preamble 

Throughout this study, efforts were made to examine SPEC complex factors which today 
maintain underdevelopment and malnutrition in Kenya. SPEC complex is an invented term 
applied in referring to the constellation of social, political, economic and cultural factors which 
result in malnutrition. Malnutrition causal factors were discovered to be complex. Malnutrition 
and related mortality will not easily disappear in rural households unless well designed 
programmes, strict conditionality to donor support programmes, political reforms, proper 
management development system and the initiation of various democratic processes are 
instituted. The sections below will therefore summarize our findings. 

6.2 Methods and material 

The aim of this study was to explore the extent to which malnutrition is a problem in the rural 
households; the extent to which it affects the health and nutritional status of various house- 
holds' members; the non-nutritional disorders interacting to influence various target groups 
health and nutritional status including their manifestations; pervasiveness of energy-protein 
malnutrition (EPM) and its possible causes; and finally to come up with mechanisms for 
controlling EPM using primary health care and agro-economic reforms. The survey region 
was called Sio-Port in Sarnia location of the Busia District in rural Western Kenya. The 
two communities, officially administered were Bujuanga and Busembe sub-locations, 
an area comprising seventeen villages in a combined area of 38 square kilometres. 

Using a modified version of traditional Kurt Lewin of 1940s 'action-research' and the 
Jipemoyo methodologies of 'Participatory action research' (PAR) or 'Participatory research 
approach' (PRA) tried in Tanzania in the mid 70s, which I named the 'Participatory action- 
oriented research approach' (PAORA), my research team isolated 56 households for 
in-depth interviews. Lactating and pregnant mothers and pre-school children (0-60 
months) were singled out as the main target groups. 



PAORA encourages participation in local research through on going dialogue with villagers, 
government officials, local elites, and "donor support programme" workers. This research 
approach was supported further with a polymorphic approach, which was applied to investigate 
the subject of malnutrition from multi-leveled perspectives. 

6.3 Summary of the main research findings 

6.3.1 Dietary energy sources 

Samia was endowed with excellent food resources and market opportunities. The people 
generally got their dietary energy from: (a) domesticated plants (e.g. cereals, root tubers, pulses, 
fruits and vegetables); (b) domesticated poultry and animals (e.g. meat, blood, ghee, eggs); (c) 
foods collected through hunting and gathering (e.g., wild vegetables, fish, trapped birds, 
insects); (d) foods purchased from the markets; and (e) dietary energy supplemented by the 
'traveller dietary syndrome'. Generally, food availability was abundant at the community level, 
but acute food shortages did exist at the household level. 

6.3.2 Maternal and pre-school child dietary habits 

The survey was conducted during the second rainfall trough. The rains provided ample green 
vegetables (both planted and wild) which were widely consumed between November and 
December, ensuring an adequate intake of Vitamins A and C. The second rain trough prompted 
some families to plant crops, so by December they enjoyed gardens rich with food. This fact 
led us to wonder if weather were properly monitored, and smallholders properly supported with 
agro-economic reforms would hunger still persist in Samian households? 

Fish was the main food eaten with either cassava, sorghum or maize gruel, though poverty 
significantly restricted proper dietary consumption. 

Maternal and child dietary habits did not diverge much from the routine household dietary 
pattern. Mothers, whether pregnant or lactating, subsisted on what other members ate. They did 
not eat a special diet. 

Significant difference was noted, however, in the child dietary pattern. Infants up to age three 
months were fed almost exclusively on breast-milk. The longest observed breast feeding period 
was thirty months. From the third month onwards, new-borns were introduced to porridge, 
sometimes as early as one or two months. Cow's milk was becoming a popular baby food 
supplement, introduced as early as one week among women traders. The age solid food was 
given to children varied. In normal cases, all children from 6 months onwards were fed on 
mashed portions of whatever the adults ate. Porridge, mashed adult food or fish sauce adapted 
for the child's need were popular. Force-feeding, probably the underlying cause for 'extended- 
bellies' among children, was common. 

Food quantities were measured in crude form during purchase and preparation and so were 
very difficult to estimate. Satisfaction was measured by a refusal to ingest food by children, or 
an adult's appreciation of satisfaction and perception of a full belly. 



Dietary consumption was determined by the customary tradition of choosing foods by their 
temperature. Certain foods were only acceptable if hot, particularly by pregnant women, on the 
belief that cold food causes chills, constipation, nausea, vomiting, heartburn, stomach ache and/ 
or diarrhea. Some mothers withheld such food from children on the belief that it induces 
extended bellies and intestinal worms. Certain foods were offered cold or hot or prepared in a 
certain way because of attached cultural value or perceived functional properties. 

Communal eating was a common household practice. Children were fed using calabash, cup, 
or spoon, assisted by either a child nurse or mother. Utensils were usually dirty because of water 
shortages. 

Results from the 24-hour recall method used in the 56 households interviewed revealed that 
18 households had a complete meal pattern, eating either 3-4 meals a day; 14 had two meals 
a day; 15 households, one meal a day; and 9, either something or nothing. When a 7-day recall 
method was applied in the same households, 12 had 3-4 meals a day; 19 households two meals 
a day; 19 had at least one meal a day; 6, at least something. Nobody had gone without eating 
by the end of the seventh day. Starving households in Sio-Port were between 6 and 9: i.e., 
l l % to 16 % of the households surveyed. 

Household dietary patterns varied greatly. Many members supplemented their diets through 
kinship relations, by borrowing from neighbours and/ or by practising 'traveller dietary 
syndrome' - sometimes bringing as well something home for their children. 

6.3.3 The state of health of mothers and pre-school children 

Maternal undernutrition as reflected in marasmus or kwashiorkor was not detected. This led us 
to wonder whether adults ever suffer from kwashiorkor or marasmus. It was confirmed that 
adults do suffer from kwashiorkor and marasmus as well: understood in cultural perspectives 
as cultural akuodi and chira, respectively (see Chapter 5). The causes were explained to be 
culture specific. 

Maternal morbidity were explained as follows: most mothers delivered under poor nutritio- 
nal status while already chronically anaemic. This way they were susceptible to further easy 
infections and contracted various diseases this way. Lactation added further strain to such an 
immunologically weakened mother. This exacerbated the anaemia, particularly if dietary 
intake was insufficient. 

Of the 87 'under-fives' examined for EPM, 42 had weight-for-age (WFA) below the 50th 
percentile of the American reference mean values for the National Centre for Health Statistics 
(NCHS). 18 % of the children had first grade (or mild) EPM; 14 %, second grade (or moderate) 
EPM; and 12 %, third grade (or severe) EPM. No marasmus was detected. Those with second 
and third grade EPM, had oedema, clinical signs of kwashiorkor or kwashio-marasmic 
conditions, with weight faltering between 60 % and 75 % of the NCHS reference mean values. 
Thirteen per cent were infants, 9 % weaning children between 13-36 months and 22 % toddlers 
above 36 months. EPM was most common amongst toddlers above 36 months. 

Comparing the 87 Samian 'under fives' with Americans of the same age using reference 
mean values for the NCHS: Three of these children had weights above the 97th percentile. Out 
of these three, two were breast fed infants and the other child was around 3 years of age. This 
signifies that lactation performance is a contributing factor to a child's good health, as those 



under age six months were usually exclusively breastfeed. It was to our surprise to record only 
10 cases below the 3rd percentile. 

A further surprise was after comparison with the NCHS data, how adaptive an African child 
is to poverty, disease, malnutrition and his harsh environmental conditions. As many as 74 out 
of the 87 children had weights fluctuating between the 97th and 3rd percentiles. Conclusions 
reached were that Samian children that were found to be living under normal health conditions, 
with good diets, few infections, and with normal growth patterns closely follow growth patterns 
corresponding to those of the privileged American children or those in the West. 

Maternal and child multiple ailment complaints varied widely from malaria, ULRT diseases, 
diarrhea-dysentery-vomiting complexes, pneumonia, measles, malnutrition, parasitic hel- 
minth, eye and ear infections and witchcraft and superstition, whooping cough and intestinal 
worms. The same disorders were also the top ailments interfering with childhood 'growth 
catch-ups', and were the cause of 'growth failures' among the Samian children. Measles was 
obvious since our survey coincided with a measles outbreak in the area. Children were often 
taken to health centres with more than one major health complaint. The interaction between the 
above disorders and undernutrition grossly exacerbated nutritional status. Such children, even 
if properly fed, never showed signs of recovery or growth catch-up and were permanently 
anaemic. Food alone, even if it was available, therefore, could not cure their deteriorated health 
and nutritional conditions, (ref: Chapter 4, section 4.4.8). 

6.3.4 Primary health care (PHC) 

Primary health care (PHC) was largely encouraged by the Kenyan Ministry of Health in 
collaboration with Finland, and other NGOs, particularly the Nangina Mission Hospital Group 
in Samia. The overall effort was to promote health for the 'well-being of every child' in the 
region. PHC was carried out in all health care institutions; at the Sio-Port health centre, at the 
Nangina hospital, in various nutrition rehabilitation units (Agenga, Nangina and Butula) and 
in the villages through mobile health clinics directed by the Nangina Mission Hospital Group. 
The slogan used throughout the province was 'a healthy child, a sure future.' 

A major concern of the Kenya- Finland primary health care programme (KEFI-PHCP) was 
how to identify and mobilize regional resources and provide for the needs particularly of rural 
mothers and children. The KEFI-PHCP encourages the use of local skills, locally available 
materials, appropriate research, and development of related indigenous technologies relevant 
to local needs. Theories apart, donors are not ready to join efforts, as each remains suspicious 
of the other. According to the opinion of the Nangina Mission Group supported by the Dutch 
government: "They had never thought of a joint support programme between donors" - they 
said. Consequently, they were reluctant to accept a joint programme with KEFI-PHCP 
supported by Finland. 

The effort on promotive health has even prompted the Kenyan Ministry of Health to qualify 
the country's own ten primary health care elements. These include: (1) health (and nutrition) 
education; (2) water, sanitation (including environmental hygiene); (3) food promotion and 
nutrition supply; (4) control of minor communicable diseases; ( 5 )  maternal and child health, 
and family planning; (6) child immunization; (7) treatment of minor ailments; (8) essential 
drugs; (9) mental health; and (10) dental health. 

Psychosomatic disorders associated with mental illness and 'vague ailments' in Samia are 



only a reaction to the interweaving of poverty, disease and malnutrition as caused by 
intertwined SPEC complex factors. A disorder of this nature does not require a health centre, 
but rather a wise strategy and management development system. This finding challenges rather 
significantly the view of efforts to provide health centres to poor and sick communities. 
Sickness or ailments in Samia were caused by SPEC complex factors deeply embedded in the 
society and had less to do with demand for health centres. Health centres were viewed as only 
a place for 'cooling' symptomatic ailment of a disorder that is permanently with a person and 
is rooted in the community or patient's household. If poverty, disease and acute food shortages 
were to be alleviated through preventive measures rather than curative, health status of many 
individuals would improve tremendously. 

6.3.5 Malnutrition, EPM manifestation, causal factors 

6.3.5.1 Some underlying complex causes 

Malnutrition was common and severe in almost half the Sarnian children. Thus, 44 % of the 
diagnosed children were EPM affected. Symptomatic malnutrition was influenced by complex 
factors: 
1. Inadequate food intake were caused by low food production, lack of sufficient income, 

shortages of water and fuelwood. Sickness and poverty were the main factors contributing 
to low food productivity. Specific factors affecting proper child feeding habits included 
lack of maternal awareness of appropriate age to introduce solid food to an infant, improper 
hygiene and communal food habit with the wrong age-groups. 

2. Symptomatic diarrhea was influenced by vermin, particularly flies, lack of proper storage 
facilities to protect food from the strong, glaring sun and dust. Fish sold under open market 
conditions deteriorated quickly. Some harmful biological agents and disease- causing 
bacteria such as salmonella and other harmful dysentery organisms, cholera, "vague" 
abdominal pains, gardia and viruses causing infectious jaundice occurred this way as fish 
poisoning agents. In high-temperature climates like Samia, averaging between 14 and 30 
degrees centigrade, fragile foods (e.g. fish and vegetables) if sold under open market 
conditions, should be kept at somehow suppressed temperature about 10 degrees centigra- 
de. Otherwise, the Vitamin A content in the diet is destroyed. Fresh fish, in particular, if 
transported for 6 hours before being sold, must be kept below 5 degrees, and preferably at 
3 degrees centigrade. Or else spoilage bacteria becomes active and grows much faster, 
making fish unsafe for human consumption. 

3. Symptomatic anaemia was a major cause of EPM among mothers and children. Anemia 
was caused by multifaceted factors. Poor sanitary condition and lack of latrine cause 
susceptibility to parasitic helminth which in turn curtail the absorption of iron and weaken 
the immune system. Parasitic anaemic conditions were common among Samian toddlers 
over 36 months, because this group roamed the unhealthy environment. Children harbou- 
ring large parasite loads will loose up to 10 % of a child's total energy intake (UNICEF, 
1986). A helminthic child, even if well-fed, will be continually anaemic, (Sanders &Carver 
1985: 23-24). A woman with hookworm infections will sustain a heavy loss of blood and 
will quickly develop anaemia. Hookworm will also increase the risk of low birth-weights 
tenfold (Passmore & Eastwood, 1986: 468). 



4. Malaria is another major contributor to malnutrition. Malarial attacks, for example, by 
Plasmodium falsiparum is accompanied by haemolysis, and in a severe or prolonged 
attack, anaemia ensues. A vicious cycle develops among mothers and children from 
undernourished households with chronic malarial attacks. Because of the apparent diffi- 
culty in removing the malarial parasite from the body, most Samian children are perpetu- 
ally malarial anaemic. Possible solutions considered included (1) treatment by removing 
malarial parasite from the blood; (2) deworrning; and, (3) practising sound nutrition 
rehabilitation. 

5. Religion, superstition, food taboos, affluency and the rejection of certain foods widely 
existed and restricted food consumption. Superstition, witchcraft, religious addiction and 
food poisoning were provoked by poverty, desire, jealousy, and competition over scarce 
food resources. 

In other words, ignorance per se had little to do with EPM in Sarnia. Modernity and awareness 
were common. 

6.3.5.2 Inter-cultural misunderstandings as myths and errors 

6.3.5.2.1 Myths: Making the record straight 

The 1983-85 drought prompted this critical evaluation of why famine, hunger andmalnutrition 
had increased in Kenya, a country that used to enjoy food abundance? Samia in particular, was 
a region that traditionally had surplus food and used to supply even the weaker regions? Cutting 
through the complex knowledge jungle in order to arrive at the multifaceted factors causing 
malnutrition, I arrived at some surprising conclusions which contradict common belief. 

MYTH NO. 1: Although acute food shortages existed at the household level, food was 
abundant at the community level, making food scarcity a myth in Samia. The food 
produced in Samia combined with those imported into the region, provided an abundance of 
food in the Samian markets. Acute food scarcity did exist, however, in a number of Samian 
households. At the same time, there were enough staple cereals available in Sarnian markets to 
provide the majority in the region with a caloric supply of 3,298, an energy value which 
Paterson in 1943 suggested was a safe dietary intake for Africans, (Paterson, 1943). The 
estimation of the market alone does not even include those food sources exploited from greens 
grown in gardens, wild vegetables, fruits, and other hunted and gathered foods by the locals. 
Abundance and not scarcity, best describe the food situation in Samia in aggregate terms. 

Bombarded by images of poverty, I was surprised to encounter a region regarded as 
malnourished, which at the same time was an exporter of fish and fruits. Most fish distributed 
throughout the Western Province of Kenya comes from Samia and Bunyala. 

Despite the prolonged famine of 1984-85, tons of food were imported via the lake daily from 
Uganda, once the pearl of Africa. These included various grains, dry fish and fruits, especially 
plantain. Such products were immediately re-exported, however, because people could not 
afford to buy them. 

It was surprising to find a hitherto regarded malnourished community involved in a food 
waste and extravagant food habit. Banana waste during harambee functions had caused Busia 
and related banana growing districts in Western Kenya to suffer from acute shortage of this 
essential vitamin B-caroteen, ascorbic acid, calcium and iron source badly needed by pregnant 



and lactating mothers and pre-school children. The banana had disappeared from the smallhol- 
ders' gardens as owners were forced under the powerful Chief's Act to cut their premature 
banana stocks and use them to decorate roadsides where politicians would pass! 

At the same time our household diagnostic reports showed that 44 % of the 'under-fives' 
were undernourished and light-in-weight for their age. 

MYTH NO. 2: Drought as the underlying cause of malnutrition in Samia is a myth. 
Droughts were indeed severe in Kenya between 1983-85 and had a decided impact on the 
nutritional status of many communities in certain "high-risk" areas of Kenya, (ROK, 1988 
July: 9; S. Kanani, November 1990: Personal communication, Nairobi). In some regions 
(e.g. West Pokot District) drought even forced people "to subsist on tree-bark. Major 
droughts, however, have been recorded every three to four years in Kenya since 1883, 
(Downing, et al., 1989). The 1984-85 drought, nicknamed ke log dichiel (eat once a day 
famine), in Samia was another time in Kenyan history when food was measured in 
gorogoro (i.e. smallest 2 litre tin unit). A similar case was recorded between 1942 and 1944 
ke otonglo (when the smallest measure of grain/ flour cost 10 cent). Moreover, a long 
history of drought should have taught the Government of Kenya by now to plan well in 
order to cope with drought. 

Drought was blamed in the Samian households as the underlying cause of food shortages, 
famine and hunger. However, we discovered that despite the criticized drought, some 
households had stored grain cereals from their July 1984 harvest which between September- 
November that year, they estimated would take them up to at least January 1985, (Plates 
6.3.5.2.1-3,4,5, and6). 

Downing confirms that the 1983 drought affected Western Kenya, but not the 1984 drought. 
The latter drought was confined to the Central, Rift Valley, Eastern and North-eastern 
Provinces. Samia therefore had no reason to blame drought, (Downing et al., 1989: 22) 

During the same period drought was felt all through sub-Saharan Africa, some Samian 
households reported a praiseworthy harvest of cotton. At the end of the same period they 
complained of lean harvests, the Buduongi cotton store in Sio-Port and Luanda Ginnery in 
Bukiri had received huge quantities of cotton bales and even complained of lack of storage 
facilities. Aren't these evidences enough to indicate that the climate was therefore not really the 
problem? It was even surprising to witness, however, that some families planted only an 
agribusiness crop, cotton, instead of subsistence crops, (Plate 6.3.5.2.14). 

During late October-December, rainfall was adequate in Samia bringing blooming 
gardens with greens and vegetables. Good climate in Samia at the time of our survey was 
appreciated by the majority we interviewed. The good climate encountered further dem 
onstrates that climate is not the main factor causing the high rate of malnutrition reported in 
the Samian households. 

However, the weather maxim was so deeply imprinted in some villagers' minds that any 
slight drought is believed to cause famine havoc; too much rain to result in crop failure for the 
majority and bumper harvest for the minority. The truth is famine occurs in the majority of 
households with or without drought. 



PLATE 6.3.5.2.1 
Samia in the midst of 1984185 drought (Photo taken by Author, September 1984 to January 1985) 

Plate 6.3.5.2.1-1 Village womanis notreally what Plate 6.3.5.2.1-2 A villager keeping turkey 
outsiders think her to be. She was found happy in 
the village, in her hut, and with her animals and 
poultry, even if she ate too little. 

Plate6.3.5.2.1-3 Anexampleofavillagewoman's Plate 6.3.5.2.14 A farm planted with cassava and 
kitchen garden with sikuma-wiki cabbages. banana. 

Plate 6.3.5.2.1-5 a farm blooming with growing Plate 6.3.5.2.14 a farm planted with agribusiness 
maize, late November 1984. crop, cotton. 



MYTH NO. 3: Many mouths to feed was a reality and a luxury for the wealthy and well- 
to-do households, but a burden, however, to the extremely poor households who anyway 
did not have many children nor entertain kinship network. When households were asked 
the number of people who ate andor slept in their house the previous night: 71 % of the 
households were either medium or large with six or more members, and 29 % had households 
having between three and four members. Large households were dominated by average, well- 
to-do and wealthy members. They were the majority with medium and large families and often 
had relatives living with them. The medium and large households were also dominated by 
polygamous families with no clear demarcations between one's own and another's children. 
Polygamy was positively correlated with wealth. Cohabited widows and their children, and the 
illegitimate children of unmarried girls left in the care of the grandmother added to household 
size. 

Families, in a Luhya system, never refer only to the nuclear family; a man, a woman and their 
children. They as well prefer to have live-in relatives, sudden visitors, and associated siblings. 
These were the underlying reasons for large households and too many mouths to feed. Children 
were treated equally among CO-wives in general. Apparently, such complex kinship relation- 
ships created excess pressure on the household budget. However, related villagers we spoke 
with did not practically feel it was a burden. 

Apparently, acute financial crises existed and we therefore had to ask how the poor or large 
families managed to eat bearing in mind that our financial calculations were largely in crude 
form; animals, poultry, food in store, food exchanged for food, etc. Moreover, the poor did not 
simply sell their animals or stocks for food. How then did they get money to purchase needed 
goods? This they do by begging, borrowing, farming, hard-work and discouraging kinship 
network. When possible, they also exploit offers of alms and depend on assistance from 
working children. They had nothing, so, nobody cared to visit and stay with them. They instead 
visited the 'haves' and solicited various assistance. The pressure on the dietary pot in Samia 
was, therefore, not created by the number of children a family had. Kinship relations were the 
key factor. The extremely poor cannot therefore afford the luxury of accommodating relatives 
or having many children. Even if the poor have many children as was sometimes encountered 
because of polygamous practices, many of them will die from poverty, disease and malnutri- 
tion. This was the case with the families shown in, (Plates 6.3.5.2.14,lO and 11). For instance, 
the family shown in, (Plate 6.3.5.2.14) is affluent and has had six births: 4 died and 2 survived. 
Childhood mortality is more critical in poor households, e.g., in (Plate 6.3.5.2.1-11) where 
extreme poverty forced the household head to adopt polygamy, since the family had lost so 
many children in nutritional akuodi and chira, diarrhea and measles. Out of the four wives, none 
had more than two children. Isn't this an evidence enough to prove that the extremely poor have 
too few children? Polygamous marriages in poor families often resulted because of maternal 
infertility, or because a woman ran away. The implication to this, is that, too much household 
poverty has as well other side effects. 

12 Maternal andchild health in Kenya 



Plates 6.3.5.2.1: 7-12 
Household structure (Photos by K'Okul RNO) 

Plates 6.3.5.2.1-7 
A baby at last, after seven years in marriage. 

Plates 6.3.5.2.1-9 
A typical family with no formal education. 
Household head has no formal employment 
and subsists on fishing, charcoal burning, 
sisal defleshing income. Standing child is 
two years old but is short for his age. The 
sleeping infant is three months old. 

Plates 6.3.5.2.1-1 1 
A polygamous extremely poor family. This 
family has lost numerous children to nutri- 
tional kwashiorkor and kwashio-marasmus. 
He is not sure about the survival of other 
children. 

Plates 6.3.5.2.1-8 
An affluent family with primary school level edu- 
cation. Household head works in an urban area and 
has managed to keep his family happy despite the 
loss of many children. 

Plates 6.3.5.2.1-10 
This family is polygamous. The first wife standing 
to the husband's right has only one son; maternal 
infertility and death forced the husband to marry 
another wife whose three children are sitting. 

Plates 6.3.5.2.1-12 
An example of a well-to-do monogamous family 
with seven children. At the time of our visit, he had 
six relatives who had slept in his house the previous 
night. 



Few households had members engaged in income generating activities from the formal 
sector. The majority earned their livelihood from the traditional economy or magendo. Those 
with no stable income source minimized their expenditure, consumption pattern and led 
individualistic lifestyles. In the medium and larger households the older members occassional- 
ly brought in additional food through hunting and gathering, or from the (in)formal sector. The 
older the children, and the better their education, the greater their access to job opportunities 
and the more likely they brought in food. Comparative economic advantage of having many 
children, thus made the wealthy and well-to-do households to adopt polygamy and bring forth 
many children. In their view, the economic argument of having a small family as a guarantee 
of better economic status was questionable. 

The well-to-do families have the most resistant attitude to population control. A foreign 
development worker may succeed in influencing the extremely poor because of their needy 
situations and manage to convince a few affluent families as to the benefit of family planning. 
But such a strategy will not work among most medium and well-to-do families. This group is 
primarily engaged in the informal sector running petty trade businesses. They can afford to keep 
relatives who in turn offer free labour. This way the relationship between breadwinner and 
dependent is reciprocal. They, thus refuted the idea that hunger and EPM were caused by too 
many mouths to feed. None of the well-to-do households admitted "having a large family that 
it could not support." 

Surprisingly, the majority in Samia believed that population was increased by immigrations 
from other regions. Can population growth rate and density cause hunger and malnutrition 
then? Many of those interviewed simply could not tell, though they did admit that a number of 
new households had been constructed in Samia since the beginning of 1980s. However they 
wondered: "If too many people in a region caused hunger and malnutrition, then food would 
not be available in the Samian markets, and in that case, reducing population could improve the 
situation. But that was not the case as much food was available in the Samian markets." They 
argued, "If population growth rate caused malnutrition by creating land shortage and landless- 
ness, then food would not be available because of inadequate food production. But food 
shortages in Samia were not caused by inadequate production resulting from landlessness, nor 
was there a land shortage in Samia." In their view, land was available and no insider was totally 
landless. 

In other words, the Samian people do not agree with population fanatics that go to other 
communities to shout, "People, people, people" and "too many mouths to feed" as the cause 
of EPM. 

MYTH NO. 4: It was considered a myth in Samia that population puts pressure on the 
land resources needed to grow crops for the poor. Land survey results from the 56 
households initially interviewed greatly contradicted allegations of landlessness in Samia. No 
household in Sio-Port had average land value below 7 acres, household compounds and 
attached kitchen gardens included. The average land size for the two sub-locations (Bujuanga 
and Busembe) was 12 acres. Those owning large tracts of land reported having inherited it. 
Land waste was recorded as follows: The extremely poor households, (85 %); poor, (68 %); 
average, (55 %); and the well-to-do, (29 %). 

By nature, the poor generally had the least land. As hearsay goes, "The Abakhenye were the 
landless in the region," though our data did not confirm that. Landlessness was mentioned as 
well among the Luo immigrants who had moved into the area for fishing and magendo, but our 



Plate 6.3.5.2.1: 13-14 Land opportunities for agricultural improvement and needed appropriate techno- 
logy (Photo taken by Author) 

Problems in Samia are not a question of 
land resources nor land fertility. The real 
concern is that of appropriate-technolo- 
gy: hoes and sickles are useless against 
swamp marshes. 
- Muhondo, village elder 

The Lake Victorian Basin swamps are 
important potential for large scale rice, 
maize, mushroom and other vegetables 
production. The agricultural system re- 
quires use of appropriate tools (e.g. ox- 
draught plough) and mechanized far- 
ming with a tractor. 



interviews did not confirm that either. Those holding land claimed they had purchased it. As 
was later realized, some of the land included under the households' title-deed were among those 
currently lying fallow under the Lake Victoria Swamp, and the Sio River swamp. The land 
marshes were formerly occupied by people that had to migrate because of flood. The land is 
potential paddy fields, but it requires mechanized irrigation agriculture. A poor Samian, 
however, still uses tools such as the hoe or ox-draught plough which cannot effectively manage 
these swamps. 

Land resources in Samia, as in many communities in Kenya, are eroding and re-splitting year 
by year. However, land was still available to Samian households to the extent that if maximized, 
enough food could be produced to feed the entire region with surplus. To our findings, close 
to 90 % of the households held land that was yet to be thoroughly utilized. This dispels the myth 
that over population is taking away the land resources required to grow subsistence crops in 
Samia. Acute food shortages therefore resulted from other factors other than population 
pressure. 

It was true, however, that population density effected Samian urban areas and/ or trading 
centres, but the community interior with less people. This was attributed to immigration caused 
by desire to enjoy the social amenities of urban influence, trade and fishing. Such overcrow- 
dings were experienced in Buduongi, Madiba and Busijo villages. Extemal migrants did not 
necessarily buy land in Samia, as many were only seasonal job-seekers, fishermen, and traders. 

MYTH NO. 5 To claim that high maternal fertility causes malnutrition is a myth, except 
in cases where poverty, disease and malnutrition is the rule. Infertility traditionally leads 
to divorce, temporary separation, suicide, constant quarrels, or polygamous marriages. Mater- 
nal sterility was a subject of derision, abuse and scorn, since children were highly valued. 
Fertility was considered godly and greatly valued, (Plates 6.3.5.2.1-7, 8). Under Abasamia 
custom, fertility was controlled by the customs of (l)  late female marriage (around 20 years old) 
(Fig. 3.4.1, Chapter 3), (2) maximal breastfeeding of up to nearly 3 years (Plate4.4.4-1, Chapter 
4), (3) post-partum sexual abstinence until the child can crawl and (4) polygamy (Plates 
6.3.5.2.1-10, 12). 

Births numbering ten and above per woman were common under such traditional setting. But 
disease often acts as negative-checks to control the children's survival. Disease continue to act 
as further negative-checks under contemporary times. The modem contraceptive measures 
suppresses maternal fertility beyond biological control. Curative therapy on the other ensures 
positive checks and the survival of more children than traditionally occurred. Polygamy, 
traditionally used to promote post-partum sexual abstinence until the child could crawl, is 
discarded and criticized. 

Misunderstandings between the concepts of fecundity (maternal womb carrying capacity), 
and fertility (the actual number of live offspring a mother is able to deliver) continue. The use 
of maternal fecundity over fertility was preferred during the colonial era for population policy 
purposes in order to help exaggerate the Kenyan African population. This attitude has not 
changed. 

The poor households in Samia with no formal education were among the least fertile. 
Maternal infertility was commonly reported among them (e.g. Plate 6.3.5.2.1-10). In the 
medium, well-to-do households which had some formally educated members, women were the 
most fertile (e.g. Plate 6.3.5.2.1-12). The latter's privileged economic position and better 
nutritional status were the underlying contributing factors. School girls were also among the 



most fertile. The female adolescent fertility rate, however, was in the Abasamian view an 
issue deserving critical attention. Cases of premature pregnancies resulting in still-births, 
miscarriages or premature births were common among adolescent girls from poor households. 
The poor nutritional conditions of related households were considered to be the cause. 

In short the generalized attack on the village-woman's fertility was considered 'unfair'. 
Poverty, disease, maternal undernutrition, and contraceptive measures already act as maternal 
fertility checks. 

MYTH NO. 6 It is a myth that only Kenyan Africans are to blame for creating population 
pressure on the scarce food resources in Samia. A casual observer may argue that "it is 
self-evident that population pressure is a fact to reckon with in Samia, created by the Kenya 
Africans since the natural population growth rates in the Samian villages vary between 
2.01 % in Nambukul Lugala through 5.35 % in Bujuangal Busembe to 9.18 % in Luanda 
Mudoma," (Table 3.3-2, Chapter 3). 

However, it was explained this way: Samian population during the early part of this century 
was marked with an apparent decline. The population check was attributed to slave trade, 
plague and pestilence (small-pox, cholera, pandemic influenza and bubonic plague). In 
addition sleeping sickness (trypanosomiasis) and bilharzia (schistosomiasis) almost wiped 
away the Samian population in the Lake Victoria Islands of Mageta, Sigulu, Lumino and 
present Samialand itself. 

The growth rate catch-up following the later half of this century until the 1960s is generally 
associated with a rising population. The slow growth rate between 1900 and the 1940s is 
attributed to European power and the imperialist wars of 1914-1918 and 1939-45, and the 
colonialist's separatist attitude in which the migrant labourers were not allowed to be 
accompanied by their wives. 

The decline in population growth rates between 1969 and 1979, in which the Luhya 
population growth rate declined from 4.3 % to 4.% is probably because before there were 
Africans in Samialand and many other places that were counted twice as Kenyans and later 
descriminated as Ugandans since the Government of Kenya did not know how to categorize, 
for instance, the Kenyan Samian proper and so on (ref: Chapter 3, Section 3.2, and Table 
3.3-1). This census problem has been repeated among the Coastal Waswahili, Rift Valley 
Maasais and the South Nyanza Luos in the Tarime area bordering Tanzania, the Samians, and 
the Tesos bordering Uganda and the ethnic Somalis bordering Somalia. A number of these 
tribes have two national identities due to artificially drawn colonial boundaries. Today these 
borders continue to create rift and warfare in some regions. 

Consequently, an important question to be asked when considering population growth rate 
is whose rate of growth has been most rapid, the Kenyan Africans, Arabs, Asians, Caucasians, 
or other immigrants. Towards whom should population policy be directed? Must it only be to 
the Kenyan Africans? A Kenyanpopulation specialist, Professor Simeon Ominde (1984), ranks 
race growth as follows: Asians lead in growth percentage, followed by Arabs, with Kenya 
Africans placing third and Caucasians last. The fifth group, other immigrants, classified as 
those entering Kenyan because of political and economic problems in their own countries. This 
group create on the economy latent population pressure rarely noticed. 

Additionally, Kenya is a multi-tribal country. A population policy that neglects this is self 
defeating. The food market which feeds all the races mentioned above is one. 

Too little has actually been studied in Kenya about other ethnic citizens such as Arabs, 



Asians and Caucasians, and their reproductive habits. Does this lack of information mean that 
they do not add to population pressure? Does it mean that they do not effect the nation's 
economic planning? In short, when we report in this study therefore that, "every fourth to fifth 
person met in Luanda-Mugoma or at Sio-Port in Samia is an alien", this is exactly what we 
mean. There were a number of Asians in Sio-Port which lived on an 'Island' of its own. Their 
money was banked in New York, and their children were scattered throughout the West. These 
people definitely had less country attachment. Yet, they add to the population pressure in 
Sarnia. 

Contradictions above explain roots to the current rise in population pressure in Samia, 
including those created by external migrants like the Luos, Kikuyu, etc. into the area. Kenyan 
Africans or Samians themselves, therefore are not the only force contributing to population 
pressure in Samia. External forces play an equally important role as well. In other words, 
overpopulation in Samia because of reproductive habits among the Kenyan Africans or 
Samians alone is a myth. 

6.3.5.2.2 Errors: Correcting misguided beliefs 

The village woman's dietary menu has greatly deteriorated in Samia since the beginning of this 
century. Every researcher until now has been concerned with explaining the complexity 
underlying African malnutritional disorders. In the process, more harm was done as scholars 
debated upon the underlying complexities and criticized African traditional dietary habits. This 
section will therefore point out some of these classical errors. 

Error No. 1: That, "the main dietary problem in Samia is a protein-deficient diet." The 
Abasamia depend largely on both plant and animal protein just like in the West. Some of the 
plant proteins eaten locally are equally as good as animal protein. For example, if we take the 
protein content for 100 gm of cultivated dry beans and groundnuts, typical in the Abasamiadiet, 
the content will be higher than that of fresh fish, meat, eggs and even the cow's milk promoted 
by VBHWs. The only problem in Samia is that plant food availability is determined by 
seasonalilty, and their availability strictly follows rain troughs. Those people without money 
to supplement their diets from the market can suffer during off-season. Moreover, fish was 
consumed widely among this particular group, implying that the Samian population, as a whole, 
consumed fish and managed to balance their amino acid requirements pretty well, unless 
otherwise prevented by religious or customary norms. Religion or customs did restrict eating 
of certain fish species, but not all, (Chapter 2, section 2.9; and Chapter 3, section 3.4.4). 

The error of a protein deficiency in the African dietary habit led to expensive endeavours to 
increase the protein content for many years after 1950. This was due to human miscalculation 
and misunderstanding. Raising the protein content of the diet, as the Protein Advisory Group 
(PAG) of the United Nations tried to do, is therefore uncalled for and reflects how misunder- 
stood the African dietary content was by distinguished experts. From the 1950s to the late 
1970s, PAG, composed of renown WHO, UNICEF and FAO experts, could not even detect 
linkages between the food production modes, the local food inavailability and seasonal food 
variation in households. Unfortunately, sub-Saharan Africa was the target advising zone for the 
PAG, and the message was aimed directly at the village woman and her child. 



Error No. 2: That, "animal protein is better than wild dark green vegetable protein the 
village woman consume, and that she must be encouraged to eat more of the former than 
her 'inferior' wild vegetables." Who says the village woman doesn't eat both animal and 
vegetable protein? We noticed that Samians kept animals and poultry, practiced fish trapping, 
hunted and gathered wild dark green vegetables, insects and birds (Chapter 4). The impression 
offered by scholars like Bohdal of the village-woman's diet as vegetable-dominated or 
monotonous, is false, (Bohdal et.al, 1969). Probably, this is based on prejudices and phobias 
concerning the so-called "savage diet" traditionally held by colonial scholars such as Alexander 
LeRoy, (Alexander LeRoy, 1922: 175). 

The amino-acids in vegetable protein from "wild or "cultivated" plants and animal protein, 
are variably distributed. Legumes, for instance, contain more protein by weight than animal 
foods. These are facts today well illustrated in nutrition text books, (see e.g. Latham, 1979). It 
is true, however, that our body utilizes more animal amino-acids than those of vegetables. 
Nonetheless, I would assume that a person eating sufficient vegetable protein would equally 
be healthy as that consuming animal protein. One illustrative reason is that the protein content 
in legumes is higher, so even if those of wild vegetables are lower, a person balancing each 
would still be okay. Such a dietary habit was practised in Samia. I have provided in Annex Table 
4.4.3-2 the protein content of different foods eaten in Samia, calculated by international 
standards (see Latham, 1979). 

All types of non-essential amino-acids can be resynthesized in the body, so the proportion 
of amino-acids in vegetable proteins makes little difference. It is therefore immaterial whether 
women cook and consumed wild dark green vegetables or fish in Samian households. All the 
essential amino-acids are present in vegetables of different kinds, as long as they are properly 
balanced. For example, tribes living in Sio-Port whether a Musarnia, a Ja-Luo or a Mukhenye, 
cooked vegetables in milk and consumed it with obusuma or ugali (African gruel). No person 
ate only one type of food, as is often reported in nutrition studies from Africa. A person eating 
food combined in this way will ingest the required protein-energy just as a person who has eaten 
meat. Some people (even if highly educated) still think that a vegetable-dominated diet is poor, 
and that those eating that way are likely to be malnourished. This is not true. 

What is important between animal and plant proteins is their netprotein utilizatiorz (NPU), 
compared in terms of the amino-acid composition. Amino-acid content is higher in animals and 
animal products, but low in plants. The only two protein foods with a 100 % NPU are human 
milk and egg. Extended breast- feeding periods practiced by Abasamia women are therefore 
commendable. Eggs were traditionally forbidden for women and children, but this custom is 
changing for younger generations. Since a variety of foods are often taken together in Samia, 
poor utilisation of amino-acid from plant foods will not matter. For example, when maize is 
eaten alone it has an NPU of only 55 %,but when mixed with beans (emangere) the combination 
can be up to 70 %. Maize helps to supply the amino-acid (e.g. methionine) the beans lack, and 
the beans in return supply the lysine that the maize lacks. Maizebean mixtures (emarzgere or 
maharaghwe) are popular in Samia. The PAG effort in the early 1960s to supplement lysine in 
African diet was therefore a wasted effort. 

Sweet potato has a NPU of 72 %. Sweet potatoes was widely eaten in Sarnia. This way, they 
get useful trace minerals and vitamins provided by sweet potato. The Abasamia habit of 
consuming potato with milk or porridge or dark green vegetables was wise because this allows 
them to mix nutrients from both animal and plant origin making a diverse diet. The dark green 
vegetable leaves and spices (i.e. pepper orpilipili) that were wideIy consumed are good sources 



of vitamins and mineral. This is probably why the poor who relied on farm produce did not show 
vitaminosis or mineral deficiencies. 

Error No. 3: That the "savage" diet is inferior. 
The term "savage" refers exclusively to thoseraces whose cultural habits are conceivedby other 
race(s) as inferior. I assume Samia would be classified by Europeans like Alexander LeRoy, 
a French anthropologist, as "savage" if he were still alive, because of the consumption of wild 
dark green vegetables and various insects as mentioned in Chapter 2. In the late 19th century, 
Alexander LeRoy spent twenty years somewhere in East Africa living among and studying the 
so-called savages with all the prejudices and phobias of his time. He then wrote 

". . . them, the fetishist, with primitive culture . . . and nothing of special interest . . . have 

poor feeding habits indeed. [He added with certainty that]: ... such savages ate certain 

foods that people of [his] race would not dare to even put near their mouths (LeRoy, 1922: 

175)." 

Those same tribal groups which were referred to as savages by related colonial scholars in East 
Africa: some like the Luhya in Western Kenya, were outstanding in their traditional diets 
(Chapters 4-5). Before cassava was introduced into the Abasamian diet, the tribe grew a lot of 
millet and sorghum. These staple foods were even higher in protein content, and the Abasamia 
in those days ate them with fish. Though millet and sorghum were cultivated with simpler tools, 
the hoe and the sickle (panga), villagers were healthier and happier than today with their food 
habits and in their huts. A Uganda poet, Okot p7Bitek rebuke such previous misguided thought 
processes with the following words: 

"Come . . . into my mother's [hut]! Pause a bit by the door, let me show you. Look . . . further 

on, the rows of pots placed on top of the other, are the stores and cupboards. Millet flour, dried 

carcasses of various animals, beans, fish, dried cucumber. Look up to the roof, you see the 

hangings? The beautiful long-necked jar is full of honey. That earthen dish contains sesame 

paste; and that grass pocket contains dried white ants." (Okot p'Bitek, 1966: 71-72) 

All over Samialand, sorghum and millet were consumed with legumes and pulse varieties 
whether "wild" or "cultivated". This indicates one way in which pregnant and lactating mothers 
received their nutrient iron. Fish, mostly consumed after drying, were caught mainly by 
indigenous methods and were widely consumed. These foods provided the natives with 
polyunsaturated fatty acids which prevented them from contracting cardiovascular diseases, 
and provided them with Vitamin A, calcium. iron and niacin. 

Cassava, which is high in carbohydrates, was eaten in the form of gruel with fish. People who 
suffer from niacin deficiencies usually suffer from pellagra. This deficiency was (and still is) 
uncommon among the Samia sorghum-millet-fish eaters. Pregnant and nursing mothers and the 
under-fives need the calcium found in fish for strengthening their bones. This explains why a 
traditional Kavirondo woman, a fish eater, looked robust, and energetic for favourable 
reproduction (Chapter 3, Fig. 3.3.1). Anaemic and marasmic patients were traditionally 
rehabilitated on fish and fish sauce by traditional healers in Samia, (e.g. like Mama YeskaOgutu 
in Chapter 5, Plate 5). 

Today, it is known in nutrition circles that some of the affluent diets are unhealthy, as they 



contain too many highly refined carbohydrates. Such a diet was popular among those with a 
"traveller dietary eating syndrome" in Samia. 

Village women are today rather suspicious of people recommending nutritional changes in 
their traditional diets. The habit of eating certain foods "cold", (salad or carrots), rather than 
"hot" which is traditional is looked upon resentfully. Also frying vegetables using modern 
cooking fats is considered odd. They claim that "Since when has vegetables been fried? Such 
cooking results in food with too much oil." They also complain that some modem foods (pork) 
have very high fat contents, and saturated fatty acids are not healthy. They even suspect certain 
fish, for instance the nile-perch (mbuta), of being too fatty. They suspect such saturated fatty 
foods as the underlying cause of newly emerging hypertensive, atherosclerosis and cardiovas- 
cular disease. Sugar taken in tea, and foods baked with sugar or salt (mandasi, chapati, biscuits), 
are popular among the 'traveller dietary syndrome'. These were considered to be associated 
with new affluent diseases, diabetes and dental decay. Samians realized with dismay that 
"their former inferior burned ash-salt (omukherekha or kado-sero) was superior and disease 
free. As a development activist, the idea of Sarnian burned ash-salt reminded me all of how 

in the early 1930s, the British Medical Research Council in Kenya thought that the meat-eating 

Maasai had inferior nutrition as did the Kikuyu, who took little meat and added a salt substitute 

made from burning the swamp plants to their diet. The Kikuyu's assumed "inferior" salt intake 

ratio was calculated as follows: women's daily average intake of sodium 65 mm01 (salt 

4.1 g/d); men 20 mm01 (salt 1.3 g/d). Kikuyus' diet was also composed of lightly processed 

maize, millet, sweetpotatoes, beans and plantain, a small amount of occasional meat, milk and 

almost no sugar or tea (Hugh Trowel, 1981: 10-11). The result was that the Kikuyu diet, 

containing 65 mm01 of sodium, initially assumed inferior, was actually nutritionally better. The 

same was with the saltless Maasai diet. Later, when "superior salt" was manufactured by the 

White Man at Magadi Soda in Maasai territory and was introduced into the Kikuyu and African 

diet, adults increased their average intake of sodium to 225 mm01 (salt 15 g/d), and 

hypertension appeared among the Kikuyu. Migrant Luhya labourers also acquired the new 

"hypertension disease", along with many other Africans. (Trowell, & Burkitt, 1981) 

This frightening experience made Samians aware that their former inferior burned ash-salt 
(omukherekha or kado-sero) was better, disease free and normotensive. One participant 
exclaimed: "we wish our burned salt had been kept, improved on and modernized". 

The assumed "savaged diet", therefore is in many ways healthy. 

6.4 Proposed PHC & Agro-economic reform support 
programme 

6.4.1 Toward a desirable model 

The proposed malnutrition support programme below is constructed on the basis of these 
controversial findings and conclusions drawn from this study. 



The 'seven prioritized action lines' include: food production, processing and security; water 
provision; energy provision; income promotion; health care delivery system; pre-school child 
supplementary feeding and weaning food sub-programmes; and creation of a "community 
development focal point" in the form of a local research station from where the suggested 
activities can be implemented. 

The work draws attention to the need for a home-based model, implemented through a 
decentralized planning system from a village perspective. The current District Focus for Rural 
Development should be transferred from its present district headquarters to a divisional one, 
with locations, sub-locations and villages as the development focal point. Thus, the Govern- 
ment of Kenya in this sense will have to be forced to think of how a supportive and functional 
economic base can be instituted at the regional level and below the division. Of paramount 
importance, are decisions on how to develop possibilities of self-reliance by (a) providing the 
Kenyan harambee system, the traditional economy or the informal sector, and the formal sector 
new dimensions and incentives. 

6.4.2 Activities in detail 

6.4.2.1 The food sector 

1. Foodproduction: should include promotion of the following cereals: sorghum, millet, maize, 
rice; pulses, varieties of beans, peas, groundnuts, sesame; roots such as cassava and sweet 
potatoes; fruits especially banana. Rice should be grown by irrigating Lake Victoria and Sio 
River swamp waters. 

2. Animal and poultry rearing, fish processing, and vegetable gardening. 
Animal rearing: This should include promotion of indigenous animals; cattle, sheep, goats, for 
meat, milk and blood. These animals are more adaptable to local climatic conditions, they 
should be preserved at all cost. Those wishing to raise grade cattle should be encouraged to 
adopt an intermediate variety obtained through cross-breeding with an indigenous variety (e.g. 
Zebu). Past experiences have shown that imported western grade animals cannot survive local 
conditions. 

Also, instead of UNICEF's style in the 1970s of western milk aid through dried skim 
powdered milk (DSM), cows or bulls could be donated through a"Send an Animal Programme" 
which could be used to cross-breed local animals in order to create an intermediate variety. 
A local breed (e.g. zebu cow) produces about 3-4 litres of milk a day, a grade animal about 
10-13 litres, but an intermediate variety can produce between 6 and 8 litres of milk a day.' (Fig. 
6.4.2.1-1). Such international cooperation programmes, if directed to needy communities with 
suitable climates and grasslands, as found within the Lake Victoria swamps, would be 
extremely useful. A cow would be an on-going source of milk and would even produce a calf 
a year. 



FIG. 6.4.2.1 
Illustrative example of better Western aid than UNICEF's dried skimmed milk programme of the 1970s 

Send a CO 
o Africa 

l 
To help the Developing World 

WILE YOU HELP TO SEND A COW? 

The air fare and inoculations will cost E700 per cow 
but as each is in calf we shall be getting two animals to Uganda for the price of one 

This can lift as many as 40 families out of their present poverty in 10 years. 

Could you, or your church, group, club, institute, school or parish, 
sponsor or help to sponsor a cow for Africa? 

Send-a-Cow is backed by the National Farmers Union of Somerset ancl 
South Avon and of Devon. I t  is initiated by British farmers for Tliird Worlci farmers. :. 
Send-a-Cow is working closelv w t h  African Enterprise atid Tht. Cli~ircii ot Uganda. 

SEND-A-COW COlZSTON FIELD FhRhf, COI<STON, BATH BA2 9EZ 



Poultry rearing: Chickens, ducks and turkeys should be promoted and kept for eggs and meat. 
All these were found kept at the Samian households. If properly organized, successful poultry 
keepers could be backed by a "Send a Grade Chicken programme" from the West. Crossbree- 
ding for intermediate chickens could also be made just as with the case of send a cow 
programme (e.g. see Fig. 6.4.2.1). 

Fish processing: Samia produces a lot of fish, most of which gets spoiled on the way to its 
final destination. A small-scale fish processing plant at Sio-Port trading centre is urgently 
required. This is one area in which Samia, indeed, requires Western collaboration and 
appropriate technology transfer. 

Vegetable gardening: Lake Victoria and the Sio river swamps have created potential alluvial 
and silted land where vegetable varieties (e.g. mushrooms, cabbages, sikuma-wiki, carrots, 
cucumber, etc.) can be grown using large scale agriculture. However, this requires high 
technology and a proper irrigation or farming system under mechanized agriculture. This is the 
type of western aid Samians want. 

3. Food security: In order to store food to ensure that families eat well for twelve months instead 
of the current three to six months a year, two measures can be taken. First, traditional household 
granaries should be revived and promoted. Second, the government's effort to construct 
national grain silages at the district level in all 42 districts should be carried to completion. 
Efforts should be made to encourage communities to construct their own silages. 

4. Food processing: The Food and Agriculture Organization (FAO) has now proved to the 
World that cassava bread, made without wheat, can be baked, (Morton Satin, 1988). The 
Wageningen Institute of Food and Applied Technology in the Netherlands has been involved 
in research and experiments in making varieties of biscuits, bread, couscous, chocolates and 
cakes made from tropical plants, especially from cassava, sorghum, finger millet, soya-beans, 
groundnuts etc., since the 70s. The Ecole Nationale des Industries Agro-Alimentaires du 
Cameroun (ENSIAAC) and the Institut de Technologie Alimentaire de Dakar (ITA) now bake 
sorghum, millet and maize biscuits together in equal proportions to create a product exactly like 
biscuits made from 100 % wheat flour. This proves that these traditional crops are just as good 
for making either bread or biscuits as Western rye or wheat. 

Kenyans should make efforts to collaborate with related Western institutions. Bread 
produced in this way could be used to both supply the local villagers with access to inexpensive 
bread. Similarly, fruits could be made into juices in village based small scale food processing 
units. Dark green wild vegetables could be processed and packed as weaning foods. Cultivation 
of cassava, sorghum and millet could be increased in this way and crops already disappearing 
(e.g. sesame) could be revived through intensified village research. 

6.4.2.2 Domestic and public water 

The Kenyan Government's rural water policy, established in 1964, emphasizes a Plural 
Approach. The main economic goals and development strategies for water in Kenya are clearly 
presented in the Second Development Plan, 1970-1974, (ROK 1969). 

According to this plan all high-potential water regions should be supplied with apiped water 
system. A high-potential water region is an area with apermanent water source, including either 
a river, a lake, or an already functioning water plant as those available in Samia. 



In the medium-potential regions, areas further from a main water source where costs of 
providing such a water facility would be high, a liberal policy of both piped andor borehole 
systems has been in the past deemed appropriate. 

In the low-potential water areas, those furthest from water sources, only exploitation of 
underground water is possible, considering the costs. 

6.4.2.3 Energy provisioiz 

Energy provisions are considered from two perspectives; energy consumed locally in the 
households and energy consumed by public institutions such as the health centre to run 
refrigerators for cold storage or for small-scale village-based industries. 

There is a fuelwood shortage in Samia, so fuelwood consumed in the households in Sio-Port 
must be purchased from the market or gathered from distant Samian ranges. Market fuelwood 
was either brought in from Uganda or gathered at some distance from the household. People's 
suggestions were that some means should be found to sponsor community fuelwood projects 
in the Sarnian ranges. 

Just as with charcoal fuel, reliance on fuelwood energy is not a long lasting solution. As the 
population increases, plant species will get destroyed, causing desertification. Possibilities to 
develop animal dung for modem usage in cooking-stoves should be considered. 

Solar energy is increasingly becoming popular in Kenya for small-scale rural enterprises, for 
domestic lighting for people withmodern houses, and as amajor future alternative to electricity. 
If appropriate solar technology could be designed, solar energy could be used for industries, 
health institutions and even village cooking. 

6.4.2.4 Income promotion opportunities 

Informal sector development: Few women are actively involved in business and trade because 
of a lack of capital. Ways to induce them into business should be found. Many women are 
currently skilled in handicrafts, tailoring, fish handling and processing. Handicrafts need 
foreign markets, so this requires cooperation between Samian women and those of the 
international community. 

Other important "informal sector" activities, where mainly men are involved, include the 
hide and skin trade, brick-making, and gravel (kokoto) manufacturing from local stones. These 
raw materials are widely available. Hides and skins could be tanned and made into leather, 
shoes, bags and jackets. Some could be sold cheaply to the locals and those of higher quality 
could be exported. Western private investors should be encouraged to invest in small-scale 
village-based industries which produce goods exportable to foreign markets. 

Improving transportation networks for trade and sales: For the fish trade to prosper, a sound 
community transportation network is required. Communities like Samia are privileged with 
transportation andmarketing opportunities, but the transport system is still unreliable. Fish also 
require private transportation with cold storage facilities. 

A more reliable community transportation system should also be built from within. President 
Moi has developed a functional model that could work for community transport systems. Moi's 
transport system, developed within the framework of the "Nyayo Buses", is autonomously 
administered under the "parastatal body", Nyayo Buses Transport Company. The Nyayo Buses 
approach was begun as a form of donorlrecipient aid between the Austrian Government and the 
Government of Kenya. It is today highly appreciated by villagers. Thus, aid should be in the 



form of buses earmarked for the community, and awarded as a repayable loan. The community 
should in turn learn how to run and maintain the buses. If properly run, the revenue from the 
buses should be able to pay back the loan. 

6.4.2.5 Health care 

Three types of health care are emphasized; preventive, rehabilitative and curative. 
l. Preventive care: This emphasizes prevention of infectious diseases from community 

perspective. This should emphasize a primary health care approach. 
2. Rehabilitative care: Some observers thought in the mid 80s that nutrition rehabilitation 

units are not needed in Kenya and recommended the closure of the Nangina Mission 
nutrition rehabilitation unit, supported by the Dutch government, which had to be closed 
down in 1989. This was an unwise choice. Even if poverty were to be eliminated, 
malnutrition and disease would still not disappear in society. Malnutrition is closely 
intertwined with diseases which, no matter how hard Kenya tries, will not disappear from 
society. Nutrition rehabilitation centres like the traditional Nangina and Butula are 
therefore needed and should be preserved. 

3. Curative care: In 1984, the following suggestions were made: (a) that Sio-Port Health 
Centre should provide pre-school child immunization which stopped about two years ago; 
(b) that wards for children and in-patients be provided; (c) that a maternity wing be 
provided so that women need not deliver at home; (d) that facilities for treating babies of 
low birth weights be provided. Suggestions (b) and (c) were later provided by KEFI-PHCP 
in 1986-88. 

6.4.2.6 Child nutrition 

A village-based food processing small-scale industry for the 'under fives' : The 'under fives' 
food processing village based small-scale industry should be started. Efforts should be made 
in such centres to develop supplementary 'under fives' foods for infants and toddlers from the 
local diet. Such a unit should initiate a "village-based under fives food industry" using cereals, 
fish, animal products, pulses, groundnuts, fruits, and local vegetables. 

The under fives feeding programme: This should be done through a community based Pre- 
school Care Unit(s). Formulas made at the "village-based under fives food processing centres" 
from the local diet can be used for pre-school child feeding programmes at such organized 
centres. Parents who want their children to eat at such centres should pay a certain fee. Similar 
pre-packed under fives meals could also be sold to parents who want to buy directly from the 
"village-based under fives food shop". 

6.4.2.7 A regional development focal point 

To plan these activities an institution in the form of a local research station is required where 
researchers can carry out more detailed studies. The basic aim of such a local research capacity 
is to not only find ways of managing such activities, but more to develop detailed answers about 
the related appropriate technologies. Such an institution should be built at the sub-location. 

Those activities suggested above should rely on local resources, skills, and technology as 
much as possible. They must also be implemented according to priority, and developed 



gradually to meet short-term needs until long-term plans are fulfilled. Activities described in 
this study should require not less than a ten-year plan. (FIG. 6.4.2.7). 

Under such a model, villagers must be integrated into the project from its planning, 
implementation and maintenance phases. This means villagers must be the participators in and 
the force behind all changes in their village. 

FIG. 6.4.2.7 
A Regional development focal point (RDFP) and constructing a local research capacity at the Sub- 
locational level) 
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6.5 Conclusion 

After an in-depth study of Samian society I arrived at the conclusion that the state of physical 
health is generally poor at the "ground-level", despite the deceptive statistics Kenya has shown 
since the 40s. Malnutrition was common, partly precipitated by poverty, disease, food 
shortages and SPEC complex factors. The malnutritional causes are today so politically 
intertwined that we can no longer think of malnutrition management without speaking of 
politics. 

In our malnutrition management programme, we suggested a comprehensive approach 
requiring structural commitments that are far beyond the current "health order" of selective 
approach. Our alternative suggests holistic understanding, prudent planning, a wise choice of 
models, and a team of local researchers to familiarize themselves with the problems and 
potential solutions. 

6.6 Areas for further research 

The factors causing malnutrition are not food specific. Political issues turned out to be very 
important. Polymorphic and PAORA methodologies are appropriate for understanding such 
complicated malnutritional issues as they allow a multi-leveled perspective. I recommend 
further PAORA village trials. 

. There is also a further need for a comparative study between a Kenyan health model region 
and an undernourished region like Samia to determine problems universality. 

Moral support and commitment are required from donor(s) and the recipients. To what 
extent are donors willing to engage in a programme involving huge sums of money that would 
sponsor programmes suggested in this work? Can they sponsor aproject that would take at least 
ten years? Can donors be ready to work together on joint community programmes? 

I also recommend a further study focused on decentralized, village based development. The 
idea of a locally based regional development focal point (RDFP) could be the model for such 
a study. 

Mentalities of extravagance and food waste during political rallies is another area requiring 
research and sound protective policies. Ways to end the current magendo and farm negligence 
require even more serious research. It was discovered that magendo is a term highly misunder- 
stood and misused in Kenya by policy makers, planners and the ruling class. 
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NOTES 

Chapter one 

1 From a videotape with Mr. Richard Walukano (the Kenya-Finland Primary Health Care Project 

Manager) May, 1989, Kakamega Office, shot by Ulla Oksanen and Pertti Veijalainen - A video 

programme of the Administrative Development Agency (VKK)/PLANCENTER. Finland. 

2 Personal communication with Dr. James Maneno (the Deputy Director of Medical Services) in 

Nairobi, July 1984. 

3 Personal communication with Dr. James Maneno in Tampere, Finland (his speech also edited in 

Hannu Valtonen 1986 -International seminar on primary health care, University of Tampere, 9-12 

Dec. 1985). 

4 From Mr. Richard Walukano, ibid. 

5 e.g., see Min. of Social Affairs and Health (May, 1985:6) - Health Policy Report by the Government 

to Parliament, Finland 1985. Helsinki. 

6 (both mother and child) are indicated "I", household structure "II", farming environment "m" . . . 
HES and NUS " X .  

7 i.e., Publications available at the Institute of Development Studies, University of Helsinki. Finland. 

8 Child Health Card, Ministry of Health, Kenya. 

Chapter two 

1 Based on official information obtained from the Ministry of Water Development, Kakamega Office, 

1984. 

2 WHO (1984) - ibid. p. 81. 

3 WHO (1984) -ibid. p. 55. 

4 Based on an official survey report in the BusiaDistrict by the Ministry of Water Development, 1983, 

unpublished. 

5 WHO (1984) -ibid. p. 55. 

6 When this hidden employment alternative was first mentioned in Kenya by the ILO mission team in 

1972, it stimulated great interest, discussion and research into this formerly neglected field, not only 

in Kenya but in many developing countries across the world. 

7 Dr. JuliaOjiambo, a former Member of Parliament from Namunywedavillage, Busembe sub-location. 

Her portrait appears in Chapter 6. 

8 Based on the author's observations. 

9 Complemented with information from Sio-Port Fisheries Department 

Chapter three 

1 Anthropologists, when using the term "tribe", refer to two realities. First, they distinguish one type 

of society, with a people and mode of social organization. Second, they designate stages of human 

evolution from the primary unit of the parent-child relationship, to the society one finally identifies 

with. 



2 A policy created to prohibit the Kenya Abasamia from maintaining relationships with their Uganda 

Abasamia counterparts will not work. 

3 Note: names shown in bracket were among clans the author identified in Samia. 

4 Quoting 1979 census statistics. Mr. wa Kenya was Abakenyen University graduate. He believed that 

having one wife and three children is fashionable. He was a monogamous, with three children. 

5 Based on 1962, 1969, 1979 Census statistics. 

6 A Musamian aged 72-years, a husband of eight wives, 36 children and several grandchildren. 

7 Joseph Thomson, ibid. 

8 e.g. see also Hawthorn, (1981) p. 70. 

9 Hawthorn, (1981) ibid. p. 71. 

10 Prof. Agolla Osolo 

11 From which today's "informal sector" inherited its name. 

12 e.g. see Trowel1 & Burkitt (1981) 

13 e.g. see Kokwaro, 1976 pp. 47-48 

Chapter four 

1 We were together with Mr. Richard Walukano, Mr. Luis Herrera and Mr. Daniel Ogutu of 

KEFI-PHCP, and, the Busia District Health Officer. 

2 This was part of the teaching messages of the 'Breast feeding Information group, Box 59436, 

Nairobi' during the International Conference on Primary health care, 2-5 August, 1984 held at 

Serena Hotel, Nairobi. 
3 WHO (1983) Op cit. pp. 83-87. 

4 WHO (1986) Ibid. p. 11. 

5 ROK (1984a) Ibid. 

6 T. Sitari's (1980: 174) calculations from Tanzania were similar. 

7 e.g., the total area of land among the Extremely Poor was obtained using the following calculation: 

Utilised land: 1 X 0.3 + 7 X 1.2 = 8.7 acres 

Unutilised land: 1 X 2.7 + 7 X 6.8 = 50.3 acres 

Total land area: 8.7 acres + 50.3 acres = 59 acres 

Average: 5918 = 7.4 acres 

This procedure is used in calculating all land cases. 

Chapter five 

1 Translated as 'Marasmus is what leads to evil deeds' 

2 Translated as 'Handbook of Luo Custonzs' 

3 For equivalent scientific names, see Kokwaro, J., 1976 

4 Where PO = Population for Kakamega, Bungoma, Busia and Siaya according to 1979 census; P1 = 

Actual population growth rate for the area in 1979; n = Estimated population growth rate for rural 

Western Kenya starting from year zero (1979), or say, (PO X PI); N = Estimated area population 
growth rate projected from the nth year to 2005. SUM = [[(PO X Pl)n]N] + PO. 

5 Personal communication with Pekka Koski, Vammala, PL 54, SF- 38201, Finland. 

6 Personal communication with Julia Kunguru, Community Participation Officer, KEFI-RWSP in 

Kakamega - in Helsinki March 1991. 

7 Personal communication, Espoo. 



Chapter six 

1 A Send a Cow to Africa to help the Developing World Program, backed by The National Farmers' 

Union of Somerset and South Avon and of Devon and initiated by British farmers. The program 

already exists and operates in Uganda under Heifer International. This Send-A-Cow programme is 

backed by USA farmers and Corston Field Farm, Corston, Bath, BA2 9EZ. Gerald Alford. Great 

Britain. 
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ANNEX A: A MATERNAL 
AND CHILD HEALTH SURVEY 
QUESTIONNAIRE CHECKLIST 

MATERNAL AND CHILD HEALTH SURVEY QUESTIONNAIRE 
CHECKLIST, JULY 2,1984 

Objective I :  Maternal and Child Health 

Q 1. Does your child have any health problem? 

Q 2. What are the main disease problems amongst pre-school children in this community? 

Q 3. Which of these do you consider the main killer(s)? 

Q 4. In what way are these disorders different from those that affect maternal health: 

(i) Pregnant mothers (ii) Lactating mothers 

Q 5. Of the children in the family how many are (i) immunized (ii) Against what (iii) for what reasons. 

Q 6. What are the main diseases among women of child bearing age? 

Q 7. Which of these are conditions? 

Q 8. Which of these diseases do you consider main killers? 

Q 9. What are you doing about it as: 
(i) An individual (ii) A family or A household (iii) A community 

Q 10. What role do you think the existing health services have played in an attempt to alleviate the 

identified disease problems? 

Q 11. What role does traditional medicine play in the healing system? 

Objective 2: Maternal and Child Nutrition 

Q 1. What are the main crops grown in this area? 

Q 2. In what seasons do you grow them? 

Q 3. Which amongst the crops you have mentioned above do you grow: 

(i) for cash (ii) for subsistence? 

Q 4 Do you possess enough land by acreage? 

Q 5. How many times do you cook per day? 
Q 6. Can you recall starting from this moment, what you ate during the past: 

(i) 24 hours (ii) 7 days 

Q 7. How far does the dietary pattern stated transgress from what: 

(i) Pregnant mothers eat? (ii) Lactating mothers eat? 

Q 8. Length of breastfeeding period. 



Q 9. Age at which you start weaning. 

Q 10. Kinds of foods introduced during the weaning stage. 

Q 11. Taboo foods during the weaning period. 

Q 12. Any snacks given to the child between meals. 

Q 13. Who cares for the child when the mother is away. 

Q 14. Pregnancy diet for different stages of pregnancy 

Q 15. Taboo foods during pregnancy. 

Q 16. Foods consumed when mothers are lactating. 

Q 17. Taboo foods during lactation. 

Q 18. When is a normal family meal? 

Q 19. How large is the household size 

(i) parents number (ii) children's number (iii) relatives and others 

4.20 What is the main source of income per day or so? 

Objective 3: Water Supply 

Q 1. Source of water during different seasons. 

Q 2. How is this water drawn from the source? 

Q 3. Any sign of protection of the water source? 

Q 4. What kinds of containers are used for carrying water? 

Q 5. Activities around the water source: Animals? Washing? Children? 

Q 6. Distance to the water source. 

Q 7. Mode of transport. 
Q 8. Storage: Are there special pots? 

Q 9. Are any special arrangements made for drinking water for under 5's? 

Q 10. General cleanliness of compound: 
- Organized garbage collection pits? 

- Structure of houses (observe). 

- Dish drying racks? 

- Availability, use and maintenance of pit-latrine 

Objective 4: General health problems and related needs 

Q. 1. What are the general problems in the community: 

- State of fuelwood supply 

-Number of days lost in the past year due to illness. 

- People and overcrowding 

- Landlessness 

Q 2. What measures have you taken to solve the problems as: (i) A family or A household (ii) A community 

on self-reliant (iii) community with some external assistance 

Q 3. Suppose you were to get some external assistance which of the top five amongst your priorities would 

you allocate this aid to? 

Q 4. Of what assistance if any have extension workers and other government agency to you as: 

(i) An individual (ii) A household (iii) A community 



Objective 5: Health Care Coverage 

Q. 1. What are the health facilities within reach? 

Q. 2. What kinds of out break services are organized from these health units? e.g. Home visits, Mobile 
units, Public Health Technicians, Family Health Field Educators, Other Health Personnel? 

Q 3. What is your attitude toward family planning? 

Q 4. Distance to the (i) nearest, health unit? 

Q 5. What do you think should be done about the providers and services provided to make them better? 
Q 6. Are there preference for service from some units as opposed to others and why? 

Q 7. How accessible are the services in different seasons? 

Objective 6: Community Information System 

Q 1. How does information usually spread from one place to another within the community? 
Q 2. What are the important formal channels of communication? 

Q 3. The important informal channels? 

Q. 4 Who do the channels reach and how effective are they? 

Q. 5 What are the patterns of interaction within the community? 
Q 6 Where do people usually gather or get together? 

Q 7 Are these important places of communication? 
Q 8. Who has the greatest authority in the health area? 

Q 9. What effect does authority of various leaders have on the acceptance of their messages? 

Q 10 What channels of communication do these leaders use? 

Q l 1 What are the roles of market place, roads and transport routes, water sources, eating places, festivals, 

religious gatherings etc? 





ANNEX B: FIGURES 

FIG. 1.3.1-2 
Numbers of survivors at different ages of a birth cohort of 1,000 males and 
(ROK, 1981b, Compendium to Vol. 1) 

1,000 females in Kenya 1979 
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FIG. 1.3.1-3 
Numbers of survivors at different ages of a birth cohort of 10,000 males and 10,000 females in Hungary 
(1985) and Sweden (1986) (From UN, 1990: 150) 
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FIG. 4.4.8.3-2: 
Child health card 
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ANNEX C: MAPS 

MAPS NO. 1-1,2 

Normal seasonal rain pattern in Kenya (From Downing T.E., et al., 1989) 
1 



Downing T.E., et al., 1989) 



MAP 1.1-1 
Kenya: Child nutrition (3-60 months) in rural Kenya 1982 (Prevalence of nutritional stunting by districts* 

' NUTRITIONAL STUNTING - Parcentage of children with a height-Wage value bekrv 90% of the WHO standards . Note: In a heelthy well- 

nourished child population, less than 2,5% of the children would n d b  fall bekw 90% height-for-qe of the WHO stsndarda.) 

BASED ON M E  1982 THIRD NATIONAL NUTRITION SURVEY BY THE CENTRAL BUREAU OF STATISTICS WlCH 
COVERED 95% OF M E  POPULATION. 



MAP 1.1-2 
Childhood mortality (0-24 months) as 1979 by province and district (From Moses Kibet, 1982) 

Source: BASED ON 1979 CENSUS ESTIMATES BY M. KIBET. 

POPULATION STUDIES RESEARCH INSTITUTE, UNIVERSITY OF NAIROBI 



MAP NO. 2.2-3,4: 
Kenya- arid areas and rainfall distribution pattern (From Jansen, a.a.j., et.al., 1987) 



MAP NO. 3.3-1: 
Population density 1979 (From Jansen, a.a.j., et.al., 1987) 
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MAP NO. 3.3.2-2: 
Kenya pattern of internal migration (Ominde, S.H., et al., 1984) 
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MAP NO. 3.3-3,4: 
Kenya development pattern and development density surface (From Vogel, L.C., et .  al., 1974) 



ANNEX D: TABLES 
TABLE 1.3.1-1 
World food daily colorie supply per capita as percentage of requirement, 1985 
(Rated at Market values1; from UNICEF 1989 pp. 96-97 data). 

COUNTRIESZ Arbitrary Daily Calorie Supply Cut-off points in PercentageJ 

-1-1 
Cont. next page 

'/.Where all mrket values are evaluated in dietary energy calorie and 
divided by the national energy calorie requiremnt values, then nultiplied by 
100%. For Kenya. African energy values in the 1940s were set at high values 
(3289 calories for good diet in 1943 probably because of the better dietary 
habits by then; but decreased to 2380 (1961); and 2350 (1970). See Jansen et 
al. 1987 pp. 28-29. New set rnargins continue as food situation continue 
deteriorating. 
'/.For Africa, only those countries with 90% and above calorie supply are 
included; for Asia (100%): for Latin" h r i c a  110%; while the rest of the 
World Economies were asswned to be developed" and taken at high values 
(120%). Finland being a WHO health model region of health for all by the year 
2000 was included as a special case; the s a m  was to Kenya being the study 
country. 
' l  .Cut-off points are arbitrarily chosen. Though according to FAO, daily 
calorie supply at cut-off point 110% is assumed to be normal for a country. 
However, below this, a country is likely to face a food crlsis, and even run 
into acute shortages if it is let to go as low as 90% or below as was Kenya 
in 1984185. Countries between 90-110% cut-off points are therefore considered 
food deficit risk countries; or as on the road to acute f w d  crisis. While 
those below 90% as countries already in acute food crisis. 
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TABLE 1.3.1-1 
World food daily colorie supply per capita as percentage of requirement, 1985 End 
(Rated at Market valued) 

COUNTRIES Arbitrary Dally Calorie Supply Cut-off points in Percentage ......................................................................... 
90% 100% 110% 120% 13011 140% 1504XXX xxx 

96 - y 1 - 1 - 1 1 8  30 12 
1- -117 34 11 

Burma - 98 40 
Mongol l a 61 - 

60 17 
45 - 
45 - 
23 80 
187 50 
69 - 
7 - 

Chlna - 45 10 
-1111 39 - 
1 1 0  33 38 

Domlnlcan -1-110 84 43 

a I 1-109 120 44 
1 1 0 9  223 - 

Senegal ------------f----1-109 220 - 
172 - 
123 45 

1 1 0 8  117 - 
Brazil 1-107 87 - 
Nlcaragua -1-105 1 99 110 
Guinea Blssau I 1-105 227 56 
Uruguay 1-103 99 19 
Liberia -1-103 150 23 
Thailand 1-102 51 34 

1--102 145 26 
Lebanon 1-101 53 - 
Phllippines 1101 75 64 
Lesotho I 100 139 55 
Tanzania -99 11 179 - 

156 - 
Mauri tanla 223 - 

232 35 
164 80 
95 55 

Malawl 267 85 
188 65 
261 65 

Sudan --C93 I 184 85 

Africa R 2 I I 226 91 
Nlgerla ~-p2 I 177 - 
Somalia -1 I 225 70 
Kenya -7 I 116 55 

1-11 

NOTE: 

XXX = Under five years' children mortality per 1000 as per 1987 

xxx = Percentage of rural population below absolute poverty level between 1977-86. 

4/.Where all market values are evaluated in dietary energy calorie and 
divided by the national energy calorie requirement values, then nultiplied by 
100%. For Kenya, African energy values in the 1940s were set at high values 
(3289 calories for good diet in 1943 probably because of the better dietary 
habits by then; but decreased to 2380 (1961); and 2350 (1970). See Jansen et 
al. 1987 pp. 28-29. New set margins continue as food situation continue 
deteriorating. 



TABLE 1.3.1-3 
Estimates of the Kenyan infant mortality rate, life expectation at birth and crude death rate between 1959 
and 1979 (From Ewbank et al., 1986, p. 41) 

Infant mortality rate Life expectancy Crude 
(per 1.000 live births) at birth death ---------------- rate 

Province1 District 1959 1969 1979 1965 1979 1977 

Nairobi 82 71 61 57.9 62.1 7.1 

Central 
K i ambu 
Kirinyaga 121 84 58 52.2 62.6 10.8 
Muranga 111 72 46 55.7 67.0 9.4 
Nyandarua 96 63 52 58.8 65.4 8.4 
Nyer i 84 52 38 59.4 67.6 8.2 

Coast 
Kilifi 
Kwale 
L a m  117 130 144 48.5 45.3 19.2 
Mombasa 100 91 83 54.9 57.3 
Tai ta-Taveta 184 126 84 48.9 60.5 11.2 
Tana River 147 137 128 46.7 48.8 16.9 

Eastern 119 91 71 52.8 59.7 12.0 
Embu 116 83 59 53.0 62.1 11.1 
Isiolo 181 166 153 38.9 41.5 22.6 
Kitui 156 126 100 48.6 55.5 14.7 
Machakos 130 97 72 54.8 63.1 10.5 
Marsabit 95 95 95 53.8 53.8 15.9 
Meru 

North-Eastern 
Gar i ssa 
Mandera 
Wajfr 

Rift-Val ley 
Bar i ngo 
E lgeyo-Marakwet 
Kajiado 
Kericho 
Laikipia 
Nakuru 
Nandi 
Narok 
Sanburu 
Trans-Nzoia 
Turkana 
Uasin-Gishu 
West Pokot 

Nyanza 
Kisii 
South Nyanza 
K i s m  
Siaya 

Western 
Busia 
Bungom 
Kakamega 

KENYA 125 105 84 51.0 57.4 12.7 



colonial period 

F O S - X A ~ F  O P . T E  European P+im bi~ounfry of Birth 

Canada . . . . . .  
Fevfoundlnnd . . . . .  
\VatIndiea . . . . .  
Other Brit. Dependenaies in .America . 
hg.3ntiM . . . . .  
Brsril . . . . . .  
a. . . . . . .  
3Iasieo 
v,,iteast&~iamhcn : : : 

- 
Counrrr~ o j  birth 1 1921 1926 1- 

Ekaahem in America. . 21 3 i  / 19 

h r i c u T o t a 1  . . . .  ~ ~ l ~ / ~ l & l ~  

M e n  . . . . . . .  

. . .  S e a  Zeslnnd 
Other Brit. Dapndeneie. in ~ c & i u  : I 

. . .  

3 2 2 4  

I n d i a . . . . . .  O n  . . . . . .  , 
- 
676 

Palatine . . . . . . .  
Othel. Brit. Dependencies in his. . 
anbia  . . . . . . . .  
c h i n a . . . . . .  

. . . . . . . .  ca. 
J s p ~  . . . . . .  
P e n h  . . . . . . . .  
Et.srhem in Asia . 

11 

7 - 
3 - 
3 2 

- 
- 
- - 

A S ~ T O ~ ~  . . .  .l- SW2 358 319 



TABLE 4.4.8.3: 
Infectious and communicable diseases 

Ministry of Health 

OUT-PATIENT TALLY SHEET 



TABLE 4.4.8.1: 
Incidence of morbidity (in %) in Samia, 1984 HH Sampled: Mothers = 56; Children = 87. 

Comm- Major HH data as presented by Local health centre 
Unity disease the various villagers* data** 

categories ........................................................ 
Mothers C5s (MO) Children Adults 

Pregnant Nursing c12 12-36 37t Unspecified M F 

B - Malaria 7  16 10 4  21 35 9  19 
U - Upper and lower 0  4 1 2 5 0  27 3  15 
J respiratory tract 
U diseases 
A - Pneumonia 4  9  2  5 1 0  4  2  2  
N - Dierrhoealdysen- 0  0 1 6 6 2  25 2  12 
G teryl vomiting 
A - Measles - 3 1 0 0  5  - - - Malnutrition 0  0  7  7 1 0  0.08 - - 

- Birthldelivery 4  14 - - - - 10 
problems 

- Abdominnl pains 9  18 - - - 5  8  
- Eye infection - 4  6 1  3  3  6  
- Ear infection 0  1 4  1 0  2  0  4  - Rheumatism 0  0  0  0 0  2  - - - Skin diseases 0  1 0  4 6  1  3  8  
- Worm infection 6 9  10 9  20 9  4  10 - Witchcraft 0  0  5  0 0  0.02 - - 
- STD 1 2  ............................................................. 

B - Malaria 5 14 17 7  9  
U - Upper and lower 4  13 9  8  2 
S respiratory tract 
E diseases 
M - Pneumonia 2  0  6  9 0  
B - Diarrhoeeldyssn- 4  13 13 13 2  
E teryl vomiting 

- Measles - 7 1 4 0  
- Malnutrition 0  0  6  2 1 2  
- Birthldelivery 5 11 - - - 
problems 

- Abdominal pains 4 9  - - - 
- Eye infection - 5 1 3 4  
- Ear infection 0  0  4  8 2  
- Rheumatism 2  3  0  0 0  - Skin diseases 0  2  0  2 5  
- Worm infection 6  10 8  9  18 - Witchcraftcy 0  0  9  2 0  

Note: * Household data is from Sept. 1984- Jan. 1985; ** Covered periods Feb. to Nov. 
1984; Sio-Port H/C catchment area 48,000; Average monthly attendance = 6,000 
patientslclients; Average new cases per month = 4,000 patientslclients according to 
official information from the Sio-Port Health Centre. 



TABLE 4.4.3-2: 
Showing the Samian people dish menu nutrient and energy content (Per of some 100 grams of edible food) 
(From Latham, M.C. 1979: 264-267). 

ROOT TUBERS 

VEGETABLES 
-fresh beans 

Note: ... - data not available 
tr = trace contains too small quantity to be signilicant in dictalyovaluations 
1. Yellow maize has about 9 0 , ~ ~ ~ c a r n t e n c  equivalent. It is higbIy despised among some households; and 
&ate it with infertility, i.e. some believe that yellow maize attributes to stcrilily. 





TABLE 4.4.3-2: 
Showing the Samian people dish menu nutrient and energy content (Per of some 100 grams of edible food) 

ju ice 

J a m  - 



TABLE 6.3.5.2.2: 
Timetable for the causes and cures of malnutrition suggested by 'experts' over the years in kenya 

Elements of the Causes Year Counter-causal factor elements, 
Suggestions & fiasco cures 

Malnutrition in Kenya 1928 Cultural habits. poor customs: 
'Change habits and customs' 

under the name kwashiorkor 1930 pltiple, close pregnancies: 
in Gold Coast, South Control breediyg habits 
and East Africa 'Space children 
Serum albumin 1940 
Kwashiorkor in Sub-S:haran Africa' 1950 Give local 'nultimixes' 

'Protein malnutrition 'Cure with dried s k i m d  milk' (DSM) 
Weightlage classification 'Protein-rich food mixtures 

'Provide nutrition rehabil itation units (NRU) 
'Bottle-feed 

Protein Advisory Group of the 
United ~ations- 

'Calorie malnutrition' Health education 
Fami lv olannina (FP1 

Plasma amino-acid ratio 1960 Mothekiraft ceiitks' 
'The rise of marasmus' Lysine supplementation 
'Protein-calorie malnutrition' Protein-rich food mixtures challenged 

Anthropometric measures 
Lysine challenged 
Multifactorial nature 
Bottle-feeding, DSM promoted 
Growth of cash crops promoted 
Call for m r e  NRUs 

Protein-energy malnutrition 1970 Fertility attacked; FP enphasized 
'Protein diet gay' Multiple tests, MCH & FP clinics 
'Energy diet gap Nutrition planning 
'Population explosion' Landlessness criticized 

Equitable distribution 
Growth of cash crops criticized, 
Call for subsistence cro! promotion 
Bottle-feed criticized, Spoon-cu feed talk' 
From hospitals to health centre(sy suggestion 
'Provide basic hurmn needs' 

'The rise of kwashiorkor' 1980 
'The rise and rise of marasnus' Growth monitoring 
'The rise of PEM in Sub-Saharan Africa' Oral rehydration salts (ORS) 

Breast-feeding promotion 
Imnization intensification 
GOB1 
Drought management 
Primary health care - Enviromntal and sanitation control 
NRCs criticized 
World Lnk-IMF Structural adjustment program 
on the hwnan face 

Selected sources:"' Beaton & Bengoa, 1976; b' McLaren, D.S., 1983: p. 10; UNICEF 1986 






