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OPERFONAL DEFINITIONS

Ageing : Multidimensional process of an individgabwing older

marked by physical, psychological and sociahges.

Elderly : A person aged 60 years and above.

Health System : The organizations, institutiongd eesources that are

devoted to Producing health actions.

Optimal Ageing : The capacity of an individual tonttion across many
domains- physical, functional, cognitive, emotigrsacial,
and spiritual to one’s satisfaction
despite one’s health status.

Responsiveness of Health System: Ability of hesjtstem to offer high quality care that
reflects how well the system responds to the pdiouls
legitimate expectation regarding Non-medical (relzl)
aspects of health-care.

Health Care Service Provider : A trained healtff steoffer care service to clients and
patients.

Vulnerable Populations : People who cannot comiidyteor safely anticipate,
access and use standard resources, resist, copeand

recover from impact of adversity.
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ABSTRACT

Optimal aging in the elderly has become an importaimcept globally due to increasing
number of people aged 60 years and above andsiesequent pressure on health services.
The elderly, expectant mothers and children beloe years comprise the world vulnerable
population. In Kenya, unlike the Western world, yotihe expectant mothers and children
below 5 years have special health care serviceeguithus leaving the elderly on routine
health care system. This study investigated tfieance of health systems responsiveness on
optimal ageing of the elderly in rural Kenya, Raghyo north sub-county of Homa Bay
county. Specifically, the study sought to determihe level of optimal aging among the
elderly, establish the influence of respect forspes in caring for the elderly on elderly
optimal ageing, determine the influence of impletagon of the concept of client
orientation in caring for the elderly on elderlytiopal ageing, evaluate the influence of
Health System preparedness to care for the elderiderly optimal ageing. The study was
guided by Systems theory. A conceptual framewodwatg the relationship between health
system responsiveness and optimal aging was adophed study employed a descriptive
cross-sectional explorative survey. Semi-structugestionnaires, interviews and focus
group discussions were used as methods of datactiol. Study population was 10,033
elderly and sample size of 385 was determined by Yamane’s formula with margin of
error of 5%. Respondents were obtained by usingt@lltand purposive sampling methods.
Further 45 Key Informants and five 10 focus grougrdssion members were obtained by
purposive sampling method. Reliability of the digmaire was determined by Cronbach
alpha which ascertained at least 0.7 in all subscaValidity was determined by expert
supervisors and by piloting. Quantitative data aaslyzed using mean, correlation and
regression while qualitative data was analyzed #i@ally in which concepts were identified
and emerging themes generated. In a Likert scatH®mb, the study established that there
was moderate level of optimal ageing with meanaasp 0f2.61, (r =.247; p < 0.05), there
was positive correlation (r =.247;p < 0.05) betwedservance of respect for persons and
elderly optimal ageing, there was positive corietat (r =.534; p< 0.05) between
implementation of the concept of client orientatéord optimal ageing and there was positive
correlation (r =.447; p < 0.05)between health systereparedness and elderly optimal
ageing. The study revealed that health systemuatedor 56% of the variances in optimal
aging of the elderly in the study area. In condosthe study established that elderly
experience moderate aging due to multiple morbidigsociated factors; there was
statistically significant influence of implementati of client orientation in caring for the
elderly on elderly optimal ageing however, majority the elderly expressed marked
resentments over respect accorded to them by hstalth) there was statistically significant
influence of implementation of the concept of dienientation in caring for the elderly on
optimal ageing but there was inadequate understgnafi the elderly on the potentials and
challenges of the health systems. Finally, there statistically significant positive effect of
Health Systems preparedness on elderly optimalnggand that currently health service
providers practice with general health care knog#edrhe study recommended the use of
specific elderly care service guide, sensitizatadhhealth care service provider to the
observance of respect for persons, positive inteesessions between health care service
provider and the elderly, specialized training efilth care service providers to care for the
elderly and further study on how to improve on tieservance of respect for persons in
caring for the elderly.
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BRTER ONE

TRODUCTION
1.1 Background of the Study
The consistent global increase in the number oktderly i.e. from 901 million in 2015
to a projected 1.4 billion by 2030 has had impacalh human institutions but has had no
corresponding categorized health care service nsggoamong many nations particularly
the developing nations, Bhattacharyya, (2015); {&¢hi Nations Population Fund
[UNFPA], 2012); Gachuhi and Kiem@005). The increase is causing worldwide strain
on resources specifically health services and thehenisms to adequately address health
problems and risk factors of old-age (United NatioBepartment of Economic and
Social Affairs, [UNDESA], 2015). This decreaseseeglyg potential for optimal ageing
(Beard, Biggs, Bloom, Fried, Hogan, Kalache, angh@hsky, 2012; Mubila, 2012).
The strain compromises among others, the sociacagp health-care with respect to the
elements of health systems responsivenespéct for persongapturing ethical aspects
of interaction with the health system which in@ad dignity, confidentiality and
autonomy;client orientationwhich gauges consumer satisfaction in terms ofmpto
attention, quality of basic amenities, access watsupports network, and choice of
health providers) and preparedness(staff trainmydeployment) to care for the elderly

(World Health Organization [WHOQO], 2007, 2000; H2006).

Optimal aging which is a desired virtue in longgyis the capacity of an individual to
function across many domains: physical, functiomalgnitive, emotional, social, and
spiritual to one’s satisfaction in spite of one’sdical conditions (Smith, 2007; Appendix

1). Worldwide, the elderly, the expectant mothamd children aged below 5 years are



considered as vulnerable populations (Center fae&e Control [CDC], 2012; Velkoff
et al. 2007), that is people who need special @bieror additional assistance to cope

with life.

In the Kenya health system, the delivery of heakvices to expectant mothers and
children below 5 years is guided by specific caeise guides, the “Focused Antenatal
Care (FANC)” and “Integrated Management of Childthdinesses (IMCI)” respectively
(Appendix 2). This is because these two cohort® humique care needs that go beyond
the scope of general care which is guided by thelidé model (Green, Carrillo and
Betancourt, 2002). The impact of this specificechas had improved health outcomes
for mothers and children marked by reductions lsheélalth and deaths (Kenya National
Bureau of Statistics [KNBS], 2014; Appendix 3). mdging care for the elderly lack
such focused care provision despite them being gntbe vulnerable populations
(UNFPA, 2012). The absence of such focused car¢htrelderly in Kenya indicate a
need to investigate how the health system carghirelderly in the context of health
system responsiveness and preparedness. It issaghia background that the study
sought to investigate the responsiveness of heatth system on elderly optimal aging in

Rachuonyo North Sub-county of Homa Bay County, Keny

1.2 Statement of the Problem

Globally, the elements of health system respongiserare inalienable components for
optimizing clients’ well-being against ‘legitimatainiversal expectations (Hsu 2006; De

Silvia et al., 2000). In sub-Saharan Africa, nogpansiveness of health systems due to
limited health resources, weak health systems,espacial network and prevalence of

poverty, could be contributing to non-optimal age(NDESA, 2015) and as a result,



most health programs lack targeted care to thelgld®©ptimal aging accounts for the
differences within and between individuals in terofisadaptation to stressors, therefore,
promotion of optimal aging for the elderly is banefl to both an individual and the
society. The increasing population of the eldetbbglly, regionally and locally, requires

a corresponding responsive health care serviceatglibeing that they are among the
vulnerable demographics. However, due to limiteshlth resources, weak health
systems, sparse and stretched social safety ndtpramalence of poverty, most health
programs lack focused care provision for the ejddRleports from the office of Kenya
Demographic Health Survey, Rachuonyo sub-county,reeorded an increase 0f38% of
elderly population between 2014 — 2017 and nowthepother sub counties with number
of the elderly (KNBS and SID, 2016; Ministry of Lalr and Social Protection, Homa
Bay County, 2016; table 3.1). In light of this iease and the absence of care service
guide for the elderly, the study sought to investghealth systems responsiveness to the
care of the elderly towards optimal aging in RastwaoNorth Sub-County of Homa Bay
county, Kenya. Previous studies addressing isstiteecelderly i.e. Kabole et al (2015)
focused on social context of abuse of the eldarlfEmuhaya District, Dwele (2015),
focused on elderly support centers in western Ke@®gadi (2009) focused on status and
implementation of national policy on ageing in Kanpjwang et al., (2010) focused on

nurses’ impoliteness as an impediment to patigights in selected Kenyan hospitals.

1.3 Purpose of the Study
The purpose of the study was to investigate thporesiveness of health systems on
optimal ageing of the elderly in rural Kenya, ttese of Rachuonyo North Sub-county of

Homa Bay County.



1.3.1 Objectives of the Study

1. To determine the level of optimal aging among éiderly in Rachuonyo North
Sub County.
2. To establish the influence of respect for pesson caring for the elderly on

elderly optimal ageing in Rachuonyo North Sub Cgunt

3. To determine the influence of implementatiorthef concept of client orientation
in caring for the elderly on elderly optimal ageimg Rachuonyo North Sub
County of Homa Bay County

4. To Evaluate the influence of Health System pregh@ess to care for the elderly

on elderly optimal ageing in Rachuonyo North Suli@g of Homa Bay County

1.4 Research Question and Hypothesis
1.4.1 Research Question
What is the level of optimal aging among the elglerlRachuonyo North Sub County of

Homa Bay county

1.4.2 Research Hypothesis

Ho: There is no statistically significant influenof observance of respect for persons
in caring for the elderly on elderly optimal ageimg Rachuonyo North Sub
County.

Ho: There is no statistically significant influenceimplementation of the concept of
client orientation in caring for the elderly on etty optimal ageing in Rachuonyo

North Sub County of Homa Bay County.



Ho. There is no statistically significant influence ldéalth System preparedness to
care for the elderly on elderly optimal ageing iacRuonyo North Sub County of

Homa Bay County.

1.5 Justification of the Study

Among the fundamental objectives of health systamta improve health of the
population by responding to people’s expectatio1Q, 2000). Changes are needed
around the globe to adapt health systems to s@eventreasing number of the elderly
and to maximize their health and well-being (UNDES215). The elderly being
among the vulnerable population and whose numb&ihhd marked consistent increase
in Rachuonyo North Sub County by 38% between 201dl 2016 (Ministry of Labour
and Social Protection, Homa Bay County, 2016), raceiving health care services in
environments meant for the non-vulnerable population light of the existing Kenyan
health policy that structured health services fopgipulation groups, (the cohorts), and
being that the elderly lack care service guide, dtugly is justified to investigate how
health system care of the elderly in Rachuonyo IN8Sub County. Previous studies in
Kenya focusing on elderly have not explicitly addved the health systems
responsiveness to the elderly. For example, Kadtose (2015) focused on social context
of abuse of the elderly in Emuhaya District, Dwg&@15), focused on elderly support
centers in western Kenya, Gondi (2009) focusedtatus and implementation of national
policy on ageing in Kenya, Ojwang et al., (2010used on nurses’ impoliteness as an

impediment to patients’ rights in selected Kenyasgpgitals.



1.6 Significance of the Study

The study would inform policy on the current stafecare for the elderly so as to make
research based informed decision in planning caré¢he elderly. The study would also
lead to improved health service delivery to theesgid through adequate resource
mobilization, social integration and ease of choideproviders. The overall benefit
would be optimal aging which capacitate the eldéolyake active role in self-care and
also to benefit the nation through their rich exgreces and virtues (Gupta, Satpathy,
Chandra, and Patel, 2014) and (Government of Caj@o@], 2012). It would nurture
harmonious relationship between health care sepricéiders and the elderly by creating
good relationship which facilitate uptake of hea#rvices (KNCHR, 2009). Finally, the
study would contribute new knowledge to enrich c@erices to meet the complex social

aspects of care for the elderly.

1.7 Scope of the Study

The study was geographically confined to the tadithe survey: the responsiveness of
the health system and specifically the social i@hanon-medical aspect of health care to
the elderly. Demographically it was limited to tB85 elderly who had received health
care services at the sub-county health facilitiemaged by the County government and
private health care providers who participated asnnmrespondents. The study also
targeted 45 health care service providers workingachuonyo North Sub County health
facilities as Key Informants. Methodically it wadisnited to exploratory descriptive
cross-sectional survey using semi-structure quasdioe, interview schedules and Focus
group discussion guides with observations as omgoiegral aspect. Geographically the

study was limited to Rachuonyo North Sub CountiAioma Bay County in Kenya.



CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter presents a review of relevant liteeaand the current knowledge on health
system responsiveness and optimal ageing on cdhe @lderly. The reviews are guided
by the objectives of the study and the hypothesestake the thematic approach. The
review is approached from the global to Africa, K@mnd to the study area. The review
also presents the theories that underpin the sandya structured conceptual framework

that shows the relationship of the variables.

2.2 Health System and Optimal Ageing

Health system include all the organizations, in§ths and resources that are devoted to
produce health actions (WHO, 2000). The objectiokbealth system are to improve
health of the population; respond to people’s etgiems and to provide financial
protection against the costs of ill-health (AudwakB, Abdullahi, Omole and Avidime,
2014). Responsiveness is the system’s abilityffer digh quality care that reflects how
well the system responds to the population’s Iegite expectation (individual's beliefs
regarding desired outcomes): to be treated phygiaad psychologically to meet or not
meet the non-medical enhancing social aspectsref (eltzer and Mafuy£2012). The
elements of health system are discussed under toadbclassifications: respect for
persons (dignity, confidentiality and autonomy) ariént orientation (prompt attention,

amenities of adequate quality, access to socigi@tipetwork and choice of provider).



Optimal aging is the capacity of an individual tmétion across many domains: physical,
functional, cognitive, emotional, social, and dpi to one’s satisfaction despite one’s
health status (Smith, 2007). The concept includies eélements of satisfaction: social
satisfaction, social participation, social functi@ocial resources and active engagement
with life. It differs from successful aging whicloduses on absence of disease and
disability, high cognitive and physical functioningnd active engagement with life

(Donnellan, 2015).

A recent assessment by the World Health OrganizafifHO) (2015 in UNDESA,
2015) warns that health systems around the wordd falting short with respect to
meeting the needs of older persons. The reporimguines the present situation thus
“Current public-health approaches to populationiraggéhave clearly been ineffective.
Health of older people is not keeping up with imsi@g longevity; marked health
inequities are apparent in the health status oérofgeople; current health systems are
poorly aligned to the care that older populatioeguire even in high-income countries;
long-term care models are both inadequate and taasable; and physical and social
environments present multiple barriers and disiticea to both health and participation
(p. 18). Thus, changes are needed around the tgadmntinue to adapt health systems to
serve a growing number and proportion of older gessand to maximize health and

well-being at all ages”.

2.2.1 Objective 1: Level of Optimal ageing of theleerly.
Levels of optimal ageing in the elderly as in otlpepulation groups is a product of
multifactor agents of which health care is oneng@vity predisposes people to live with

physical impairments acquired either in old ageanty in life and since age periods have



no supremacy over the gains and losses of develupinehanges across life-span, it is
essential for human actions and personal initiatiwekeep this balance favorable
(Aboderin 2010). A reflection of Cicero (44 B.Crgament in his essay “De enectute”
states that if old age, is approached properlgjviés opportunities for positive change
and productive functioning, however, the AmericaydPological Association ([APA],
2012) commented that as older people today livegdonthey experience the hidden
problem of exploitation and neglect which impacigaigvely on their psychological
stability. According to UNDESA (2015) and WHO, (O, the elderly in low and
middle-income countries do not experience optingahg as compared to adults in other

age groups.

In Sub Saharan Africa (SSA) Aboderin (2015) revd#®dt health-care services are
deficient in their responsiveness to the needshefdlderly therefore jeopardizes the
process of elderly optimal ageing. In Kenya amamy other countries, the custodian of
health is the ministry health (KDHS, 2014), howews supportive mechanisms for
elderly optimal ageing transcend the confines ef mfinistry alone. This suggest that
optimal ageing could be achieved through multigiscary approach as spelt out by

Smith, (2008).

The impact of global increase of the elderly whiedis projected at 56 percent increase
from 901 million in 2015 to a projected 1.4 billidzy 2030, is being felt in all human
institutions globally according to a study in EuveofPEW, 2014) and a global study
report (UNFPA, 2012). This is due to lack of cepending categorized responses
necessary for empowerment (Beales, 2012).In examirthe problem of income

inequality in Africa Mubila (2012) asserts that d®ping nations feel the impact of the



elderly increase in the context of poverty and eppredness. Poverty is
multidimensional and, in most instances, it inckideprivation in knowledge, decline in
life expectancy and in quality of life. Povertyatds to lack of material needs signifying
deficiency of social, economic and cultural rightghich are important and vital for
survival and or well-being especially for the elgerin a report on status and
implementation of national policy on ageing in Gopn2009) highlight that Kenya

poverty index stand at 52.6% and is worse amonguita communities.

The strain of the increasing number of the elderlyhealth resources affect services and
the mechanisms to address the accompanying heallems and risk factors of old age
(Help Age, 2013; Mubila, 2012). Specifically, itojgardizes, the social aspect of health-
care with respect to elderly optimal ageing Gorz@0©), and (WHO, 2007). According
to UNDESA (2015), the elderly in low and middle-eamee countries do not experience
optimal aging as compared to adults in other agapgg. In Kenya, studies by Kabole et
al (2013) and HelpAge (2001) revealed lack of respaeness in Kenya health system to
the elderly in many forms under different circumstas and places including the
hospitals. In this study, the investigator has hewvenot met any literature on the elderly

in the study area except for their number.

The common life stressors in old age are oftenaatsul with changes in life. These
could be due to aging processes such as functiosal] changes in family, and the
economic factors. A report on Africa demograpmentls (Mubila, 2012), affirms that
aging population face a set of challenges linkeanamy long-term conditions which
preclude elderly optimal aging. A study in Nigerevealed that 42% of health service

are sought because of ageing processes (Audu,.2014)
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According to World report (UNDESA, 2015), the leaglicause of disability in females
includes depressive disorder, hearing loss, badkratk pains, mental confusion, and
painful joints. In men the leading cause of digapihclude hearing loss, back and neck
pain, falls, lung diseases, and blood sugar dise@dbe report further points that elderly
in low and middle-income countries do not expereeaptimal aging. The findings of the
report reflect Miller et al. (1999) that majority the elderly suffer varied multi-morbidity

conditions and that delay to address them oftee fevreaching consequences.

A study in Kenya by Kabole et al., (2013), foundttbld age diseases are assumed by the
elderly and taken to be normal accompaniments eingg as a result, there is laxity in
seeking for treatment. In Brazil, Chaves (200@)ib out that a responsive health system
can reduce cognitive decline and improve wellbeamgong the elderly. The report
further revealed that confidants and family incomere protective factors for optimal
aging. Virtues of optimal ageing include amongesthpositive emotions, absence of
feeling of loneliness, social desirability, intefteal functioning, maintenance of valued
leisure activities, undertaking activities of ddilying such as washing, bathing, dressing

up, cooking with or without minimal assistance.

According to Smith (2010), the realization of opimaging for the elderly could be
achieved through various approaches including biod (exercise, nutrition, sleep,
avoidance of disease causing agents, early treatofafiseases, cognitive stimulation
among others); psychological (attitude, stress mament, resilience); social (support,
activities, spirituality, sex); functional (strehgtbalance, flexibility); Societal(health
education, chronic diseases self-management tpiaiccess to information, community

service, environmental design, health policiesiasdrance). Specifically taking regular
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exercise, eating breakfast, avoiding smoking, sfeppt least seven hours, maintaining
moderate weight. These finding are consistenh uhiat of a survey conducted in
England (Doyle, DuBosle, Ellingson, Guinn, and & @GAcdy, 2010) that good
respiratory function is a good predictor of optinaging, being physically active protect
against long term illnesses, being resilient ersmlifee elderly to adapt, purposeful
activities by the elderly creates a feeling of @tarce and being valued and that personal
and societal planning for involvement of older peois central to optimal ageing. The
report concludes that older people should be elagmar to take opportunities for
personal development, and engagement with sockityce most of the manifestations of
ill-health in the elderly are often salient and wcat the home environment where the
family or community support system is the mostlijkirst-hand help, there is need for
health system to actively link families in the caifethe elderly. This view is supported
by Franklin (2013), who in assessing potentiallgppropriate medication in elderly in
the UK health system, castigated inappropriate catidin effects in the elderly due to

poor social supervision.

Older persons in good health enjoy greater sensg@eo$sonal wellbeing and can
participate in economic, social, cultural and pcdit life. On the other hand, poor health
reduces the capacity of older persons to genenatarie, curtail their productivity and
compels them to depend on other people. In a WHbOrt@n a framework for measuring
responsiveness, De Silvia, (2009) maintained tlagiept satisfaction with non-medical
aspects of care, is often associated with betterptiance with treatment instructions,

prompt seeking of care and a better understandidgetention of medical information.
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2.2.2 Objective 2: Influence of observance of respefor persons on elderly optimal
ageing.

Respect for persons was reviewed in the contedigofity, confidentiality and autonomy
in caring for the elderly.

(i) Observance of Dignity of the Elderly by Healthcare service providers.

Dignity as a philosophical, religious and ethicahcept has its origin in the Latin word
“dignus” meaning worthy or honorable. It is a humréght concept about feeling and
being treated or regarded as important and valuabtelation to others (Clark, 2010).
Dignity bridges law, ethics and politics and i@e basic principle of most human
rights treaties (Ojwang, Ogutu, and Matu, 2013; yéeNational Commission for Human

Rights [KNCHR], 2009; Sweet, 2007).

In its application in human relations, Gwenda, (20point that it is an objective right
and a subjective multi-dimensional concept, witffedent cultural interpretations and
shared meanings. Dignity consists of many overlappspects relating to a sense of who
one is, the identities as a member of culturalnietlor religious group which ultimately
culminate to a sense of self-worth. It is coneddb the self-concept and self-esteem
such that the extent to which a person is treatédar without dignity can give rise to an

acute or chronic emotional effect.

Recognition of dignity is an inherent and inalieleatights of every individual and is the
foundation of freedom, justice and peace. In ganelignity is the culmination of the
power of inclusion (promotion of involvement); valuengendering respect); and

appreciation (identity, effective communicationrgmn centered care). Conceptually,
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dignity is a crucial notion in building and susiaim a human environment in which an
individual feel included, valued, and appreciateddrson, Jeffrey and Rodg2012).

In the developed nations when the elderly aredreaitith dignity, they experience raised
sense of self-worth and self-esteem and as atresoiply with management of their
conditions. In Wales, Gwenda (2007) emphasizesatiatowledging a person’s dignity
contributes to a sense of good health, wellbeirjiadependence. The manner in which
care provider interact with the elderly (find thght way to talk with them, assesses care
requirements effectively, respond to their needsfears positively, and treat them with

respect) has profound effect on that person’s life.

Good listening and talking to the elderly is pobsithe point where dignity in care
begins. Once rapport develops, care providers wbegin to see the whole person, and
the foundation of dignified care would be builthi§ helps to enhance, built and sustain
the elderly confidence, independence of thought acittbn, and to be determined to
remain as active as possible (Galloway, 2013).yer@ng the definition and concept of
dignity Clark (2010) pointed that in the contrasiderly would display emotional
reactions marked by among others resentment, gnxiemiliation, embarrassment, loss

of self-esteem and depression all with diverse tagasychological impact.

In health-care settings, observance of dignityhi ¢are of the elderly is unique because
the relationship between care-providers and therlicplays a big role towards latter
optimal aging This was highlighted in a thesis gtk (2013) while reviewing elder
abuse in lllinois, Pearson et al. (2012) in revigyihealth systems in Europe; and
Velkoff et al. (2007) in a study on population Aginin Sub-Saharan Africa:

Demographic Dimensions. Reports from the Inspactind Reviews across the United

14



Kingdom and from the Institute of Medicine (IOM,®0) in Washington DC revealed
immense divide between what is known to be goodtiheare and the actual care that
people receive. The elderly expressed concerneofgbneglected or ignored while
receiving care, being cared for in mixed sex bayswards that accommodate both men
and women, made to feel worthless or a nuisanadinfe that their privacy is not
respected, being fed and not assisted to feededaiw use a commode or incontinence
pads rather than being provided with a wheelch®ntsupported to use the bathroom,
disrespectful attitude from care providers or beaddgressed in disrespectful ways; being
provided with bibs intended for babies rather thanapkin while being assisted to eat;
having to eat with fingers rather than helped toveith knife and fork, having no care
provider support for eating, food being taken avieyore meal is completed, being
rushed and not listened to, being treated mora adbgect than a person; not being asked

about their preferences.

A study in England by Cairns et al., (2013) andP®arson et, al. (2012) revealed that in
Europe, lack of dignity, respect and age discritimafor the elderly are among the
common vices in health and social care settingsseheffects are damaging to both
individuals and society. Stereotyping of the di@es passive and dependent, erodes
individuals’ the sense of self-worth. People agedro’O years are persistently seen as
incapable and pitiable. There is disregard for glterly preferences and aspirations in
the design and delivery of services. In whatewemfindignity is expressed, the effects
may be negative even in the absence of the lomg-tiiseases which are common in this

age group (American Psychological Association [APZ]12).
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In terms of personnel, a study evaluating causgsoof care for the elderly in England
(Age UK, 2013) indicated the need for enough caowiders to give personalized care
rather than few who rush to complete tasks. Studiedurope and America on
management decisions for the elderly also indictitatithere is the tendency to deprive
older persons’ some treatment solely because of #ge without any justification

(Alvarez-Fernandez, Bernal-Lopez, Cabeo, Manuest@ral, 2015).

Africa is however responding to the elderly withxed reactions though skewed towards
ageism. In a WHO global study of 35 countries, olemace of dignity in health-care
delivery had an average score with Nigeria scobii® out of 10 ten (55.9%) (De Silvia
et al.,2009) and 5.41 out of 10 (54.1%) (Shafiu, et d30 Mubila, (2012) pointed that
Africa’s elderly faces different set of challengemrked by long-term physical and
mental disability and varied chronic conditionstthmcreases the needs for holistic care
to realize optimal ageing, yet health systems istAdrican nations are weak and unable
to adequately address these health problems laligti The social safety nets are sparse
and over-stretched with marked poverty particularyong elderly-headed households.
According to Cairns et al, (2013), the full implemetion of the MIPPAA resolution has
remained challenging to most African nations legdim inadequate care for the elderly.
Governments are urged to take lead and set posigbate about the ageing society, to
celebrate their contribution, build rather thant¢hem as a problem to be solved.
Observance of dignified care in health institutionay be looked at in three different

levels.

Level One addresses the personal responsibility ¢aah care provider has in the

provision of dignified care and challenge to pooagtice. Level two considers the
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leadership at the ward or unit in-charges and tingtinal boards with regard to

integration of institutional and national policielsevel three looks at the wider context of
how services are commissioned, the role of prodesdibodies, universities and client’s
rights. Integral to these levels is the buildidgaring families and communities and the
recognition of the social and economic contribusiari the elderly to the communities

(Dwele, 2012; HelpAge, 2001).

A survey conducted in Kenya health facilities rdsekeplorable undignified treatment by

care providers across all age cohorts and takeghects of the physical, psychological,
financial, and neglect (HelpAge, 2001). Acts of leegy abusive language, and delayed
care are among the key pointers. It is reporte@Gbgdi (2009) that elderly often declines
or resent in-patient admission because of podudtiof the care provider towards them
and because it is impossible to get needed cardadinsufficient care providers. The

elderly feels rejected viewing the hospital as vodyplace to be left in. Some elderly

who accept admission are often conditionally compsed.

The Kenya National Commission on Human Rights (KNRZE2009) report reveals that
the rights of older persons including challengeseéaby Kenyans as they grow old
remain a neglected issue left to the focus of fe@Qd with hardly any government
intervention and support. One of the most crittealets of human rights is the protection
against discrimination yet the situation confrontesl one grows old in Kenya is
discrimination with resultant dehumanization. Theeems to be a shared understanding
and agreement that growing old is a pathway tordedeoblivion. It is a palpable neglect
and discrimination that leads to exclusion bothe@mms of public affairs dialogue and

resource allocation which places older personsapardy (Aboderin, 2010).
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In Western Kenya, many elder lies feel that theyehao place in the society among other
things (Dwele, 2012). With ageism being internatdizit is unlikely to end age-prejudice
which is maintained in conformity to social normsdgpractices into which people are

socialized. Itis also unlikely to get dignifiedre in health facilities.

In terms of home care, a significant number ofdftuerly are discharged and continue to
receive non-professional health care or need aldielp at home to get back on their
feet. In Kenya, most of the older persons suffemfrpoor health which limits their
participation in social, economic and politicaldss and are unable to access proper
nutrition which further increase their health riskhey lack income to access appropriate
health service, health personnel have negativiei@gtitowards them, drugs are often not
available and, in some cases, they are unable desachealth services due to long
distances to health facilities This was the gisthaf result by Ojwanegt al.(2013) in a
study on Nurses’ impoliteness as an impedimentatiteepts’ rights in selected Kenyan

hospitals.

In conclusion, Factors that maintain or adversdfgca dignity in care according to
Galloway (2013) are associated with the physicalirenment and the culture of the
organization (Place), the nature and conduct o amtivities (Processes) and the
attitudes and behavior of care provider and otliPepple). Dignity in care for the
elderly is compromised relatively in both developed developing countries. Promoting
dignity in care involve providing care in settinghich supports and enhances rather than
undermines the elderly person’s self-worth. Heaylstem should therefore have a

workforce that is sensitive to dignified care of #lderly.
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(i) Observance of Confidentiality of the Elderly by Health care service providers.
Concerns about personal privacy in health inforesais an old concept rooted in the
patient-provider relationship which is traced backthe fourth century BC and in the
Oath of Hippocrates. A duty of confidence arisé®mwone person discloses information
to another in circumstances where it is reasonableexpect that the information

exchanged will be held in confidence (Burlison 2016

Confidentiality is both a legal requirement andedhical obligation and is foundational
to privacy in health service delivery. Before mamgfessionals enter into their practice,
they take vows to honor the related ethical rulésclv include vows to hold certain
communications confidential and not repeatable uadg circumstance. Professions that
adhere to such vows include among others, health,dnd liturgy. The vow is so sacred
that breeching it such that individual suffers dgmé.e. reputation, mental or financial),
often attract legal and or professional sanctigfenyan Constitution, 2016; Brodnik et

al, 2012; Cymru, 2005).

The fundamental elements which underpin confidétytiare nature of the information,

nature of encounter and nature of disclosure. rinédion that identify patients/clients
must not be disclosed or used without the indiviiduaxplicit consent except in cases of
strong public interest or legal justification. iwidual consent implies that the patient
(owner of the information) has full understandinfy the content, context and the
repercussions of divulging information. Strong ilinterests protect the population
from the likely risks if the information is concedl Legal justification is where in the

justice of law, the information about a patient tandivulged even without consent.
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Health service consumers entrust care providets sahsitive information on their health
conditions and related personal matters in seanctréatment, advice and support. They
do so in confidence and with legitimate expectattwat their privacy would be protected
(Burlison, 2016; Valerie, 2014; AHIMA, 2011). Cadéntiality as an element of health-
systems responsiveness requires health-care previdekeep patients’ information
private unless consent to release that informagogiven or except under conditional
circumstances i.e. when not doing so would endamgeer people (Parsons 2012).
Health information managers serve as the stewadds atcuracy, completeness,
confidentiality, privacy and security of personatords (Washington, 2010).

Health service to the elderly involves prolongedsel contact since their ailments are
often chronic and complicated necessitating extendisclosure of personal information
on social relationships, interests, habits, belravamd finance (Levine, 2013). Health-
care provider should therefore strive to complyhwitie ethical behavioral requirements

for confidentiality.

In health care settings, patient information maybed for a number of reasons including
managing care, assessing the effectiveness of eal@dicating payment claims,
managing population health, measuring and improvimeplth status, marketing
pharmaceutical and health products, supporting caédoractice, conducting health
research, performing oversight activities i.e. erdaling, accreditation, licensing, fraud
investigations; tracking and protecting public hiealsupporting law enforcement,
confirming hiring decisions. Public attention hawse tends to concentrate on security
issues associated with wrongful, unauthorized dggle of information which health-

care organizations must implement specific toadicfes, and procedures to address.
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In the Americas, both federal and state laws awtbdrdisclosure of records for a variety
of purposes including fraud and abuse investigatigoublic health, peer review,
accreditation, and licensing. The nature of idettie information may be in written,
electronic or simply held in the memory of careviders. Specifically, they include
clinical information of diagnosis, treatment, imagaudiotape, the patient’s doctor, the
facility and any other information that may be udedidentify patients directly or

indirectly (McArt, 2010).

From the recent past, advances in electronic tdogpaow facilitate public awareness
such that control of personal information may tcam&l safe boundary. People are
anxious about the rapid pace at which informatgexichanged therefore are eager to see
control measures in managing personal informatidhose who use health information
are ultimately anxious to ensure that necessatyaiets (i.e. privacy protection Act), do

not unduly interfere with their function.

The threat to personal privacy arises from the ephof medicalization which perpetuate
perceived false health benefits of advertisemehes€ include marketing and oversight
that use personal health information for commeredl/antage and pharmaceutical
companies which rely on prescription to target @ors who might be interested in their
new products or services. Baby formula manufactuoéien use hospital admissions data
to target new mothers. While consumers could deabéy benefit from this unsolicited

information, many privacy advocates object to thailability of this information without

patient’s consent.

The model proposed by Wales Health System (Cym@% R improve confidentiality in

services delivery has four elements presented irm@onym “PIPI” which stand for
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protect, inform, provide choice and improve. Pcbt@volve safe procedures, accurate
and consistent recording, and safe keeping of mmédion; Inform ensures that
individuals are aware of how their information &ed i.e. may be recorded or shared for
efficiency and relevance of service. The eldestypuld be made to understand the
concept of confidentiality and disclosure to alégei possible apprehension related to un-
consented divulging of information. In Kenya thspect is taken care of by the “Service
Charter” displayed in county health facilitiess &pplicability may however be limited to
the literate elderly who visit health facilities incompromised state. Provide choice
allow individuals to decide, where appropriate, thiee their information can be
disclosed or used in particular ways. Improve abvipok for better ways to protect,
inform, and provide choice. Healthcare system khtherefore empower care-provider
on managing confidentiality in cases of uncertaibyyput mechanism for, and acting

appropriately on feedbacks.

Confidentiality has been debated in various natiorenstitutions worldwide: The
Universal Declaration on Human Rights 1948, Eurap€anvention on Human Rights
1950 and 2003; Council of Europe Convention on DBatatection 1981; Convention on
Human Rights & Biomedicine 1997; Data Protectiort AB88 and 2003; Freedom of
Information Act 1997-2003; Convention on Human RsgAct 2003; Common Law and

the Lisbon Treaty.

Concerns about the confidentiality of health infation are widespread. This raises the
guestions about how to protect the confidentiatifyinformation that passes into the
domains of secondary and tertiary users. In ger@rcumstances like mental

disorientation (common in the elderly) or unconssitess, patient may lack the
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competence to conceive their rights in relation cinfidential information. This
however, does not absolve care providers from tbhey @f confidence. If legal
requirements are to be met and the trust of patemd service users is to be retained, it is

essential that health systems provide confides#alices.

The health information management (HIM) professiand the American Health
Information Management Association (AHIMA) belietieat confidentiality, privacy, and
security are essential features of viable healtorde which fosters trust in health-
providers (AHIMA 2007). In terms of versatilityleetronic information is more easily
manipulated, widely linked and highly portable. this regard, computers can increase
the ability to create, use, store, transfer, pitotdisguise, and track the disclosure of
information. With such power, breaches of confitidity can inadvertently occur in the
process (Cymru 2005). Among the nations that leaeted strict policies, procedures,
and penalties to address confidentiality in heed#tte are Canada, New Zealand, and the

European Union.

In practice, individualized values must be honomedine with the health conditions,
personal information and family circumstances. €keent to which information is to be
treated should be established with the client b&savhat is sensitive to one person may
not be to another and these should be circumsligntiebated. Privacy is a personal
right attached to an individual who owns the infation and have a right to know where
and why the information is used. Violation of thight can undermine the fundamental
trust for clinical relationship. It emerged thahewn patients’ rights are denied, patients

resort to retaliation by violating the dignity dfet nurses. This jeopardized the envisaged
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mutual support in the nurse-patient relationshigd anmpromised patient satisfaction

(Almalki, Alzahrany and Alharthi, 2016).

Distrust of a health system would undermine evemtliost beneficial goals, for example,
clinical research will have little value if the dibility of data is in question. People
would not be honest with information on such isslikse genetic predispositions,
unhealthy behaviors or stigmatizing diseases. tofaaupon which fair information
practices are based include openness and transganewhich people should know what
records exist about them, how the records are aiagd, where they can get the records,
and how to use the information; access and coomethere individuals should be able to
view and amend their records to correct errorsa dptality which should be timely,
accurate, relevant, and complete for the purposieation limitation which should be
fairly lawful; disclosure limitation such that th®swho have access to personal
information should not disclose it without due cemisor legal authority; use limitations
to purposes specified at the time of collectionasmable secure security system;

accountability to ethical principles of adherengadcord-keepers (Levine 2013).

Organizations should have policies and procedwedidcourage gossip, keep people
from looking at or disclosing records inapproptiateThe common issues surrounding
confidentiality are patients’ access to their infiation, access of information beyond the
realm of health care, segregating information, i@sgarch. Controlling access of others
to information raises the questions of who showdsiehaccess to personal information,
how much access should they have, what is the pagpfor access, who should control

that access and how. In general, any use of hgdtirmation is appropriate as long as it
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has been authorized by an informed patient. Intyeg@eople often authorize disclosures

of their information without fully understanding atthey are allowing.

In Kenya, management of patient’s record is untlerdare of health records managers
and is protected by the constitution. It is addeddsy “the Access to information Act No
31" contained in the Kenya Gazette Supplement 88. (Acts No. 31) of 7th September
2016. The Law Society of Kenya state that sithee medical records are part of a
person’s private life, every patient or client hieght to have medical information and
treatment confidential between health-care prodesdi and the patient and thus
disclosure of records without patient’s consera isreach of the law except where it is
allowed by statute or is in public interest. Theydof confidentiality shall be maintained
even after a patient’'s death (Law Society of KeB§a2). A study in Kenya points that
the elderly are apprehensive in keeping appointndem¢ because of fear of lack of
keeping their ailments confidential. This resuftsa diminishing faith in the medical
establishment and the rise of alternative medibdbpophies and practices (Green 2002)

and (AHIMA, 2007).

(iif) Autonomy in the care of the of the Elderly

The term autonomy refers to a universal ethicalgpie of freedom which is reflected in
most health-related professional codes (AndersenParggaard, 2008). The term has its
origin in the Greek word “autonomia” from autonomigsrally” having its own law:
autos for self and momos for law. It is a conidbpt expresses the idea that persons
should direct their own actions and be free frorarcmn or undue influences. Deeper
insight which incorporates concepts of criticalleefions and negotiations expands the

meaning and application to include informed decisimaking (Eileen et al. 2014;
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Andresen et al. 2008). In principle, autonomyhis ability of competent individuals to
make decisions over their own lives and includesrmt limited to freedom to make
decisions about health and living arrangements gnathers. In order for autonomy to
be meaningful, a competent individual’s decisioowstl be respected even when those
decisions conflict with what others believe to basonable or even if the patient decides

not to follow health-care advice.

Autonomy touches almost all sectors of social bt¢g has profound effects on health
practice where it is expressed in the doctrinenidirmed consent which defines a set of
patient rights and reciprocal obligations from Ittegrofessionals. Enhancing patient
autonomy therefore means helping them to make tveir decisions (Beales, 2012). In
this context, it is incorporating the elderly adia participants in decision making

towards optimal aging.

According to Stiggelbout, Molewijk, Otten, Timmerng Bockel and Kievit, (2004)

descriptive medical decision-making literatureswiautonomy as a decision-making
dimension of the patient role, a critical refleatiof what one wants to be or how one
wants to act in line with one’s norms and valudge“good life”. On the positive side,

autonomy supports criticisms of ageism, socialtatés and practices that limit the
freedom of or relegate elders to a secondary satetus and the elimination or
modification of age-based discrimination. It equadldvocates the idea that elders in
retirement should remain active and be engageceamsidn makings. It has introduced
into gerontology a focus on individuals who arearglgd as independent of other social

structures but who have the capacity for indepeceleself-directed, deliberations, and
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decision-making. These virtues preeminent the pesiimplications of autonomy for

optimal aging.

In the context of health care, autonomy is recogphias a fundamental principle in
bioethics in which a competent individual is albderationally decide which medically

indicated procedures are appropriate for them (Asee2008). This morally obligates

health professionals to provide patients with agtmiand complete information to make
informed decision. On the contrary, there is wpiead insensitiveness of health-care
providers to the application of autonomy in servitdivery. By castigating the social

implications of autonomy by the American societyighg(2002) comment thus

“As a society, we have ignored the material andad@onditions that are required
for autonomy to flourish. We have allowed autonothwarting institutions to
dominate the care of the infirm and the sick oldtHer than building autonomy-
sustaining institutions, long-term care of eldeas laccepted a medical paradigm
of service delivery rather than a paradigm of pdowy an environment suitable
for sustaining a compromised autonomy”. Care prergdften ignore autonomy
as a concept for patient’s participation and treeeinegate client's power for

participatory ownership by dominating decision nmgkand planning processes”
pg. 4.

In a study by Ameneh et al., (2011), clients exgedsconcern over health care service
provider looking down upon their decision-makingmeo. The report says, “They think
that doctors are the only ones who know everythinQf course, we may not be literate
but we know what works and what does not....... Whay tbonsider us as low-class

people they don't even ask for our participation”
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According to Brent (2014), social care workers hamgue opportunity to promote good
mental health and wellbeing for people to enabdentho take active roles in making their
choices. It is therefore important to find wayssobporting people towards their own
empowerment and to take initiatives. This will oftevolve working in partnership with

people to support them in making decisions basedheir lived experiences, needs,

preferences and ambitions.

From the normative perspectives, Stiggelbout et2@D4) outline six moral relational
aspects of patient autonomy. The four applicablbealth care include the liberal legal
concept, liberal individualist concept, autonomy astical reflection and actual
autonomy as identification, the liberal legal cqotcéirected towards those who care for
the patient, stresses “freedom from” interferenog others and demand respect for
patient’s integrity. The liberal individualist compt assumes that patients are rational and
reasonable agents who act intentionally with urtdeding and without external
controlling influences for their actions. As atical reflection, autonomy gives room for
conscious submission to some form of external aih@physician, religion, leader,
etc.). This concept relegates patient power tcsigign’s decision on treatment so that
the paternalistic physician play a role after catireflection on patient’s preferences.
Actual autonomy is an approach which promote depecel as patients identifies with

the decision already made.

Concern about whether age, physical and mentas#les of old-age erode the power to
make informed decision. Literature indicates thht-age alone does not preclude a
patient from ability to give consent however, sirecéarge number of elderly patients

suffer from debilitating mental illnesses, obtamiononsent can become a challenge.
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Debates on whether elderly with dementia (ailmdntrogressive memory impairment)
are capable of making rational decisions have eenbruitful. In such cases it would be
rational to take the beneficence approach by ceseiger to play paternalistic role and
decide for the patient (Dymek, Atchison, Harreldlddarson, 2001; Auerswald, 1997).
The other factor to consider is whether age ameéstt makes elderly patients vulnerable
to coercion by health-care provider and/or familgmiers into making decisions. Since
a significant percentage of the elderly is vulnégatiue to various factors (poverty,
inadequate education about medical matters, phlyssmd mental impairment),
conditions of ill-health and old-age can contribtite helplessness which in turn can

subject the elderly to undue influence by others.

Decision-making by the elderly is a complex procekat should be based on
comprehensive assessment as a tool to weigh #seaml benefits of treatment. In many
cases co-morbidity, functional capacity, patiensiveis and cognitive status are more
determinant of patient survival and quality of ltfean the actual process to be treated.
These should form the framework supporting therBpedecisions (Alvarez et al.
2015).In evaluating elder care in nursing homexk Fa013) emphasize that residents
have the right to refuse any service, medicinedf@tc. but it is the responsibility of the
health care service provider to educate them athmit options. In some cases, courts
usually demand for sufficient evidence that theedidin question is unable to manage
life decisions before a guardian is constitutionappointed (Florida Statute Chapter
765-Part Il) to make medical decisions and pursderly best interests (Andersen 2008).
Where family members differ about the best couffseace for their elderly relative, the

care provider is mandated to resolve the dispubeck points (i.e. periodic report to
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local court) are often in place to guard againsikmesses and draw back associated with
guardianship and surrogacy. Although family mermalraight believe that their elderly
decision is misguided, the choices are to be résgesn long as the steps for obtaining

valid informed consent have been followed properly.

In Western Australia, Henderson, (2003) found thatrses considered patient
involvement as an interference in the nurse’s duténd that majority of nurses were
unwilling to share their decision-making with pati® This creates a sense of exclusion,
resulting in little input by patients. In Southrifa and China autonomy ranked lowest
among the elements of health systems responsivandss identified as priority area for
actions to improve health services (Kowal, Naidddlliams and Chatterji, 2011). In
Nigeria, Shafiu et al (2013) revealed that prowsderpublic institutions involved clients
less in decision-making than those in private tnstns. Males were relatively more
involved than females. In North America and Eurdp&rmative model see patients as
consumer who is in the best position to judge wkah his/her own interest, and thus

views the health care provider mainly as providgnsformation.

In Kenya, health care service provider is viewedaathoritarian benefactor while the
patient is considered vulnerable and subserviduithoritarianism often curtail claim to
rights despite growing international consensus #figbatients have a fundamental right
to autonomy among other elements of care servic@ésiman rights approach calls for an
accommodative provider-patient relationship whigdally guarantee the patient the right
to autonomy, expression, self-determination, infation, attention, and non-

discrimination (Ojwang et al. 2013). The greatercpatage of health workforce in the
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Kenyan health facilities is the nurse whose shertagntributes to the negative

authoritarian attitude occasionally manifested.

Among the unsatisfactory strategies cited for aomoy include withholding and failure
to explain information. The most complaints is thatses do not explain procedures but
are quick to blame the un-informed patient. Thislates patient’s right to be informed
unconditionally (Kenyan charter of patients’ rightsAnother unsatisfactory strategy is
forcefulness and over-determination, not caringtiwiepatient is ready for a procedure
(i.e. dressing). A patient reported an accusatip@a nurse who quarreled and said that
the patient lacked respect instead of explaining fihtended procedure. Poor
communication is also cited in a case where nuaselessly told the patient’s relatives
that his condition (tuberculosis) was contagiousnde it was up to them to approach
patient’s isolation room. This ignored the patiénight to preserve self-esteem, violated
objectification in which an actor is treated likéhang and not a person thereby forcing an
actor to humble oneself by compromising closelydHsgliefs. Ignoring and dismissing
patients’ concerns is another reported unsatisfadtategy. Patients reported nurses’
dominance and control over interactions. The rejmalicated that nurses were harsh and
did not want to listen to patient’'s explanationl &ley wanted was a “yes” or “no.”

(Ojwanget al.,2013).

A case is cited in America where a relative refbus “My sister, who was in severe
abdominal pain, asked me to accompany her to therggncy Room of a major New
York City medical center. We waited and waited &ndlly a triage nurse told my sister
to follow her into a room. | got up to join hewnjththe nurse stood in my way, saying,

“You can’t come with her. My sister said, “Butviant her with me.” No way. | should
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have insisted but | had learned from my long exgrex@ with my late husband that a
family member who raises questions or challengesrae quickly gets labeled as a pest
or an even nastier epithet, and | did not wanetpardize my sister’s care”

The act of dismissing, ignoring, or discounting gfaients’ perceptions, concerns, needs,
and feelings violated the right to express opinidreely on matters related to their

treatment. This is also specified in the Kenyarrtenaf patients’ rights.

A host of undignified cases cited in a study by @npg et al (2013) points the degree to
which patient’s autonomous participation in caranping and service delivery is

unlikely. In England the following sentiments wemepressed by the elderly and their
caring relatives: “She was left to lie in her exasnt and urine”; “An old boy about 90

had wet himself. On changing him, they left hirmtyion the bed (naked), curtains all
open” “l was both shocked and appalled at the oalkttitude of the nurses in the ward”;
‘my mum's dignity was nonexistent in their eyes™There were problems with

preserving dignity and individuality when meetingtipnts' essential needs”; “The GP
just says ‘confused." She never explained it”. hdugh patients find themselves in
confinement due to their health conditions, actst thumiliate them and limit their

fundamental rights are undesirable. The same slsdyhighlighted acts of good practice
that may enhance patient participatory contribufmmself-care services. Nzinga et al.
(2013) highlights the need to train senior and feicgel hospital managers in two key
areas that may have impacts on patient's autonomds mentors/coach and as
strategists/negotiator, the former encompassessgtéhgs, therapist and motivator. The
latter encompasses information managers, communjcdécision maker and problem

solver. For hospital managers to be effective, tekguld be empathic, emotionally
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intelligent, approachable, and have the abilitypth people at ease. They also need to
have rapport that invites people to come to thenth wiroblems, questions and
suggestions. In assessing the health serviceshéelderly in England, Lothian et al
(2001) point that maintaining high standards ofbaomy in health is a global problem
but the key to tackling poor attitudes by healtimecproviders towards the elderly is
through training. Understanding the concept of maomoy facilitate recognition of
potentially oppressive health regimens, support thevelopment of respectful

relationships that enable patients to develop aedcese self-governance skills.

In view of the above observations it is evident thiaservance of autonomy is invariably
compromised globally in the care of the elderlyhe evidence suggests that observance
of autonomy stems from the elements of attitude tackling negative attitudes through
exposure and education can be of great help. Eeqpueng autonomy is recognized to
promote health and well-being but it is hamperedésceived lack of control by health
care providers. Health promotion strategies fa étderly are of prime concern and
therefore giving them adequate information empowviieesn to make informed choices
about their care. In Kenya senior and midlevel pitat managers need adequate
preparation as mentors, strategists and negotiaoras to be sensitive to elderly
autonomy. In conclusion, the elderly rarely getgived in decision making about their

care
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2.2.3 Objective 3: Influence of client orientatioron elderly optimal ageing.

The concept of client orientation is discussed bgstdering the second set of health
systems responsiveness: prompt attention, ameitigsality, access to social support
network and client

choice of care provider.

(1). Prompt Attention

Prompt attention in this study considered accesate and waiting periods for treatment.
Promptness in attending to health needs of a chaatmuch impact on subsequent and
follow-up

care. Lack of prompt attention to the care neddh® elderly is attributed in part to
inadequate number of care providers; lack of superv, delays in administrative
processes and settling of claims (Mohammed, Degéllé&Suleman, Babale, Sauerborn
and Dong, 2011;Bosl 2007, Valentine 2003) the itgciiactor which in the case of
Nigeria, Ghana and South-Africa refers to the tgpaealth facility, inadequate number
of personnel, lack of training for care providersufficient triage by care provider, and
high ratios of elder to caregiver (National Ceriitegrresearch [NCR], 2005).

Falk (2013) in a review of care in nursing homedgntified six common factors
contributing to late attention to the elderly. Tédacludes low job satisfaction, poor
attitude towards the elderly, burnout, stressfutknenvironment and drug/alcohol abuse.
Public providers performed poorly in prompt attenticompared to private providers.
This is attributed to booking appointments withepeécifying patient’s consultation time
for a particular day, high patient humbers excegdiapacity of the facilities, poor

quality of public services, especially poor attguaf providers and
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bad interpersonal relationships (Adesanya, 2012;,JAryeetey, Agyepong, Spaan and
Baltussen2012). In a study by Shafiu, Bermejo, Souaresie8srn and Dong, (2013)
the element of prompt attention was poorly ratedNigeria. Among the previous
suggestions to promote and enhance prompt attemteve that health systems should
ensure that clients receive the necessary serwiths appropriate period of time and
active monitoring of service delivery. Elderly valprompt attention because it leads to
better health outcomes by allaying fears and coiscdrat come with long waiting and
also prevent their conditions from getting worsestidy in Ghana revealed that the
mean expected maximum waiting time for seeking wwdielp were longer, averaging 1
hour especially at the dispensary or when goingafoinjection. Main complains about
health care providers to the elderly were rudenesdriendliness, unapproachable,
impatience, and lack of respect (Turkson, 2009M&zambique, longer waiting

times were found to be significantly associatedhwdwer satisfaction scores among
patients. In Kenya, a study by Muriithi, (2013) ealed that patients can wait for a long
time at a facility if waiting time is correlated thiunobservable or measured quality. The
marginal benefit that a patient gets from waitinget is a function of the interaction
between trust and waiting time. Individuals mighefpr to wait for treatment from a
health provider they trust. Secondly, there is read opportunity cost for a seriously
sick person. For low income groups, waiting time&ipublic facility, where user fees are
low, can be taken as a boost to the net income pdigng the user fees. This implies that
the marginal net benefit from waiting time will begher at a health facility with a low
cost of treatment. In conclusion, waiting timep&tly dictated by the financial cost met

by the health care service provider.
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(if). Amenities of quality in elderly care

According to Valentinest al., (2003) and the World Health Organization (200@orés,
quality of basic amenities imply that health fa@k have clean surroundings, regular
procedures for cleaning and maintenance of hospiudatings and premises, adequate
furniture, sufficient ventilation, clean water, afetoilets, clean linen, healthy and edible
food. clean waiting rooms, toilet facilities, anxbenination rooms. Prevention measures,
involving non-personal prevention activities such @eaning public areas, spraying
insecticide, preventing mosquito breeding in wastés are some of the activities that
also considered under the quality of basic ameniti@is concept is not limited to health
care facilities but relate to the health systema aghole, which encompasses interactions
with the health system in one’s workplace, schoolmmunity and at home. In a study to
understand the ground realities of health-carditi@si in Odisha India, Gupta, Satpathy,
Chandra, Patnaik, and Patel, (2014) indicated dhanity is not restricted to adequate
buildings and roads for the hospitals but alsoudek basic needs such as equipment for
surgery, qualified doctors, surgical theatres, imgrsare providers, electricity, power
backup, beds for patients, patient attendants,ngateply, ventilation provision, security,
pollution and noise-free environments, easy ado#iss communication facility,
canteens, 24-hour availability of doctors and mgsiare provider, trained and computer

literate nursing, supporting care provider andritial leverage.

A study by Bhandari (2006) on India’s social infrasture revealed that education and
health services are characterized by inadequaterdador infrastructure; poor public
service delivery; lack of quality choices for conmrs; and lack of access especially for

the poor due to a high dependence on relativelyemsige services. These were
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attributed in part to inadequate attention to thpidly increasing population among

others.

By spelling the policy framework for people-centigealth care, WHO (2007) reiterated
the need for a conducive and comfortable environrf@nboth people receiving health
care and for health practitioners. The report dpatly identifies comfortable

environment, safety, access to social, emotiondlsgiritual support, waiting rooms and
other public spaces within the premises of healire dacilities, education and risk

management policies.

The infrastructure in the private sector is compaely much better than state-run
hospitals and, in some cases, is at par with iateyrnal standards. However, the medical
facilities of private hospitals are unreachable rfarch of the population and especially

the underprivileged sections of society.

A report by European Union (EU) reveal that citgeme often confronted with informal
payments for health services such that vulneratdeps who are less protected against
informal payments are most likely to forego treatimer to experience catastrophic,
impoverishing effects of such payments (Seychell ldackbart, 2013). This implies that
public providers need to improve the quality ofithmsic facilities so that they can retain

and attract clients.

(iif). Access to Social Support by elderly
Social support includes real or perceived resoupresided by others that enable a
person to feel cared for, valued, and part of avo& of communication and mutual

obligations.
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Social support is critical for those elderly whéyren family, friends, or organizations to
assist with activities of daily living, provide c@anionship, and care for their well-
being. By having a socially engaging environmeriargd towards individual’s
capabilities, the elderly can be kept calm and hiagpl the strains on caregivers can be
reduced (Falk, 2013). According to the United biasi resolution 46/91 of 1991, older
persons should benefit from family and communityecand protection in accordance

with each society's system of cultural values.

In many developing countries the impact of indadization, urbanization and
westernization eroded, weakened, and disintegréited once cohesive family and
community focused care networks that formerly pded support to the elderly (Miller,

1999). This rendered the role of family systemfiegtive.

According to Population reference bureau, (20119yds, Michalec, Kobau, Zahran,
Zack, and Simoes, (2005), there is an associateiwden increased levels of social

support and reduced risk for physical disease, ahdhtess, and mortality.

In a hospital setting according to Levine (2018xial support may entail regular visits
by relatives and friends’ provision of food and @tlconsumables by relatives and
friends, if not provided by the hospital religiqusactices that do not prove a hindrance to

hospital activities or hurt the sensibilities oiet individuals.

In the United States (US), Houston home care (lesviB013) state that more
complications can arise if an elderly person hateuyone any serious medical condition
and does not receive variety of social support @ané health care services. Having a

positive social lifestyle can increase the psycholal and physical well-being thus
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lowers the amount of stress, and helps to treaesssuch as anxiety or depression. It is
therefore important to support self-awareness al wet just physical presence or

conversation.

A few useful activities suggested to help the didenprove their quality of life include
taking up hobbies, exercise groups, reading clwb#jng and singing groups. The
elderly should be included in the planning and g ways to find self-awareness
activities that are relevant to their needs, iresebackground, and culture (C & S
Healthcare Services, 2016). This agrees with ameotary that an important aspect of
providing coordinated care to the elderly is shgimformation among stakeholders and
designing care plan with all practitioners liaisitugether. The Texas based Houston
Home Health Care providers have in place licensafl that assist the elderly to find
community resource, motivate self-awareness a@syitand provide caring assistance
with daily needs of individuals.

Age UK (2013) strongly emphasize and recommenchéezl for continuity of care after
the elderly is discharged. This would ensure tlestlth care service provider check on
the client once they are at home and also assessitbomes of the person’s care.
People receiving social support have the same srigist anyone else and in some
situations may have additional legal support aralgation. However, many people who
need care and support often experience discrimimatind stigma which can be

psychologically detrimental to their health.

Historically, many people who use social care swvihave been wrongly excluded from
making decisions for themselves simply becauseheir tpoor health conditions or

disability. Social care workers play an importasierin promoting equality and ensuring

39



that people who use social care services are stggptir make decisions about their own

care and lifestyle.

In Japan care giver support groups are a greatovalgare difficulties and to find people
who are going through the same experiences. In swgiort groups, one is able to talk
and listen to others talk about their problemssTdffers platform for reciprocal help in

which one get to learn that people experience ampitoblems and that the knowledge of
the other caregivers can be invaluable especiatlyely are caring for someone with the

same health condition (Silverpages, 2015).

Social support workers can promote good health aetlbeing of the elderly by
delivering timely, flexible and responsive supp@rhich addresses their fluctuating
needs(Brent, 2014). Some developed nations (th&, BE8rope, Japan, and Australia)
have made a breakthrough with care for the eldeelyause their health-care system is
packaged to integrate all supportive social nete@¥eras, 2015, Counsell et al 2007).
Kabole, Kioli, and Onkware, (2013) lament that afge in many African countries is a
nightmare and a tale of woes because the eldezlywnerable to social isolation thereby

endangering their health with resulting poor optiaging.

In many parts of SSA, the elderly who need keeen&itin to care have double role as
care seekers and as care givers. They take c#ineiobrphaned grand children from the
effect of HIV/AIDS and also take care of their ur@ayed adult children who are in turn
parents in some cases (HelpAge International, 20T8)s situation calls for the need for
social support to the elderly to be able to exmeeeoptimal aging. Alvarez-Fernandez,
Bernal-Lopez, Cabeo, Manuel, Cristobal, (2015) pegs a sensitive model for early

identification of risks weakening and predictionsotial indicators to monitor health and
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not the disease. Once the risk is identified,gherity would be early rehabilitation to
reduce the impact of chronic conditions. Such canelel which is sensitive to predictive
social indicators of health would be cost-effectiféne model would ease the current
strain experienced by health facilities in cariong the elderly by anticipating adversities
and maintaining functional capacities at family ammmunity level. An active social
integration would be key in managing deviationsnyAcontemporary policy for the
health sector should enhance healthy aging by aiaing and improving functional
capacity, disease prevention and recovery of he@ltimal aging is feasible with a
comprehensive preventive approach that associgbetereiological reflections and

planning health actions (Veras, 2015).

Among the factors that call for change on the madieare for the elderly are social and
education aspects that encourage self-care, promateal-help and enhance active
participation of the elderly in community and hbatare programs. Brent (2014), assert
that being involved in activities and having petaoabilities and strengths recognized
can be beneficial to the elderly by promoting theellbeing. Activities in such groups
should be matched with the elderly skills, abititend interests. To actualize the above,
an overly demanding or stressful activities shob&l avoided because they can be
harmful to the elderly overall health and wellbeinghe goal is that all be winners: the
elderly, which extends their quality of life; thanfily members, who have longer living
with an active and participatory loved one; andlithesystems, which avoid repeated and
costly hospitalizations. In as much as encouragimgjsupporting people to remain active
and to do the things they like doing can help tprione health and wellbeing, there is

risk that people being supported by social cargices may experience total or partial
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loss of independence and choice. This can leadeterioration in self-esteem with
subsequent poor health. An important aspect ofldpirey confidence of the elderly is to
support and empower them to recognize and builthemm existing strengths, skills and

abilities in an attempt to overcome this state.

Key qualities which promote health and wellbeingttudse supported include empathy,
non-judgmental, consistency, integrity, collaboratiapproach to make decisions and
provide care and support. Information from the litpi@ve response of the
guestionnaires, the FGDs (all the five sites) dmel Key Informants (Nurse at Kangir
Dispensary, Kendu Sub County hospital), revealaxk laf social integration of the
elderly by the Kenya health system. The elderlyparerly integrated through the formal
health system into a social network. Since ovdrallith can be influenced by multiple
factors, including a person's psychological, betvaVj and social well-being, multi-

agency working is crucial to social care supportliie elderly.

(iv) Client choice of Care provider

Choice with regard to institution and individuabpiding care is importto health system
users. The ability to choose between care providec®mes increasingly important as
the other aspects of responsiveness are met. Bh@icproviding choice of care provider
is most severe for countries with constrained humesource (De Silvigt al., 2013;

Bosl, 2007).

Choice of provider in this study considered eldetipice for care personnel to provide
services and also, the health facility to go favees. Choice of care providers assures
that clients have the freedom to consult healtle groviders of their wish for services

among the available options.
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The right to choose provider is exercised at thatpghere the patient is able to make a
meaningful, informed choice and the provider istcacted to provide the required health
care service. Choice plays a key role in imprguime delivery of quality health services
which contributes to better outcomes. In termghef personnel to offer services, the
provider needs to consider its role in ensuring tha patients receive their legal right to
choose the provider and the consultant-led or peid@al-led team which provide care
and treatment. Health care providers who know pladients have a choice tend to offer
quality care services to their clients with empafiialentine et al. 2003). A study in
Nairobi, Kenya by Muriithi, (2013) on the determms of health-seeking behavior,
revealed that patients’ trust in the health prosddie a significant determinant of the
demand for health care. Increasing trust increfisedikelihood of choosing all other
healthcare providers relative to self-treatmente Tinplication of this is that the more
trusting the relationship that the provider buildgh their patients, the higher the
probability of a visit to that provider in the evtesf ailments. Trust in the care provider
has a positive impact on the psychological stabiit the elderly which contribute to

optimal aging.

In England, enabling patients to make choices atimit care is central to the National
Health System (NHS) policy (NHS, 2014). In Massssgits Americas, patient’s right to
freely choose provider of services is guaranteedsome insurance i.e. Medicare,
Medicaid programs where the right to choose israitmn for the hospital to participate.
The condition requires that the patient be inforneédtheir right to choose a post-
hospitalization care provider; the hospital musbvide the full list from which the

patient may choose that provider and that the talspiust disclose any agency in which
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a hospital has a financial interest. Failure to tm#wese conditions; coercion or
remuneration to choose a particular provider idation of patients’ rights and illegal
according to federal and state law (Markette, 2012his finding mirrors those of
Thompson (2003) in Kazakhstan; Hsiech and Lin (}987Taiwan that the information
available about health services is a key deterniiofhealth facility choice. It should be
noted that for the elderly who in most cases hdweric conditions that only need
palliative care, supplier-induced (medicalizatiorjemand can occur due to
advertisements for unnecessary treatments. In Mig&udu, Bako, Abdullahi, Umar,
Nanben, and Avidime, (2014) add staff attitude asdnomic cost to be other factors

determining the choice.

In terms of choice of health-facility, factors suah accessibility, availability of services,
appropriateness of services, cost of care, wapiegods and homeliness which often
differ in public and private health facilities tetalinfluence choice (Bosl, 2007).

In a London study of patient’'s choice, factors Ifkéo be considered by those who
positively exercised choice of care provider wesecpptions of hospital cleanliness, low
levels of hospital-acquired infection, good quabfycare, short waiting time, travel time,
travel costs, the reputation of the hospital anémtfollow up care would be provided.
In Ghana (Boachie, 2015), choice of health faciMys based on availability of essential
drugs (53.63%) and doctors (39.92%), distance axipity (49.60%), provider
reputation (39.52%), waiting time (39.92), addiibncharges (37.10%), and
recommendations (48.79%). It is important thatrimtetable information on the quality
of care and personal support in making choices &lanavailable to all patients,

particularly those who are less educated. A stadBrazil (Bosl, 2007), factors that can
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predispose a population to increased or decreaskrhtion of health care services
include socio-economic status (SES), physician lsupolicies and beliefs of a nation,
risk behaviour of a population, and health stalus believed that SES has significant
influence on utilization behaviour because of iffe@ on aspects such as need,
recognition, and response to symptoms; knowledgdisgase; motivation to get well;
and access or choice of health services. It isumiented that persons of lower SES
experience greater degree of disease and mortdiityChina, Xiong (2014) point that
poor financial condition is one of the main reasmricting the elderly to seek medical

services.

Physician supply is not as multifaceted as SESs rélationships with health care
utilization is that an increase in the proportidrdoctors available or access to doctors in
a community consistently results in an increashdalth care utilization. This indicates
that many patients will use or be encouraged tosesaces when the physician services
are made available and homely. Government polamesthe value system of a country
are yet other factors that may have direct effechealth care utilization. Such was the
case for Canada which provide more access to healéhfor persons of lower SES. The
elderly being among the vulnerable could benedibfrsome care cost exemptions just as
the Cohort 1 and 2 based on a national policyetms of status, the elderly who chose
private provider over public provider should acleiebetter health outcomes after
controlling for other determining variables (Bo&007). This agrees with previous
studies that users of private providers are usumatlye contented with their choice

of providers than those with public providers. ¥Yicet al  (2012) in their study of

northwest European countries and the USA conclutthedl different patients make
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different choices in different situations. Compamtinformation seems to have a
relatively limited influence on the choices made imany patients who base their
decisions on a variety of both provider and outcarharacteristics. The assumptions
made in health policy about patient choice mayedfoee be an oversimplification of

reality. In terms of proximity, studies by Mwabu,jn8worth, and Nyamete, (1993):

Kenya; Cisse (2011): Cote d’lvoir revealed thatatise has a significant and negative
impact on the choice of a health facility. Incregsdistance increases the likelihood of a

household opting for self-treatment rather.

any of the formal health providers. The negativpast of distance is higher at the public
facilities. In conclusion, the elderly in Rachuoryorth Sub County of Homa bay county
have limited choice for health care service providee to the available options. Their

choice for the facility is dictated by factors whim most cases are beyond their capacity.

2.2.4 Objective 4: Influence of Health System prepadness on elderly optimal

ageing.

Discussion of health systems preparedness to catbd elderly considered training and
Staffing of health care provider.

0] Training of care provider.

According to questions for contributions to seangtageneral report pursuant general
assembly resolution 65/82, the Kenya Ministry ofalte had no targeted services for
older persons. The curative and primary healthisesvoffered by the Ministry are

provided within the broader context of the societie discipline of geriatrics in regions
where it is well established, has rich multi-digicigry history and values all professions

for optimizing the well-being and independencehef eélderly. Reflections from England
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(Brent, 2014), USA (Besser, 2012), Europe (Beauyckei2) and New York (Boltz,
2012) agree that geriatric care managers gendrallg prior training in nursing, social
work and gerontology, however their number is impdge to match the rapid increase in
the number of the elderly. According to Silverpad@615), training prepares health care
service provider to integrate health and psycholmgcare with other needed services
such as housing, home care services, nutrition&ices, assistance with activities of

daily living, socialization programs as well asafintial and legal planning.

Nearly all physicians have frequent encounters wéhatric patients but few physicians
and nurses have adequate training in geriatricsiyMéathe ailments afflicting the elderly
are priority areas identified as responsive to theatomotion and prevention activities.
A major focus of training in geriatrics is to minigm the loss of independence associated
with functional decline and illness (Rowe & KahmQ9B). The predominant health
problems of the elderly are chronic and are exatedbby both the normal changes of
aging and the increased risk of old age-relatess. Despite this picture, majority of
the elderly report themselves to be in good headtimeasured by level of function and
general self-perception of health. It is therefateal for health care schools to have
mandatory clinical rotations in this discipline. efatric management is the process of
planning and coordinating care of the elderly whffes from physical and/or mental
impairments to meet their long-term care needs,ron® their quality of life, and
maintain their independence for as long as possiblentails working with the elderly
and their families in managing various types ofltmeand social care services. These

tasks are accomplished by advocating for the diémtoughout the care continuum by
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combining a working knowledge of health, psychologyman development, family

dynamics, and available resources (Tucson, 20168s9C2010).

Working in elderly units requires training that paees the professional to offer round-
the-clock care: days, nights, weekends and holidawsk with varied number of

patient’'s par shift; spend considerable time walkihending, stretching and standing;
guard against potential back injury arising liftngnd transfers; follow proper body
mechanics and procedures for lifting/moving pasemuard against possible hazards
from exposure to chemicals and infectious diseasesddition, the population cared for
will contain patients that are confused, irrationagjitated, or uncooperative, from

diagnoses, such as Alzheimer’s (Boltz, CapezutimBy and Zwicker2012).

The first book to give instructions for the caretlod aged was the “Canon of Medicine”
written by Avicenna in 1025. The book foreshadowextiern gerontology and geriatrics
and discussed among others, elderly need for: ypleihsleep, body anointing with oil,
exercises, suitable elderly diet and relief of ¢imagion. Among the other earlier
pioneers of geriatric instructions were the Arabpdnysicians: Algizar (circa 898—-980)
who wrote a book on the medicine and health of BEiderly and discussed sleep
disorders, forgetfulness, how to strengthen menamg, a treatise on causes of mortality;
Ishaqg ibn Hunayn in the 9th century wrote a Treatis Drugs for Forgetfulness. George
Day in 1849 published the Diseases of Advanced, ldfee of the first publications on

geriatric medicine. _(http://www.archive.org/strgawicennasCanonOfMedicine In

Europe specifically the United Kingdom, modern geits instructions began with the
work Dr. Marjorie Warren who emphasized that relitabion in addition to feeding was

essential to the care of the elderly who needetesyic diagnosis, treatment, care, and
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support. She determined that with correct assedsineth treatment, previously bed
ridden patients were able to gain some degree aép@ndence. Bernard Isaac later
described the giants of geriatric pathology: imnlibhi instability, incontinence, and
impaired intellect as the major categories of impants into which all common
problems of the elderly relates to as they begif@ito Down the ages care for the elderly
has had dwindling challenges with resulting poaec@ study in Europe by Beauchet,
(2012) concluded that geriatric education is protaiec with specific obstacle being the
discrepancy between needs of the elderly and tbdypprepared health system to meet
them. This agrees with study findings by the Ingtitof Medicine in Washington DC
(IOM, 2001) which revealed immense divide betwedratns known to be good health
care and the actual care that people receive. lBedhe combination of multi-morbidity
and disability conditions of the elderly requirgsesific education and care (skill of
geriatric medicine and primary care), the studyomemended the incorporation of
adequate geron to logical training into primaryecain the European countries, the

number of geriatricians per 1000 inhabitants is.low

In France a study by Annweiler, (2012) report ttraining in geriatrics focus on both

specialty and sub specialty levels where medicaligoon specialty while paramedics
focus on nurses, pharmacists, physiotherapists, upational therapists,

neuropsychologists. A study report by Age UK (20#8}ailed shocking examples of
how the elderly and their families have been letidevhen hospitals and care homes falil
to deliver decent care or treat them with dignifijhe report calls for the need of well
trainedstaff who are empowered and supported bipisemnagers to deliver excellent

care for the frail older people. This also meastehing to and working with patients and
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their families to ensure that care is right. Lathi(2001) summarize study results in
England and Wales that extensive and continueditiguis key in tackling poor attitudes
by staff towards the elderly. The study reporteat thore positive attitudes towards older
people were found among nurses working in speeltierly care units than among those
working in general care units and attributed thispecialized training in gerontology.
In the USA, the field of geriatrics/gerontology haxognized with a consensus what
constitutes “geriatric best practice” and to whfellure to implement is unacceptable.
Consensus by various American geriatric associgtion minimum eight domain
required of mastery by graduating medical studentdre for the elderly include the
cognitive and behavioral disorders; medication rgengent; self-care capacity; falls,
balance, gait disorders; atypical presentationiséate; palliative care; hospital care for
elders, and health care planning and promotionlidnk and Mezey, 2000).
The domains are expanded to assist learners tologevether specific thirty
competencies: -
Recognize one’s own and others’ attitudes, valaged, expectations about aging
and their impact on care of the elderly and thamifies; Adopt the concept of
individualized care as the standard of practicé witler adults; Communicate
effectively, respectfully, and compassionately vl elderly and their families;
Recognize that sensation and perception in thelgldee mediated by functional,
physical, cognitive, psychological, and social a®s common in old age;
Incorporate into daily practice valid and reliali®ls to assess the functional,
physical, cognitive, psychological, social, andritpal status of the elderly;

Assess elderly living environment with special asveess of the functional,
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physical, cognitive, psychological, and social aes common in old age;
Analyze the effectiveness of community resourceadsisting elderly and their
families to retain personal goals, maximize funttimaintain independence, and
live in the least restrictive environment; Assessnify knowledge of skills
necessary to deliver care to the elderly; Adaptraal skills to meet the
functional, physical, cognitive, psychological, bcand endurance capacities of
the elderly; Individualize care and prevent moryidand mortality associated
with the use of physical and chemical restraintthm elderly; Prevent or reduce
common risk factors that contribute to functionatkhe, impaired quality of life,
and excess disability in the elderly; Establish &oltbw standards of care to
recognize and report elder mistreatment; Apply enak-based standards to
screen, immunize, and promote healthy activitieshim elderly; Recognize and
manage geriatric syndromes common to the eldergoBnize the complex
interaction of acute and chronic co-morbid condisi@aommon to the elderly; Use
technology to enhance elderly function, independerand safety; Facilitate
communication as the elderly transition across lagiiveen home, hospital, and
nursing home, with a particular focus on the usteolinology; Assist the elderly,
families, and caregivers to understand and baldegeryday” autonomy and
safety decisions; Apply ethical and legal principle the complex issues that
arise in care of the elderly; Appreciate the infice of attitudes, roles, language,
culture, race, religion, gender, and lifestyle oawhfamilies and assistive
personnel provide long-term care to the elderlyal&ate differing international

models of geriatric care; Analyze the impact oging society on the health care
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system; Evaluate the influence of payer systemsaceess, availability, and
affordability of health care for the elderly; Coadt the opportunities and
constraints of supportive living arrangements anftinction and independence of
the elderly and on their families; Recognize thedfiégs of interdisciplinary team
participation in care of the elderly; Evaluate tidity of complementary and
integrative health care practices on health praono&ind symptom management
for the elderly; Facilitate the elderly active pegation in all aspects of their own
health care; Involve, educate, and when appropratpervise family, friends,
and assistive personnel in implementing best mrestifor the elderly; Ensure
quality of care commensurate with the elderly vedibdity and frequency and
intensity of care needs; Promote the desirabilitguality end-of-life care for the
elderly, including pain and symptom managementessential, desirable, and
integral components of health care practice;
The curriculum should have both the didactic andial component with a focus on
elderly health and deviations from health. Thenichl should provide continuity
experiences that allow students to follow oldeligrds and their family members using
an interdisciplinary team exposure as an integraiponent. Key course areas include
health assessment, adult health, community heg#lychiatry and mental health,
ethical/legal issues, research, professional issnelealth care settings, supportive
courses-lifespan development, nutrition, pathopilggly, and pharmacology. Training
should have adequate resource backing to be efe@tailla, and Stichler, 2008).
Entry requirements to training for geriatric casewell documented for both medical,

paramedical and other allied staff. Geriatricideselop expertise in the aging process,
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the impact of aging on illness patterns, drug theina seniors, health maintenance, and
rehabilitation. They serve in variety of roles uming hospital care, long-term care,
home care, and terminal care. They are involveeitliics consultations to represent the
unique health and diseases patterns seen in seff@snodel of care is heavily focused
on working closely with other disciplines: nursgdarmacists, therapists, and social

workers.

Despite this arrangement most practicing nursee hiated preparation in the principles
of geriatric care. According to Fleshner (2008)w ferofessional nursing programs
prepare their graduates to delegate or supervisejugtes typically lack leadership
content and geriatric competencies needed to etiadhe execute their roles successfully
because they have not received formal educatighanfield. For the practicing nurses
(even those with long years of experience), are@maged by professional organizations
to enhance and update their knowledge and maictaical competence skills through
Continuous Education (CE) programs to be able tvige effective and efficient age-
specific care in diverse settings. Continuing edioo is intended to enable nurses to
pursue their professional development, be lifeltgayners, and function in their roles
safely and proficiently. The sessions take twdwalys with different hours modules:
the clinical care giver and the trainer. CE progsaane more effective when they are
constructed to encourage health professionalski ttze initiative and direct their own
learning. It is reported that nurses who attenttesbe participatory and interactive
education programs on geriatric best practices weativated to make subtle and

significant changes to their practice. The collaioe clinical projects, along with
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participant interaction and extended mentoring,enttre key to lighting the fires of

change in their attitudes, beliefs, and confiddeeels. (Barba and Fay, 2009).

In Canada, there are two pathways that can bewetlon order to work as physician in
geriatric settings. Doctors of Medicine (M.D.) ceomplete a three-year core internal
medicine residency program, followed by two yedrsmecialized geriatrics residency
training. This pathway leads to certification, gmuksibly fellowship after several years
of supplementary academic training, by the RoydleQe of Physicians and Surgeons of
Canada. Doctors of Medicine can opt for a two-yessidency program in family
medicine and complete a one-year enhanced skiigram in care of the elderly. This
post-doctoral pathway is accredited by the Colle§gamily Physicians of Canada.
Many universities across Canada also offer geroggotraining programs for the general
public, such that nurses and other health careegsainals can pursue further education
in the discipline in order to better understand pihecess of aging and their role in the

presence of older patients and residents.

In India, Geriatrics is a relatively new speciattffering training with few (only four)

major institutes providing training. One advantafén-depth medical school courses in
geriatric medicine is that they provide exposurectonplex patients with multiple
prescriptions. According to Symington (2018) mggtriatricians are primary care
physicians who desire additional training and skifbcused on an older patient
population. They are specifically trained in theemal and abnormal physiologic and
psychosocial changes associated with aging, andetognize the differences in

presentation of disease relative to normal agibigpon completion of the training, care

54



provider is equipped with knowledge and evidencgebainnovative approaches that

advance best practices in geriatric care.

They gain competency to distinguish between diseasd the effects of normal aging.
For example, renal impairment may be a part of @gbut renal failure and urinary
incontinence are not. Geriatricians aim to treaedses that are present and achieve
healthy aging. They focus on achieving the pasehighest priorities in the context of
multiple chronic conditions, and on preserving fime. They recognize the importance
of maintaining functional independence in olderigrgs and focus on providing

preventive interventions.

The clinical settings in which geriatric medicinge practiced are quite varied. Many
geriatricians continue in primary care practiced aeriatrics training uniquely equips
clinicians for work in rehabilitation, extended eaand home health settings. Geriatric
fellowship training requires one year of trainingybnd general internal medicine
residency, which prepares them for board certificatin geriatrics. In America,
explosive growth in elderly population is one reasuedical school professors and
practicing physician’s advice aspiring doctors éarh the basics of geriatric medicine
however experts caution that geriatric medicinensong the least lucrative medical
specialties, since Medicare provides lower reiméuonent rates and also because caring

for the elderly is more complex Kowarski (2018).

Lester, the chair of the geriatrics task forcehat New York Chapter of the American
College of Physicians comment that “One sign thateaical school does not emphasize
geriatric medicine enough is that this subject mby daught under the umbrella of a

palliative or hospice medicine course” and thessdadly take the clinical perspectives.
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The Mission of the Division of Geriatric Medicinech Gerontology of Johns Hopkins
University School of Medicine is to provide the hégt level of health care to older
adults, and to discover, translate and teach neawlstdge through education and
research. The goal is to ensure that the quafitgace for older adults continues to
improve. The division offers a wide range of trampiin elderly care in which students
meets every month to explores issues ranging froamkand public policy, research,
clinical and education experiences (Durso, 2018 division has continuous education
(CE) in geriatric related topics for healthcarefpssionals throughout their careers.

Lothian (2001) reported that specialized traininggerontology create positive attitudes
towards the elderly among nurses working in eldedye than among those working in
acute care settings. Such training would open sléar the elderly to autonomously

participate in their care planning and delivery.

Swedish researchers reported that after a yegreaia education, medical trainees came
to view older people with dementia as “unique humagings” rather than “a

homogeneous group” and that there is more favoratiteides towards the care of older
people among students attached to a geriatric wead among those attached to a
general ward. Exposure of care provider to tliergy is therefore beneficial. Older

students and those with grandparents as role mddels been found to have better
attitudes towards older people. Several authors hadicated the importance of exposing
health care provider to both healthy as well athéosick elderly. Training and exposure
in geriatrics would raise the status of the fididotigh specialization, have a positive

impact on attitudes and encourage elderly to seekces in health facilities.
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In Israel, Natan, Har-Noy, (2016) observed that ¢beplex role of nurse manager in
elderly care encompasses multiple responsibilitresuding managing clinical practice,
human and supply resources, finances, and regylatonpliance standards, along with
personnel and strategic planning. To accomplish, thurse managers must possess
necessary clinical and leadership competencies hwiniclude variety of technical,
human, conceptual, leadership, and financial manage competencies. The highest
rated self-reported nurse manager competenciesided! effective communication,
retention strategies, effective discipline, andislen making. Nurses' perception of their
managers’ competencies in managing conditions efeflderly has been shown to be

associated with their job satisfaction (Coomber Badiball, 2007).

Other studies have identified nurse manager lehgessyle as having an effect on nurse
job satisfaction (Failla & Stichler, 2008; Van ddéeever, 2009). Unclear expectations, as
well as different perceptions of nurse managern&, rare likely to affect both managers’
and staff nurses’ performance. Differences in g&foa concerning the nurse manager
role between nurse managers and staff nurses mag petential conflict between
managers and subordinates. Conflicts can also #rigganagers experience lack of
support from their staff (Carlin & Duffy, 2013). €mursing profession both in Israel and
globally, faces both an aging population and a iegbortage of geriatric care nurses
(Haron, Levy, Albagli, Rotstein and Riba., 2013%iven this growing imbalance, it is
extremely important to create a favorable work sstvinent in order to attract and retain
nurses in this field. Among the key issues thadér staff development are associated
with lack of budgeted time for education; few refe@dels; lack, inadequate, or poor

learning environment with little emphasis on couiilg education, evidence-based
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practice and building knowledge skills and compeies) viewing staff development in

terms of “mandatories”.

In Japan the Caregivers Training Grant (CTG) presidaregivers with subsidies to
attend training to better the care for their elgderbhysical and socio-emotional needs.
Regardless of income levels, families or caregigarstap on an annual training grant of
$200, for every care recipient they are taking aafteto attend training programmes

approved by the Agency of Integrated Care (AICIvEpages, 2015).

In Kenya the training curriculum for the medicaldaparamedical care providers for
elderly care are deficient in scope and conterdmFhe Kl interviews, the coverage of
geriatrics at the undergraduate and diploma cueai@re only in selected topics in
surgery, internal medicine and anaestheology. Thgrpms approved by the regulatory
bodies (Kenya Medical Practitioners and Dentistafoand the Nursing Council of
Kenya) have no geriatrics as a specialty. Theiglise of geriatrics is therefore a
wanting necessity because the number of the eldenising as mentioned in chapter
One. This could be emanating from the insightsesged by Aboderin (2010) on loose
policy formulation that is unable to guide detaif@@dgram design. Given as an example
the report read “decision makers lack clarity abehat specific measures are needed to
effectively ensure the health of older adults. Awaraple are the provisions on older
persons in Kenya’s NHSSP [l whose translation heenthindered, among others, by a
lack of insight into what older persons’ prioritgdith needs are, and how health or other

sectors could appropriately respond to them”.
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In Kenya, nurses provide the bulk of direct patieate at all levels of health services
delivery. As of mid-2013, the Nursing Council ofeiya (NCK) had approved 83
nursing training institutions of which 53.0% werabfic, 32.5% were faith-based and
14.5% were private. Training institutions offer grams at the certificate, diploma and
degree level and are located in 30 of the Keny@'sa@unties. The nurses are trained at
three levels, certificate (enrolled nurse), diplofregistered nurse) and degree (Bachelor
of Science in Nursing (BScN). The average tutordetd ratio, 1:22 against the
recommended 1:10 in government sponsored trairollgges demonstrates the need for
more faculty. In faith-based and private institnSahe ratio of tutor to students is 1:14

and 1:7 respectively.

(i) Deployment of Care provider

Staffing is a function of general organizations agement. It is the selection of
personnel on the basis of qualifications: knowledgd or skills for related assignment.
In a broader concept, staffing is the strategia@g@gh and process that anticipates future
needs and situation of an organization and resptantteem in advance. Staffing has the
deployment component which is a personnel actitht places the selected person in
positions to ensure that the labor of the orgammnat continuous in an optimal relation
to the jobs and organizational structure. Staffirag both qualitative and quantitative
sides. Deployment on the other hand is matching tlwe number, qualification and
personality structure of human resources to tharoegtional structure and needs. The
purpose of staffing and deployment is to continuathsure optimal performance of the
entire organization. Effective staffing and deph@nt ensure that staff are given work

which best suits their skills and aptitudes, stafiicentrate on raising the standards of
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care and reciprocal learning, minimal disruptiorsefvices by planned or incidental staff
absence, staff have high levels of morale and vawka team (Villalba-Mora, 2018;
Cherie and Berhane, 2005). The challenge to staéind deployment for geriatric care is
compounded by lack of adequate number of trainedopeel in the discipline. Some
developed countries and almost all developing a@sithave inadequate number of
staffs to care for the elderly. Besser (2012) comtett that in the USA, there are not
enough health providers who either specialize inaggc care or who possess the

necessary competency of geriatrics knowledge im gnactice.

The report express that their small number prewgariatric nurse specialists from
providing care to the elderly who are often at higtk with extremely complex health
needs. In addition, because nurses tend to clisteban areas, few are available to care
for the elderly living in rural areas. Accordingriesearch by the Agency for Healthcare
Research and Quality (AHRQ) and others, hospit#ls w nurse staffing levels tend to
have higher rates of poor patient outcomes sugimaamonia, shock, cardiac arrest, and
urinary tract infections among others, yet incnegsstaffing levels is not an easy task.
The report summarizes the findings of AHRQ-fundeaad aother research on the
relationship of nurse staffing levels to adverseepa outcomes as follows: lower levels
of hospital nurse staffing are associated with maxgerse outcomes (i.e. in-hospital
deaths, nosocomial infections, pressure ulcerds)fapatients have higher acuity
(ventilator care, tracheostomy care, infection selation; discharges to the community;
focus on reducing re-hospitalizations; primary diegjs for admission: joint replacement,
septicemia, kidney and urinary tract infectiong hhd femur procedures, heart failure

and shock) yet the skill levels of the nursing fstedve declined, higher acuity adds
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responsibilities therefore increases nurse workleadidable adverse outcomes such as
pneumonia raises treatment costs, hiring more RbES dot decrease profits, higher
levels of nurse staffing could have positive impant both quality of care and nurse
satisfaction (Stanton, 2004). Staff deployed inajgc units manage both long term and
short-term ill-health cases. Long term cases agegrdo Fleshner (2008) include
basically the dementias (Alzheimer’'s disease amersj; frailness; implementation of
culture change (person centered care, reducingsyctiotic medication usage). Short

term cases include among others cases of increastity.

Staffing and deployment must be sensitive and fipei titles, roles, responsibility,
accountability and expectations of the personnearéate good working relationship. It
must also consider principles of staff deploymeanths as promotion, secondment,
posting, enhancing staff’'s learning and workingtiative, fostering staff's sense of
belonging to the organization. These often trdasta staff attitudes towards clients.
According to Kenya Nursing workforce, the ratiorafrses to population in Homa Bay
County is 100 per 100,000 (Ministry of Health, 2pit#ereby reflecting deficiency.

Other factors include effects of staff deploymentloe organization: operational cost and
change in organizational structure and finally ¢hement of appraisal to bring out staff
strengths in terms of ongoing commitment, compasaitd caring (Age UK, 2013). A

report on Kenya health workforce indicate.

Robert Francis, the Prime Minister for the “Mid ftadshire National Health System
Foundation Trust commented that nurses should fiegl lsind promoted on the basis of

having compassion as a vocation, not just acadguatfications (Powell, 2013)
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Major challenges to staffing and deployment acewydio the report are high staff
turnover especially the nursing staff, outmodec chalivery systems, task-based nursing,
hierarchical management, outmoded education afffddsteelopment practices. Staffing
and deployment should nurture management princiglesshared governance of
partnership, equity, accountability, and ownersdtiphe point of service. The advantage
of these according to the American Nurses Assazia([ANA], 2006) are longevity of
employment, increased employee satisfaction, bsétiety and healthcare, greater patient
satisfaction, shorter lengths of in-patients stdjhose who are happy in their jobs take
greater ownership of their decisions and are mested in-patient outcomes therefore,
employees, patients, the organization, and theosaoding communities’ benefit from

shared governance.

Situations where leadership is effective have zedlipositive outcomes: improvements
in the quality of care, increase in staff retentgomd job satisfaction, improvements in the
organizational and work climate, reductions in twst of care and successful quality
improvement practices. The hierarchical managenerdastigated by advocates and
proponents of shared governance in the USA thatreates barriers to employee
autonomy and empowerment and that it can undersgngce and quality of care. They
point that today’s patients are no longer satistdith directive care but are comfortable
with partnership, equity, accountability, and mutwavnership in their healthcare
decisions and those of their family members (An@ridNurses Association, 2006).
Given the complexity of information, interpersor@nnections and varied nature of
elderly ailments, Mitchell, Wynia, Golden, McNelli®kun, Webb, Rohrbach, and Von

and Kohorn, (2012) point that it is not only diffic for one clinician to provide care in
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isolation but also potentially harmful. It is tkeésre safe to work as teams. Team based
health care is the provision of health servicesindividuals, families, and/or their
communities by at least two health providers whoknawllaboratively with patients and
their caregivers to the extent preferred by eadtepato accomplish shared goals within
and across settings to achieve coordinated, highitguare (Naylor, 2010). Five values
that characterize the most effective members di-fugctioning teams in health care are
honesty, discipline, creativity, humility and cwity. Staffing and deployment should
once again be sensitive to these values when plaeid assigning personnel. Teams in
health care take many forms for example, therede@ster response teams; teams that
perform emergency operations; hospital teams cdangcutely ill patients; teams that
care for people at home; office-based care teaawgrgphically disparate teams that care
for ambulatory patients; and teams that includepdgent and loved ones, as well as a
number of supporting health professionals. In theedire, teams can therefore be large or
small, centralized or dispersed, virtual or facdae while their tasks can be focused

and brief or broad and lengthy.

The report continues to emphasize that high-penfayrteam is now widely recognized

as an essential tool for constructing a more pgtientered, coordinated, and effective
health care delivery system. The challenge tondeji optimal team-based health care
are heterogeneity in tasks, patient types, andtipeasettings. In a global study (the
Americas, Asia-Pacific, Europe, the Middle East Afidca) examining business context,
talent management practices and human resource f(#iBjjon of staffing, training and

development, appraisal, rewards, employee relatiangl leadership and succession,

Stahl, Bjorkman, Ferndale, Morris, Paauwe, Stilegvor, Wrigh,(2012) revealed that
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businesses need to adjust to shifting demogragpimdsvork force preferences, build new
capabilities and revitalize their organizations lhinvesting in new technologies,
globalizing their operations and contending withvrmompetitors. The study found that
the adoption of a set of talent management priasiphther than best practices challenges
current thinking therefore recommended the useboftaent management principles:
alignment with strategy; internal consistency; wdt embeddedness; management
involvement; balance of global and local needs; amdployer branding through
differentiation. In UK healthcare support workeH$SW) carry out a great deal of the
hands-on work on a ward yet are not trained prajaats. The inquiry recommends that
this cadre of staff should have access to trairasga motivation and to be safe

practitioners.

The deployment data from the Kenya Health Workfdrdermation System (KHWIS,
2012) maintained by the Nursing Unit, Ministry oe&lth (MOH), there are 19,591
nurses deployed at 4,187 health facilities acrossyl, including public, parastatal and
faith-based facilities. When comparing the ageswfses employed in the public and
faith-based sectors, the faith-based sector empldygher percentage of younger nurses
aged 21-30 years (26%) compared to the public s€6fb), while the public sector
employs a higher percentage of nurses aged 51-&@G y28%). Based on deployment
data the national nurse to population ratio is 3ilfses per 100,000 population. For the
deployed nursing workforce, 13% have post-basiaitrg in specialty areas: 10% have
post-basic specialization in midwifery; 3% have @pky training in other areas,
including psychiatry, ophthalmology, pediatricsyipperative, anesthesia, critical care,

nephrology and accident and emergency. Geriatrie igalacking as a specialty in both
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basic and post basic trainings (). Despite teigcd, Kenya continues to encourage and
Harness private sector for both resources and Beith@ solutions to improve maternal
and child health. Donors in response pledged thepport with the result that the
Ministry of Health announced a 2014 budget of USD #hillion to reduce maternal and
child death, increase the number of skilled healthevorkers and facilities in the country

(Gullet, and Chatterjee, 2014).

The recruitment and retention of health care warkerstaff the health facilities is the
responsibility of the county governments. Regulatbodies govern the licensure and
registration of health care professionals. Thestide the Kenya Medical Practitioners
and Dentists Board, the Nursing Council of Kenyae Kenya Medical Laboratory
Technicians and Technologists Board, the Clinicdficers Council of Kenya, the
Pharmacy and Poisons Board, the Kenya Nutritiongstd Dieticians Institute, the
Radiation Protection Board, and Public Health @ffscand Technicians Council among
others. Each regulatory body is responsible foroigihg ethical and professional
standards of practice for their health care. Wehkpect to geriatric care deployment is

wanting since there is no specific staff preparatiball levels of training.

2.3 Theoretical and Conceptual Framework

2.3.1. Systems Theory by Von Bertalanffy (1968)

This is one of the classical theories propounded/twy Bertalanffy. The central theme
of System’s theory is that a system is a complexlefents which are open to, and
interacts with their environments to acquire qasively new properties through

emergence, thus they are in a continual evolutystems thinking places high value on

understanding contexts and looking for connectibetween the parts, actors and
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processes of the system. In this context the theamplifies how the health system
nurtures positive relationship through the intemgnvariables to optimize elderly

optimal aging.

Key characteristic of systems thinking is the dsigte, continuous and comprehensive
way in application. According to Cordon (2013)st&m share four common elements: a
group of objects or molecules (forces); the refelops and interactions between the
groups within their environment; and the functidritee elements within the group, that
affects the group purpose. The elements are egilfiating and correcting through
feedback. The theory views health-care as intelwestthat nurture positive interactions
of the groups. Each perceive the other, the sitmaaind through communication, set
goals together, explore means, and agree on meaashieve them. Systems theory
represents a life situation into which a persoreenas an active participant. This theory
is relevant to this survey because optimal agisglte in part to a functional relationship

between health system and the elderly.

2.3.2. Conceptual Framework

The conceptual framework shows the interactingticelahip between the independent
variables (elements of the health system and peepass) and the intervening variables
(states in which elderly may be found) to influetive quality of aging. The framework

fits into Systems theory in that the interactingneénts are meaningful objects that
requires respectful handling and have a focus ittglout desired health outcome. The
interactions are complex, have processes of detergiiproblem, planning and setting

goals by both parties (in this case the health sareice provider and the elderly) within

the context of the intervening variables and ireaabling environment. At the end of the
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process new properties (health status) emerge wdliolw the elderly to function to
satisfaction across many domains or give feedbhak iecessitate re-planning and or

setting of new goals.

Independent Variables Intervening Variables Dependent Variables

Respect for the Persons
1. Dignity

2. Confidentiality
3. Autonomy

* Advanced age
* Education
* Proximity of health facilities

!

Client Orientation.

» Appropriate adaptation and
coping
* Physical activity

|

System preparedness » Social participation
1. Training personnel » Cognitive abilities
2. Deployment » Autonomy in activities of daily

Figure 1.1: Conceptual Framework
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CHAPTER THREE

METHODOLOGY
3.1 Introduction
This chapter presents the research design, thg ated, target population, inclusion and
exclusion criteria, sampling procedures and sarg@ire, methods of data collection and
instruments used, validity and reliability, dataalysis, data management and
presentation and the ethical considerations eatthfactors validating their choice in this

study.

3.2 Research Design

A research design according to Bhattacherjee, (2&l2 comprehensive plan for data
collection in an empirical research project, a #gdnt” aimed at answering specific
research questions or testing specific hypothe&esording to Musyoki and Mulwa
(2011) research it is the plan and structure okstigations so conceived to obtain
answers to research questions. Design must spetifieast three processes: the
instrument development process, sampling procass, data collection process. To
Bryman, (2012), research design provides the fraonlevior the collection and analysis

of data.

This study adopted an exploratory, descriptive ssisectional survey because it sought to
explore a phenomenon: the experience of the elderlgesponsiveness of health system
to their care. The exploration aspect of the deggplored the perceptions and salient
feelings of the elderly on the experiences of tleaire in health facilities and how they
are treated by the general population. The ddseipaspect provided an accurate

description of elderly experiences by obtainingvears to “what, where, how and when”
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of the phenomenon. This aspect enabled the resptmdad the Key informants to
describe their feelings on care as experiencedhe health faciliies and in the
community. The cross-section aspect enabled dataetcollected across all ages of
eligible respondents. The survey aspect of thdysanabled the collection of different
kinds of information in a quick and at low cost quared to other methods i.e.

experimental.

3.3 Study Area

The study was carried out in Rachuonyo North SubrBp of Homa Bay County in
Kenya. Rachuonyo North Sub-County is located toNbeth East of Homa Bay county.
It is bordered by Winam gulf of Lake Victoria toetiNorth and West, Rangwe and
Kasipul Sub Counties to the South and Nyakach afuiu County to the East.
Administratively, the sub-county covers an areab?.5 km2 and is compose of seven
(7) electoral Wards and Twenty-three (23) locatiofite wards were, West Rachuonyo,
North Rachuonyo, Central Rachuonyo, Kendu Bay toWwangchieng’, Kanyaluo and
Kibiri (Appendix 4 B). It is a uni-ethnic sub cayrdominated by the Luo with few non-

Luo residents as business-men and those on fompabgments.

Rachuonyo Sub County was picked for the study sragccording to Kenya National
Bureau of Statistics (KNBS, 2016), the Sub Courag the highest number (7,188) of
elderly among the other seven (7) out of the 8 sumties of Homa Bay as shown in
Table 3.1, therefore it was necessary to asseseefiponsiveness of the health system

towards this large number.
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Table 3. 1: Population of Elderly in Homa Bay Sub-©unties

SUB COUNTIES/ CONSTITUENCIES Number of Elderly

(Admin/Political)

KASIPUL 4,189
KABONDO KASIPUL 4,439
RACHUONYO NORTH 7,188
RANGWE 4,134
HOMA BAY TOWN 2,664
NDHIWA 6,242
SUBA NORTH 3,320
SUBA SOUTH 3,247
TOTAL 35,421

Source: KNBS and SID, 2016

3.4 Target Population

Target population is a complete set of individualsses or objects with some common
observable characteristics of a particular natisengt from other population. According

to Mugenda and Mugenda (2010), a population is lkdedined set of people, services,
elements and events, a group of things househaldatie being investigated. The target
population in this study were 10,033 elderly in sewen wards of Rachuonyo North Sub-
Count, (Homa Bay Integrated Development Plan [HGIR@13). Table 3.2 show the

distribution of the elderly in the wards.
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Table 3. 2: Rachuonyo North Ward population of Eldely

County Ward Population Elderly
West Rachuonyo 30,288 1614
North Rachuonyo 27,436 1462
Central Rachuonyo 15,579 830
Kendu Bay Town 23,667 1261
Wangchieng 38,731 2064
Kanyaluo 29,917 1595
Kibiri 22,651 1207
Total 188,269 10,033

Source: HCIDP 2013 (Pg. 16)

A sampling frame which was an accessible sectiah@target population from where a
sample could be obtained was determined. The fraagemade up of the elderly who
had received health care services managed by thent€C@overnment and private

organizations within the sub county.

The study also targeted the health personnel ihedllth facilities within the sub-county
as Key informants. They were people trained tovdehealth services and included the
medical officers, clinical officers, nurses, phaomatical officers (technologists and
technicians), physiotherapists, nutritionists, camity health workers and social

workers attached to health facility (Appendix 5).

3.5 Inclusion /Exclusion Criteria
Main respondents comprised the elderly who hadivedehealth care services in

Rachuonyo North Sub-County for a period not exaggdwo (2) years. The 2 years
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duration was considered adequate time for vivideot#ibn of experience of care to
qualify respondent’s expression. The age wasiedrlfy national identity card while the
hospital visit was verified by outpatient (OPD)adar any recorded evidence of hospital
visit for care services. Participants for Focus pr@iscussions were selected based on
their experiences as either outpatient, inpatisatgical or medical treatment clients.
Using this background, the investigator compildistaof elderly characteristics to guide
their selection for the discussions. Key Infornsamere categorized by disciplines as
Medical officers and paramedical staff. The exduscriteria considered the general

citizen aged below 60 years and the non-medicahaneparamedical staff.

3.6 Sampling Procedure and Size

Sample population was drawn from the Sub-Countyfagjn of 10,033 elderly. Sample
size was determined by using Taro Yamane’s fornfilamane, (1967) which was
relevant in this study for getting the desired skensjze.

Formula n = N
1+N (e2)
n = is the required sample size

N = is population of the elderly (10,033)

e = is the precision level (level of significancA}. a precision level of 95% with a +5
margin of error, the set precision level is 0.05

Using the above formula, the required sample sag ealculated as follows:

N
(1+N (e2)]
10,033
1+10033(0.05) (0.05)
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10,033
1+10033 x 0.0025

10033
1+25.08
100033

1+25

10033
26

Main respondents = 385

The sampling design was Probability, employing mandsampling methods of sample
selection. The study adopted the already strdtdigministrative boundaries of the seven
electoral wards. Purposive sampling enabled dataetaollected from eligible elderly,

Key informants who were the routine health servianagers at health facilities and at
the community level, and also from focus group ipgréants who had the ability to

vividly recall the experience of encounter with lie&are services. According to Kothari
(2006) participants for Focus Group discussionsatected purposively because of their

ability to explore perceptions, and behaviors bénmvgstigated in a target group.

The 385 sampled elderly population was calculategqrtionately for each of the seven
wards based on ratio of ward population to Sub topopulation. The outcome was
distributed as shown in table 3.3. The Sub - cpwas clustered into seven (7) electoral
wards and twenty-three (23) locations. Each locatias allocated the representative

number of questionnaires as detailed in Appendix 6.
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Table 3. 3 Rachuonyo North ward population and samp population

Ward Ward Ward Sampled Locations No of
Population elderly Elderly guestionnaires
population
West Rachuony 30,28¢ 161¢ 62 4 62
North Rachuony 27,43¢ 1462 56 4 56
Central 15,57¢ 83C 32 3 32
Rachuonyo
Kendu Bay Tow 23,66 1261 49 2 49
Wangchien 38,73: 2064 79 4 79
Kanyaluc 29,91° 159¢ 61 3 61
Kibiri 22,65 1207 46 3 46
Total 188,269 10,033 385 23 385

Source: HCIDP (2013)

3.7 Method of Data Collection

The study used mixed method of data collection @ichined both quantitative and
gualitative data by use of interviews and focusugraliscussions. Bhattacherjee,
(2012) points that joint use of qualitative and mfitative data may help generate
unique insight into a complex social phenomenorn #ma not available from either
type of data alone, and hence, mixed-mode desigat dombine qualitative and
guantitative data are often highly desirable ini@ogcience research. The rationale of
using mixed method is that it helped to validate thsearch study and ensured better
results than a single method.

The descriptive data was captured by a five-poiilkedt scale rated as 1-Strongly
Disagree, 2-Disagree, 3=Undecided, 4=Agree, 5=8tyoAgree. The inferential data

were captured by the open-ended aspect of theiguaeaire. The semi structured
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guestionnaire was administered by the help of é&dhinesearch assistants because
majority of the respondents were illiterate therefoould not by themselves fill the
guestionnaire. Data was collected on elderly deapigc characteristics, respect for
persons, concept of client orientations, and hegltdtem preparedness to care for the
elderly in regards to optimal ageing. A total of63&lderly were reached against the
expected 385. Open ended questions allowed theviemeer to probe deeper into the
initial responses of the closed ended questionsdar to gain more detailed insight on

the various constructs.

Key Informant Interviews were conducted by the stigator to health personnel who
were resourceful persons with professional knowdedwles and valued insights
regarding the phenomenon of study. Key Informan&ewvisited at their various

working health facilities. Data collected usingl iguide (Appendix 8) addressed the
four objective areas: level of optimal aging whicdptured basically the aspects of
morbidity; Observance of Respect for Persons cagtuhe three aspects: dignity,
confidentiality, autonomy; Observance of clientédtation captured the four aspects:
prompt attention, amenities of adequate qualitgesas to social support network and
choice of care provider; Health System preparedtessire for the elderly captured

Staff training and Staff deployment.

Focus group discussion was moderated by the imatsti to 10-member groups of
mixed gender in five wards of the sub-county (téhl). The discussions lasted for a
maximum of two hours each. Bhattacherjee, (2012pmemend typically 6 to 10

people at one location for a period of One to Twaurk. To ensure, that the

interviews probed all relevant issues and that daliection was consistent in all the

75



interviews, the investigator developed and usedliggi questions (Appendix 9) to
moderate the discussions. Participants were irddrion the subject of discussion
before the discussion began to enable them to pmrepppropriately. Key areas
focused on; dignity, confidentiality, autonomy, pnatness of attention, amenities of
quality, social support and choice of provider. cl® groups are more suited for
exploratory research of which this study was adwancrhe mixed gender enhanced
discussion by harmonizing perspectives of the phama. The interviews were audio

recorded and later transcribed. The sites and gobagpacteristics are displayed in

Table 3.4.

Table 3. 4: Summary of the Focus group discussios#tes and characteristics group

Location of the Characteristic  Status of participants Gender of
Group s of the group participants
Okiki Amayo Healtr  Mixed groug Community-based elder 6 males
center 4 females
Lower Kamuge Mixed groug Communit-based elderl 6 males
Primary School 4 females
Kotieno Gumba SD/  Mixed groug Community-based elderl 5 females
Church compound 4 females
Andhoge Chief's Mixed groug Communit-based elderl 6 males
camp 4 females
Wadhgone Nyogo Mixed groug Community-based elderl 7 males
Chief's camp 3 females

Source Investigator, 2017

Focus group discussions explored the researchigugdhat were central to the study
focus: responsiveness of health care system onleldetimal aging. The investigator
made contextual notes and also audio recordedfeaual group discussions in readiness

for transcription for analysis.

The field experience met on Focus Group Discusaias high turn out by the elderly for

the activity as they expected monetary paymentesifield work was conducted
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immediately after the campaign for general eleciamich was marked by payment to

woe voters. It was also due to anticipated recreiit for the national program for cash

transfer allowance. This was overcome by explgirdagain the purpose of the activity

which was basically academic and had no monetdry ga

Table 3.5: Summary of Methods and Instruments usetbr Data Collection

Population Size Sampling  Size Data Instrument
technique collection  /tool
method
Elderly 10,033 cluster, 385 Interviews  Questionnaires
multistage FGDs Interview
&Purposive schedule
Medical 5 Purposive 2 Interview Interview
Officers guide
Clinical 31 Purposive 10 Interview Interview
Officers guide
Nurses 121 Random 25 Interview Interview
guide
Physiotherapists 8 Purposive 3 Interview Interview
guide
Pharmacists 10 Purposive 5 Interview Interview
guide
Focus group 10 people Purposive 5 FGD Guiding
discussion in each sampling guestions
group
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3.8 Research Instruments

The tools for data collection were Questionnairédppendix?7), KIl Interview
Schedule (Appendix 8), and Focus Group Discussigdeg(Appendix 9), and tape
recorder for Focus group discussions. Observatiwasee an integral part of the
interviews and FGDs while triangulation assiste@ #tudy to realize areas of
convergence and divergence of different methodb st deficiencies in one method

were made up for by the strengths of a differerthoe (Alvi, 2016).

3.8.1 Questionnaire

A semi-structured questionnaire had 102 items (Adpe7).

The questionnaire was based on the literature weve® it was developed in a
deductive way to capture both descriptive and érfgal data. The closed-ended
guestions sketched the objective picture of redhyy collecting quantitative data,
while the open-ended questions collected qualgadiata which clarified and allowed
for an interpretation of the participants’ realépd experiences. The instrument was
piloted and areas that needed adjustments wereated: In justifying the use
guestionnaires, Leeds (1980) pointed that a questice is easier to administer to a
good number of respondents who respond in priveings. Questionnaire enabled
data collection procedures to be applied in a stahded manner. The advantage of
semi-structured questionnaire is that it allowed tfioe flexibility of questions to
accommodate respondents understanding. It alsovedl the collection of both

gualitative and quantitative data.
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3.8.2 Interview Schedule

The instrument (Appendix 8) was used to obtain tfat@ Key Informants. It spelt out
the inclusion criteria for the respondents, brigblanation of the purpose of the study,
ethical consideration of consent and confidengialiit also included age and work
experience in terms of years. The instrument gutlednvestigator to collect data on
constructs of Optimal Ageing, respect for persafisnt orientation and health system
preparedness to care for the elderly. Informatiamf this instrument was used to
triangulate for information obtained from the maiespondents. Key informant
interview is a qualitative research technique thatolves conducting intensive
individual interviews with a small number of respents to explore their perspectives
on a particular idea, program or situation (Boyod Aeale, 2006). It is carried out by
interviewing persons whose professional roles ersdihvem with in-depth knowledge
on an issue (Corbetta, 2003). The advantagesing iy Informant Interviews are
that it allows the investigator to reach known deap a short period of time, it is the
only method of reaching people whose names ancessiels are unknown, involves
talking to people at homes, offices, on streetinashopping malls. Tuckman (1978)
and Gall (1996) acknowledged its flexibility sinde questions can be repeated and/or
the meaning clarified to the interviewee. It howet@s some drawbacks; there is
room for error and bias on the part of the intemgewho may not be able to correctly
judge age and race among others, the interviewgrbmaincomfortable talking some

sensitive issues to elderly.
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3.8.3 Focus Group Discussion Guide

Focus Group Discussion tool, (Appendix 9) spelt the inclusion criteria for the

respondents, number of participants per groupirpigries for ground rules. The tool
was used by the investigator to guide the discassam the four objective areas. It
enabled the investigator to moderate discussiormbtain data from five sites which
had 10 members each composed of mixed gender (App&B). The advantage of
using FGD was that it helped to understand peoplesghts and feelings. Its major
drawback is that it not generally used for explanator descriptive research, it is

often costly and generalizing for the sample useag not be easy.

3.9 Validity and Reliability of the Instrument

Validity is the degree to which any measurementr@ggh or instrument succeeds in
describing or quantifying what it is designed toaswwe (Weiner, 2007; Kothari, 2004;
Golafshani, 2003; Joppe, 2000). Kumar (2011) olesethiat face and content validity is
crucial in ensuring that each question or item&a@ub-scale have a logical link with an
objective of the study. Amin (2005) portend that thost effective and reliable way of
ensuring that a questionnaire meets face and domsdiity is by relying on expert
judgment. Reliability which is the degree to whighmeasurement technique can be
depended upon to secure consistent results ontegpapplication was also tested. The
research instrument is considered to be reliabitecén reproduce consistent results of a
study and an accurate representation of the tapllption over time under a similar
methodology (Orodho, 2009; Weiner, 2007; GolafshaBD03, Joppe, 2000).
Exemplified in these citations is the idea of repliility or repeatability of results or

observations. Thus Joppe (2000) affirms that véegderived from test instruments are
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declared to be reliable only when they provide Istaednd reliable responses over a
repeated administration of the test. In this strediability of the questionnaires for data
collection was tested by assessing the scale’snateonsistency (the extent to which

they are measuring the common construct).

3.9.1 Validity

Validity of the instrument was tested. The investiog relied on the validation of the
instruments by two expert study supervisors who egdkeir views on the
comprehensibility, relevance, clarity and applitigbiof the research instruments.
This is in line with Mugenda and Mugenda (1999t tlesearch instruments should be
availed by experienced researchers to determine Hadidity. Validity was also
achieved by training the research assistants terstahd the context of the study, the
content of data collection tool and also to be iprefit in administering the tool. This
controlled biases that could arise from random rerranaccurate coding, wrong
instructions, interviewee/interviewer fatigue, mations, interests, or perspectives of

the inquirer.

3.9.2 Reliability

Reliability was ensured by computing the Cronbachlpha, the most popular
numerical coefficient of reliability (showing hovlosely related a set of items are as a
group), based on the reliability of a test relativeother tests with same number of
items, and measuring the same construct of interes used in this study. The rule of
thumb, as suggested by George and Mallery (20d3@ysified Cronbach’s alpha
coefficient values as: > .8 = Excellent; > .7 = @pw .6 = Acceptable; > .5 = fair; > .4

= Poor and < .3 = Unacceptable.
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In the interpretation of the reliability resultst was observed that the closer
Cronbach’s alpha coefficient is to 1.0, the gre#tterinternal consistency of the items
in the scale. It was imperative to calculate aqmbreCronbach’s alpha coefficient for
internal consistency reliability for the subscalsed in the study. The ten sub-scales
used in this study were: Optimal Ageing, Observaot®ignity of the Elderly by
Health care service providers, Observance of Cenfidlity by Health care service
providers, Observance of Autonomy by Health Careviders, Promptness of
Attention by Health care service providers, Amastof Adequate Quality, Access to
Social Support Network, Choice of Health care senproviders, Staff Training and
Services and Staff Deployment. Computation of &lelility for multi-item opinion
items was undertaken separately for all the fivdossales in the household
guestionnaires. Table 3.6 which shows the Cronlsagipha for questionnaires
reveals that the instruments had adequate retyabli the study.

Table 3. 4internal Consistence: Cronbach’s Alpha Reults for the Questionnaire

Scale No. Cronbach’s Cronbach's Alpha

ltems  Alpha Based on
Standardized Items

Optimal Ageing 9 .786 757

Observance of Dignity of the Elderly 8 716 707

Observance of Confidentiality 6 .619 .609

Observance of Autonomy 5 .621 612

Promptness of Attention 5 .633 .614

Amenities of Adequate Quality 9 .781 .758

Access to Social Support Network 7 .718 .699

Ch0|.ce of Health care serwce5 691 612

providers

Staff Training and Services 7 .619 .607

Staff Deployment 5 .621 612
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All the subscales reached the threshold of Croribaalpha of 0.6. The minimum

acceptable value of Cronbach’s alpha is 0.60 amdvamum expected value is 0.90.
All the items of this subscale were retained beeansne of them exaggeratedly
hanged out. It was also noted that all items weoerelated with the total scale to a
good degree. A correlation with the total scaleabbve .90 would have meant that
there were redundancy and duplication of itemstl@&nsame note, it was established
that the internal consistent for the other subscadehe questionnaire were adequate
enough for the study. The sub-scale which had tighekt internal consistency

Cronbach’s Alpha value was optimal ageing with niteens having alpha value of

0.786, which was still less than the threshold &. Ohese findings show that the
guestionnaires were generally suitable for datéectbn; because they adequately

measured the constructs for which they were inténdeneasure.

Reliability was also tested by a pilot study cortddcafter the questionnaire was
developed. Piloting was done from a group simitathe target population who were

later excluded from participation in the main studyhis was to ensure that the tool
had a logical flow, the items were presented cjeanhd respondents understood and
interpreted the questions the same way and firthHy the instrument captures good
guality information. The draft report was shareithwespondents to determine that
the captured data accurately represent their iesaliefore final tool was documented.
The fine tuning of the individual items was donggapiloting, during which time the

inputs of the pilot respondents were evaluated odrporated in rewording of

particular items, where necessary. Piloting in aede is supported by Bhattacherjee

(2012) that it helps to detect potential problenms riesearch design and/or
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instrumentation and to ensure that the instrumesésl in the study are reliable and

valid measures of the constructs of interest.

3.10: Data Collection Procedure

The chiefs of the twenty-three locations (table #13he seven Sub-County wards and
management of health facilities were informed alibet data collection vide letter
dated 28th November 2016 (Appendix 11 and 12). rEsearch assistants who were
community health workers attached to the healtilities and covering the locations
were identified through their leaders. They weeened on the research tool (semi
structured questionnaire) to ensure accuracy affidiesicy. This included an
understanding of their terms of references, theaks the research intended to
capture and definition of terms used. A total G%63(97.9%) out of 385 semi-
structured questionnaires (Appendix 7) were adneresl in all the seven wards to
gather data from the elderly in their homes onrtleiperiences with health-care
service delivery. Five Focus group discussions waranged through community
health workers and also through the administratifiees of the location chiefs. The
discussions were moderated by the investigatorguinus group discussion guide
(Appendix 9). Additional 45 interviews were condedttby the investigator to Key
informants in selected health facilities in the Stbunty using the interview guide

(appendix 8).

3.11: Data Processing, Analysis, Interpretation andissemination of results
Data obtained from the respondents were cleanelijated, coded and finally
analyzed using SPSS version 20. The research sesate presented using both the

descriptive statistics and inferential statisticsDescriptive statistics of mean,
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regression, correlation, and anova were used toridesthe views of the respondents
on each sub-scale, while the inferential statisticeough coding, categorizing,
concepts and themes helped to make inferences r@wd @bnclusions. In order to
determine the mean score response, data was atgtegaa 5 score Likert's scale in
the form of; 1= strongly disagree, 2 = disagrees 8ndecided, 4 = agree and 5 =
strongly agree. The scores of all respondents gimem construct were aggregated to
give the total score per item. The mean score respwas calculated by dividing total
score per item by number of respondents per itehre ean scores were then
interpreted using the following intervals - 1.0&4.= very low level; 1.45 — 2.44 =
low level; 2.45 — 3.44 = moderate level; 3.45 -444high level; 4.4.5 — 5.00 = very

high-level scores respectively.

Statistical tests, Pearson product-moment of caticel and regression analysis were
used to investigate the relationship between theiabi@s. Pearson Moment

Correlation Coefficient analysis was used to ingasé the relationship between
observance of respect for persons in Health Systapiementations of the concept of
client orientation in Health system, Health Systepmsparedness in training and
elderly optimal ageing. Multiple regression wasdise; establish a linear model to
investigate how well the set of the independeniabdes was able to predict the
perceived level of optimal ageing among the eldetly investigate relative

contribution of each of the variables and to esaldhow much unique variance, in the
dependent variable, each of the independent vasalgxplained. All tests of

significance were computed @t 0.05.
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The multiple regression model adopted was formdlatefollows:

Y = B0+ BLX1+ B2X2+ B3X3+ &ij

Where y is the dependent variable

B0 is the constant

B1, B2 andp3 are regression coefficients to be computed

glj is the error component with mean zero

Where: Y is Optimal Ageing

X1Observance of respect for persons

X2Client Orientations

X3 Preparedness to Care for the Elderly

The multiple-regression-model also enabled theareber to know how much unique
variance, in the optimal ageing, each of the aspettealth systems responsiveness
explained, as suggested by Hair, Anderson, TathadnBldack (1995). However, a
diagnostics tests had to be preliminarily perforrteeeénsure that there is no violation

of the appropriate assumptions of correlation anttipte regressions.

3.12: Ethical Considerations

This study used people as respondents. Kombo aachpl (2009), pointed that
researchers whose subjects are people or animas qonsider the conduct of their
research, and give attention to the ethical isass®ciated with carrying out their
research. Approval and permission to conductstudy was therefore sought and was
granted by the National Council for Science andhfietogy (NACOSTI), vide letter
Ref. No. NACOSTI/P/16/71971/14003(Appendix 13) tigb the Rongo University

School of Post Graduate Studies. NACOSTI furthezatied a request for permission
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by Homa Bay County government which was ultimatghanted through by the
Ministry of Health Homa Bay County vide letter da@8th Nov. 2016 (Appendix 14);
the Presidency Ministry of Interior and Coordinatiof National Government Ref No
ED12/1VOL.1I/164 (Appendix 15); and Ministry of Edation Science & Technology
State department of Education Ref No MOEST/CDE/HHEIWI/11/VOL.1/167

(Appendix 16).

The study took into consideration various ethissues that enhanced the credibility
of the research work. They included the ethicah@ples of informed consent

respect forprivacy, safeguardingconfidentiality of data and avoiding harm to
respondents and researcher. Participants consetiid study was obtained after the
nature and circumstances of the study was explaaret! any relevant cause of
apprehension allayed by assurance. The explanatiduded the purpose and
benefits of the study, how information collected ukb be used and also the
maintenance of confidentiality on the data collda@ed anonymity of the respondents.
Participants were informed about their unconditiomaedom to discontinue their
participation at any point and that this would garo risk. Consent form for accepting
to participate in the study (Appendix 17) was syt the participants. The forms

were collected and kept under safe custody bynhestigator.
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CHAPTER FOUR
FINDINGS, INTERPRETATION AND DISCUSSIONS

4.1 Introduction

This chapter presents results of data analysisygrétation and discussions. Data
were collected and processed based on objectiveschapter One, questionnaire
return rate is presented first followed by demobrep of respondents which provide
the insight of drawing comparisons among resporsdantl Key Informants.  This is
followed by analysis of each specific objectivetisgthe findings and presenting the
results, interpretation, discussion and making kamens on each specific objective.
The study aimed at establishing observance of ésponsiveness of health care
systems on optimal aging of the elderly. The figgimnd discussions were based on
the four study objectives and revealed that thdtinesystem accounts for 56% in
elderly optimal ageing. The clips for Focus Grougcdssions were recorded at five

sites indicated in parenthesis and listed in apipehd

4.2 Questionnaire Return Rate
Table 4.1, which shows the summary of return rateqwestionnaires from the
respondents, revealed that the questionnaires adeguate for the study

Table 4.1. Respondent’s Questionnaire Return Rate

Respondent Questionnaire Questionnaire Return rate
Elderly 385 376 97.7
Total 385 376 97.7
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The study targeted 385 elderly, out of whom 376 ewesached by saturation,
translating to a response rate of 97.7%. Thisaesp rate was sufficient and
conforms to Mugenda and Mugenda (2009) specifingtiat a response rate of 60% is
adequate for analysis and reporting; a rate of ®good and a response rate of 80%
and above is excellent. Based on this, the custrmty’s response rate of 97.7% was

excellent.

The investigator attributed the excellent questsrenreturn rate to the ability of the
research assistants who were community health w®skerking within the locations
and were therefore well versed with the geographagsgraphy of the area and were
also well trained on the research tool (questiaepaifor efficiency in its
administration. It was also due to extra effortsttivere made via personal calls and
spot-visits by the investigator to remind the reskeassistants to be diligent with the

guestionnaires.

4.3 Demographic Information

The study sought to investigate the demographicrachteristics of the elderly
respondents. This information was considered necgs®r the determination of
whether the respondents were representative saohplee elderly target population
for generalization of the results of the study. THemographic information
investigated included gender, age, marital statdycational level and income

generating activity. The findings and discussiomserpresented as follows;

4.3.1 Gender of Respondents
From Figure 4.1, it is evident that majority 220.@%) of the elderly were females,

with male elderly being only less than four outtef of the respondents. Given that
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the study respondents were selected randomly wittway bias to a particular gender,
it implied that majority of the elderly in Rachuaniorth Sub County were females.
This is not surprising because generally therevaree females than males in Kenya as
reported by Kimathi, (2009) and Gondi (2009) thafarnity of older persons in Kenya

are women, many of who live in the rural areas (Byinia, Owino, 2013).

Male: 145
(39.6%)

Female: 227

(60.4%)

Figure 4.1: Gender Distribution of Respondents

The finding also concurred with that of UNDESA, (&) forecast that three quarter of
women aged 60 years and over, worldwide will béngvin the developing world
where every one in seven persons will be an oldenan and that by the year 2014,
the number of women outlived men globally by 4.argeon average and made up 54

per cent of those aged 60 and over and hence ageangoman’s world.

The investigator therefore concluded that the ifigdis a true reflection of the
contemporary global demographic indicators on thmlmer of females over males.

This could be due to the fact that there is reddyivhigh mortality rate among males

90



than females globally and in the study area. Sbuth genders were represented in
the study, the findings could be generalized tgefider.

4.3.2 Age of the Respondents

90to 100 91(2.4%)

o
3 80to89
(U]
& 70to79
<

60to 69

0 50 100 150 200

Number of Elderly

Figure 4.2: Age Distribution of the Respondents

On the ages of main respondents (shown in Figtg the study established that a
significant majority 319 (84.8%) of the elderly wen the age group of 60-69 years
and 70-79 years. Those who were above 80 yeardamhed the lowest proportion of
the elderly in Rachuonyo North Sub-county, withyofll (2.4%) of them being aged
between 90-100 years. Compared to other world nsgimany parts of Africa entered
the demographic transition relatively recently, dimas ageing process has just begun
with older persons accounted for slightly over % pent of the population in 2014.
That proportion is projected to nearly double byp@0 The finding concurs with
findings of a study in Kenya by Gondi (2009) thatpplation of Kenya has kept

increasing over years with improvement in life estpacy.

The investigator’'s view is that the demographiadreeould be attributed to health
complications of old age which could have slowed #ging process in developing

nations however these complications started tcebsitive to improvements in public
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health interventions of the early 2tentury which gave room for the increasing
number of the elderly. The findings revealed aigtiablly negative correlation
between age of the elderly and years lived sudnathage advances from 60 years, the
number of living elderly decreases therefore thwbe were reached formed a fair

representation of the elderly population trend.

4.3.3 Marital Status of the Respondents

The study further sought to investigate the mastatus of the elderly given that
optimal ageing could be influenced by marital sathence it is important to
understand how it was distributed among the respaisd Their findings were
presented in Table 4.2 which shows that althougjonitya 206 (54.8%) of the elderly
were married, slightly below average number 1415%j of them were widowed.

Only 25 (6.6%) were widowers however, there weve dases of separation.

Table 4.2.Distribution of Marital Status of the Repondents

Status Frequency Percent Cumulative Percent
Married 206 54.8 54.8

Widow 141 37.5 92.3
Widower 25 6.6 98.9
Separated 4 1.1 100.0

Total 376 100.0

The result indicate that life expectancy of womerhigher than that for men. This
finding mirrors the result of a study by Gondi (20@hat life expectancy is higher in
women (60.4) than in men (52.8). The findings Hart reflect that by UNDESA
(2014) that globally forty per cent of the worldikler population lives independently,

either alone or with a spouse only. While the petage living independently is
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similar by sex, higher female life expectancy meidwas older women are more likely
to live alone (19 per cent) than older men (11gast). Independent living is however
the dominant living arrangement of older personthé@more developed regions where
almost three quarters of them live alone or wittspuse only. As populations
continue to age, independent living is expectedbégome increasingly common
among older persons in both the more developedemsddeveloped regions.  In the
study, area married life is a respected socialtutgin and it translates to supportive

co-existence which fosters elderly optimal ageing.

4.3.4 Educational Level of the Elderly Respondents

Table 4.3. Distribution of Elderly Education Level

Education Level Frequency Percent Cumulative Percent
Primary or none 328 87.2 87.2
Secondary 45 12.0 99.2
Tertiary College 2 5 99.7
University 1 3 100.0
Total 376 100.0

Table 4.3 showed that a significant majority 328.286) of elderly had no formal
education or only had primary level of educatiomo3e who attained secondary
education were 45 (12.0%), those who attainedatgrtiollege education or university
education only formed less than one out of a heohé® (0.8%) of the elderly who
took part in the survey. This finding is mirroreg BlelpAge (2013) and Aboderin

(2010) that there is broad lack of formal educatmmong the elderly in Africa and

93



SSA respectively. In Kenya it was reported that Af%vomen and 40% of men never
went to school (KDHS, 2008-2009). Beales (2009nteul that educational attainment
is a key determinant of life-style and the statasiradividual enjoys in a society,

therefore it has strong effect on individuals’ tatfie towards health behaviors and

quality of aging.

The low score by the elderly in achieving formaueation could be attributed to the
fact that at their prime of age for schooling, sulBovere few and far placed. It could
also mean that since those who turned sixty byithe of survey were born during the
colonial era when the quest for education was Istil. The implication of illiteracy
was reflected in a focus group discussion site 2reslea mother presented to the
investigator, a drug prescription given at the ltaspnd she never collected the drugs
because she never got the meaning of that docufieatpatient continued to suffer

despite having the prescription for the drugs.

4.3.5 Income Generating Activity of Respondents
The study further sought to determine involvemdrelderly in income generating

activities as economic boost to their optimal agein
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Table 4.4. Distribution of Respondents Income Genating Activity

Business Engagement Frequency Percent Cumulative Percent
Farming 271 72.1 72.1
Business 57 15.2 87.2
Teaching 13 3.5 90.7
Fishing 5 1.3 92.0
Other Activities 30 8.0 100.0
Total 376 100.0

Table 4.4 showed that, although the elderly ar@aged in various economic activities
for maintaining livelihood, many of them were engdgn farming and business. This
was reflected by the fact that majority 271 (72.1%@icated that they were doing
farming while 57 (15.2%) of them were in other Imesis. Although farming takes a
greater percentage of engagements compared wign imitome generating activities,

it is done at peasant level, (HCIDP, 2013).

The investigator attribute this to the fact thag tlegion has one rainy season which
cannot support extensive farming. The mixed bissirengagements included; shop-
keeping, supervisions and security officers. Atreddy small number 13(3.5%) take
up teaching in the various academies within thecumty. The investigator attribute
this to possible a response to the Kenya Visiowmf3@arnessing talents of high cadre
retirees’ contribution to development and the Whitdations resolutions 46/91 of
December 1991 that older persons should have tperamity to work or to have

access to other income generating opportunities. could also confirm Karpf
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(2012)and Matt (2009) assertions that it is thelimghess and productivity of an

individual that maters and not chronological age.

In a focus group discussion at site 2, (Appendix &%emale participant observed that
whether old or not, women do most domestic chakesdooking, washing, gardening,

grazing, and watering domestic animals kept byr thesbands.

The involvements of the elderly in income genegtattivities reflects UN, (2016)
and HelpAge (2001) reports that majority of oldergons in sub-Saharan Africa have
no choice but to continue to work as long as theyysically able and that older
men and women in the region are making vital cbaotrons to their families and
communities. The finding further mirrors United Mais study on World Population
Ageing (UNDESA, 2015) that among people aged 60syea over globally, 30 per
cent of men and 15 per cent of women were activéhén labour force, while in
developing countries, older men and women were nikety to be active in the
labour force. A study in Brazil by Chaves, (2009) predictors of Normal and
Successful Aging Among Urban-Dwelling Elderly Bilgans revealed that income had
a protective effect on optimal ageing — the higther family income the better the

aging process.

The investigator observed that socioeconomic rafescontributions of the elderly in
various sectors remain important therefore eldeelserve holistic care so as to realize
their optimal aging. The various percentage engege of the elderly in income
generating activities indicate that they are ntg &bainst popular belief that they have
outlived their usefulness. The findings agree WIWECA (2012) which castigate the

notion of stereotyping the elderly as non-prodwetoonsumers of resources. This

96



notion could be detrimental to their potential cimitions to inclusive sustainable
development. The finding reveals a fair repred@ntaf elderly engagement.
In conclusion, the findings revealed that the deraplics was representative sample

of the elderly target population for generalizatadrihe results of the study.

4.4 Objective 1: To determine the level of optimahging among the elderly.

The study sought to establish the level of optiageing in Rachuonyo North Sub
County. In order to establish the level of optirageing, data was collected through
the use of a ten itemed-Likert-scaled questionn#ia was administered to the
elderly. The constructs of the items were pivotadralicators of optimal ageing such
as; free of chronic diseases, autonomy in actibiedaily living, social participation,
only mild cognitive or functional impairment andtle or no disability. Using the
responses; Strongly Agree (5), Agree (4), UndeciBd Disagree (2) or Strongly
Disagree (1), the elderly responded on the itensedban the assessment of their
personal experience with the social aspect of dRe¢ing levels for optimal aging
were as follows 1.00-1.44 = very low level; 1.42:44 = |low level; 2.45 — 3.44 =
moderate level; 3.45 — 4.44 = high level; 4.4.5005= very high level. The responses
were summarized and presented in Table 4.5 whiolwslthat there was moderate
level of optimal ageing among the elderly. Thisdfimg was mirrored by a mean
response of 2.61 (SD=0.43) in the scale of 1 tovBh most of the constructs

indicators rated just barely above moderate lef/eptimal ageing.

On the construct “I do not have any prolonged heatinditions due to my old age
status”, Table 4.5 indicated that majority 262 789) of the elderly had many

prolonged health conditions due to their old ageust Therefore, the mean response
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of 2.36 (SD=0.56) implied a moderate level of o@imgeing. Equally, the qualitative
response in the questionnaire revealed that therlgldn Rachuonyo North Sub-

County suffer from varied health conditions.

The investigator attributed this to varied acconyiam age-related health conditions
which are common in the elderly as reported by eMikt al, (1999).The common
health problems that made the elderly to seek Ihesdirvices included; allergy,
diarrhea, body pains (backache, painful joints,sthaains, boils, neck stiffness,
stomach ache, abdominal pains, muscle pains); bagllings (abdominal, face, knee,
eyelids, legs); loss of sensations (side numbnésshing sensation in lower limbs,
broken leg, constipation, diabetes, Skin problem&¢tions, rashes, dog bite, dry
skin, burns, wounds); eye problems, hearing probléigh blood pressure
(hypertension), HIV/AIDS, dehydration, hotness dfiet body (fever), body
weaknesses, loss of appetite (anorexia), throablgmg loss of voice (aphonia),
malaria, meningitis, abdominal ulcer, typhoid, esry tract infections (pneumonia,
tuberculosis, coughing, asthmatic attacks, difficuh breathing), urine blockage,

uterine problem, vomiting.

It was evident from this list that a sizeable numbieailments were associated with
old age, specifically allergy, body pains, loss saehsations, chest pains, breaking
bones, skin problems, loss of sight and hearing, ldshydration, high blood pressure,
body weakness and tiredness, loss of appetitepfossice, ulcers, urine blockage.The
other ailments i.e. malaria, meningitis, typhoidspiratory tract infections, vomiting

were associated with the environment under whietetterly is found (Miller, 1999).
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Table 4.5.: Respondents’ Views on Optimal Ageing

Indicators of Optimal

ageing 1 2 3 4 5 Mean SD
| do not have any
prolonged health 124 138 10 62 42 236 056
conditions due to my(33.0%) (36.7%) (2.7%) (16.5%) (11.2%) '
old age status.
| am always in good
health and do not suffer.
A 131 126 16 47 56
diSaDilly rom 20° (34 8%) (33.5%) (4.3%) (12.5%) (14.9%) ~27 03
communicable disease.
Despite my age | am
still able to do most of

: 118 92 18 63 85
m th'cnhgasrgé""”(‘)ef ?;‘3(31.4%) (24.5%) (4.8%) (16.8%) (22.6%) 2> 048
family decisions.
I am fully dependent on
the support of young62 72 26 102 114 264 087
persons in my family to (16.5%) (19.1%) (6.9%) (27.1%) (30.3%) '
do my things.
| often have difficulty
remembering recent56 58 21 114 127 247 078
conversations, names 0(14.9%) (15.4%) (5.6%) (30.3%) (33.8%) '
events.
| am able to take care of
myself because | do my108 103 15 74 76 275 065
basic care needs such g28.7%) (27.4%) (4.0%) (19.7%) (20.2%) ™ '
washing, dressing etc.
| hardly use walking 117 111 18 56 74
stick or any physical 51 190y (29 50) (4.8%) (14.9%) (19.7%) 283 034
support garget.
I have limitation in
engaging in
of daily fing such ae 70, T3 20 104 109 o g
shopping, lifting and (18.6%) (19.4%) (5.3%) (27.7%) (29.0%) '
carrying, riding bicycle,
driving etc.
| fully take in social
activites  such  as

. 85 14 101 79

churc_h, community 250) (22%) (3.7%) (26%) (21%) 295 0.94
meetings, funerals,
chiefs’ meetings etc.
Mean Average level of Optimal Ageing among the Hide 261 0.43
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Strongly Disagree (1), Disagree (2), UndecidedA8)ee (4), Strongly Agree (5),

The findings concurred by those by Kabole et &01@) in western Kenya that
suffering of the elderly included backache jointinpablurring of vision, reduced
hearing, indigestion, heartburn, chronic cough,atiiessness, non-healing wound,
dental cavities, giddiness, sleeplessness, lifbtjopiles, tumor, loose bladders,
dementia and Alzheimer and multiple others. Thidifig affirms the studies by
Mubila (2012) and Mc Murray (2003) that majority thie elderly suffer varied multi-
morbidity conditions such that delay to addressntimay have far reaching negative
consequences. A report by UNDESA (2015), indicatieat unipolar depressive
disorders are a leading cause of disability in fiesyafollowed by hearing loss, back
and neck pain, dementias(mental disturbance)spaltifi Alzheimer’'s, and
osteoarthritis. In men, hearing loss is the leadiagse of disability, followed by back
and neck pain, falls, chronic obstructive pulmongdisease and diabetes mellitus. The
report also points that elderly in low and middieeme countries do not experience

optimal aging due to diseases conditions.

Since most of the manifestations occur at the hem@&onment where the family or

community support system is the most likely firatad help, there is need for health
system to actively link families in the care of thlderly. This view is supported by
Franklin (2013), who in assessing potentially ina@ppiate medication in elderly in

the UK health system, castigated inappropriate oaidin effects in the elderly due to
poor social supervision. A reflection of Cicero (B4AC.) argument in his essay “De
enectute” confirmed that if old age, is approacbexperly, it harbors opportunities for

positive change and productive functioning.
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On the construct “I am always in good health anchdbsuffer disability from age-

related chronic non-communicable disease”, a wital3 (27.4%) elderly agreed that
they are always in good health and do not suffeatdlity from age-related chronic
non-communicable diseases, but the majority 2573068 revealed that they are
always in bad health and often suffer disabilitpnfr age-related chronic non-
communicable diseases. The mean response of 2230(%2) signified low level of

optimal ageing. This mean agreed with the reflestiby majority of the Elderly

responses. On the contrary, the 103 (27.4%) Eldehnky agreed with the construct I
am always in good health and do not suffer diggbitom age-related chronic non-
communicable disease” reflect the results of aystndKenya by Lasisi (2015), that
old age diseases are assumed by the elderly ama t@k granted to be normal
accompaniments of ageing, as a result, there i/ laxseeking for treatment. It was
also reflected in a report of study by GovernmenKenya (2014) that 16.7% and
12.7% of the elderly reported feeling sick but desdl from seeking health services in
the years 2007 and 2013 respectively. In focusemipy discussions, members
confirmed that elderly were often laxed in seekimeplth care services, as voice

recorded at site 1(Appendix 21).

On the constructs “Despite my age | am still ablelé most of my things alone and
take charge of my family decisions”, the resultstied survey showed that quite a
significant proportion of the elderly 210 (55.4%¥ ainable to be fully self-reliant,

they mainly depend on other people to meet thely daeds. Only 148 (39.4%) of the
elderly who took part in the survey agreed, withtaaty, that despite their age they

are still able to meet most of their activitiesdaily living and to take charge of their
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family decisions. Therefore, the mean responsetd £SD=0.48) implied a moderate

level of optimal ageing.

In regard to the construct “I am fully dependentlo@ support of young persons in my
family to do my things”, many 216 (57.4%) of thespendents accepted that they
invariably depend on the support of younger personiseir family to meet their daily
needs. The mean response of 2.64 (SD=0.87) impliedoderate level of optimal
ageing. It may be concluded that since the eld=tln have no option for assistance,

they have to undertake these activities personally.

On the construct “I often have difficulty rememigyirecent conversations, names or
events”, majority 241 (64.1%) of the respondentdicated that they often have

difficulty remembering recent conversations, nammesvents with a mean response of
2.47 (SD=0.78). The mean response suggested a atedevel of optimal ageing. It

is true that substantial cognitive deteriorationeotime represents a diagnostic
criterion for dementia diseases. Chaves, (200@pststtthat cognitive impairment is a
common ailment in old age, however, applicatiorag&sponsive health systems can

reduce cognitive decline and improve wellbeing agitire elderly.

On the other hand, in regard to the construct “ledote to take care of myself because
| do my basic care needs such as washing, dres$aigit emerged that quite a

respectable proportion 150 (39.9%) of the eldertyable to take care of themselves in
regard to their basic care needs such as washidglassing, translating to mean
optimal aging level of 2.75 (SD=0.65), suggestingderate level of optimal ageing.

In addition, on the construct “I hardly use walkistick or any physical support

garget”, 130 (34.6%) of the sampled elderly werenfbto be able to independently
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walk without any support. Majority 228 (60.6%) them could hardly walk without
the help of walking stick or any garget for physisapport. The mean response 2.63
(SD=0.34) suggested a moderate level of optimahggdt is therefore indicative that
a significant number of the elderly do not expereroptimal aging in terms of

physical fitness thus need assistance.

In terms of the construct “I have limitation in @wng in instrumental activities of
daily living such as shopping, lifting and carryimigding bicycle, driving etc.”, the
findings of the study established that about averagnber 213 (56.7%) of the elderly
suffer significant decline in physical fithess arabustness therefore are unable to
actively engage in physical activities, reflecteug optimal ageing mean score of 2.71
(standard deviation=1.02). For instance, althougies 143 (38.0%) of the surveyed
elderly denied this fact, a majority 213 (56.6%) tbém accepted that they have
limitations in engaging in instrumental activitie$ daily living such as shopping,
lifting and carrying etc. The mean response 2.7M=(502) suggested a moderate

level of optimal ageing.

In regards to “Fully taking social activities suals church, community meetings,
funeral managements, chiefs’ meetings etc. sagiaractions” it emerged that despite
the age, a moderate number 180 (47%) of the eldeehe able to interact socially
(mean=2.95; standard deviation=0.94). The meanorssp suggests low level of
optimal aging. From all the five FGDs, it emerghdttthe elderly participates in these

activities as opinion leaders.

The investigator observed that good health stat@smajor goal of development and

is also a driver of economic growth and social pesg. Older persons in good health
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enjoy greater sense of personal wellbeing and eaticjpate in economic, social,
cultural and political life. On the other hand popdealth reduces the capacity of older
persons to generate income, curtail their proditgtand compels them to depend on
other people. Elderly in the study area experiemsederate level of optimal ageing
due basically to the effects of multimorbidity. $hgould be mitigated by appropriate
uptake of health services which again are a funatibeconomic endowment of the
elderly, proximity of health facility, social suppgnetwork and personal insight and

vigor for service uptake.

4.5 Objective 2: To establish the influence of reget for persons in caring for the
elderly on optimal ageing.

In order to establish whether observance of resjped®ersons in caring for the Elderly
influences optimal ageing, 5 itemized Likert-scatpeestionnaires were used to collect
data on the views of respondents on each of thedbe dignity, confidentiality and
autonomy. Using the responses; Strongly AgreeAgiee (4), Undecided (3), Disagree
(2) or Strongly Disagree (1), the elderly respondedthe items based on the various
aspects of observance of respect for persons imgcdor the elderly (dignity,
confidentiality and autonomy). Data were summatiaed presented in Tables 4.6 to

4.8.

Table 4.6 presents mean score for each of the éheegents and the overall mean score

of 2.49 which translated to moderate level of optiageing.
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Table 4.6: Mean Aspects of Observance of respect fpersons

Aspects of Observance of Respect for Persons Mean DS
Dignity 2.17 0.32
Confidentiality 2.90 067
Autonomy 2.39 0.62
Overall Mean level 2.49 0.56

4.5.1 Observance of Dignity of the Elderly by Healit care service providers
Dignity was assessed by evaluating various indisdtothe relationship between health-
care providers and the elderly as reflected byatier’'s experiences while receiving care

services.

The indicators assessed specifically were acteadption and introduction; greetings,
body language, acknowledging the elderly, payirigrdgion to the elderly, responses
to enquiries, verbal comments about the elderly emimitment to service. Their

responses were summarized and presented in Table 4.
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Table 4.7: Views of the Elderly on Upholding of tkir Dignity by Health Care

Provider

Indicators of Dignity 1 2 3 4 5 Mean SD
Reception and introduction byl00 260 6 9 1

health care service provider t§26 1.81 0.60

the elderly is often welcoming. %) (69)  (1.6) (24%) (0.3)

Greetings by health care servic&99 12 26 19 10 1
provider is warm and friendly  (52.9) (32) (6.9) (5.1%) (2.7)
Health care service providers_L02 123

72 0.98

10 97 44

often display positive body (32 0 262 141

language to the elderly. (27.1) %) (2.7) (25%) (11)

o e 2 a0
gnizes, - app 10.6) (85%) (0.5) (2.7%) (0.3) '

acknowledge the elderly.

Health care service provider ofte 151

listens and pays attention t (40 11 145 36 3.00 1.23
0, 0, ' '

eldorly. 8.8%) w (29 (38%) (26

Health care service provider ofte 163

responds positively to elderly (43 ° 167 16 296 1.15
0, 0, ' '

enquiries. (6.6%) %) (1.3) (44%) (4.3)

Health care service provider often 199

gives prioritized consideration forl63 (52 2 9 3 164  0.69

care to the elderly over othe(43.4)
cohorts, where necessary.
Verbal comments by health carel\

0 (09 (24%) ©08)

: ) 43 207 17 7 2
service provider to or aboqt th?38.0) (55%) (4.5) (1.9%) (0.5) 1.72 0.68
elderly are always encouraging.
Health care service provider ar
. 12 21
always committed to serve th 3 6 ° 2.08 0.66

elderly 18.5%) (83%) (1.6) (5.6%) (1.3)

Mean average level of dignity upheld by heath proders to the elderly 2.17  0.32

Key: 1-Strongly Disagree, 2-Disagree, 3=Undecidedigree, 5=Strongly Agree and

SD-Standard Deviation.

From Table 4.7 it is evident that based on therBldexperience with activities of

health facilities in Rachuonyo North Sub-County thhean average level of dignity
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espoused by heath providers to the elderly is gdlgdow. This was reflected by an

average response rate of 2.17 (standard deviatiBar0n a scale of 1 to 5, On the
construct “Reception and introduction by healthecggrvice provider to the elderly is
often welcoming”, majority 360 (95.7%) of the respents rejected the research

assertion.

From the qualitative responses of the questionsaimneajority 340 (90.4%) of the
respondents concurred with the statistical findibggejecting the research assertion.
The following statements were made at the varioosu§ Group discussion sites
(Appendix 17) as indicated against the Reponses.

“Introduction and greetings by care providers isyeare (1,2,3,4,5). They
generally don't introduce themselves (1,2,3,4,byvas handled by a person |
did not know who commented that there was no bssiwéh me because | am
an old woman (2), It is always their habit thatyidon’t introduce themselves
but even if it is done it is always in hurry andngeally not cordial (4). |
expected the doctor and the nurse to introduce sleéras before services
began but that did not happen. | should be welcomdte right way and be
greeted before starting the treatment (5), the gogml did not welcome me
well. They know the reason why they don’t introdtleamselves. It is good
manners to always do introduction and if possihite,should be made
compulsory (4). Introduction is a show of friengshand it should be
encouraged. It is very important and people shduldw one another (4), it is
good to know who is attending to you for a follogv Ut makes patient to be
closer to the doctor and it is meant to set us fu care provider but they
always have no time for it (3). It is good manriis someone attending to my
life should introduce him/herself to me (1). Beingated by a person you
don’t know make one feel bad. If health staff doetalk to me then | can buy
drugs in the shops. It is not appropriate not traduce self. | felt bad that |

was treated by someone | could not address by r{dimeThe doctor should
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identify himself with the patient. It is good whem know one another.
Introduction is important as a compliment of drugs/en (2). Lack of
introduction is equivalent to not welcoming andliscouraging in real sense.

It is important to be treated by a doctor | know andadaress by name (2).
The investigator viewed the large number,(360)spoandents who did not agree with
the research statement could be an indication of atiitude held by the staff towards
the elderly. It could also be that the elderly ofteports late to the health facilities
when health care service provider are already pregmed by the general routine care
services. Introduction encourage patients’ freedaeomfort and uphold one’s

dignity.

Only 29 (7.8%) of elderly who took part in the seyvagreed with the research
statement that reception by health care serviceviggo to the elderly is often

welcoming whenever they visit such facilities. Frdhe qualitative aspect of the
guestionnaire, the following comments were madeth®y respondents who agreed
with the research statement:

“Health staff were generally receptive. There waarnmw welcome and good
salutation which created a bonding between me hadtaff (3). The reception
made me feel welcomed at the facility. The nutsednced herself well before
starting treatment (4). Introduction gave me coafide in the care provider
(2). It made me feel free and encouraged to ex@athgive more information
on my condition (1). It made me to be sure of thesgn | was dealing with
which was necessary for follow up (4). | felt rgezed and good because the
environment was homely” (5).

The investigator’s view is that elderly who agregth the research statement could be
attributed to the respondents who received catheatComprehensive Care Centers

(CCC) which handles cases of HIV/AIDS. Servicesttse Comprehensive Care
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Centre begin with health education sessions of Wwigieeting and introduction are
preceding components however, in all the five foamup discussions site,
participants expressed concern over poor receptioch to them is contemptuous and
demeaning. The results of the descriptive stasistihe qualitative aspects of the
guestionnaires, and the focus group discussioreddieat there is a small number of
respondents who agreed with, and a large numberdichoot agree with the research
statement that reception (greetings and full inicdibn) of the elderly by health care
service provider is often welcoming. This indicatthat elderly population are
sensitive to the way they are handled. In Tunisiegngthening of health system by
improving reception and care is a component ofndi@nal legislative framework for
health (UNCCA, 2009). From the above data it iglemt that warm reception is key to
good relationship which complement service delivasy a foundation to optimal
aging. It should be promoted, nurtured and maiethi by health care service

provider.

On the construct “Greetings by health care serpiider is warm and friendly”,
more than a half 211 (84.9%) of the respondeniengly refuted the claim. The
following key statements were recorded from the litatave aspect of the
guestionnaires: -

“Health staff rarely greet but are quick to ask whewy problem was
immediately | came into the room. They are conegmuith your sickness than
your relationship with them: they go direct to wtabk me there and ask
“Mama what is your problem?” | think the healthreaproviders want to be
pleased by the clients in order to serve. Theytdaren greet people. This is
not what they were trained to do. | need to beeirezd in a good way. They

should improve”.
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In all the five FGDs it was expressed that greetsngften“old age, wasting drugs”.
A small number, 29 (7.8%), mean 1.72 (SD= 0.98) éamv agreed with the research

assertion that greeting by health care serviceigeovf friendly.

In terms of using body language, 141 (37.5%) of rtkepondents agreed that health
care service providers occasionally display positbedy language to them. The key
statement supporting this were: -

“The staff give positive gestures sometimes usieghands and sometimes the
face, when the health care service provider doggesgpond to your question
and just walk away, it means that something is @raith my condition (2). |
asked for the direction of the toilet and the cgm®vider pointed in the

direction uninterestedly” (3).
In FGD site 2 a participant commented that “Actgpeaks louder than words” hold
true in some non-verbal communications. Healtle ca@rvice provider should care
much about their body language because findingsatethat the elderly are keen to

note and interpret meanings communicated non-vgrbal

In terms recognition and appreciation of the elgdéul their effort to seek health care
services, the construct scored a mean of 1.96 (SDy0suggestive of low level of
optimal aging. The descriptive responses indic#tationly 11 (3.0%) of the elderly
accepted that health care service providers ofteaognize, appreciate and
acknowledge the elderly for their effort to seelaltte services. Significant majority

363 (96.5%) however disagreed with that researsérasn.
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In all the five focused group discussions (Apperidiy, it was repeatedly reported that
the elderly are seen as a bother to health servitbs finding concurs with the study
in Kenya by HelpAge (2001) and Kabole et al (20&8)t the elderly are seen as a
bother in health service delivery. On the contratysite 2, one retiree clinical officer
operating a private clinic within the community wpgised for recognizing and
appreciating clients for seeking health serviceBhe investigator interpreted this
finding to reflect negative notion about the elgerlElderly, like any other citizen
deserve dignified health service delivery sincelthezare is a human right(KNCHR,

2009) which should be provided in a respectful hoenaay.

With respect to health care service provider listgrand paying attention to elderly,

the construct mirrored a mean of 3.00 (Standardatlem = 1.23) suggestive of

optimal ageing. From the descriptive statistitsgmerged that close to a half 184
(49.0%) of the elderly who had sought health cargises in the health care facilities
disagreed with the research assertion. Key statesnieom the qualitative aspect of
the questionnaire which concurred with researchrties included the following: -

“Some health care providers were a bit polite, tmegponded well and were
ready to listen to problem and sympathize as ¥ thiere also feeling the pain.
“There was room for free conversation, attentiondents, encouragement
and good care; my disease needed slow conversatidn was given time to
express myself; the care provider took time to tstdad my story, he was
keen to my status however some of them underra¢etiecause | appeared
dirty and weak from my sickness; despite this, mteracted well with the
provider and got good treatment; this has made e §ood and free to
express myself. | was not neglected or underrased patient with HIV/AIDS.
| was given respect which is equivalent to my aggkfanally despite their busy

schedule the care providers did their best to senee the reception was warm
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and proper direction was given for service flowntling was respectful and |

felt free and welcome”.
A slightly less than half, 179 (47.6%) of the resgents disagreed with the research
statement that health care service provider listams pays attention to the elderly.
Key statements extracted from the qualitative aspkethe questionnaire included the
following:

“The doctor who attended to me refused to undestare and | think they
need to do it better and create good relationshithwelients. We did not
understand one another until another staff inteetkn They are always in
hurry to clear the line. It appears that they knawuat one is suffering from

even before you are asked about the problem”.
From all the FGDs it emerged that not all healtte cervice provider listens and pay
attention to the elderly. Key statements include: -

“Some ask few questions and before you give thdewsiory about your

illness, you are handed over the drug prescripti¢®,3,4)

The findings on poor listening and poor attentiorttte elderly reflects the works of
Falk et al. (2013), Aboderin, (2013) and HelpAgeinational, (2001) indicating that

poor attention to the elderly is a common issuldalth care. According to Galloway
(2013), one of the dimensions for delivering higlality care services that respect
people’s dignity is to listen and support themxpress their needs and wants.

The investigator interpreted the findings to reflec popular belief that kept on

featuring in responses that elderly are wastingslru”Communication in health care is

pivotal to health care service because it may cittoat drive away clients. Poor
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listening specifically by health care providers whdobe discouraged because it could
drive a way the already vulnerable elderly fronlizitig health facilities appropriately.
In terms of “Response to elderly enquiries”, thestauct attracted a mean of 2.96 (SD

1.15, suggestive of moderate level of optimal agein

The descriptive statistics revealed that a sizegotportion 183 (48.7%) of the
respondents indicated that health care serviceiggowften responds positively to
elderly enquiries and nearly a half, 183 (48.7%) tlbé respondents expressed
satisfaction on how health care service providesponds to them when they seek

assistance in the health facilities.

In a Focus group discussion, a female participargite 4 expressed satisfaction on
how well she was handled by a health care serviogiger when she went for

treatment however in the contrary participants whsagreed with the research
assertion (sites 2,4,5) stressed that the yountihheare service providers are very
stubborn towards being sent. The investigatmrgmeted this finding to be an issue
of attitude towards the elderly. On the constfpeioritized consideration to receive

care services” the construct attracted a mean sédré4 with a standard deviation of

0.6, translating to low level of optimal ageing.

The descriptive statistics revealed that 12 (3.8%4he main respondents accepted that
they are usually given prioritized consideratiom t@re over other patients but a
significant majority 364 (96.8%) of the respondatliteagreed with the assertion.

From the qualitative responses of the questionpnairemerged that majority 370
(98.4%) of respondents disagreed with the reseassértion that the elderly are given

prioritized consideration for care. Key statemeatthis effect were that;
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“Sisters and doctors did not care about us, thesdid they just see you there
and it took more time waiting to be served whileythwent around serving
other people”.

Another respondent felt that he was wasting heedtle service provider time for
seeing young children and mothers. Further, ospamdent thought that people in-
charges of the health facilities value the liveshaf younger people than the elderly in

society.

From the focus group discussions there was thergefezling that elderly are not
given prioritized consideration for care by heaidre service provider (sites 1, 2, 3,
5). Among their comments were that services in iealth center begins at around 10
am when clients have accumulated. When healthsemece provider begins to call
names, they don’t check to identify those who megdurgent attention or follow the
order of first come first served. The health caeevise provider often smuggles
forward the people they know and leave even thg siek on the waiting bench. One
female participant in FGD site 5 confessed thatwgilenever go to that health facility
again unless taken when unconscious” A male ppdmti at a FGD site no (2)
expressed how at one point he thought his age wgiuhim a ticket for prioritized
care but that did not work. He was told to waithe line for his turn. He lamented that
it is a burden to stand for long, leave alonerggtiand that waiting this long may make

one to forego treatment even while suffering.

The investigator interpreted this finding to beuatification for the need for specific
department to care for the elderly. The elderlyuthdbe given priority by the triage

nurse in situations with long waiting queues.
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On the construct verbal comments by health careicgeprovider to or about the
elderly are always encouraging”, the construct aattd a mean score of
1.72(SD=0.68) was suggestive of low level of optiaging. The descriptive statistics
revealed that 350 (93.1%) of elderly disagreed wita assertion. Key dissenting
statements from the qualitative aspects of thetguesire included:

“Care providers have no respect for the elderlywas negatively talked to.
The man told me that | am old and suffering frooh aje and that is wasting
drugs. They never talked to me well as a patiditey were not polite when
addressing patients, they talked to people ruthjesSometimes they failed to
talk to me and | felt as if | was not wanted. Somes they talked in a manner
that does not show respect. | thought | had dameething wrong to her, she
said that | am old, should relax, because | amlsigkfrom old age; that my

complaints are signs of old age. They are not tiign
From FGDs participants chorused that verbal comsnarg discouraging and that they
are told that they are wasting drugs. The numbelients were too many and the line
was too long so the way they talked to us, therbldkepended on the mood of care
provider based on the long line. Specific commerere:

“Care provider used arrogant words in their tall3(2). The care provider did
not talk to us properly looking at my age (5). Os®d, | have given you
Panadol- go home and get enough food to eat (fit that care provider
should talk to me in a caring way to give me hapéfe (3), They sometimes
use English language which | do not understand,y Tilamed me of my
condition- that is how | broke my leg, the eldemlyed respect because of their
age: most of the care provider are the ages othildren, and if they cannot
take my condition as a disease then let them takéack home and die in my
house (4). The talks at the health-care facildyndt motivate me as a patient,
| felt bad and discouraged, they don’'t prepare epéti psychologically,

therefore | felt like | was being harassed, | dde&l comfortable with them,
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they undermined me and they did not even greetSnd (elt bad they don't
receive patients in good way and the money thel te@s too much”. Some
support care providers talk too bad about patiéxsi felt bad and thought
being harassed because of old age” (5).

Key statements from qualitative aspects of the tipm@saire that concurred with the
small number 26 (6.9%) of descriptive statisticgoanses were that: -

“The nurse talked nicely to me but the doctor atteg to me did not talk in
good tone, they need to address patient politely @se a language which
could be understood”.

On the issue of commitment to care for the eldethg construct attracted a mean
score of 2.08 (SD=0.66) suggestive of low levebptimal aging.

From the descriptive statistics, it emerged that (31.5%) of the elderly believed that
health care service providers are always never atiedrio serving the elderly.

From the qualitative responses of the questionnadite comments by those who
disagreed with the research assertion includeébtlaving: -

“There is reluctance in serving the elderly and socare providers don’t look

deeply into problem, they don’'t have time for tlaedy and they say we are
stubborn; Sometimes they share their stories wiatiemnmts are waiting; There

was the overwhelming power of the ward cleaner wdaoved those who
came to see me in the ward by using watchman whetisensitive to patients.
This did not go well with me. They don’t take theire for us because we are
old and too slow, we annoy them because we repeatsw People fear the

elderly because of their complications, they dg@y much attention to our

complaints”. They just treated me without testifigpey should test me first
before giving treatment.

From all the five FGDs (Appendix 17), it emergedtthealth care service provider do

not take enough time to examine elderly clientsytbften make poor comments that
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these are old age conditions. In some cases,ekegise nepotism by ushering their
preferred clients (most often the young ladies aterhealth care service provider)
whom they spend much time discussing non-sickresses (FGD site 2). A male
participant in FGD site 4 was so disappointed aad that the behaviour of some of
the young health care service provider would omigdthem curse.

From FGD site 5, the following issues came out:

“the hospital put money first. Majority need mtarg bribe on top of the
hospital fee in order to attend to client. | haveeh to many of these hospitals.
If you give money then quality of care changesdely are viewed as trash
that should be thrown a way. They don’t know thét us,the elderly who have
made them reach where they are even reaching tepithb where they are
working. | was asked, what took me to the hospitahy age? There is also
the issue of influence so that even the few goalitheare service providers at

last get influenced by the bad ones.”
On the contrary, a female participant in FGD sitevldo agreed with the research
assertion, said that some health care service gemwviare committed to serve the
elderly. Her comments were that

“There are some sisters who are very good and aomce There is one who
was concerned with my condition. She did everythongy satisfaction but at
the long end | was given only Aspirin and sleepsgidg drugs and my

condition never improved”.
A similar compliment was made by a male participemEGD site no 2 who was
impressed by services he received for his eye pnoltlowever he said that these were

visiting eye specialists so they could behave Wwetlause they were visitors.
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Discussion on dignity.

The investigator interpreted these results to mbanthere could be a possibility that
health care service providers were being challerigethe health conditions of the
elderly. Studies by Levine,(2013) have pointed tjlabally care for the elderly has
been recognized to be challenging to health-cao¥igers. According to Chaves,
Camozzato, Eizirik, and Kaye, (2009) there is cdesible variation in the effects of
aging on healthy individuals, with some people bitmg extensively altered

physiological functions while others shows little mone at all. It would go well to

serve with commitment being that the elderly areakvand their health status can
change unexpectedly. As given by (Pearsal.,2012), dignity is a crucial notion in

building and sustaining a human environment in Whae individual feel included,

valued, and appreciated. All the positive resporrediect a study in Wales which
emphasized that acknowledging a person’s dignitytrdmutes to a sense of good

health, wellbeing and independence (Gwenda, 2007).

This helps to enhance, built and sustain the egldednfidence, independence of
thought and action, and to be determined to reraaiactive as possible (Galloway,
2013). Once rapport develops, care providers woelgin to see the whole person,
and the foundation of dignified care is built. Wh@ne’s character, sexual orientation,
ethnic or cultural heritage is attacked, it is sesnan attack on dignity at personal
level. Showing indignity implies that an individué emotionally or physically,
stigmatized, humiliated, neglected, or treated nasran object than a person. Persons
discriminated on any ground cannot effectively gnijeeir rights i.e. to health, shelter,

food and livelihood, protection from abuse, seguaind dignity. To be able to deliver
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dignified care, employers must support care pragiderough appropriate training,
policies and equipments. This enable care prositierobjectively plan and deliver
dignified care by considering individual preferesicter joint discussions. It also
promotes client's ownership of the care processclwhs an element of active
participation. In cases where the elderly is ndé &b dialogue with care provider, the
latter must draw on their understanding of intdsjsctive dignity and apply their

knowledge of cultural and social norms so as tavdeldignified care. In situations

where caregivers may need to make judgments ircdliffchallenging circumstances,
it is essential that they remain objective andoratl. When an aspect of dignity may
be unavoidably compromised, decision should bet ad@th through mutually agreed

multidisciplinary team consensus.

Maintaining dignity according to Clark (2010) istrepscience but a virtue that relies
on understanding, empathy and compassion. In viethheo demographic transitions
and change in societal norms, the health pracét®meed to take account of
generational influences and culture to help proddmified patient-centered care. In
addition to respecting the values, attitudes, amdiefs of the elderly, health

practitioners need to remember their ethical obibgato provide non-judgmental,

personalized care. There is also the need to ehtlmegways services are provided in
order to accommodate shift in care by looking aspgit@al service less from the

perspective of diagnosing and treating single df@s to more from managing long-
term conditions with often multiple complex neefi;ice Older people tend to stay in
hospital much longer compared with the lower agrigs, it is necessary that health

systems review ways of designing, delivering anchitooing care service so as to

119



raise older people’s expectations of dignity inecarThis would enable hospitals to
present themselves to older people as places vtheyeare welcomed, valued and
where their needs are understood and met (Peatsah 2012; UNDESA, 2009).

Viewing older people in chronologic terms and bgial decline, discussing them as
a problem for health and social care service, siscthat cannot be afforded, is unfair
and such constitute ageism which often marginatize elderly, strip them of

responsibility, power and ultimately their digniffracey, Gendron, Welleford, Inker
and White, 2016). In conclusion, observance ohithgtends to be compromised
globally and is rooted in the discrimination andjleet towards the elderly. The
finding revealed that observance of dignity of #lderly by Health care service

providers in Rachuonyo North Sub-County is wanting.

4.5.2. Observance of Confidentiality by Health carservice providers

Confidentiality was assessed by evaluating howrmégion on elderly illness was
kept and released or shared; the elderly undernsiguaf the legal implications of
confidentiality and the conduct of health care pohaes. The views of respondents
were captured on how free they were in expresdieq feelings without fear that
what they said would be divulged in any contexdt i8 such communication would be
kept confidentially. The element earned a mean@® 2SD=0.67) attracting moderate

level of optimal ageing. Their views were summatize Table 4.8.

In upholding of confidentiality of health informat by care providers in caring for the

elderly for optimal ageing, the descriptive statstevealed that it is above average.
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On the construct “The health care staff keeps ttiermation about sickness of the
elderly in secret”, the mean response of 2.13 (S@30was suggestive of low level of
optimal aging.

Table 4.8: Views of the Elderly on Upholding Confientiality in caring for the

elderly for optimal ageing

Indicators of 1 2 3 4 5 Mea SD
Confidentiality n

The health care service 20 4

provider keeps the95(25 202 (5.3% 55 (11% 213 0.99

information about sickness)) (53.7%)
of the elderly in secret.

(14.6%)

) )

The information on

sickness of the elderlyl2 23 20 202 119

could sometimes be share(B.2% (6.1%) (5.3% (53.7%) (31 405 0.95
with someone else withouf) ' ) ' %)

his/her permission.

It is often explained clearly
and the elderly understand
that information about

his/her  sickness could35 336 0 5 0

sometimes  be  shared9.3% (0.0% (0.0% 1.93 0.38
among health care service (89.4%) ) (1.3%) )
provider and non-health
care service providers
without his/her consent.
Elderly patients do not
mind if information of their 48 308 0 0 0
sickness is shared with., o (0.0% 0 (0.0% 187 0.33
someone else withouljtklz@ (87.2%) ) (0.0%) )
permission.
Sharing information 0 10
without permission of the -~ -~ 0 120 246 0
elderly  has Iegal§0'0/° (0.0%) (31%) (65.4%) §2'7/° 3.71 051
implications.
Procedures to elderly aré 60 23 259 41
I i i 0, 0, 0,
often carried out in prlvacy.§0.0A) (26.0%) §6.1A) (67.0%) §10./o 3.73 0.86
Mean average level of confidentiality upheld bythgaroviders 290 0.67

Key: 1-Strongly Disagree, 2-Disagree, 3=Undecidedigree, 5=Strongly Agree and
SD-Standard Deviation.
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297 (79%) of the respondents did not agree withsthgement of the construct; 59
(15.7%) agreed with the statement and 20(5.3%) wedecided about the statement.
From the qualitative aspect of the questionnalre following statements were made

“Issues of confidentiality should be improved foetelderly because privacy
level is low; they talked carelessly thinking | domnderstand English; | have
never been handled in ways that respect my privahgy don’t handle us well
to guarantee confidentiality; some officers doréeg our secret to them; they
don’t observe privacy and don’'t respect confiddiyia some people are
careless in their manner of talking; the same wayatked to me is the same

way he may tell other people;
From the Focus Group Discussions, the followingisgmts were raised

you cannot trust everybody on earth, confidentiaitcompromised because of
the large number of patients health care servicevger are attending to
(2,3,4,5), keeping information confidential depermafsthe workload for the
care-provider (1,2,4,5); Doctor talked in loud totieat even those who were
outside could hear (2,3,4,5); Some shout at ptdjeghey see us as people they
should not respect their privacy(4)

On the contrary, the Key informants maintained thay observe professional

obligations on maintaining secrecy of patientsores.

The investigator interpreted these results to mbanhthe elderly were apprehensive
about confidentiality of their health conditionsougces of information that can
identify a patient according to McArt (2010)butthre scope of this study include the
health care service provider. Talking to the elger tones that transcend the
acceptable space, constitute divulging the infoionat However, improving the

quality of the building and other infrastructures ome health facilities mayfavor

maintenance of confidentiality.
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On the construct “The information on sickness & #iderly could sometimes be

shared with someone else without his/her permissidme mean response 4.05

(SD=0.95) was suggestive of high level of optimgihg. The descriptive statistics

revealed that a large number 321(85.3%) of theoredgnts agreed with the statement
of the construct. From the qualitative responsehef questionnaire the following

statements concurred with findings of the desargstatistics.

“The information about my sickness was shared wather people in my

absence and | got to know; they gave the informat@®m my grandchild but

they didn’t ask me; They sometimes tell other pedpé disease | am suffering
from without my knowledge; The result of my exantioa was shared with a
neighbor who took me to hospital; | once hear giis talking about my

status; My grandchild told me one day that shedh#da doctor say that | have
strong malaria; | heard the villagers say thatdisease | am suffering from is
very strong; Sometimes they shared my problem wiltier care providers. It
is important for my care to consult with their ealgues if the health care
service provider is not sure about my case. It lmarshared if there is need
among the health care service provider; if shatheginformation is for the

benefit of my treatment; it can be shared with ragnity; it can be shared if
those close to me must know

From the FGDs, the following statements were aired

You find someone coming to you and telling you tlyour condition and
wonders where is the source (1,2,4,5); One mayytmll that your sickness is
the same as mine and you don’t know how he/shet@otnow your
condition(2,4); | suspect that other patients may gnauthorized information
on my condition (1,2,3,4,5). They could talk toeotbare providers about me
(1,2,3,4,5).

The investigator observed that information abode#sy sickness is often given out

without authorization. Participants did not appaéeithe idea of their condition being
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given to other health care service provider exéeptonsultative management. It is
therefore important that communication about pasiée confined within professional
limits. On the construct “It is often explainel@arly and the elderly understand that
information about his/her sickness could sometirnesshared among health care
service provider and non-health care service peygidwithout his/her consent”

attracted a mean response of 1.93 (SD=0.38) wagestige of low level of optimal

aging.

The descriptive statistics revealed that a largaber 371(98.7%) of the respondents
disagreed with the statement of the construct amg 6(1.3%) agreed with the
statement. On the issue of the “Elderly patieldsnot mind if information of their
sickness is shared with someone else without peiom% attracted a mean of 1.87
(SD =0.33) translating to low level of optimal aggi From the descriptive statistics
376 (100%), respondents disagreed with the resestetkment that elderly do not
mind their health conditions being shared withaerhpission.

The following statements were extracted from thalitative aspect of the questionnaire

“The mode the information was given was not privatgon’t trust the way it

was given to me, | don't trust their way of doimings, Other patients could
hear what | am being told, from my talks with mgrfds | got to suspect that
they know my condition, | cannot assure myself tiatsecrecy was 100%. |
suspect that the information reached other pecgejebody might have heard
when | was told of my disease, | did not trustwlag it was given to me, it was
not secret/private, no privacy, and Just spoke ¢the result without

considering the privacy, Service was not good, lame they talked to us was
not good. | think they leak patient information ahdy talk among themselves.
Not all of them just a few. They talk behind oucksa They often disclose the

problem to spouse. Some rush you that turn | wanhject you. | think it
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depends on health care service provider judgmenthow to disclose the

condition
From all the five FGD sites participants strongkpeessed minding about information
about their ailments leaking out. Although theyesgl that they don’t receive
information from health care service provider, aid the belief that information

often get into public domain after the death ofratividual.

From the Key informants, it emerged that issue offidentiality is invariably
compromised. They however majored their discussiankeeping health records
confidential but were not keen on verbal informatio A few disagreed with the
research statement that health care service prmoketps information confidential on
the ground of language barrier. It came out thastnad the elderly usually mind if
information on their sickness is shared with soneegise without permission.

The construct “Sharing information without permassiof the elderly has legal
implications’ attracted a mean score of 3.71 (SDELPsuggestive of moderate level

of optimal ageing.

The descriptive statistics revealed that most B86106) of the elderly were not aware
of the legal implications of sharing informationtiut authorization, 120 (31.9%) of
the respondents were not sure on the legal impmitadf violating their health

information confidentiality.

From all the five FGD sites, (Appendix 17), it wastablished that majority of the
participants had no information about the legabfydivulging confidential health

information without authorization. Few patrticipsrttowever were aware about the
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legal implications of divulging information withowauthorization. The few who were
aware were concerned about the protocol involvegktting justice done to offenders.
In terms of procedures to the elderly being conellich privacy, the construct
attracted a mean score of 3.73 (SD=0.86 thus stigged moderate level of optimal

ageing.

From the descriptive statistics, it was establistiiad more than one out of every four
60 (26.0%) of the elderly confirmed that proceduceslderly are often carried out in
privacy. This was translated to a mean of 3.73llefeonfidentiality upheld by heath

care service providers.

The following statements were received from the litateve aspect of the
guestionnaires:

“They bring the curtains when they give injectiohests are conducted
privately. The health care service provider talkedow tones that could not
be heard by other people outside the room, we ltadi gonversation inside
the room, we were only two with the care provider.

Those with the contrary opinion, 60 (26.0%) hadftil®wing statements: -

“Some subordinates are allowed in when | am witl tlurse in the room.
They sometimes handled me in public. There igproial department for the
elderly, no private consultation rooms. Peopldked in and out where we
were with the doctor, no privacy steps; they talem in-front of other

patients”.
In discussing the issue of confidentiality and aactcbf procedures to the elderly, the
investigator observed that although clients trhat health care service provider keeps
patient’s information in confidence and the eldenpve faith in health care service

provider because of the belief that patient infdioma is ethically and legally
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privileged. Unauthorized disclosure of such infation should only be on legal basis
for public protection. Care providers in some Hed#cilities have credibly limited
patients’ information within acceptable confine§.here are however cases where
confidentiality was breached and information abthe elderly leaked out with
resulting apprehensions. Findings pointed to igadee infrastructural and human
factors. The infrastructures which are designedptovide room for private
consultations and procedures lacked the utilizateypacity to facilitate observance of
confidentiality. The major issue is lack of elgespecific department. The existing
rooms were either too small or inadequately paddecduce sounds. Utilization is
however a matter of administrative creation andhwite existing limitations these

rooms could be used to best advantage.

The offending human factors raised include headtte cservice provider talking to
patients in tones that transcends confidential espaareless talks about patient’s
conditions, shouting clients’ issues instead dfita in privacy; sharing information
without authorization, intrusion by other care pd®rs while procures are being
conducted and ushering elderly out of the exanonatoom before they are dressed
up well are preventable open breaches to confidégti Privacy is personal and can
be controlled effectively by a care service guidattis sensitive to the psychosocial
needs of the elderly. Attitudinal factors such por traffic control when
consultations and procedures are going on, opénirtafront of others; conducting
procedures that do not guarantee confidentialitgl seeing elderly as people whose
privacy should not be respected could be correc@ndhinistratively. Client

information should be handled in ways that do métinge their liberty, assassinate
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their character, and should not stigmatize. A c@rvice guide could therefore be
necessary to achieve this. The elderly prefers thealth information to be handled
privately, confidentially and with dignity betweeatoctors, self and the authorized

person.

4.5.3 Observance of Autonomy by Health Care Provids

The study investigated autonomy through the wayetlderly were involved in their
care. This was explored by analyzing five constructtable 4.9. On observance of
autonomy by health care service providers attraetemiean score of 2.39 with a
standard deviation of 0.62. On the construct “Dgston is often held and agreement
reached between heath staff and the elderly opl#reof care to be implemented” the

construct attracted a mean score of 2.27 (SD= 0.89)

The descriptive statistics revealed that 105 (28.@#the respondents had been
involved in discussion with health care servicevider and agreement reached on
their plan of care to be implemented.

From the qualitative responses of the questionsaitee respondents who were
involved in decision making and felt encouraged dedefore owned the care process
had the following comments:

“One feels nice being asked about his/her viewelt §jood, happy and
encouraged when involved in making decision on arg;cdoctors ask me
about my view on the disease and | was happy ® my views, it was very
good. The talk brought friendship between me awrddibctor. | felt better to
ease the treatment; it is good compared to those wbn't ask; “They

accepted my suggestions and treated me with af ltspect and care; | felt

good about that treatment; we planned on our agesgrand it was good; they

128



accommodated my decision and it is working wellrfgr condition; it is my

right to participate”.

the FGDs the private health facilities were praig® involving clients or relatives in
planning care. A slightly significant majority @260%) of the respondents did not
agree with the research statement. From the qgtinaditaspect of the questionnaire, the
following statements were made:

“Something should be done on this issue; | do siiéeause | lack information on my
condition; “Based on how | was handled and how | ased to their way of doing
things, there is no communication between careigesvand patients. | understand
their situation so well, it is a protocol not tokapatient how they want to be treated;
they don’t prepare elderly psychologically beforeatment and | was not prepared
either, the care providers talked in a tone | contat hear”. The health care service
provider don’t give chance to clients to participatl was not given chance to
participate in deciding how to be treated. | wasige chance to express myself’.
They talked in a language | did not understandezitind they were not interested in
my condition, they criticized my condition andélfshy going back to that hospital. |

was refused drugs for my condition”.
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Table 4.9: Views of the Elderly on Upholding of tkir Autonomy by Health Care

Provider

Indicators of
Autonomy

1 2 3 4 5 Mean SD

Discussion is often he
and agreement reached%
between heath staff an
the elderly on the plan of
care to be implemented.

196 45 86 19

(8.0%) (52.1%) (12.0%) (22.9%) (5.1%) =2/ 084

Suggestion/opinion ¢

the elderly patient is

always respected and o#A3 199 82 29 23
accommodated in(11.4%) (52.9%) (21.8%) (7.7%) (6.1%)
managing their

conditions.

205 031

Health care servic

provider often asks the

elderly patient about34 100 41 175 26
their problem, carry out(9.0%) (26.6%) (10.9%) (46.5%) (6.9%)
investigations and

prescribe treatment.

3.27 0.96

Elderly are discharge
with clear and adequate48 101 87 86 54 5
information to manage (12.8%) (26.9%) (23.1%) (22.9%) (14.4%)
their condition at home.

39 0.99

Since sickness deny

person the power to

make decision

. , ] 201 46 75 19

involving  the  sick 2.00 0.00
0 0, 0 0 0

elderly in  making (9.3%) (53.5%) (12.2%) (19.9%) (5.1%)

decision in care planning

is not necessary.

Mean average level of autonomy upheld by heath priders 239 0.62

Key: 1-Strongly Disagree, 2-Disagree, 3=Undecidedhgree, 5=Strongly Agree and

SD-Standard Deviation.

130



From all the five sites of FDGs (Appendix 17), papants strongly disagreed with the
statements that discussion is often held and agmeereached between heath staff and
the elderly on the plan of care to be implemenifteir key comments were that
“They accommodate clients’ views well but in moases after the initial investigative
guestions, the health care service provider woldseain the plan of care”.

The investigator interpreted this finding to sudgeat it appears that majority of the
respondents misinterpreted the initial investigatienquiries by the health care
provider to be the plan of care. This is becausthéun interrogation on this proved
negative. It also emerged that involvement of tlierdy was not exhaustive as one
participant pointed that although he was adviseddorease his weight, he was not

given the method of how to do it.

According to Ojwang (2013), the most complaintsdignts was that nurses do not
explain procedures but are quick to blame the torimed patient. There is also the
forcefulness and over-determination, not caringtiwiepatient is ready or is not ready
for a procedure (i.e. dressing). A patient regebran accusation by a nurse who
guarreled and said that the patient lacked respsttad of explaining the intended

procedure.

These findings on low respect for autonomy in leedtre service delivery is mirrored
in literature specifically in Kenya which shows ttheealth care service provider is
viewed as authoritarian benefactor while the patisnconsidered vulnerable and

subservient recipient of service (Ojwang et al.201

131



The use of “Economic Efficiency theory and Psychatal theory” is suggested by
Stiggelboutet al., (2004), that could give health care service prewidirection on

involving clients in decision making. In a UN expeneeting report, Beales (2012)
asserted that enhancing patient autonomy meansngelpem to make their own

decisions.

On whether suggestion/opinion of the elderly patiesnalways respected and or
accommodated in managing their conditions, closetwo-thirds (242) of the
respondents commented that health care servicadprsvusually make unilateral
decisions and rarely accommodate their suggestioriie management plans for their
care. From the qualitative responses of the quastices, the following statements
were made: -

“They think it is a waste of time to ask us ourifigsl They don’t allow me to
take part in making decision on how | want to keated; as elderly people we
believe in interaction. With no interaction theseno comfort, | felt being
looked down upon. | expect to share my problem edtkgivers then they give
advice; care givers don't ask; they just gave needtugs for my joint pain and
that was all. There is no change in my iliness -pmgblem never ends. Having
no relative to care for me at the hospital led amlwords thrown to me. There
was poor communication, poor care. | was harasggdthe way they
addressed me. The care providers should remerhbénbbody goes to get a
disease therefore once sick, he/she should beetteatll. There is a doctor
there whom | think hates me and | also hate thenganan together with the
way they are doing things. The care provider andaye and | was not given
time to express myself. | was not given time dwemnwvard cleaner. The
subordinates assumed responsibilities which is thetrs. “They don't take
their time to talk to us as we want; Patients sdobk involved in their

treatment process; | think care providers shoul& ase how | want to be
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treated; | should be asked because | react to sdrmgs otherwise | feel bad
and ignored. Most of them are not interested iavking your problem. They
need to know my feeling on the issue. They dovét gs good environment
when treating us and they seem not to fully undasbld age conditions and
diseases. | have never been asked about my viesw EEV am old as | am |
wish to be given chance to explain myself; Theytéwen talk to you, they did
not give me time to give my view. | wanted, bigedao be encouraged, so |
lost hope”.

From all the five FDGs sites participants disagreéti the statements that discussion
is often held and agreement reached between hidtlasd the elderly on the plan of

care to be implemented. Their comments were thateimes they accommodate
clients’ views well but in most cases after theiahinvestigative questions, the health
care service provider works alone in the plan okcéajority of the respondents

interpreted the initial enquiries as involvementha plan of care”.

The following were key sentiments raised from ladl five FGDs sites

“They hate questions from patients, the responseiémts’ enquiries is poor
or negative. Care providers take advantage sincgy tknow they are the
experts; they have the authority through diagnodisis ok since they know
what they are doing. They did not take time to talkne well instead | was just
given the drugs”, | cannot blame them because #neytrained to do that; It is
right for them not to ask; May be that is how tleeg trained; we also don't

have chance to ask; They just give me the drugsijgoint pain that is all”.
The investigator interpreted this findings to mirtbose by Forouzan et al (2011) where
clients expressed concern over health care sepuiceider looking down upon their
decision-making power. Clients are reported asngpyiThey think that doctors are the

only ones who know everything.... Of course, we mal/be literate but we know what
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works and what does not....". 'When they considesisulow-class people they don't even

ask for our participation”.

The small number 45 (12.0%) of the respondents wér@ undecided about the research
statement, submitted their care to the decisiothefcare providers. Key statement on
this is that “doctors are right so whatever mettiaey use will always be right. Another
one did not feel safe asking a doctor on how totrieated”.These statements are
emphasizing the critical reflection aspect of naiveamoral aspect of autonomy spelt by
Stiggelbout et al (2004) which give room for cowsd submission to some form of
external authority (physician, religion, leadec.gt This concept relegates patient power
to physician’s decision on treatment so that therpalistic physician play a role after
critical reflection on patient’'s preferences. dta relational approach which promote

dependence as patients identifies with the decsli@ady made.

This is in disregard to the fact that when pati¢ake part in deciding on the care to be
adopted they comply well with treatment and subeatiy improve faster which is a
foundation for optimal aging. The insensitivene$shealth care service provider to
elderly autonomy is reflecting the concern by Agi@002) about the American
Society by saying “As a society, we have ignoreal rtaterial and social conditions
that are required for autonomy to flourish. We haewed autonomy thwarting
institutions to dominate the care of the infirm ahd sick old. Rather than building
autonomy-sustaining institutions, long-term careetilers has accepted a medical
paradigm of service delivery rather than a paradgnproviding an environment

suitable for sustaining a compromised autonomy”.
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Involving clients in their care decision promotesmpliance therefore ignoring
autonomy as a concept for patient's participatioegate client's power for
participatory ownership by dominating decision nmgkand planning processes”.

On the issue of routine protocol in the contratyermerged that 201 (53.4%) of the
elderly who participated in the survey agreed thedlth care service provider often
asks them about their problems, carry out investiga and prescribe treatment which
is a confirmation of the implementation of the noadlimodel (mean=3.27; standard
deviation=0.96). Medical Model is the traditionmpproach to the diagnosis and
treatment of illness as practiced by physiciansthe Western world where the
physician focuses on the defect, by asking questida investigations and prescribe

treatment but rarely explores beyond this.

On the issue of the elderly being given clear imfation to manage themselves at
home, there was sharp division in opinion of thgedly on whether they are usually
given clear and adequate information on how to marnheir health conditions at
home. There were 149 (39.7%) who agreed with teeareh assertion that they are
usually discharged from health care facilities wotear and adequate information on
how to manage their condition at home they madéaif@ving statements: -

“| feel good because | can attend to myself, | ammoeraged and motivated to
manage myself at home; there is need for morethedltcation on the disease

because sometimes | forget to take drugs at the tilge”.
The 220 (58.5%) who disagreed with the researdbratnt that elderly are discharged

with clear information to manage their conditiorhatme had the following comments:
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The health care service provider do not take tiraie to talk to us the way we
can understand instead we are just given drugsis Mery bad to lack clear
information; Giving clear information should be meaavailable to all clients; |
wanted them to tell my wife how to help me manageawondition at home;
We should have clear information to enable me mamayg condition well at
home; | have poor attention but the care providtke tery fast; Need a helper
at home to manage my condition; Elderly clientsuthcstay in the facility
until they recover; | have no knowledge to use drugme for taking drugs
often passes; They need to take their time andaexpb me more on how
drugs are used; Sometimes | forget the instructibayg give; the doctor need
to help me at home; they did not explain anythibgud my sickness; the short
information did not satisfy me. | cannot remembeilwhat they told me; they
never advised me on what to do; | should have lrestnucted by the doctor
how to protect myself not to be infected againythere not ready to advise
me;” My condition worsen once | am discharged hofeey don'’t like to
repeat words for the elderly to understand; | vedd to go home and if pain
persists then | come back to hospital. They hagstpns from patients and
even the reply to my questions was not pleasimgsome facilities you are not
directed where to go so many clients get confuséey lack knowledge on
my skin conditions; there is bad treatment, lackdafgs, language barrier. |
was never advised on what to do and never offerethmright treatment”

A vivid example of inadequate information to clienipon discharge is a

female participant in FGD site2 whose sister wasnaed to by health care
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service provider, given drug prescription but staswot told to go and buy the
drugs. She carried the prescription home and resw#fering. At the time of
the interview it was one month since the sister washarged from the
hospital and was due for next clinic appointmem fbllowing day. She still

had the prescription (appendix 18).

A vivid example is an incident in New York (Levin2013), in which the reporter
declined from enquiring about home care instru&iohher sister. She said

“I had learned from my long experience with my latesband that a family
member who raises questions or challenges a ngusekly gets labeled as a

pest or an even nastier epithet, and | did not warjeopardize my sister’s
care”

The 7 (1.8%) who were undecided about the resestatement that elderly are
discharged with clear information to manage theandition at home made the
following statements: -
“I am doubtful of myself; | don’t know how much hsuld be told. Not sure
and | am doubtful of myself. | am too old to beght) “I cannot remember
what they told me”
As health care conditions change, patients oftenenfoom one setting to another.
These transitions often place patients at riskdviease events. Important information
may be lost or mis communicated as responsibiityelivered to new parties. A
common transition of care is discharge from thepktak Discharge typically indicates
improvement in a patient’s condition so that théigrd no longer requires inpatient
care. It also means that the patient and familytmnesume responsibility for the

patient’s daily activities, diet, medications, aather necessary assistance. Giving

137



patients and caregivers’ self-management supptat discharge, reduce readmissions
to the hospital and its accompanying costs by enepiogg home care services. Giving
clear information to patients or their home caneegat the time of discharge from the
hospital is imperative and should be encouragetaakls value to optimal aging.

Miller, (1999) pointed that in contrast to physieakessment, psychosocial assessment
procedures do not enjoy the same level of acceptammd are not routinely

incorporated into the individuals’ overall healfsassments.

On the issue of whether sickness is believed toy demperson the power to make
decision, involving the sick elderly in making d&on in care planning is not
necessary. The majority 236 (62.8%) of the eldethp faulted the health providers of
failing to fully consult with them regarding thelfirealth issues rejected the notion
portrayed in the research assertion. They hadaltening statements: -
“Since | am not consulted, | think they underming ability to make good
decision; some underestimate our ability to contalio our care. Involving us
in making decision is very necessary. | wonder vty think an elderly
person cannot make good decision. It is not mynbweiich is sick it is my

joints so | have the strength to decide well”.

Literature indicates that old-age alone does netlpde a patient from ability to give
consent however, since a large number of eldetiymia suffer from debilitating mental
illnesses, obtaining consent can become a challemybates on whether elderly with
dementia (ailment of progressive memory impairmemg capable of making rational

decisions have not been fruitfully conclusive. utls cases it would be rational to take
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the beneficence approach by care provider to pa&grpalistic role and decide for the

patient (Dymelet al.,2001) and (Auerswald, 1997).

Findings from the descriptive statistics, intervéieand FGDs agree that observance of
autonomy as an element of health systems for opt@giag is wanting in the study
area. This finding is similar to that found in Anea by Agich (2002) which revealed
that the American society have ignored the materal social conditions that are
required for autonomy to flourish by allowing automy thwarting institutions to
dominate the care of the infirm and the sick ol€are providers often ignore
autonomy for patient’s participation and negateerdls power for participatory

ownership by dominating decision making and plagmirocesses.

In Western Australia Henderson (2003) found thatses considered patient
involvement as an interference in the nurse’s duaed that majority of nurses were
unwilling to share their decision-making processhwpatients. In the contrary, the
English National health system (NHS) affirm thedmamitment to serving the elderly
by stating “We take what patients say seriously.aMehonest about our point of view
and what we can and cannot do” (Galloway, 2013)is I a lived commitment meant
to create an understanding between the elderlytandare provider for optimal aging.
A study report on European patients' views on geponsiveness of health systems
and healthcare providers (Coulter and Jenkinso®4P0evealed that that many
European patients want a more autonomous role aittheare decision-making.
Policy-makers and clinicians should consider howaorow the gap between public

expectations and patients' experience
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By not accommodating views of the elderly in theare, health care service provider
are acting against patient’s right to informatianspelt out in the bill of human rights
(Kimathi, 2009). It is also contradicting the otfjges of the Kenya Health Policy
2014-2030 (KNBS, 2014) which advocate for a peagetred and participatory

approach to health and service interventions.

Decision-making by the elderly is a complex procekat should be based on
comprehensive assessment as a tool to weigh #seamgl benefits of treatment. In many
cases co-morbidity, functional capacity, patiensiveis and cognitive status are more
determinant of patient survival and quality of lifean the actual process to be treated.
These should form the framework supporting theripelecisions (Alvarez et al. 2015).
Entwistle, Carter, Cribb, and McCaffery, (2010) clmde by stating that supporting
patient autonomy is import for clinician-patientateonships. An overall finding of this
study is that the application of the concept obaomy is wanting in health care service

delivery in the study area.

In conclusion the investigator observed that mestisions on care are dictated and or
dominated by health care service provider. Theitfigel mirrored those in Europe, South
Africa, China and Nigeria where autonomy rankeddstnamong the elements of health
systems responsiveness and is identified as priargéa for actions to improve health
services (Shafiu et al 2013; Kowal et al., 2011ithian et al., 2001) point that

maintaining high standards of autonomy in health global problem. A study in Saudi

Arabia by Almalki et al., (2016) found that patientere reasonably informed about their
illness but treatment options and the durationreftment were not discussed with all

patients. According to De Silvia e al., (2000), smmers of health care often desire
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advice, and hence willingly sacrifice their autonpfar the confidence generated by an

expert decision.

The study also sought to respond to the reseanubthgsis;

Ho: There is no statistically significant influenceabservance of respect for persons
in caring for the elderly in Kenya health systemetaterly optimal ageing.

In order to establish whether there was any sizdit significant influence of
observance of respect for persons in caring foreterly in Kenya health system on
elderly optimal ageing, a bivariate Pearson’'s Pcbdlloment Coefficient of
Correlation between the overall score of observaricespect for persons and overall
scores on optimal ageing was computed. The SPS3utoliable 4.10 shows the
correlation results.

Table 4.10: Correlation: Observance of Respect foPersons and Elderly Optimal

Ageing.
Observance cOptimal
Respect for PersonsAgeing
Pearson Correlation1 247"
Observance of respect 1Sig. (2-tailed) 000
person
N 376 376
Pearson Correlation.247" 1
Optimal Ageing Sig. (2-tailed) .000
N 376 376

**_Correlation is significant at the 0.01 leveH@iled).

The output indicates a significant though weak {#6;3r =.247; p < 0.05) positive
correlation between observance of respect for psrso caring for the elderly in
Kenya health system and elderly optimal ageingréfioee, given that the p-value was
less than .05, the null hypothesis which statet“ffiaere is no statistically significant
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influence of observance of respect for personsairing for the elderly on elderly
optimal ageing in Rachuonyo North Sub County” wageated. It was therefore
concluded that there is statistically significanbspive relationship between
observance of respect for persons in caring aretlgldptimal aging for the elderly in

Rachuonyo North Sub County.

To illustrate this relationship further, a scaipot was generated as shown in Figure
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Figure 4.3: Scatter plot graph: Observance of Respe for Persons on Optimal
Ageing.

From Figure 4.3, the scatter points do not appeahow any relationship between the
two variables. Scantly it is shown that the pattef the dots seems to slope from
lower left to upper right, indicating some positigerrelation between the variables.
The scatter points are not evidently around the bh best fit; no visible pattern is

formed signifying that the two data sets were dggeeonly to a small extent.
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Nonetheless, the line of best fit (trend line) oades slope from lower left to upper
right, cutting across the coordinate points, whitiplies that at least there are some

positive correlation between the two variables.

To estimate the level of influence of observanceesipect for persons on elderly
optimal ageing, a coefficient of determination veasnputed. This was done using of

regression analysis and the results were as showalle 4.11.

Table 4.11: Summary: Regression Analysis, RespedrfPersons on Optimal Ageing.

Model R R Square Adjusted RStd. Error of theDurbin-Watson
Square Estimate
1 236 .056 .053 .20363 1.788

a. Predictors: (Constant), Observance of respegdisons

b. Dependent Variable: Optimal Ageing

The model shows that level of observance of resfuecpersons in caring for the
elderly in Kenyan health system accounted for 5@¥=.056) of the variation in
elderly optimal ageing in Rachuonyo North Sub-Cgumhis was a fairly weak effect

of a predictor on the dependent variable.

To determine whether level of observance of resfpacipersons in caring for the
elderly was a significant predictor of optimal aggi Analysis of Variance (ANOVA)

was computed as shown in Table 4.12.
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Table 4.12: ANOVA Influence of Respect for Personsn Elderly Optimal Ageing.

Model Sum of df Mean Squar Sig.
Squares
Regression.913 1 913 22.015 .000
1 Residual 15.508 374 .041
Total 16.421 375

a. Dependent Variable: Optimal Ageing

b. Predictors: (Constant), Observance of respegdosons

The F-ratio in the ANOVA table (Table 4.12) testbeather the overall regression

model is a good fit for the data. The finding ok tltudy reveals that level of

observance of respect for persons in caring foretderly was a significant predictor

of optimal ageing, F (1, 374) = 22.015, p < .0B.(ithe regression model is a good fit

of the data). This means that information on thesllef observance of respect for

persons in caring for the elderly in Rachuonyo Narbuld be used to significantly

predict levels of optimal ageing among elderly.

Further, the study sought to establish the relatign between individual aspects of

observance of respect for persons in caring foretlderly and optimal ageing, as

indicated in Table 4.13.
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Table 4.13: Correlation: Aspects of Respects for Peons and Optimal ageing

Dignity Confidentiality = Autonomy

Pearson Correlation .247° 508" 435
Optimal Ageing  gjg. (2-tailed) 000  .000 .000
N 376 376 376

**_Correlation is significant at the 0.01 leveH@iled).

The findings of the study show that there was siatilly significant positive
relationship between optimal ageing and all theahaspects (Dignity, Confidentiality
and Autonomy) of observance of respect for persorgaring for elderly. However,
the strength of the correlations was fairly weakalhthe aspects of observance of
respects for persons in caring for elderly. Fornepia, observance of confidentiality
which had the strongest correlation (n=376, r=.808 p < .05) was just moderately
correlated to optimal ageing. The other two aspeft®bservance of respects for
persons in caring for elderly were all weak in sgyth in their correlation to optimal
ageing. Nonetheless, it was worth noting that gfle&ts of observance of respects had
significant positive association with optimal aggimwith more observance of these
virtues of respect by health care providers dusegvice provision, it is likely to

trigger healthy ageing among the elderly persons.

4.6 Objective 3: The influence of implementation othe concept of client orientation
in caring for the elderly on elderly optimal ageing
The influence of the implementations of client ataion in caring for the elderlywas

investigated through the use of four sub themesmptness of attention, adequacy of
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guality amenities, access to social support netwastd choice of health care service
provider. A 5 itemized Likert-scaled questionnaivas used to explore the views of
respondents on each of the constructs. Using ésponses; Strongly Disagree (1),
Disagree (2), Undecided (3), Agree (4), and Strprggree (5) and rated against the
scale on ageing. The element scored a mean of (888 0.65) thus suggestive of

moderate level of optimal ageing. The results aesgnted in table 4.14.

Table 4.14: Aspects of Client Orientation

Aspects of Client Orientation Mean SD
Prompt Attention 2.62 0.41
Amenities of Quality 2.56 069
Social Support Network 2.59 0.71
Choice of Care Provider 3.00 0.88
Overall Mean level 2.49 0.65

Result: Reveal moderate influence of level of Obmece of Client orientation on

optimal aging with mean of 2.49 and SD 0.65

4.6.1 Promptness of Attention by Health care servecproviders

The study sought to investigate promptness of étterwhich basically addressed the
duration elderly take for service delivery. Theigadors were assessed, computed and
presented as shown in table 4.15. Prompt atteativacted a mean score of 2.62 (SD =

0.41) which was suggestive of moderate level oinagitageing.
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Table 4.15: Respondents’ Views on Promptness of &tition by Health care service

providers

Indicators of 1 2 3 4 5 Mean SD

Promptness

Time taken by elderly

waiting to be attended63 271 21 10 11 18 0.41

to is acceptably short(16.8%) (72.1%) (5.6%) (2.7%) (2.9%) '

by expectation.

Time taken with the

elderly when giving 312 26 8 12 2.0 0.33
. (4.8%) (83.0%) (6.9%) (2.1%) (3.2%)

service is enough.

Time spent by the

elderly from

admission to hospital26 274 32 18 26 51 0.52

till discharge is (6.9%) (72.9%) (8.5%) (4.8%) (6.9%) '

justified as time well

spent.

Sometimes there is

unjustified delay to 25 41 32 121 157 37 0.62

offer service to the(6.6%) (10.9%) (8.5%) (32.2%) (41.8%) '

elderly.

Sometimes there is
unjustified hurried
service to the elderly.
Average level of promptness of attention by heeadtte service providers 2.62  0.41

72 58 137 79

(8.0%) (19.1%) (15.4%) (36.4%) (21.00%) o> 102

Key: 1-Strongly Disagree, 2-Disagree, 3-Undecidedgree, 5-Strongly Agree and SD-

Standard Deviation.

On the construct “Time taken by elderly waitingbe attended to is acceptably short by

expectation” the descriptive statistics revealeat th significant majority 334 (88.9%)
disagreed with research assertion. Only 21 (5.6%ked with the statement, the

construct attracted a mean of 1.8.
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From the FGDs discussions promptness in attenditiget elderly was rated as very poor.
Comments to this effect included:

“The services are poor; no immediate action wasetakvhen | was very sick

(1,4). 1 was seen only in late hours of the dgg)(1 stayed for long with nobody

attending to me (1,2): the health staff do not ef@dlow to see the progress of
medication (2). The waiting time is worse over Wexkend (3,4). The services
were poor; the care providers took too long to Ibegervices and were too slow
to attend to sick clients who could easily die befiseatment (5). The delay to
start or implement services creates anxiety anttelis (4,5); care providers wait

until you talk to them then they ask you of what want? (4,5) Care providers

were insensitive to my weakness to manage longngaitNo immediate action

was taken when | was very sick (4, 5). | stayed loours with nobody attending

to me. Waiting on the line for long made me si¢kgrl was forced to lie on the

chair waiting for the long line even when | wasysick and they did not care
(2). Itook almost one hour waiting in the lineilH could not sit down and was
forced to sleep on the chair; one has to wait f@s/ler turn to be attended

irrespective of age, there was poor working moodase provider. The doctor

saw me but in late hours of the day; there wasmmeédiate action taken to the
sick” (1,2,3,4,5)

A male participant(site 2)stressed how he waitedHcee hours to get the documents for
treatment and that after getting the card he tiwefbrce himself to be seen by the health
care service provider but was bitterly sent bacwadt in the line. He strongly castigated
the insensitiveness of the health care serviceigeovo the sufferings of the elderly.
From the same site a female participant expresseddm one of her two visits to the
hospital, she was very sick but waited to be sgetid health care service provider for a

whole day in vain then she decided to self-prescabd buy drugs from the nearby
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chemist. Another female participant(site 2) expda that there are times when health

care service providers donot act promptly evenyerg sick client.

On the construct “Time taken with the elderly whgning service is enough”, the
descriptive statistics revealed that nearly four auive 330 (87.8%) of the elderly held
the general opinion that the time taken by seryic®/ider when giving service is not
enough. On the other hand, 20 (5.3%) of the redpats accepted the assumption that
time taken by the health care service provider wgeing service to the elderly is

enough. This attracted a mean score of 2 (SD 3)0.3

From the qualitative aspects of the questionndtremerged that sometimes the health
providers take unrealistically short time with tlelerly when giving service. In FGD
participants in sites 2,3,4 and 5 agreed that hezdte service providers often rush to
clear the clients waiting to be seen. In explainting scenario, a male participant added
that sometimes you can see the reluctance espeamathng the nurses, who appear to be
disinterested in their work. They do their own ¢imgt until they forget the patient.
Sometimes you can detect that they are trying tadsattending to certain conditions like
dressing the wound that took me to the hospitat. \Bloen the avoidance is inevitable
then the service is done superficially. Anotherlamparticipant lamented over the
treatment that was given to his mother whom he ttwkospital with wound. On
smelling the wound, the nurse just gave me a r@fégtter to Homa Bay County hospital
without looking at the wound. On this there is ne@dommunicate to patients on reason
for referral. It could be that the nature of theuwwd needed care that was beyond the
services at that health facility but the client diot understand this. In site 3, a female

participant expressed concern on the inattentisenésealthcare provider to the effect
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that a client is handed a drug prescription whilé @ving history of illness.The findings
reflected that of Age UK, (2013) in England thagrénis need for enough care providers
to give personalized care rather than few who rgh clients to complete tasks. This
rushing to clear a long list of waiting clients éexplain the cause of a prescription that
a participant presented during the FGD (site 2%isasthat was never taken to pharmacy

to collect drugs.

On the construct “Time spent on the elderly froomasion till discharge is justified as
time well spent”. From the descriptive statisticemerged that 300 (89.8%) rejected the
statement and only 44 (11.7%) agreed with the rstaté, the construct earned a mean of

2.1 (SD=0.52).

From FGDs participants strongly asserted that gaoxiders were too slow that an

elderly could easily die before due attention egi They further cautioned that care
providers need to take time and examine patieramptly. They also warned that the

services offered by the current generation of theng care providers could only earn

curses to them, (site 4). On the construct “Sonmegitmere is unjustified delay to offer

service to the elderly”.

The descriptive statistics revealed that 278 (74%sked with the statement that there is
unjustified delay to serve the elderly. Only 66.8)7agreed with the statement.

From the qualitative aspect of the questionnalre following comments were made: -

“There is reluctance of care providers they left there and talked in English for
1 hour before she came back to attend to me, ihedehat long waiting is a
normal protocol in our health facility. They areot slow, there is delays in

laboratory tests,
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From FGDs site (5) a female participant lamenteat #he took a whole day until she
decided to leave the facility without treatment.oftrer one (site 2) added that it took
over 4 hours waiting on the line to be attendece $taff take longer than expected to
return from lunch break (site 2, 3, 4). It was liert established that sometimes there is
unjustified hurried service to the elderly by tieevice providers. In almost all the FGDs
it came out that services in public health fa@Btiare poor compared to services in

private sector.

This finding concurred with findings by Adesany®12) in Nigeria; Jehu et al (2012) in
Ghana and Peltzer (2009) in South Africa that mubplioviders performed poorly in
prompt attention compared to private providers.

A participant in a study in Kenya (HelpAge, 200&)mented by saying thus,

“We have to queue at district hospitals for longureand are only treated if we
give the clerks some little cash to entice them”.
In Mozambique, longer waiting time was found todignificantly associated with lower

satisfaction scores among patients. As one regmtrmdmmented,

“Sometimes one is feeling very bad but because pareiders are insensitive to
the condition, he/she has to wait in the line uoiie’s time reaches”.
A study in Ghana (Turkson, 2009) agreed that tiveeee unacceptable longer mean
waiting time for seeking medical help which avemsage 1 hour especially at the
dispensary or when going for an injection. Longitimg is stressful to a sick elderly,
make them lose hope and discourages them from tisgnigcility. Being that the elderly
are among the vulnerable demographics who haveuarhgalth problems and unstable

financial status, long waiting could compromiseltreeonditions further.
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This finding mirrored a global study by Valentine [Zilva, Kawabata, Darby, Murray

and Evans(2003) on access to care and waiting period &atiment.

Health care services should be timely because uantad long waiting that does not
provide information on the cause of delay is a eaysdefect. On the positive side,
prompt attention benefits both the patient andctmegiver by bringing possible positive
outcome. Findings on promptness to initiate sesviereported in Ghana (Turkson,
2009), as valued by individuals because it ofteads¢eto better health outcomes by
allaying fears and concerns that come with waiforgtreatment. Other studies (Shafiu
et al., 2013) in Nigeria, (Falk, 2013) in lllinoigAdesanya, 2012) in Nigeria;

(Mohammed et al.,2011); (National Center for reslea?005) global report; (Valentine

et al., 2003) and (WHO, 2000) revealed that proatfgntion was rated poorly and was
due basically to administrative processes, inadegnamber of care providers, poor
provider attitude (rude, unfriendly, unapproachalhepatient, disrespect to patients),
poor interpersonal relationships, low job satistact burnout, stressful work

environment, lack of supervision, inadequate cao®iger training.

Achievement of prompt attention is often subjecthe constraints imposed by limited
resources. Geographical accessibility is of padicimportance as theability to access
health care fast, taking account of distance, aldity of transport facilities and terrain,
impacts on uncertainty and tension for individudls.conclusion, prompt attention to the
elderly in the study area should be improved pdgsip using or improving services of

the triage system.
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4.6.2 Amenities of Adequate Quality

The study investigated the availability and adeguafcamenities in the health facilities

on optimal aging of the elderly in Rachuonyo No@&hb-County. The responses were

computed in percentage frequencies, as shown ile Bab6

Table 4.16: Respondents Views on Adequacy of Ameias

Indicators 1 2 3 4 S Mean SD
Water  supply is 100 60 38 58 120 310  0.95
adequate and safe.  (26.6%) (16%) (10.1%) (15.4%) (31.9%) ’
ELeCtI”CIty is Ior?avrveelr 100 22 66 16 2.08 0.88
dislzsr)t/)e N Y 45.7%) (26.6%) (5.9%) (17.6%) (4.3%) < '
Etoeoniils isa r;ccliequ?gr;gr 86 36 76 22 226 0.73
0 0 0 0 0 ' '
elderly conditions. (41.5%) (22.9%) (9.6%) (20.2%) (5.9%)
Beddings are adequat&6 162 40 56 32 243 1.02
for elderly conditions. (22.9%) (43.1%) (10.6%) (14.9%) (8.5%) '
i?:tlifes f<':1)rre a\llollseltlzgt 100 48 9% 86 3.20 0.92
A AU8910.206) (26.6%) (12.8%) (25.5%) (22.9%) °° '
Z\(/Zitlgsle o a?g 142 112 45 °6 21 221 0.89
adequate. (37.8%) (29.8%) (12.0%) (14.9%) (5.6%) '
Toilet facilities are
adequate and104 98 32 86 56 571 094
accessible to the(27.2% 1% o% .9% .9%
ibl he(27.2%) (26.1%) (8.5%) (22.9%) (14.9%) '
elderly.
:‘Zgﬁtis are dljv?t?l?: | 106 o6 4 °2 272 0.58
0, 0, 0, 0, 0, ' '
reach for the elderly. (23.4%) (28.2%) (14.9%) (19.7%) (13.8%)
Z:\?ironment ish(r)\z?rllgly 112 32 o6 42 236 0.46
0, 0, 0, 0, 0, ' '
for the elderly. (35.6%) (29.8%) (8.5%) (14.9%) (11.2%)
Average level of Adequacy of Amenities 256 0.69

Key: 1-Strongly Disagree, 2-Disagree, 3-Undecidedgree, 5-Strongly Agree and SD-

Standard Deviation.
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Findings of the study established that there wasrame level of availability and
adequacy of amenities by a mean of 2.56 in theesghll.0 to 5.0, with most of the
constructs scoring between 2.08 and 3.20. howewst of the amenities found in health
facilities do not meet the levels appropriate foe elderly. On the construct “Water
supply is adequate and safe”. The descriptivessiairevealed that a sizeable proportion
60 (42.6%) of the respondents disagreed with theareh statement.

From the qualitative aspect of the questionnair@as established that there is lack clean
safe water. The following statements were extrafitad the responses.

“There is lack of safe of clean water, there isnader, there is shortage of water,
water is not enough and quality is poor, the rediaa one long rain season and
one short rain season so roof catchment is ndiadble source of water, its supply
was quite inadequate and safety not guaranteedjaasndicated by a sizeable
proportion”

Those who agreed with the investigator’s view thiater supply is adequate and safe had

the following comments:

“There is plenty of safe water at the Kendu Adv&nhospital; In this health
center, water is collected from the roofs into Huspital tanks and is available
most parts of the year; The hospital is near tke B water is not a problem to

us”.
From the FGDs, the following statements were made

“Permanent source of water is far- the lake and tiver(1,4, 5);. Water supply is
not reliable particularly during dry periods (1,245). Water in most cases is
brought by donkey Cats from the nearby river” (8)4,

The investigator observed that taking into congitien the use into which water is put,
the situation implies that water quantity and dyalis relatively compromised

Rachuonyo North Sub County health facilities. Thegion is traversed by three
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permanent rivers Oluch, Kibwon and Miriu, the Nertth and Western borders has the
southern shore of Winam gulf of Lake Victoria asmpanent sources of water.These
permanent sources could be used to provide a pemhaolution to the provision of

good quality water to health facilities.

On the construct “Electricity power supply is rgrdisturbed”, the descriptive statistics a
sizeable proportion 272 (72.3%) of the respondegjscted the statement therefore

confirmed that electricity power supply was oftesturbed by blackouts.

From the qualitative responses of the questionngiveas established that although most
facilities are connected by electric power suppbré were instances of power failures.
From the key informants it was established thatual®®% of the health facilities are
connected to electric power supply. The constsaare on standby generators to use
during power blackouts. From FGDs, it emerged puaver blackout is a key feature

that disturb services that depend on its supplgiBpally laboratory services.

The investigator interpretation on the finding hsitt high connectivity of electric supply
is a milestone in the rural health facilities irethtudy area because it has improved
diagnostic procedures that depends on electric poWwde black outs are basically a

function of administrative service which shoulddogrected in time where feasible.

On the Construct” Food and eating utensils is adexjdor elderly conditions” the
descriptive statistics revealed that, a majorit? 284.4%) of the respondents rejected the
statement whil@bout a quarter 98 (26.1%) of the respondents aatisfied with food

served in the health facilities.
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From the qualitative aspect of the questionnaiegnerged that food and eating utensils is
quite inadequate for elderly conditions. Key featuof the deficiency were amount and
quality in terms of food and number of eating uiisnsin most cases the eating utensils
are brought from home. The big problem is that nehi®od is served, it is never
sensitive to individual disease conditions. The#d® are on special diet are often
disadvantaged because they have to get relevathttioindividual capacity.

From the Key informants, provision of hospital fedo clients has been affected by the
inconsistent disbursement of facility improvemeamd and cost sharing fund. The two
used to help buy food but of late it is not possibb patients carry their foods from
home. At the Sub county hospital food is servecdtdas the scheduled menu and consist

of meat, beans, rice, bread (ugali), herrings (Capenuits, porridge.

From all the five FGDs following statements weredeta

“Food in the health facilities is one type and eetefore not directed to elderly
conditions. In site 4 male participants emphasizbdt health care service
providers donot care whether you eat the food dr mbey only come and take
away whatever is left without enquiring why it &t eaten. Old people have poor
appetite but the food served is vegetables whighast cases is just boiled so by
looking at it the urge to eat just disappears. Witnare brought with patient who
is admitted and if one does not have it is verydharbe served. The support staff

serving food will move a way if you do not avaiiydish
The investigator interpretation of the finding &t the food available in the study region
is limited to those that are grown locally. Thdeet of water hyacinth in the Lake
Victoria has drastically reduced fish supply whichd consistently supplemented the

vegetables served.
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On the construct “Beddings are adequate for eld=yhditions” the descriptive revealed
that 248 (66.0%) of the respondents rejected diersient while 88 (23.4%) accepted the

statement.

From the qualitative responses beddings for thetiapts care are not adequate for
elderly conditions, as was expressed by more th#rohthe respondents . From FDGs
it emerged that beds are available but sometineebets and beddings are shared. Linen
are often not adequate for the clients”. The itigasor input is that sharing of beds and
bed linen is not a safe way of handling the vulbkralderly who may need additional
bedding to maintain the required body temperatu@n the constructs “Chairs for
visiting relatives are available and adequate. nFtbbe descriptive statistics it emerged
that 146 (38.8%) of the respondents disagreed thighstatement while 182 (48.4%)

agreed with the statement.

From the qualitative aspect of the questionnaienmerged that such facilities as chairs,
toilet facilities and waste disposal are not adégjuadll FGDs, revealed that chairs are
not enough for visiting relatives who in most casié®n the bed sides. In most cases if a
chair is available, it is for the whole ward. Tihgestigator points that visiting a patient
in a hospital has great positive psychological iotpan recovery and should be
encouraged and nurtured by the health facility. t@e construct, “Waiting rooms are
available and adequate”, the descriptive statisggealed that a significant number 254
(61.6%)of the respondents rejected the statemernte wt¥ (20.5%) accepted the
statement.

From the qualitative aspect of the questionnairenterged that there wasgenerally

inadequate waiting rooms in the health facilitigSlient’s visitors wait along corridors
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and under any available tree shade. From allitteeRGD sites the health facilities have
no waiting place. Visitors in most cases wait algghe facility if it is a fenced facility or
they wait along facility corridors or under any #able shade, most often under a tree.
Although there are scheduled visiting hours, somsgors may arrive earlier because of
relative factors such as transport. In termghef construct “Toilet facilities are
adequate and accessible to the elderly”, the geB@i statistics revealed that 202
(53.3%) of the respondents rejected the statemdntewi42 (36%) accepted the
statement. From the qualitative aspect of the quesire, it emerged that toilet facilities
(i.e. pit latrine)are available but not kept cleéarexpectation. In some facilities they are
not adequate or are not accessible to the eldeltye than half of the elderly in the
survey were dissatisfied with condition and acdebisi of the toilets. The staff toilet on

the other hand is clean and often under lock agd ke

On the construct “Waste disposal facilities arehwait reach for the elderly” the
descriptive statistics revealed that 194 (51.6%gcted the statement and 126 (33.5%)
accepted the statement. From the qualitative resgsoof the questionnaire, it came out
that waste disposal facilities were not within teadthe elderly. From all the Focus
Group Discussion sites, it was revealed that eald Was one waste disposal point.

The investigator view is that some health facsiteelmit low number of clients therefore
the waste disposal facilities could serve thattiehinumber however it is imperative that

each hospital bed should have an attached wastesdikbasket.

On the construct “The hospital environment is hgnfelr the elderly” the descriptive
statistics revealed that close to two-thirds 2454%o) of the respondents disagreed with

the statement while 98 (26.1%) accepted the stateme
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From the qualitative aspect of the questionnairemmerged that the hospital environment

is not homely.

In FGDs participants strongly rejected the statenetiming that hospital environment
is far below home environment and some referreiti as a social jail. They alluded that
quality of basic amenities in the health facilitiese low; with poorly maintained
infrastructure, inadequate facilities and some d¢p@mappropriate for elderly use.

The investigator view based on the findings is tiedlth facilities in Rachuonyo North
Sub county have deficiency in appropriate amenfoeshe elderly. The most cited were
quality of food, beddings, water, and waitingrodinsherefore shows that health
facilities in the study area do not promote eldesftimal ageing in terms of basic
amenities. The result mirrored a study in India @y 2014) that even after 67 years of
independence, people do not have access to badicaheare facilities in the rural areas

and to some extent in semi-urban areas also.

4.6.3 Access to Social Support Network

The study investigated accessibility of social sappetwork to the elderly by collecting
the views of the elderly on how health care envitent is socially engaging them in the
light of optimal ageing. The responses were contputdrequencies and percentages as
shown in Table 4.17 giving a mean of 2.49 (SD-0.#%apslating to moderate level of

optimal ageing.
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Table 4.17: Respondents Views on Access to Sociapfort Network

Indicators 1 2 3 4 5 Mean SD

The health care service
providerexplores deeply

201 45 33 21

to gnderstands well my(20.2%) (53.5%) (12.0%) (8.8%) (5.6%) 226 0.85
social support
background.
| always give adequate
information about my 21 97 45 193 20 325 0.96
social support (5.6%) (25.8%) (12.0%) (51.3%) (5.3%) '
background.
The social support at
home is adquZte for 165 " 41 33 253 0.45
me. (16.0%) (43.9%) (20.5%) (10.9%) (8.8%)
Apart from the nuclear
family, the community 102 134 73 52 15 232 081
also offer support to(27.1%) (35.6%) (19.4%) (13.8%) (4.0%) '
me.
Th health  facilit
as:ists e?ne toacjo?/n134 156 34 18 34 210 0.80

(35.%) (41.%) (9.0%) (4.8%) (9.0)
support group.
Average level of Access to Social Support Network 249 0.71

Key: 1-Strongly Disagree, 2-Disagree, 3-Undecidedgree, 5-Strongly Agree and SD-

Standard Deviation.

On the construct “The health care service provadgrores deeply to understands well

the social support background for the elderly”,dfigs showed that majority 277

(73.7%) of the respondents disagreed with thersete From the qualitative aspect of

the questionnaire, it emerged that health careceproviders rarely exploretheir social

aspect of care. Those who seem to explore, do natsiepdeeply to understand well the

social support background of the elderly and hemeseting their social expectation

becomes difficult.

160



From all the five sites of FGDs (Appendix 17) thevas general agreement that health
care service providers rarely advance discussioaisexplore the state of elderly social
support but when attempted, it is superficiallynoinimally explored to an extent that
does not justify decision making. This was alseafirmed by the Key Informants that
there is minimal exploration of the social backgrduand network available for the

elderly.

From the investigator’s view, there is an assommtietween increased levels of social
support and reduced risk for physical disease, ahelimess, and mortality. The fact

mirrors Population reference bureau, (2011) andeeyal., (2005).

On the construct “The elderly always give adequafermation about their social
support background” the descriptive statistics stwbwthat 213 (56.6%) of the
respondents agreed with the statement while a gragbrtion 118 (31.4%) disagreed.
From the qualitative aspect of the questionnaireenterged that the elderly give
information about their social network to the extexplored by the health system.

On the construct that “The social support at homeadequate for the elderly”, the
descriptive statistics revealed that majority 229.9%)of the respondents did not agree
that elderly have reliable home social support /kilsmall number 74 (19.7%) of the
respondents agreed that their access to sociabdugphome is adequate. The result

translates to mean of 2.53 (SD=0.45).

From the qualitative aspect of the questionnairemerged that social support is limited
to nuclear family and it is not adequate. From FGiDsevealed that social support is

relative, there is a lot of support during funetals not for normal existence.
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From the investigators point of view, response h®y majority reflects a study report in
India (Bhattacharyya, 2015),which revealed that@rmate family support account for
57% of problems of the elderly. A United StatesAsherica (USA) study (C & S
Healthcare Services, 2016) revealed that as pegas, they might not typically think of
social support as being a factor in their healththuly, lack of social support affects a
person's overall health and quality of life. Thiay be the perspective view of the 74
(19.7%) of the elderly who agreed that their actessocial support at home is adequate
for them. In many developing countries the onclesove family and community
focused care networks that formerly provided supgor the elderly got eroded,
weakened, and disintegrated by the impact of imdligation, urbanization and
westernization thereby rendering family care ingtffee and as a result, more burden of
caring for an increasing population of elder(Mijl&99). The United Nations Population
Fund estimates that around 50 million people alibeeage of 60 accounted for around
five percent of Sub-Saharan Africa's populationthi@ past, most of them turned to their
families for help but that practice is becomingslesdespread. In many parts of SSA, the
elderly who need keen attention to care have dotdike as care seekers and as care
givers as they take care of their orphaned grainidreh from the effect of HIV/AIDS
and also take care of their unemployed adult caildivho are in turn parents in some
cases (HelpAge International, 2013). Accordin@tele (2015), many elderlies remain
the loneliest, poorest and most neglected peopleast Kenyan communities. This
situation calls for the need for social supportthe elderly to be able to experience
optimal aging. The situation could benefit by barmg from an American study by

Levine (2013), that there are an estimated 40-S@0omiunpaid labour by relatives,
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partners and friends who offer family care in th&Urhey provide 80-90% of the long-
term care in the community for an aging populataith multiple chronic conditions,
including Alzheimer’'s disease and other dementi&¢ithout essential family support,
these individuals would require nursing home cavbich is not what they or their
families want, but which in the context of Rachuorub County such homes are not
available. Equally, in Europe, Age UK (2013), sghnemphasize and recommend the
need for continuity of care after the elderly isdatiarged. This would ensure that the
elderly are placed under familiar social assistdocgood health outcomes. According
to the United Nations principles for older persomick was adopted by General
Assembly resolution 46/91 of 16 December 1991 eglderly should benefit from family
and community care and protection in accordanck edich society's system of cultural

values.

The family plays an important role in supportinglaaring for older persons. Even in the
wake of the effects of urbanization, economic press and changing social values that
have considerably weakened family support strusiuyeunger members of the family
need to be sensitized on their obligation to ta&es of and provide for their older

members.

On the construct “Apart from the nuclear familye tommunity also offer support to the
elderly” descriptive statistic found that only 6¥7(8%) of the respondents agreed with
the research assertion while majority 236 (62.7%jpated the statement. of the
respondents insisted that they have never enjoyed sommunity support. Nearly a
fifth, 73 (19.4%) of the respondents indicated thely are not aware of the existence of a

community support.
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From all the five FDGs, specifically at site 2 asitd 4, there were general agreement that
community support is available but only at the tiofedeath. Death is an end stage of

life which in the context of this study is relatiyérrelevant to the elderly.

In terms of the construct “The health facility assithe elderly to join support group”, the
study revealed that 52 (13.8%) of the respondemits been assisted. The group that got
the assistance could possibly be from among thtisading the Comprehensive Care
Centres (CCC), a department that cares for clisoffering from HIV/AIDS. This
assistance is in line with study findings in theAJ8here Texas based Houston Home
Health Care providers assist the elderly to findnownity resources, motivate self-
awareness activities, and provide caring assistantte individual’s activities of daily
living. It is a possible venture that could be bored to assist the elderly in the study
area to experience optimal aging. In the contrargignificant majority 290 (77.1%) of
the respondents indicated that they have never asgisted by a health facility to join
any support group. Participants in all the five DFGdisagreed with the research
statement that health facility assist in placing étderly in support group with an overall
poor score. The positive impact of social suppediied by Falk, (2013) in the USA that
by having a socially engaging environment gear&dhtds individual's capabilities, the
elderly can be kept calm and happy and the sti@insaregivers can be reduced; Brent
(2014) in England pointed that social support wskean promote good health and
wellbeing of the elderly by delivering timely, fldste and responsive support which
addresses the fluctuating needs of the elderly;|®w2012) and Help Age, (2001) added
that building caring families and communities tdeofdignified care to the elderly and

the recognition of the social and economic contidns of the elderly to the
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communities should be among key activities of Imeaitstitutions; C & S Healthcare
Services, (2016) also commented that having aipessbcial lifestyle can increase the
psychological and physical well-being by loweringhaunt of stress, anxiety and
depression therefore it is important to support-aeiareness as well, not just physical
presence. In Silver pages, (2015) it is pointed that training prepares health care
service provider to integrate health and psychchldgcare of the elderly with other
needed services such as housing, home care sermigeional services, activities of
daily living, socialization programs, as well asdncial and legal planning where care
plan is tailored for specific circumstances basedndividual assessment and continuous
monitoring. A study report by Population RefereiBureau, ([PRB,2011) and Keyels
al., (2005) revealed that there is an association Etwecreased levels of social support
and reduced risk for physical disease, mentalsdnand mortality. In Japan, Silver pages
(2015) emphasized that support groups have praved & great way to share difficulties
and to find people who are going through the sammemences. In light of these
findings, it is imperative that the elderly sholddnefit from social support network to
experience optimal aging. According to Veras, (9048d Counsell, Callahan, Clark, Tu,
Buttar, Stump, and Rickeft€007), successful stories from some developedma(the
USA, Europe, Japan, and Australia) that made akbireaugh with care for the elderly
are that their health systems are packaged torateegll supportive social networks, for
example, in Victoria Australia, programs and segsidor the elderly are designed to
support elderly ability by addressing social pattion among other domains. In the
contrary, Kaboleet al., (2013) lamented that old age in many African coestis a

nightmare and a tale of woes because the eldezlywnerable to social isolation thereby
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endangers their health and subsequent quality iofjagindings in this study, indicates
that since most elderly often assume some of teeade manifestations and whereas
these manifestations are experienced at the homeement, the family or community
support system would be a most likely first-hantpheThere is therefore, the need for
health system to actively link families in the cast the elderly. In addition, the
government of Kenya has employed community healthas workers that could actively
assist in this aspect. The impact of Social basedts real or perceived resources
provided by others that enable a person to feedctor, valued, and part of a network of
communication and mutual obligation (CDC, 20085)is Icritical for the elderly who rely
on family, friends, or organizations to assist theith activities of daily living, provide

companionship, and care for their well-being.

4.6.4 Choice of Health care service providers

The study investigated whether the elderly havedoen to make a choice of where to
seek treatment and even health care service pirotadeonsult. The responses on the
indicators were computed in frequencies and peagentas shown in Table 4.18 giving a
mean of 3.00 (SD =0.88). with all the items randosgween 2.39 to 3.65. Findings of
the study show that although a fairly sizeable propn of the elderly in Rachuonyo
North Sub-County have opportunity to make a choita health care service provider,
majority of them do not enjoy this privilege. Mdjg 251 (66.8%) of the elderly
indicated that they were not aware of their righthoose the health care service provider
to treat them however a small number 73 (19.4%icatdd that they were aware. The

construct attracted a mean score of 2.39.
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Table 4.18: Respondents Views on Choice of Provider

Indicators 1 2 3 4 5 Mean SD
The elderly are aware -
their freedom to choose83 168 52(13.8 43 30 239 0.38
the health care servicg22.1) (44.7) %) (11.4%) (8.0%) ' '
provider to treat them.
The elderly are aware b
have no option to choose56 126 96 48 40 265  0.77
the health care servicg17.6) (33.5) 25.5%) (12.8%) (10%) ' '
provider to treat them.
The elderly are not awa
and have no option of

42 36 180 86
choosing the health care, 0 0 0 3.65 0.98
service provider to treat(8'5/°) (11.2)  (9.6%)  (47.9%) (22%)
them.
The elderly often do nc
choose the health perso 27 34 196 63 3.49 0.67

0, 0, 0, 0,
o treat them. NWa9) (72%) (9.0%) (52.1%) (16%)

The elderly often prefel

56 48(12.8 156 0
to be served by staff Of(10.6) (14.9) %) (41.5%) 76(20%) 3.46 1.02
the same sex.
he healh facly %5 WS 36T 32 o
attend y (25.5) (38.6) (9.6%) (17.8%) (8.5%) ' '
Average level of Choice of Provic 3.0 0.8¢

Key: 1-Strongly Disagree, 2-Disagree, 3-Undecidedgree, 5-Strongly Agree and SD-

Standard Deviation.

From the qualitative aspect of the questionnatrenierged that elderly were invariably
not aware of their right to choose health care jolev

From the FGDs, there were mixed heated reactiormngnparticipants in all the five
FGDs where majority of the participants agreed thay don’t know that they have a
right to choose the health care service provideattiend to them. It was found that some
of the respondents specifically the few enlightenetirees were aware of their rights

however all those who participated indicated thaythad no option to choose the health
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care service provider because their choice wadddnio the few available health care
service providers. Some expressed that theraviayaof silently choosing even if it was
not openly echoed. People choose but the probkerha notion of fear of being
reprimanded or being sidelined if your preferrediltte care service provider is not
around. It emerged that the elderly holds theomothat choosing a care provider has
negative impact on patients care. This was confirrbg heated discussions among
participants in all the five FGDs on divergent v&ewhe discussions however settled on
the fact that patients are afraid and therefordireto choose care provider on accounts
of fear of victimization where they allude that yhenight take more time waiting
fruitlessly and also fear of neglect or be attentteduperficially in case the preferred

provider is not available for any reason.

The fear was however confirmed by vivid inciden¢gte 5) where it was hypothesized

that neglect due to jealousy among health cardcgeprovider lead to severe medical
complications and loss of lives. It emerged thatelderly often prefers to be served by
staff of the same gender, as indicated by a mg@¥2 (61.7%) of the elderly who

participated in the survey. From all the five FGEi&es the first reactions were that
elderly be served by the health care service pesvaf the same sex but on further
probing the idea got rejected by the majority. Theice on gender preference from the
focus group discussion tend to favor choice of nedee providers however views

showed thin margin on this expert care. It was altablished that even though some of
the elderly often choose the health facility teatt many 259 (68.9%) of them often do
not choose the health person to treat them. Thdittoms under which choosing a health

facility is based are consciousness and experiefittethe services of the hospital. In
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general patients have no choice however thereamne sliseases such as HIV/AIDS that
may force one to choose health facility. Such dignmstizing diseases and those who

contract them prefer to hide.

Choice of care provider is anchored on patientd’dfirights and the Kenya National
constitution which recognizes and upholds patiemtish of choice. Among the other
bills that offer similar protection is the Englidational Health System policy (2014).
Choices assures that clients have the freedomnsutichealth care provider of their wish
for services among the available options. Thetrigichoose of provider is exercised at
the point where the patient is able to make a nmegdwi, informed choice and the
provider is contracted to provide the required thealare service. In terms of the
personnel to offer services, the provider needsotwsider its role in ensuring that the
patients receive their legal right to choose ofvpgter and the consultant-led or
professional-led team which provide care and treatnHealth care providers who know
that patients have a choice tend to offer quabtyecservices to their clients with empathy
(Valentine et al. 2003). A study in Nairobi, KenfMuriithi, 2013) on the determinants
of health-seeking behavior, revealed that patiemsst in the health providers is a
significant determinant of the demand for healttecén England, patients’ choices about
their care is central to the National Health Systealicy and is supported by the
constitution (NHS, 2014). Jealousy and competi@mnong care providers, structural
limitation of inadequate number of staff specifigdhose who are specialized in elderly
ailments often compromise elderly right to chooaeerovider. The elderly choice of
facility to go for services did not generate mucbhpem because it is most often a choice

of the family. Due to economic factor the first aeis the government over private
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health facility because it is relatively cheap. Qhina poor financial condition is one of
the main reasons restricting the elderly from segknedical services (Xiong, 2014). In
Brazil Bosl (2007) point that the elderly who chgseate provider over public provider
should achieve better health outcomes after cdimgofor other determining variables.
This may have minimal impact in the study areahasrumber of private providers are
almost negligible and the scope of operation idtéich In terms of proximity, some
previous studies i.e. Mwabu et al. (1993): Kenyss€ (2011): Cote d’'Ivoir revealed that
distance has a significant and negative impact lmn ¢hoice of a health facility.
Increasing distance increases the likelihood ofoaskhold opting for self-treatment
rather any of the formal health providers. The tiggampact of distance is higher at the
public facilities. In this study proximity thoug assential determinant, was overtaken
by trust in the services expected so FGDs wouldfoptfar facility on the basis of
services offered.

The study sough to respond to research hypothesis

Ho: There is no statistically significant effect afiplementation of the concept of client
orientation in caring for the elderly in Kenya hbadystem on elderly optimal ageing.

In order to investigate whether there was any dtedilly significant effect of
implementation of the concept of client orientationcaring for the elderly in Kenya
health system on elderly optimal ageing. A bivarid®earson’s Product-Moment
Coefficient of Correlation was used to establisle telationship between the two
variables. The SPSS output Table 4.19 shows threlation results.

The cost of providing choice of care provider isstngevere for countries that are human

resource constrained (De Silegaal.,2013).
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From the SPSS output (Table 4.19) it is evident thare was a significant positive
correlation (n=376; r =.534; p < 0.05) between iempéntation of the concept of client
orientation in caring for the elderly in Kenya hbadystem on elderly optimal ageing.

Table 4.19: Correlation: Implementation of Client Orientation and Elderly Optimal

Ageing
Optimal Ageing Client Orientation
Pearson Correlation 1 534"
Optimal Ageing Sig. (2-tailed) .000
N 376 376
Pearson Correlation ~ .534" 1
Client Orientation  Sig. (2-tailed) .000
N 376 376

**_Correlation is significant at the 0.01 levekH@iled).

Given that the p-value was less than .05, thelnydbthesis that “There is no statistically
significant effect implementation of the conceptatient orientation in caring for the

elderly in Kenya health system on elderly optimggiag” was rejected. Consequently, a
conclusion was made that there is statisticallyifigant positive relationship between
implementation of the concept of client orientatinrcaring for the elderly in the Kenya

health system and elderly optimal ageing, with meffective implementation of the

concept of client orientation in caring for the alg associated with improved healthier
ageing among the elderly. To further illustratesthelationship, a scatter plot was
generated. Creswell (2014) who recommend its us&tp out that scatter diagram
graphs pairs of numerical data, with one varialleeach axis, to look for a relationship
between them. Figure 4.4, shows that there wasderate positive correlation between

the two variables; the points tend to fall along lihe.
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Figure 4.4: Scatter plot graph: Client Orientation on Optimal Ageing.

The scatter plot indicates that there was a moelepatsitive correlation between
implementation of the concept of client orientatiorcaring for the elderly in Rachuonyo
North sub-county health services and optimal ageligs was shown by the pattern of
dots which inclines from lower left to upper rigldemonstrating a positive correlation
between the variables. The trend-line further shawis relationship; the coordinate
points are clustered along the line, forming a blkesipattern. This means that the
relationship was real and not by chance. Howeteerstimate the level of effect of
implementation of the concept of client orientatinrtaring for the elderly in Rachuonyo
North sub-county health services on elderly optinadeing, a coefficient of
determination was computed. This was done usinggression analysis and the results

were as shown in Table 4.20.

Table 4.20: Model Summary on Regression Analysisf Implementation of the

Concept of Client Orientation on Optimal Ageing
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Model Adjusted RStd. Error of the
R R Square )
Square Estimate
1 534 .286 .284 17709 2.012
a. Predictors: (Constant), Client Orientation
b. Dependent Variable: Optimal Ageing

Durbin-Watson

The model shows that level of implementation of demcept of client orientation in
caring for the elderly in Rachuonyo North sub-cquhealth services accounted for
28.6% (R2=.286) of the variation in optimal ageingRachuonyo North Sub-County.
This was a fairly strong effect of a predictor dve tdependent variable. On the other
hand, to determine whether level of observanceontept of client orientation in caring
for the elderly was a significant predictor of opal ageing, Analysis of Variance

(ANOVA) was computed as shown in Table 4.21.

Table 4.21: ANOVA - Influence of Implementation of the Concept of Client

Orientation on Optimal Ageing

Model Sum of SquareDf Mean Square F Sig.
Regression 4.691 1 4.691 149.577 .000°
1 Residual 11.729 374 .031
Total 16.421 375

a. Dependent Variable: Optimal Ageing

b. Predictors: (Constant), Client Orientation

Table 4.21 which shows the ANOVA results reveads the overall regression model is a
good fit for the data. It reveals that the levetlént orientation for persons in caring for

the elderly was a significant predictor of optinagjeing, F (1, 374) = 149.577, p < .05
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(i.e., the regression model is a good fit of theagarhis implies that information on the

level of client orientation in caring for the eltlein Kenyan health service could be used
to significantly predict of optimal ageing levelmang elderly persons. In addition, the
study sought to establish the relationship betwedividual aspects of client orientation

in caring for the elderly and optimal ageing, afiéated in Table 4.22.

Table 4.22: Correlation between Aspects of Client entation and Optimal Ageing.

Prompt Amenities Social Choice of
attention support providel
Pearson Correlation .265 349" 163" 290
Optimal
. Sig. (2-tailed) .000 .000 .001 .000
Ageing
N 376 376 376 376

**_Correlation is significant at the 0.01 levekH@iled).

The findings of the study show that there was stiaélly significant positive relationship
between optimal ageing and all the four aspectnfptness of attention, Adequacy and
quality of amenities, access to social support agtvand choice of health care service
provider) of client orientation. However, the stgénof the correlations was fairly weak
in all the aspects of client orientation in carfogelderly. However, it was shown that all
aspects of client orientation had statisticallyngigant positive association to optimal
ageing, with appropriate application of client otetion in the provision of health

services associated to healthy ageing among tleelejoersons.

4.7 Objective 4: Influence of Health System prepaness to care for the elderly on
elderly optimal ageing
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The study investigated the level of preparednedgbehealth system on optimal ageing
of the elderly in caring for the elderly by the usfetwo sub themes: staff training and

staff deployment. A 5 itemized Likert-scaled di@maire was used and graded as 1-
Strongly Disagree, 2-Disagree, 3-Undecided, 4-AgbeBtrongly Agree and summarized

in tables 4.23 to 4.25. Health system preparedattisected a mean of 2.58 in a scale of 1
to 5.

Table 4.23: Aspects of Preparedness of Health Sgst on optimal ageing

Aspects of preparedness Mean SD
Training of staff 2.48 0.49
Deployment of Care Provider 2.67 0.23
Overall Mean level 2.58 0.37

Result: Preparedness has a mean of 2.58 effegttonad aging.
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4.7.1 Training of Staff and Services

Training and services as an indication of prepassinto care for the elderlywas
investigated by assessing seven constructs thae vgemmarized in percentage
frequencies, as shown in Table 4.21.

Table 4.24: Respondents Views on Staff Training an8ervices

Indicators 1 2 3 4 5 Mean SD
The non-elderly
specific general health
143 156 37 28 12
departments offer 0 0 0 0 0 1.96 0.86
adequate care for the(38.0/0) (41.5%) (9.8%) (7.4%) (3.2%)
elderly.
:;ahqeuri?ererllreGntQOtoumc?aurg(zf?jBo/) ?286 1%) (3966% (350% ?2 1%) 1.78 051
for the elderly 270 =70 70 =70 70
As an elderly, | prefer
56 98 156 45 21
to be attended to by 0 0 0 0 0 267 0.66
the youthful staff (14.9%) (26.1%) (41.5%) (12.0%) (5.6%)
From my experience
with service delivery, |
: PR 196 48 19 15
think staff training is 0 0 0 0 oy 2.09  0.26
adequate to care for(26.1/0) (52.1%) (12.8%) (5.1%) (4.0%)
the elderly
There is need for
elderly specific 32 40 60 126 118 369 094
departments in health(8.5%) (10.6%) (16.0%) (33.5%) (31.4%) '
facilities
Programs are in place
that prepares health85 72 156 24 39 263 063
care service provider(22.6%) (19.1%) (41.5%) (6.4%) (10.4%) '
to care for the elderly
I am strong despite
: 85 152 34 48 57
fhoepg:g‘;”i’,e“efs about 55 5op) (40.4%) (9.0%) (12.8%) (15.2%) 227 073
Mean average level of staff training and services 428 049

Key: 1-Strongly Disagree, 2-Disagree, 3-Undecidedgree, 5-Strongly Agree and SD-

Standard Deviation.
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On the construct “The non-elderly specific gendrahlth departments offer adequate
care for the elderly”, the descriptive statistievealed that 299 (79.5%) rejected the
statement while a small number 40 (10.6%) accethtecdtatement. From the qualitative
aspect of the questionnaire, it emerged that ttherkgl were not comfortable with services

offered in general wards or units designed for noimerable populations.

From the Key Informants, the study learnt thataltjh the health care service providers
have sufficient training, they however lack adequsecialized training to offer elderly

specific services. It was learnt that factorshsas service in general wards, staff
shortage, poor student supervision, poor staffvattn absence of specific care guide to

the elderly and generational are contributing fescto poor service to the elderly.

On the construct “There is no unique requirememtsate for the elderly” the descriptive

statistics revealed that a significant majority 38@.4%) rejected the statement while 38
(10.1%) accepted the statement. From the quaktaspect of the questionnaire it was
evident that respondents held a strong belief ¢lderly have unique needs that require
special care. Serving them in general health dests do not meet their unique

requirement. From all the five FGDs sites, paraats disagreed with the research
statement and pointed that their health conditamesunique and the way they respond to

them differs from how the younger age groups do.

The investigator input reflects various literatyres. WHO, (2000), Rowe and Kahn
(1999, 1997), that elderly have unique old-age theploblems and that they feel
comfortable to be in their specific departments dommonality. The health problems

are the basis upon which the uniqueness in care res
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On the construct “As an elderly, | prefer to besiatted to by the youthful staff” the
descriptive statistics revealed that 154 (41.0%g€cted the statement while 66 (17.6%)
accepted the statement. From the qualitative aspfethe questionnaire, the elderly

prefers to be attended to by staff who have longeggnce in service.

From FGDs, there were divergent views, those whkiondit mind and those who minded
the working experiences, however those who wersithen to long working experience

of staff had bitter experiences with the youthfahgration in caring for the elderly. In

FGD site 2 an example was given of an old retiregth care provider who was praised
for his keenness in dealing with the elderly indlisic.

“There are many aspects of poor services for exampbd immediate action was
taken when | was very sick. | stayed for long wibbhody attending to me, | was
seen only in late hours of the day. These yolustaff engage in social media at
the expense of patients suffering. Even they ddoflow to see the progress of
medication”. The services are good for the youngpbe who can wait for long in
the line. The delay in attending to the elderly@rying to us the elderly. There
is no special consideration given to the elderly”.

The investigator view on the issue of preferencethe youthful generation is that
supervision should be intensified for those alledato care for the elderly just as for
other patients. In the same line, close to twadthiz44 (64.9%) of the elderly observed
that there is need for specific departments inthdatilities to handle their unique health
issues. Besides, many of them have general fethatgorograms tailored to their unique

needs should be put in place to address theirvangzd health related issues.
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A qualitative verbal FGD response said:
“We can share many of our unique problems and ustded one another than
when we share wards with our grandchildren or oons and our daughters”
(site2, 4)
This statistical finding concurs with the viewsostgly expressed by participants at all the
five FGDs that there is need to have elderly semsitnits in the health facilities to offer
care that facilitate optimal aging. Treatment le tgeneral wards do not holistically
address their health needs adequately. Resudtsoofgitudinal study in the United States
supported the hypothesis that disability in theedidcan be postponed through healthier
lifestyles (Smith and Mensa, 2003). This can mrmted effectively in elderly specific

departments.

On the construct “I am strong despite popular kelédout the elderly” the descriptive
statistics revealed that 237 (63%) disagreed viithstatement while 105 (28%) agreed

with the statement.

In as much as popular belief has it that elderéysarong people, the study revealed that a
significant majority of respondents disagreed with research statement and hold that
the elderly are actually weak people. The partimipan site 2 unanimously disagreed
with the research statement and maintained thatlthezly are weak people. This implies
that the elderly deserves special care to expezieptimal aging. The above findings
concur with those of Falk et al. (2013) who in Bwing services in nursing homes in
lllinois, lamented over poor attention given to #iderly. Similar incidences are cited in
a global study (Aboderin, 2013) which acted as y® @pener report on care for the

elderly. Plsek and Greenhalgh (2001) observed tiesmt conceptual framework that
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incorporates a dynamic emergent, creative, andtivewiew of the world must replace
traditional approaches to clinical and generaliserdelivery. A study report by Age UK
(2013) revealed that the elderly and their familiese let down when hospitals and care
homes failed to deliver decent care or treat thdath dignity. The report recommends

training of staff to care for frail older people.

A study in South Africa found low healthcare utiion with higher perceived healthcare
responsiveness in private than in public healthtac#ities. Prompt attention, autonomy,
communication and access experiences were theifiddnpriority areas for actions to

improve responsiveness of healthcare servicesz@eltal.,2012).

4.7.2 Staff Deployment

The study sought to investigate the suitabilityst#ff deployment towards preparedness
to care for the elderly as perquisite condition fealthy ageing. The sub-scale was
investigated by assessing the views of elderly fen ihdicators of suitability of staff
deployment such as number of staffs, relevancéaif training, experience and their
attitudes towards the elderly. Their views were suamzed in percentage frequencies, as
shown in Table 4.22. From Table 4.25, it is eviddwat the staff deployment of health
care service providers in health centres in Rachou®orth Sub-County is relatively low
in regards to specific health needs of the elddithys was reflected by a mean average of
2.67 (standard deviation=0.23) in the rating scalel to 5 in the level of staff
deployment, with many of the items in this subscated below 3.0. The finding of this
study indicates that there is inadequate numberacé providers which contributes to
slow or late attention to the elderly. This wasromned by the fact that more than one out

of every two 211 (56.1%) of the surveyed elderlyted the claim that there is adequate
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number of relevantly trained staff to care for ¢éerly. The finding mirrors sentiments
by Harrington, Choiniere, Goldmann, Jacobsen, LIdydGregor and Szebehely, (2012)
that without adequately staffed units, care fordltkerly is compromised.

Table 4.25: Respondents Views on Staff Deployment

Indicators 1 2 3 4 5 Mea SD
n
-rlm-Srirser oflfraine?jdstil:fafslw ?234 7% 36 ?116 2% 68 265 0.71
B14%) 77 (9.6%) 77 (18.1%) '
care for the elderly. ) )
When elderly need
services, a relevantly 77 87 46 42
i 0, 0, 0,
tralngd healt.h ca.re(33.0%) (20.5% (23.1% (12.2% (11.2%) 248 0.56
service provider IS ) ) )
available.
The elderly often prefers
to be served by health 76 32 96 124
i i 0, 0,
care service proylderthgt(12.8%) (20.2% (8.5%) (25.5% (33.0%) 3.46 0.86
has long experience in ) )
service.
oovider often naveizs 154 45
0, 0,
positive attitude towards(32.2%) ;49'5/0 (1.1%) §12'0/0 (5.3%) 2.09 043
the elderly.
Mean average level of suitability of staff deploymet 267 0.23

Key: 1-Strongly Disagree, 2-Disagree, 3-Undecidedgree, 5-Strongly Agree and SD-

Standard Deviation.

In addition, 201 (53.5%) of them alluded that innma&ases when they need services, a
relevantly trained health care service providerasavailable, which translates to a mean
deployment suitability of 2.48 (standard deviatiors6). Equally, it emerged from the
results of the survey that many 220 (58.5%) ofedluerly often prefer to be served by
health care service provider that has long expeeem service. From FGD site 2
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participant agreed that they prefer health cargicemprovider who has long years of
service experience. A participant gave the exampéeDr. X who was elderly and many
elderly people preferred going to his clinic. Qmtler probing and deliberations FGDs

weakly accommodated the services of those witht gfesrod of service.

On the health providers attitudes towards the Biddre data revealed that quite a large
number 307 (81.6%) of the elderly disagreed with shatement that the care providers
often have positive attitude towards them. In ssisg the health services for the elderly
in England, Lothian et al (2001) point that the Keytackling poor attitudes by care

provider towards the elderly is through training. study report by HelpAge (2001) in

Kenya revealed the existence of negative attitdd=ae provider whose statement reads
“older people are a big headache and a waste ofescasources, the biggest favor you
could do to me as an Older People’s Organizatioto iget them out of my hospital”

(HelpAge, 2001). A study by Kabole et al (2013acafound that disengagement as a
response of a culture implies that the aged areranpuated and therefore should be
phased out of life. A small number 65 (17.3%) adr¢hat care providers often have

positive attitude towards them and a smaller numiern %) were undecided.

The study sought to test the research hypothesis;

Ho: There is no statistically significant influencékealth System preparedness to care
for the elderly on elderly optimal ageing in Rachyo North Sub County of Homa Bay
County. In order to establish whether there wassatistically significant influence of
Health System preparedness to care for the eldanlyelderly optimal ageing in

Rachuonyo North Sub County of Homa Bay County, \eaimte Pearson’s Product-
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Moment Coefficient of Correlation, whose resulsigown in the SPSS output in Table
4.26, was used to establish the relationship betwsetwo variables.

Table 4.26: Correlation between Health Systems pregpedness to care and Optimal

Ageing
Optimal Preparedness to Ce
Ageing for the Elderly
Pearson Correlatiorl 447
Optimal Ageing Sig. (2-tailed) .000
N 376 376
Pearson Correlatior.447 1
Preparedness to Care for Sig. (2-tailed) 000
Elderly
N 376 376

**_Correlation is significant at the 0.01 levekH@iled).

Table 4.26 shows that there was a statisticallgiggnt positive correlation (n=376; r
=.447; p < 0.05) between Health Systems preparsdimesaining and deployment of
care providers, and optimal ageing. A p-value 6D.Qonly 3 dp) means it was far less
than .05; hence, the null hypothesis that “Theradsstatistically significant effect of
Health Systems preparedness in training and de@oiof care providers to care for the
elderly in Rachuonyo North Sub-county” was reject8dbsequently, a conclusion was
reached that there is a statistically significamtsipive effect of Health Systems
preparedness in training and deployment of careigecs in caring for the elderly in
Kenya health system and optimal ageing, with bettealth Systems preparedness in
training and deployment of care providers in carfng the elderly associated with
improved optimal ageing among the elderly. To fertdemonstrate this relationship, a
scatter plot was generated. Figure 4.5, shows dhdeast there was some positive

correlation between the two variables, as revelethé trend-line.
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Figure 4.5: Scatter plot graph: Health Systems pregredness on Optimal Ageing

The scatter plot reveals that there was some pesbrrelation between Health Systems
preparedness in training and deployment of cargigecs in Kenya health system and
optimal ageing. This was displayed by trend linkee Toordinate points appear to cluster
along the line, forming almost a visible pattemmplying that the relationship was real
and not by chance. On the other hand, to estithatéevel of effect of Health Systems
preparedness in training and deployment of careigecs in caring for the elderly in
Kenya health system on optimal ageing, a coefficandetermination was computed

using a regression analysis, as shown in Table 4.27
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Table 4.27: Model Summary on Regression Analysis ofHealth Systems

preparedness in training and deployment of care praiders on Optimal Ageing

Model R R Square Adjusted R Square Std. Error of the
Estimate
1 447 .200 197 18747

a. Predictors: (Constant), Preparedness to Cataddelderly

The model shows that preparedness to Care for ldherlfe in Rachuonyo North Sub-

County accounted for 20.0% (R2=.200) of the vaviain optimal ageing in Rachuonyo
North Sub-County. This was a plausible effect giredictor on the dependent variable.
However, to determine whether level of preparedriessare for the elderly was a
statistically significant predictor of optimal aggi Analysis of Variance (ANOVA) was

computed as shown in Table 4.28

Table 4.28: ANOVA - Influence of Preparedness to Ga for the Elderly on Optimal

Ageing
Model Sum of SquareDf Mean Square F Sig.
Regression 3.277 1 3.277 93.242 .000
1 Residual 13.144 374 .035
Total 16.421 375

a. Dependent Variable: Optimal Ageing

b. Predictors: (Constant), Preparedness to CarbddElderly
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Table 4.25 which show the ANOVA results indicatattthe overall regression model is a
good fit for the data. This is interpreted to mézat the level of preparedness to Care for
the Elderly was a significant predictor of optinaeing, F (1, 374) = 93.242, p < .05.
This implies that facts on the level of preparedniscare for the Elderly in Kenyan
health service could be used to significantly peethe level of optimal ageing among

elderly.

In addition, the study sought to establish theti@iship between individual aspects of
preparedness to care for the elderly in Kenyantihesdrvice and optimal ageing, as

shown in Table 4.29.

Table 4.29: Correlation between Aspects of Preparerss to Optimal Ageing.

Training Deployment
Pearson Correlation 385 282"
Optimal Ageing Sig. (2-tailed) .000 .000
N 376 376

**_Correlation is significant at the 0.01 levelH@iled).

The findings of the study show that there was stiaélly significant positive relationship

between optimal ageing and all the two aspectdf (s&ining and services, and staff
deployment) of preparedness to care for elderlyh@lgh, there were weak correlations
in all the aspects of preparedness to care foeldherly and optimal ageing, they all had

statistically significant positive relationship ¢ptimal ageing. This finding implies that
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with appropriate preparedness to care for the lglderterms staff training, services and

staff deployment there would be improvement in tigahgeing among the elderly.

4.8: Influence of Health Systems Responsivenesstie Care of the Elderly

4.8.1: Multiple Regression Analysis

The study sought to establish a linear model tbatdcbe used to describe the optimal
level of healthy ageing. This was done by usetafidard multiple regression analysis,
where all the three independent variables wereoffadtin the model at once. It was
suitable because it could help to investigate haN the set of the independent variables
was able to predict the level of optimal ageinglime with the views held by Creswell
(2014). The analysis provided information about tdlative contribution of each of the
variables that make up the model. Each aspect @thheystems responsiveness to the
care needs of the elderly was evaluated in termts giredictive power, over and above
that offered by all the other independent variablegnabled the investigator to know
how much unique variance, in the dependent variaddeh of the predictor explained.

Table 4.30 shows the regression analysis model suynoutput.

Table 4.30: Regression Analysis Model summary outpu Health Systems

Responsiveness to Care for the Elderly on elderlyptimal ageing.

Model R R Square Adjusted R Square Std. Error of the

1 748 .560 .557 13933

a. Predictors: (Constant), Preparedness to Car¢héoiElderly, Client Orientatiol

Observance of respect for persons
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In the model summary (Table 4.30) the "R" columpresents the value of R, the
multiple correlation coefficients. It is a measwfethe quality of the prediction of the
dependent variable — optimal ageing. The value 7d8 .indicates a good level of
prediction. However, the value of R Square (.5&d)dates how much of the variance in
the optimal ageing was explained by Health SystRemsponsiveness to the Care for the
Elderly. This value expressed as a percentage m#aisthe model explains 56
percentage of the variance in optimal ageing. Thithe proportion of variance in the
optimal ageing that is explained by Health Systé&wesponsiveness to the care of the
Elderly. It is the proportion of variation accouditr by the regression model above and
beyond the mean model. To assess the statistigaifisance of the result it was
necessary to look at the ANOVA results shown inl@&31

Table 4.31: ANOVA- Health Systems Responsiveness the Care Needs of the

Elderly
Model Sum of Squares Df Mean Square F Sig.
1 Regression  9.199 3 3.066 157.953 .000b

Residual 7.222 372 .019

Total 16.421 375

a. Dependent Variable: Optimal Ageing
b. Predictors: (Constant), Preparedness to CarethferElderly, Client Orientation,

Observance of respect for persons
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The ANOVA was used to test the null hypothesis thaltiple R in the population equals
0. In this case the model reached statistical figmice [F (3, 372) =157.953,>R560,
sig.<.05], implying that the model was highly siggant and adequate enough to explain
the variance in optimal ageing. In other words,rémilts show that the studied aspects of
Health Systems Responsiveness to the care of tterl¥lstatistically significantly

predict optimal ageing, meaning the regression misdegood fit of the data.

4.8.2: Evaluating Contribution of each Predictor

The study sought to investigate the level of cbuotion of the individual aspects of
Health Systems Responsiveness to the care of thexl¥lfactored in the model in the
prediction of optimal ageing. This was shown bycbefficient values in Table 4.32.

Table 4.32: Coefficient Output: Health Systems R@®nsiveness to Elderly optimal

ageing
Model UnstandardizecStandardize Sig. 95.0% Confidenc
Coefficients  Coefficients Interval for B
B Std. Beta Lower Upper
Error Bound Bound
(Constant) 450 .070 6.459 .013 .313 .587

Observance of respt

100 012 .292 8.465 .011 .077 .124
for persons
Client Orientation 437 .028 .533 15.490.021 .382 492
Preparedness to Care , . 0 462 13.384.016 .228 .306
the Elderly

a. Dependent Variable: Optimal Ageing

From the model it is evident that the three aspettdealth Systems Responsiveness to
the care of the Elderly contributed differentlyimiluencing optimal ageing of the elderly
in Rachuonyo North Sub-County of Homa Bay Counféar example, client orientation

had the highest impact on enhancing optimal agentgle observance of respect for
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persons made the least contribution in explainireg variability in the level of optimal

ageing. The variable “client orientation” had theglest beta coefficient of .533, implying
that it made the strongest unique contributionxplaning the dependent variable. This
means that a one standard deviation improvemeantient orientation leads to a .533
standard deviation increase in predicted optima&lireglevel, with the other variables

held constant.

On the contrary, the beta value for “observanceespect for persons” was the lowest at
.292, indicating that it made the least contributio the model; a one standard deviation
improvement of observance of respect for the gjdeyl health care service providers
would only leads to a .292 standard deviation inpneent in optimal ageing, with the

other variables in the model held constant.

However, from the model it was noted that all thepexts of Health Systems
Responsiveness to the care of the Elderly madestgtally significant (p<.05) unique

contribution to the model.

It was noted that the total R squared value for riimdel (.560 or 56.0% explained
variance) did not equal to the sum of the R Squéosedach as aspect of Health Systems
Responsiveness to the care of the Elderly. This lvegsuse the part correlation values
represented only the unique contribution of eactialsde, with any overlap or shared
variance removed. The total R squared value, howereluded the unique variance
explained by each variable and also that shareel pfédictors were positively correlated
(shown by zero-order correlations) hence there veelet of shared variance that was

statistically removed when they were all includedhe model.
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4.8.3 The Regression Model

A regression model for the influence of Health $ys¢ Responsiveness to the care of the
Elderly on optimal ageing is shown below.

Inthismodel: Y Bo+B1x1+B2x2+B3x3 +e.

Where: Y is Optimal Ageing

X1 Observance of respect for persons

X2 Client Orientations

X3 Preparedness to Care for the Elderly

Optimal level of Ageing was presented by:

Predicted Optimal Ageing =.450UNITS +.100x1UNITS 437 x 2UNITS +
.267x3UNITS + error term

From the equation, the coefficients indicate howcmoptimal ageing varies with an
independent variable when all other independeniabbes are held constant. For
example, the unstandardized coefficient, X1, fosesldance of respect for persons is
equal to .100 means that for each one-unit impr@rgnm observance of respect for
persons in the care of the elderly in health cawises, there is a corresponding
improvement in optimal ageing of .100 units at 9&8afidence interval of (.077 .124).
Given that all the predicators had unique signiftcghange in the model, it is concluded
that the model was adequate to predict optimalnggaimong the elderly in Rachuonyo
North Sub-County; it was statistically significdft (3, 372) =157.953, R2=.560, p <.05].
It was concluded that more than a half (56%) of vheability in optimal ageing is

explained by aspect of Health Systems Responsiget®egshe Care of the Elderly.
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However, other factors (not covered in this regassodel) account for about 44% of

the variance in optimal ageing
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CHAPTER 5
SUMMARY, CONCLUSION, AND RECOMMENDATION
5.0. Introduction
The study investigated the “Responsiveness of Healte System on Elderly Optimal
Ageing” in Rachuonyo North Sub-county of Homa Bagu@ty, Kenya based on four
specific objectives. The findings and interpretasi of data were presented and
discussed in the previous chapter. This chaptensanmes data, draws, conclusions and
makes recommendations for policy, practice andréutesearch based on the findings.
5.1 Summary of Key Findings
5.1.1 Objective 1: Level of Optimal Ageing of thelderly
The key findings were that there was moderate leveptimal ageing among the elderly
with a mean response of 2.61 (SD=0.43) as showtalte 4.5, with most of the
constructs indicators rated just barely above naiddevel in the scale of 1 to 5.Based
on demographic data the study revealed that themee wnore female’s elderly, 227
(60.4%) than males, 149 (39.6%) as evidenced hydig.1 indicating that Rachuonyo
North Sub County has more females than males. Agsifurther shown by the pattern
of gender distribution shown in figure 4.2 whichggasts that as age advances from 60
years, the number of elderly declines. The stusly gevealed that majority 206 (54.8%)
of the elderly are married as shown in table 4.2page 88 thus suggesting that
companionship in the elderly is achieved by sligl#bove average majority. Ageing is
again shown by the study in the level of educatiotable 4.3 that a large percentage

87.2% of the elderly attained primary level schaglor never went to school. The study
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finally revealed that all the 376 elderly who pagated in the study were involved in a
kind of income generating activities as revealeddhe 4.4 in page 89 indicating that
elderly optimal aging had some economic backupalBirthe study revealed that elderly

suffer varied multi-morbidity which impact negatiy®n their optimal ageing.

5.1.2. Objective 2: Influence of Observance of regpt for persons on elderly

Optimal Ageing

The key findings on the second objective were thete was significant though weak
(n=376; r =.247; p < 0.05) positive correlation viae¢n observance of respect for
persons in caring for the elderly in health systerd elderly optimal ageing as shown
in table 4.10 on page 96. This led to the rejectibnull hypothesis stated in page 5.
The study further confirmed the positive correlatloy the Scatter plot figure 4.3 on
page 97 which showed a positive linear inclinatbthe trendline (the line of best fit)
sloping from lower left to upper right cutting assothe coordinate points thus
indicating some positive correlation between the tariables. On the same note the
study found that by regression analysis, observahcespect for persons accounted
for 5.6% (R2=0.56) of the variation in elderly opél ageing of elderly in Rachuonyo
North Sub County, which was a fairly weaker preaglictffect as displayed in table
4.11 on page 127.The study also revealed througthy8is of variance (ANOVA) that
level of observance of respect for persons in gafam the elderly was a significant
predictor of optimal ageing, F (1, 374) = 22.015 p05and that information on the
level of observance of respect for persons coulddssl to significantly predict levels

of optimal ageing among elderly. This is contaiimethble 4.12 on page 127. Finally,
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in analyzing the contribution of individual aspedsf respect for persons through
multiple correlation, the study found that thereswairly weak correlation in all the
three aspects of respect for person with confidétyticontributing stronger (.508) and
dignity contributing weaker (.247) effect as evided in table 4.13 on page 128.

5.1.1. Objective 3: Influence of implementation othe concept of client orientation

on elderly optimal ageing

The third Objective sought to determine the infleeerof the implementation of the
concept of client orientation on optimal aging iadRuonyo Sub County. The findings
were that observance of client orientation had matdeinfluence on optimal aging with
mean of 2.49 and SD 0.65as shown in table 4.14 age @128.By using a bivariate
Pearson’s Product-Moment Coefficient of Correlatioa study established that there was
a significant positive correlation (n=376; r =.534< 0.05) between implementation of
the concept of client orientation in caring for #derly in Rachuonyo North Sub County
of Homa Bay and elderly optimal ageing as displape@ble 4.19 page (148). This led to
the rejection of the null hypothesis 2, stated age (5) thus pointing that effective
implementation of the concept of client orientatiorcaring for the elderly is associated
with improved healthier ageing of the elderly. ®tedy used Scatter plot whose pattern
of inclination illustrated that there was modergesitive relationship between the
implementation of the concept of client orientatenmd elderly optimal ageing. Figure
4.4 on page (?) illustrate a clearer pattern of riélationship with coordinate points
clustering around the trend line. The level of effef client orientation on optimal ageing
was estimated through regression analysis and detnated through table 4.20, page (?)

to account for 28.6% (R2=.286)of the variation ptimal ageing in Rachuonyo North
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Sub-County. The study further proved through anslgévariance in table 4.22 on page
151 that the overall regression model is a gooddiit data and the level of client

orientation for persons in caring for the eldeffy(1, 374) = 149.577, p < .05, was a
significant predictor for optimal ageing. In anahg the correlation between the four
individual aspects of client orientation on optinageing, the study revealed that there
was statistically significant though weak positiserrelations between optimal ageing
and all the four aspects (prompt attention= .26%5eAities =.349, Social support =.163,
Choice of provider = .290) as displayed in tab224on page 151. The study confirmed
that with appropriate application of client orietida in the provision of health services

there was associated healthy ageing among thdyelder

5.2.1.4 Objective 4: Influence of Health System pparedness to care for the elderly

on elderly optimal ageing

Objective four sought to evaluate the influencélealth System preparedness to care for
the elderly on elderly. The study established tiare was statistically significant
positive correlation (n=376; r =.447; p < 0.05)vbe¢tn Health Systems preparedness to
care for the elderly and optimal ageing as showtalite 4.26 on page 160. This led to
the rejection of null hypothesis stated on pageThe study further used scatter plot
which demonstrated this relationship through pattefr inclination from lower left to
upper right with coordinate points clustered arotmethd line as shown in figure 4.5 on
page 161. In estimating the level of effect of lHe&ystems preparedness to care for the
elderly on optimal aging, the study did regressamalysis, as shown in Table 4.27 on

page 162 and revealed that preparedness to Catbeddilderly accounted for 20.0%
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(R2=.200) of the variation in optimal ageing in Racnyo North Sub-County. This was
a plausible effect of a predictor on the dependemtable. The study also revealed
through ANOVA that the level of preparedness toectnr the elderly, F (1, 374) =

93.242, p < .05. was a statistically significaneégictor of optimal ageing as shown in
table 4.28 on page 162. In establishing the amatiip between individual aspects of
preparedness to care for the elderly and optimaingg the study revealed, as shown in
table 4.29 on page 163that there was statistisailyificant positive relationship between
optimal ageing and the two aspects (staff trairang deployment) of preparedness to
care for elderly. the aspects had statisticallyificant positive relationship to optimal

ageing. This finding implied that with approprigteeparedness to care for the elderly in
terms staff training, and deployment there wouldifm@rovement in healthy ageing

among the elderly. In all the for objectives thady found that that health system

account for 56% of optimal ageing of the elderlyshewn in table page

5.3 Conclusion

Objective 1: To determine the level of optimal agamong the elderly in Rachuonyo
North Sub County Homa Bay County, the study cormiithat there is moderate level of
optimal ageing in the elderly with mean score 6f12SD 0.43 possibly attributed to
multimorbidity conditions of the elderly.

Objective 2: To establish the influence of resgecpersons in caring for the elderly on
elderly optimal ageing in Rachuonyo North Sub Cgutite study concluded that
because of the generation gap between the eldsdllyhe youthful generation, the

anticipated cordial relationship may not be easblized. Some comments by health
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care service provider towards the elderly, detay®ceive services, occasional
superficial services to the elderly accounts fermtoderate score of respect for persons
on elderly optimal aging. There is high expectatibg the elderly that health system has
potentials to offer responsive health services ¢etntheir legitimate expectations on
non-medical aspect of care.

Objective 3: To determine the influence of impleta#ion of the concept of client
orientation in caring for the elderly on elderltiopal ageing, the study concluded that
there is inadequate understanding by the elderthemotentials and challenges of the
health systems towards their care which make enoftew health services to be
inappropriate to them. Based on the trends of hegitem development, most elderly
still reflect on the anticipated good past whene ervices were often free and readily
available possibly because there was under usageatth services based on population
size and service demand. There is need for thezlglth understand the state of health
system and also the health system to understarekffextation of the elderly so that
both sides can nurture each other.

Objective 4: To Evaluate the influence of Healtlst®yn preparedness to care for the
elderly on elderly optimal ageing, the study codeld that health care service provider
practice with general knowledge of care and ab sugy not meet the unique needs of

the elderly that promote optimal ageing.
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5.4 Recommendations

Objective 1: To determine the level of optimal agamong the elderly in Rachuonyo

North Sub County, the study recommended to ndtigmeernment through the Ministry

of health to develop a relevant care service giadservice to the elderly.

Objective 2: To establish the influence of resgecpersons in caring for the elderly on

elderly optimal ageing in Rachuonyo North Sub Cgutite study recommended to the

national government through the ministry of heétidt there is need for health care

service providers to understand the unique neetisectlderly

Objective 3: To determine the influence of impleta#ion of the concept of client

orientation in caring for the elderly on elderlytiopal ageing, the study recommended to

Homa Bay County health institutions managementssséaice holders in the civil society

to assist the elderly to understand the potergiadschallenges of health system in

service delivery.

Objective 4: To Evaluate the influence of Healtlst®yn preparedness to care for the

elderly on elderly optimal ageing, the study recaanded for in-service trainings to

health care service providers on care of the siderl

5.5 Recommendations for Further Research

Study recommended further study on:

1. Involvement of elderly by health care service pdeviin the management of their
care.

2. Training curriculum for the Medical and Paramediwalth care service providers.
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APPENDICES
Appendix 1:Optimal Ageing

“Optimal aging,” implies that no matter what stafehealth the person is in, one may still
seek to optimize one’s capabilities or satisfactigth life. Optimal aging goes beyond
good health and longevity. It deals with capacdyfanction across many domains—
physical, functional, cognitive, emotional, socihd spiritual. This capacity is rooted in
the concept of adaptation. The many changes of itfelf, and the frequently
accompanying vicissitudes of illness, functionaslochanges in the family, economic
struggles, and other stressors, offer opportunitiesdjust and adapt. Optimal aging
accounts for the tremendous inter-individual vatigband intra-individual plasticity.
The adaptation that older adults make to the maajlenges of aging involves selection,
optimization, and compensation. A person may seledain activities that are most
satisfying and meaningful. Behaviors can be modifie optimize performance in these
activities. When capacity is lost or reduced, ateplperson can compensate by choosing
different methods of accomplishing the task, oogdther different activities. Optimal
aging should be seen from a biopsychosocial viemipttidoesn't require the absence of
disease or disability. These problems can be vieasdpportunities for growth and
development of new capabilities. It utilizes a sys$ perspective, where lower levels of
the system affect higher, and vice-versa. A pdadrtyi useful model for explaining the
interrelationships of various aspects of the bicpsgocial approach to optimal aging is
the health field model (also called the determigarithealth model) where all aspects of
the disease-health continuum are addressed, imgutie patient's genetic endowment
and behavior, the social environment and suppatesy, the psychological resources
and stressors, the physical environment, and tlathoare system. Management of
many, if not all, health problems in older persasignificantly affected by a host of
other factors. The social support system is ctititaehabilitation outcomes; the physical
environment may determine location of the patiethte contributions of genetic
endowment are unfolding to be understood. Eacthefcomponents interacts with the
others in different ways at different times in aéfe. The complexity of this dynamic
process is great, but it is likely that the intéi@t of the various components is at the root
of optimal aging (Smith 2007, 2008
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Appendix 2 :Extract of MCH Handbook

What is MCH Booklet? ; Characteristics

e Home-based record
cf. Facility-based record

® Covering standard Maternal, Neonatal, and Child
health service in the country

cf. Specific service monitoring record
® One book for child from its inception
cf. Women’s Health Handbook

® Basic health care information covering Maternal,
Neonatal, and Child health including FP in postnatal.

It functions mainly within Health Sector.

Options: Birth Registration form, Child development
section.

What is MCH Booklet? ; Objectives

Several objectives are identified as benefit of
MCH handbook (What for?)

® Monitoring tool o e

. 2% wmm o, |
® Health Education tool iwg @7»---‘
e Communication tool o

® Referral tool

® Service Integration tool
® Other possible functions
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Appendix 3:Early Childhood Mortality rate

Years Approximat Neonata Postneona Infant Child Under-5
preceding e calendar | tal mortalit ~ mortalit  mortality
survey years mortalit ~ mortality y y

y
0-4 2010-2014 22 16 39 14 52
5-9 2005-2009 24 19 43 18 60
10-14 2000-2004 26 26 51 30 80
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Appendix 4:Map of Kenya, Homa Bay and Rachuonyo Ndh Sub-County

ETHIOPIA

Kenya (A)

EARACHTONYO

EARACHUONYD

: A Karachuonyo North Sub County (D)
Homa Bav Countv (C)
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Appendix 5:Staffing Patern of Rachuonyo North Sub @unty Health Facilities.

Health Facility MO C.O Pharm Nurses Social Nutr. Physio/
Tec workers therapist

A: West Rachuonyo North

Ward

1. Okiki Amayo HC 0 1 4 0 0 0

2. Homalime HC 0 2 0 0 0

3. Homa Hills HC 0 2 2 0 0 0

(Community)

4. Kodula dispensary 0 0 2 0 0

5. Ndere dispensary 0 0 2 0 0 0

B: North Rachuonyo North

Ward

6. Wagwe Health Centre 0

7. Got Oyaro dispensary 0 0

8. Nyaoga dispensary 0 0 2 0 0 0

(Community)

9. Pala dispensary 0 1

C. Central Rachuonyo

North Ward

10.  Kangir dispensary 0 0 2 0 0 0

11. Ngeta dispensary 0 0 2 0 0 0

12. Kogweno Oriang O 0 2 0 0 0

dispensary

13.  Oriang SDA O 0 2 0 0 0

dispensary FBO

14.  Simbi dispensary 0 1 2 0 0 0

D: Kendu Bay Town Ward

15. Rachuonyo S.C.1 7 23 0 3 1

Hospital

16. Kendu Adventist 3 5 34 7 0 0
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hospital FBO

17. Kosele dispensary 2

18. Nyangajo dispensary 0

19. Magao dispensary 1

E: Wang Chieng’ Ward

20.  Miriu Health center 0 1 4 0 1 0

21. Mawego HC FBO 0 0 2 0 0 0

22.  Kobuya dispensary 0 0 2 0 0 0

23.  Kajieyi dispensary 0 0 2 0 0 0

24. Lela dispensary 0 0 2 0 0 0

25.  Chwowe dispensary 0 1 2 0 0 0

26.  Chuth Ber 0 0 2 0 0 0

27. Rakwaro dispensary 0 0 1 0 0 0

F: Kanyaluo Ward

28.  Adiedo Dispensary 0 2 3 0 0 0

29. Omboga dispensary 0 1 2 1 1 0

30. Olando Dispensary 0 1 2 1 1 0

31. Wikondiek dispensary 0 0 2 0 0 0

G: Kibiri Ward

32. Kandiege Health care0 4 8 0 0

center

33. Raruowa HC FBO 0 2 0

34.  Oriwo dispensary 0 1 0

Total 31 121 13 8 1

Key Informants 10 23 2 1
2 10 18 3 2

Source DPHN Office Rachuonyo.
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Appendix 6 :Distribution of Questionnaires Per Locdions.

Ward Number of Chief Locations
Questionna s
1 2 3 4
West 62 4 Kanam A Kanam B Kakdhimu Kakdhimu West
Karachuonyo 16(2x8) 16(2x8) East 14 (2x7)
16(2x8)
North 56 4 Kanjira Kobiero  Kokoth Kokoth Kateng
Karachuonyo 14(2x7) 14(2x7) Kataa 14(2x7)
14(2x7)
Central 32 3 Kamser Central Kogweno
Karachuonyo Nyakongo Karachuo Oriang
10(2x5) nyo 12(2x6)
10(2x5)
Kendu Bay 49 2 North North E.
town Karachuo Karachuo
nyo nyo
25(5x5)  24(3x8)
Wangchieng 79 4 Kobuya Rambira Karabondi Wangchieng
20(4x5)  20(4x5) 20(4x5) 19(3x 6)+1
Kanyaluo 61 3 South West East
Kanyaluo Kanyaluo Kanyaluo
20 (4x5) 20 (4x5) 21(4x5)+1
Kibiri 46 3 Koyugi Wadhgon Kanyipir
15(3x5) enyongo 16(3x5)+1
15 (3x5)
Total 385 23
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Appendix 7:Questionnaire to Main Respondents

INVESTIGATING RESPONSIVENESS OF HEALTH CARE SYSTE®ON ELDERLY
OPTIMAL AGING IN RACHUONYO NORTH SUB-COUNTY OF HOMABAY
COUNTY, KENYA.

Introduction and Consent

Greetings,

Thank you for availing time for this interview. Mwame is John Odero, Tel.
0721244792. | am conducting an interview to hawveanadepth understanding on how
the health system addresses the health care negesadderly (people aged 60 years and
above) in terms of Dignity, Confidentiality, Automy, Prompt attention, Basic care
amenities, Access to social Support and choiceeaiflth care provider together with
System’s preparedness to care for this group afgmet This is part of an academic
processand the information obtained will be used to inygrcare to assist the elderly to
experience optimal ageing. Your experiences andi@ps concerning these issues are
very important to realize these objectives. Aluyoesponses will be anonymous and be
kept confidential for this study only. You may daelto participate in the discussion and
no penalty will be attached to that.

Do you agree to participate? Yes ..ot NO ..

Signature of respondent ................... Health facilitgpMel ...................

Biographic Data

Indicate by putting a tick in the box for the cheoibat best describe your experience

Scores

Variables 1 2 3 4 5

1). Age in years:
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1). 60 t0 69. 2). 70to 79. 3). 80 to 89. 4)1@0A00. 5) Over 100

2). Sex 1) Male  2). Fémna

3). Marital Status:
1) Married. 2) Widowed. 3). Widower. 4) Separtit5). Divorced

4). Education level:
1)Primary2) Secondary3) Tertiary college. 4) Unsitgr 5). None

5). Current engagement: 1). Farming, 2). Busin&ssleaching, 4)
Fishing, Any other

6). Religious Affiliation: 1). Christian, 2). Mogie 3). Buddhism
4) Hindu, 5). None

. 7). When did you last go the health facility: 1jast 3 months, 2).
Last 6 months, 3). Last 1 yr. 4). Last 11/2 yrs. . <B2yr

Optimal Aging

The capacity to adapt to changes in life and femccross many domains: physical, functional,
cognitive, emotional, social, and spiritual etc.8&n your experience with activities of djily
living, rate on a scale of 1 to 5, the extent toiohhthe following statements apply to yaqur

experience in life.

1=Strongly disagree 2= Disagree 3= Undetide4= Agree 5= Strongly agree
Scores
Activities 1 2 3 4 5

8). 1 do not have any prolonged health conditions tb my old age

status

9). I am always in good health and do not suffealility from age-

related chronic non-communicable disease.

10). Despite my age | am still able to do most of tlmngs alone

and take charge of my family decisions.

11). | am fully dependent on the support of youmgspns in my
family to do my things.

12). | often have difficulty remembering recent weersations
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names or events.

13). | am able to take care of myself because hgobasic care

needs such as washing, dressing etc.

14). | hardly use walking stick or any physical gap garget.

15). | have limitation in engaging in instrumengativities of daily

livingsuch as shopping, lifting and carrying, ridihicycle, driving.

16). | fully take in social activities such as ctiur community

meetings, funerals, chiefs’ meetings etc.

17). What problem made you go to health facility?

Objective 1: Observance of Respect for Persor{Bignity, Confidentiality, Autonomy)

1 Dignity

Health care service is a need for optimal agingelBaon your experience with activities of hed
facilities, rate on a scale of 1 to 5 the extentmach the following statements apply to yd
experience with health care provider in upholdiogrydignity.

1=Strongly disagree 2= Disagree 3= Undetide 4= Agree 5= Strongly agree

lth

ur

Score

Activities 1 2 3 4 5

18). | often received welcoming reception from tealare service

provider

19). What comment do you have about the receptidrsalf -introduction?

20). | always receive warm and friendly greetingseive from

health care service provider

21). What comment do you have about the greetings?

22). | always receive positive body language froeelth care
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service provider.

23). | am often recognized and appreciated by hezdte service

provider for seeking health care services.

24). What comment do you have about the appreoniaimd recognition by health care sery

provider?

25). Health care service provider often listens pags attention to

me.

26). What comment do you have about listening aandng attention to the elderly by the hea

care service provider?

27). Health care service provider often respondtipet/ to my

enquiries.

28). Health care service provider often give meonitized

opportunity for care over other cohorts where neags

29). What comment do you have about giving pripeiti care to the elderly?

30). Verbal comments by health care service provig®r about us

the elderly is always encouraging

31). What comment do you have about verbal comm@ntbe health care service provider on

about the elderly?

32). Health care service provider are always combaahito serve us

the elderly

.33). What comment do you have about the commitroktite health care service provider to se

ice

Ith

or

rve
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the elderly?

2 Confidentiality

Information on sickness is sensitive to most pa&sieim a scale of 1 to 5 rate the extent to whingh
following statements apply in terms of your expece with the health care service to the elderly.

1=Strongly disagree 2= Disagree 3= Undecided= Agree 5= Strongly agree

Score

1 2 3 4 5

34). The health care staff keep the informationualooy sickness as

an elderly in secret

35). The information on my sickness the elderlgften shared with

relatives without his/her permission

36). The information on my sickness as an eldealy be given tg

none of the relatives without my permission

37). The information about our sickness the eldisrlyften kept in a

way that unauthorized person can access it.

38). It is often explained clearly and | understahat information
about my sickness could sometimes be shared amealthhcare
service provider and non-health care service pesvigithout my

consent.

39). | do not mind if information of my illness ishared with

someone else without permission.

40). | understand that sharing information without consent ha

)

legal implications

41). | often receive information about someone #lsess from the

health care service provider without that persoovkedge
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42). Procedures to for my condition are often earout in privacy.

43). I understand that health care service providarhealth facility]

| attended have a right to information about nryaéis.

44). What comment do you have about confidentiahitglderly care?

3 Autonomy

When patients take part in deciding on the cafgetadopted, they comply well with treatment &
subsequently improve faster. Based on your expegiénthe health care service delivery, rate

scale of 1 to 5 the extent to which the followitgtesments apply in the involvement of the elde

to make decision about their care.
1=Strongly disagree 2= Disagree 3= Undecided4= Agree

5= Strongly agree

and

na

2rly

2

3

4

45). Discussion is often held and agreement reabbégleen heat
staff | on my care plan.

-

46). My opinion is always respected and or acconatedl in

managing my conditions

47). Health care service provider often ask me alioel problem

carry out investigations and prescribe treatment

48). | am discharged with clear and adequate irétion to managg

my condition at home

49). Since sickness deny a person the power to rdakesion,

involving me in making decision in my care plannimg not

necessary.

50). What is your comment about involvement in sieci making about your care.
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Objective 2: Client Orientation ((prompt attention, amenities of adequate qualitgcess tQ

social support network and choice of care provider)

1. Promptness of attention

The speed at which the elderly are attended tolmsg an impact on their health. In a scale of [ to
th

5 rate the speed at which following statementsyappterms of your experience with the heg

care services.

1=Strongly disagree 2= Disagree 3= Undecided4= Agree 5= Strongly agree
Score
Speed of attention 1 2 3 4 5

—

51). Time, | take while waiting to be attendeddacceptably sho

by expectation.

52). The time | take with the health care serviceviger while

receiving service is enough by expectation.

53). The time | spend in hospital from admissidhdischarge is

justified as time well spent

54). Sometimes | experience unjustified delay toenee services

from health care service provider.

55). Sometimes | experience unjustified hurriedviser by health

care service provider.

56). What is your comment about time taken to bended to at the
health facility

1%

2 Amenities of adequate quality.

The comfort of a patient in the health facilityindluenced by the supplies that sustain life. In a

scale of 1 to 5 indicate the extent to which thenfoot of the elderly is assisted by the following
factors
1=Strongly disagree 2= Disagree 3= Undecided 4= Agree 1= Strongly agree

Scores
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57). Water supply is adequate and safe.

58). Electricity power supply is rarely disturbed

59). Food and eating utensils are adequate forlgldenditions

60). Beds and linen are adequate for elderly candit

61). Chairs for visiting relatives are adequate availed

62). Waiting rooms are available and adequate

63). Toilet facilities are adequate and accessible.

64). Waste disposal facilities are within my reach.

65). The hospital environment is homely for me.

66). What is your comment about the amenities efhalth facility

3.Access to social support network
A socially engaging environment may keep the ejdedlm and happy and the strains |on
caregivers reduced. With your experience of conmitpurealth services, indicate in a scale of 1 to

5 the extent to which the following statements gppl

1=Strongly disagree 2= Disagree 3= Undecideddree5= Strongly agree

scores

1 2 3 4 5

67). The health care service provider understanel$ mvy social

support background.

68). | always give adequate information about mgiaosupport]
background.

69). The social support at home is adequate for me.

70). Apart from the nuclear family, the communitisa offer
support to me.
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71). The health facility assists me to join supgodup.

72). What is your view about the community attittolards the elderly?

4 Choice of Provider

Patients often have the freedom to make a choieghefe to go for treatment and even the he
care service provider to consult. As a health gro¥ider, indicate on a scale 1 to 5 the extern
which the following statements apply.

1=Strongly disagree 2= Disagree 3= Undetide 4= Agree 5= Strongly agree

Scores

1 2 3 4 5

73). | am aware of my freedom to choose the headtie service

provider to treat me

v

74). 1 am aware but have no option to choose thétheare service

provider to treat me

75). | am not aware and have no option of chootieghealth care

A} %4

service provider to treat me

76). | do not often choose the health person &t tree

77). | often prefer to be served by staff of theneaex

78). | often choose the health facility to attend

79). What other comments do you have about youicelaf care provider

Objective 3: Preparedness to Care for the elderlyStaff training; Staff deployment).

1 Staff training and services
Care for the vulnerable elderly nesgecialized care offered in specific elderly desjmunits.

Based on your experience on health service delivatg in a scale of 1 to 5 the extent to which

following statements apply in terms of staff pregghress to care for the elderly.
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1=Strongly disagree 2= Disagree 3= Undetide 4= Agree 5= Strongly agree

Scores

1 2 3 4 5

80). The non-elderly specific general health departs offer

adequate care for the elderly.

81). | have no unique requirements as an elderjegerve specia

care

82). As an elderly, | prefer to be attended toh®y youthful staff

83). From my experience with service delivery,ihkhstaff training

is adequate to care for the elderly

84). There is need for elderly specific departmemtshealth

facilities

85) Programs are in place that prepares healthseasvéce provide

to care for the elderly

86). | am strong despite popular beliefs aboutktiderly

2 Staff Deployment
The comfort of a patient in the health facilityindluenced by the supplies that sustain life. |
scale of 1 to 5 indicate the extent to which thenfoot of the elderly is assisted by the followi

factors

1=Strongly disagree 2= Disagree 3= Undecided4= Agree 5= Strongly agree

Scores

1 2 3 4 5

87). There are adequate number of trained staffate for us the

elderly

88). When | need health services, a relevantlyhéghihealth cars

1%

service provider is available.

89). | often prefer to be served by health cargisemprovider who

have long experience in service.
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90). The health care service provider often havsitipe attitude

towards us the elderly.

91). Based on the quality of services you recemt&t is your view about staff deployment in yd

care
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Appendix 8:Key Informants Interview Schedule

Description Criteria: Health care service provider working in healtlcilfaes in
Rachuonyo North Sub County of Homa Bay County

Inclusion criteria

Participants must have engaged in the care ofitiezle

Preliminaries

Introduction and brief explanation of the purposée study

Obtaining consent

Explanation that the information obtained will bepk confidential and used only for the
study

Age ---- Work experience in years-------------

Topic One: Optimal Ageing

Which gender seek health services most

Which are the common complaints of the elderly

What is the frequency of visit to health facility

Topic Two

Observance of Respect for Pers{@ggnity, Confidentiality, Autonomy)

To what extent do you think the elderly apprectat care they receive from this health
facility?

How do you feel about the secrecy by which therssk of the elderly is kept by the
health care service provider?

How do you engage the elderly as contributes tw tdaee?

Topic Three: Client Orientatiofprompt attention, amenities of adequate qualitcess
to social support network and choice of care prevjd

How prompt do the health care service providerndttéo the elderly as vulnerable
population?

How does the health facility play in the elderlgsd support network?

What is your view in the elderly choosing a prederhealth care service provider to
serve?

Topic Four: Preparedness to Care for the elderlyStaff training; Staff deployment).
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In view of vulnerable status of the elderly, howeqdate is the training of health care

service provider to care for them?
What is your view about the elderly being caredifioa mixed general unit?
What is your view about the attitude of health cseevice provider towards the elderly?
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Appendix9:Focus Group Discussion Guide

Description Criteria: Persons who have received services in healthliti@si in
Rachuonyo North Sub County of Homa Bay County

Inclusion criteria

Participants must have been respondents in thdiguesire survey.

Number of participants per FGD: Seven to Ten

Preliminaries

Introduction and brief explanation of the purposéhe study

Participants setting of ground rules

Explain that voice recording will be used but théormation will be kept confidential
and used only for the study

Topic One: Observance of Respect for Pers{@ggnity, Confidentiality, Autonomy)

How honorable are you treated when you go to trepitel for treatment?

How do you feel about the secrecy by which youkrséss is kept by the health care
service provider?

How far do you discuss with health care serviceigier as a contribution to your care?
Topic Two: Client Orientatiof(prompt attention, amenities of adequate qualiggess
to social support network and choice of care prevjd

How prompt are you attended by health care sepoeider when you seek health care
services

How well did the hospital meet your needs of daung?

What is the position of your social support network

What is your view in choosing health care serviaasjaler to serve you

Topic Three: Preparedness to Care for the elderlyStaff training; Staff deployment).

In view of how the health care service providerdiaryou, what is your comment about
their training

What is your view in being treated in a mixed gahanit

What is your view on how the health care serviaidler regard the elderly

Appendix 10:Letter to Chiefs
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28th Nov. 2016

From: John Odero Sibuor

Tothe Chief Of ..., Location

Dear Sir/Madam,

Greetings

RE: DATA COLLECTION INTERVIEW IN RACHUONYO NORTH SB-COUNTY

| am a student at Rongo University pursuing degre®octor of Philosophy (PhD)
focusing in Health Sociology with emphasis on darethe elderly (people aged 60 years
and above). | wish to introduce the data collectaxercise that will be conducted in
your location as from the month of December 201Be Exercise will take place in
Rachuonyo North Sub County of Homa Bay County anititended to avail data on the
experiences of the elderly on the care they redaitiee Sub county health facilities.

The interview is strictly an academic entity conaicto fulfill the university requirement
for the program. It has no financial gain and redioous intention.

The research is approved and permitted by the hti€ommission for Science,
Technology and Innovation (NACOSTI) vide letter Ref No.
NACOSTI/P/16/71971/14003; the Presidency Ministfylrderior and Coordination of
National Government Ref No ED12/1VOL.1I/164; Mimgtof Education Science &
Technology State department of Education Ref No
MOEST/CDE/HBC/ADM/11/VOL.1/167 and the Ministry éfealth Homa Bay County.
The purpose of this letter is to inform your offfoe the necessary assistance in
disseminating the same information to the residents

Thank you for understanding and cooperation inrhasgter

John Odero Sibuor

Tel. 0721244792.
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Appendix 11: Letter to Health facilities in Rachuoryo Sub County

28th Nov. 2016

From: John Odero Sibuor

To the Management  of ... Hospital/Hémalt
center/dispensary

Dear Sir/Madam,

Greetings

RE: DATA COLLECTION INTERVIEW IN RACHUONYO NORTH SU B-
COUNTY

| am a student at Rongo University pursuing degre®octor of Philosophy (PhD)
focusing in Health Sociology with emphasis on darghe elderly (people aged 60 years
and above). | wish to introduce the data collectiderview exercise that | will conduct
in the health facilities in Rachuonyo North Sub @uof Homa Bay County. The
exercise will take place in the month of Decemi@t&and is intended to avail data on
the experiences of health care service providéegsinformants in their work relations
with the elderly as their clients for health care.

The interview is strictly an academic entity conaicto fulfill the university requirement
for the program. It has no financial gain and redioous intention.

The research is approved and permitted by the hati€ommission for Science,
Technology and Innovation (NACOSTI) vide letter Ref No.
NACOSTI/P/16/71971/14003; the Presidency Ministfylrderior and Coordination of
National Government Ref No ED12/1VOL.1I/164; Mimgtof Education Science &
Technology State department of Education Ref No
MOEST/CDE/HBC/ADM/11/VOL.1/167 and the Ministry éfealth Homa Bay County.
Your health facility is among those selected foe tinterview of a few staff (key
informants) as per the attached list.

The purpose of this letter is to inform your offifer the necessary assistance in
disseminating the information to your staff.

Thank you for understanding and cooperation inrasgter

John Odero Sibuor
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Tel. 0721244792.
Appendix 12: Research Permit NACOSTI

o u

S

e ——

NATIONAL COMMISSION FOR SCIENCE,
TECHNOLOGY AND INNOVATION

Telephone: +254-20-2213471, 9™ Floor, Utalii House
2241349 3310571.,2219420 Uhuru Highway

Fax: +254-20-318245,318249 P.O. Box 30623-00100
Email:dg@nacosti.go.ke NAIROBI-KENYA

Website: www.nacosti.go ke
when replying please quote

Rell No. Date:

NACOSTI/P/16/71971/14003

28" October, 2016
John Odero Sibuor
Rongo University College
P.O. Box 103-40404
RONGO.

RE: RESEARCH AUTHORIZATION

Following your application for authority to carry out research on “An
investigation of health systems responsiveness fo the care needs of the
elderly in Karachuonyo Sub County of Homa Bay County, Kenya,” 1 am
pleased to inform you that you have been authorized to undertake research in’
Homa Bay County for the period ending 28" October, 2017.

You are advised to report to the County Commissioner and the County
Director of Education, Homa Bay County before embarking on the research
project.

On completion of the research, you are expected to submit two hard copies
and one soft copy in pdf of the research report/thesis to our office.

BONIFACE WANYAMA

FOR: DIRECTOR-GENERAL/CEO
Copy to:

The County Commissioner
Homa Bay County.

The County Director of Education
Homa Bay County.
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mls I5TO r:Ea'erv THAT:

MR, JOHN ODERQ SIBUOR |
of RONGO UNIVERSITY COLLEGE, .
0-40404 RONGO,has been parmitted to
ronduct research in- Hnm#bﬁj-' Caunty

on the tnplr:: le IME’EETI’E#TIGN oF
HEALTH SYSTEMS RESPONSIVENESS TO
THE CARE NEEDS OF THE ELDERLY IN

- KARACHUONYO SUB-COUNTY OF
.l{nm.mvmunrr KENYA.

for the pariod indirrg
28th ﬂctﬁhpr,!‘ﬂ'l?

.ﬁmﬂﬁﬂfi i ;
Sipm:u_m

Parme No Hntﬂﬁﬂa‘ﬂﬂﬁf?l!?umni:.
_Date Of 1asue : Z6th October, 2016
Foe Recleved I:ﬂh 20005 v e, 1
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Appendix 13 : Research Authorization Homa Bay Count Ministry of Health

E8Lh Nov. 20048

From: Joho Odero Silaoor
REEIMy LMY RS1TY
T, T 1003 - A0
RN

Tu Threetor Mealih Sorvices

County Ciovernment

HMA BAY COUNTY,

Ligas Siddadam

BRb: IPALA COVLLEATLIO™N 1N

B% WY IY KANACHICIMNY ) SUE- CCrUSY

regusl b inlervoews el porsonnel o Berth bearachuonye Sukb Clounty
vend S0 ped aboved bosec on e

1 iacilities onothe care seovices w thz eldevly {peizens
wi cl hienlth sesiems responyiveness according o tha World Haslth Organizaricon (W HC

00

DT Atuczet in Pdedical Sociolbes oal Renwos Dlocesesiose
1

Iown oa Ziectos al” Philosaph
Faegisteetion momsmes S0

e interviesy will be eonducted strictly as an asedemic exersize o Tulfill e urlvarsin
cequivame s Goothe progzeaon, T has a0 Onancial sain ce ansy malicous Teentions The sorvey is
aomroved by the Mational Comicission far Scisncs, lechnolozy and Linewarion {RACDE L, the
3 L Commmissioner and che Cocmey Darector of et on- Hona e Coonly Glocomenis

sein wenlatively Ineended o lele approximaely eeo deys in the cocrse a1 Decerber

_ Lhanks tfor aocerstancling and coapaiation 00 s mstc

= =NAE TR
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Appendix 14:

Research Authorization Homa Bay Countyinterior Government

THE PRESIDENCGY
JIMNISTRY OF INTERIOR AMNE COORDIMNATION OF MATIOMAL SOVERMMENT

TIE3ALA 1BA Y

REF:ED12/1vIL.I1/ 154 20 Movermbor, 2016

Depuly County Commissianer
Rachuonyo MNMorth SUB COLURNTY

RE: RESEARCH AUTHORIZATION - MR. JOHMN ODODERD STEUOR

The abowe mentioned parson undeor thae aaspices of Rongo Uriversity has beer
authorized to carry out a health —related resszarch on Healftli Systems
responsivenass o Phe care needs of Bhre efderfy i Rachuomyo SNorth Sub-
County.

The research which runs Tor the period encding 287 Ocotober, 2017 must asserve
athical practices.

1.6 ALUDCD -
For: COUNTY COMMISSIOMNER

HOMA BAY COLIMNTY

CC,

County Director of Education
Homabay Counkty

Pease fele aur s-mall @ddress oo fiomadap@mealioo.cont
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Appendix 15: Research Authorization Homa Bay CountyMinistry of Education

MINISTRY OF EDUCATION SCIENCE & TECHNOLOGY
STATE DEPARTMENT OF EDUCATION

&

iyl COUNTY DIRECTOR OF EDUCATION OFFICE
When replying please quote ) Hi 0}‘1{12, B; g)fg}a] N T Y

HOMA BAY.
. DATE: 1°" NOVEMBER, 2016.

REF: MOEST/CDE/HBC/ADM/11/VOL.1/167

John Odero Sibuor
Rongo University College
P.o Box 103-40404
RONGO

RE: RESEARCH AUTHORIZATION.

In response to the letter from the National Commission for Science, Technology and Innovation
dated 28" September, 2016 giving you authority to carry out the research on “An investigation
of health systems responsiveness to the care needs of the elderly in Rachuonyo North Sub
County of Homa Bay County” I hereby give you permission to carry out the research in Homa
Bay County for the period ending 28th October, 2017.

Please submit a copy of your findings both in soft and hard copies to us.

FOR: COUNTY DIRECTOR OF EDUCATION

HOMA BAY COUNTY.
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Appendix 16: Informed Consent Request

Greetings

This is an invitation to participate in a reseasthdy to be conducted by John Odero a
PhD student at Rongo University. John hopekdaon about the responsiveness of
Kenya health care service delivery to the eldgprgon aged 60 years and above) in an
attempt to review the existing care service guiseduto care for the elderly for optimal
ageing.

John hopes that you will contribute to this studigick will attempt to influence the

separation of services for the elderly from thofgeneral adults, help to nurture and
improve the relationship between the care providerd the elderly clients, lead to
training and deployment of competent personneffer care to the elderly, equip elderly
units to address health care concerns holisticddigjlitate early identification and

subsequent effective management of diseases wiaichlate to optimal aging, enlighten
the elderly more on their rights to health care a@tvocated by the International
commission of human rights, inform health care @oin areas of geriatric health, inform
health educators and offer guidance on trainingiawum for geriatric, lead to the

development of culturally relevant model of caegammend future research in geriatric

health care, contribute more knowledge on the chtlee elderly.

There is no direct financial compensation providedeturn for your participation. If
you accept to participate, you are asked to responterview questions. The interview
will last about one hour and will be audio tappedour participation is voluntary and
you may withdraw from the study at any time youlwis and that will not affect your

relationship with the investigator, your employetlze university.

Any information you give will be treated with codéince and your participation will
remain anonymous. There is a possibility thovo up interview may be necessary.
If you have concerns related to your participatiothis study or your rights as a research

participant, please contact the ethics review cdtemiof Rongo University P.O. Box
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103 RONGO. If you have questions about the stughifitcontact John Odero on Mobile
no 0721244792 or oderojohns@gmail.com

Your signature indicates that you have read ancnstolod the information given above

and that you agree to participate in this study.

SIgNALUNe. ...t Date.....coovvviiiiiiiieee
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Appendix 17: Focused Group discussions Voice recadrd clips

Ward Site Clip Participants
Males Females

West Rachuonyo Okiki Amayo health 20171222105359.3 6 4

North Ward center,;

North Rachuonyo Lower Kamuga Primary 201711203161048.3 6 4

ward (Koredo) School

North Rachuonyo Oindo Primary school 20180104112507.3 5 5

Ward (Kanjira)

Kanyaluo Ward Andhoge chiefs camp 01712288105541.3. 6 4
Kibiri Ward Wadhgone Nyongo chiefs 20171229115832.3. 8 2
camp
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Appendix 18 :Diagnostic Tests

The assumptions and suitability of the data fordineple correlation, linear and multiple
regression analysis were investigated. First, suenthat the scales of measurement for
the data were suitable for multiple regression ysigl the measurements were converted
into continuous scale. Other assumptions invesidjand ensured include; normality of
the data, multi-collinearity, independence, heteedasticity and homoscedasticity.

4.6.1: Normality of the data

Normality of the data were tested through the uséoomal test using Kolmogorov-
Smirnov and Shapiro-Wilk tests, as shown in Tabl&4

Table Tests of Normality

Variable Kolmogorov-Smirno Shapiro-Wilk

Statistic df Sig. Statistic df Sig.
Optimal Ageing .032 376 .076 170 376 120
Observance of Resp

.076 376 .060 .029 376 .081
for Persons
Client Orientation .025 376 .087 .383 376 .092
Preparedness to Care

.048 376 .054 .225 376 .061
the Elderly

a. Lilliefors Significance Correction

Table 4.15 shows both Kolmogorov-Smirnov (K-S) aBSHapiro-Wilk test results.
However, to interpret the normality of the variab&hapiro-Wilk’'s (W) was used since it
is recommended by Garson (2012) for small and nmediamples up to g 2000. W is
comparable to the correlation between a given dathits corresponding normal scores,
with W = 1 when their correlation is perfectly nahand W = 0 when there is no
correlation at all. This implies that a significgn{p<.05) smaller W than 1 means that
the normality is not met. Hence, the normality atalis achieved when Shapiro-Wilk
(W) >.05. It is evident from Table 4.15 that theras no statistical significant differences
(P>.05) noted in any of the variables with theirresponding normal scores, that is, all

the variables met the normality condition.
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4.6.2: Test of Assumptions of Multi-collinearity

The study investigated the assumptions of multivoedrity; it is unacceptably high level
of inter-correlation among the independent varigbla a way that the effects of the
independent variables on the dependent variablaotdme separated from each other.
This implies that when multi-collinearity existstiveen variables, relative effects of the
determinant variables are exaggerated and therafordiable. To test multi-collinearity
a correlation matrix was used to check pattermt&frirelationship among the variables in
the study, as shown in Table 4.16.

Table 4.13:Correlation Matrix of the Study’s Variables

1 2 3 4

Pearson Correlatioll
Optimal Ageing (1) Sig. (2-tailed)

N 376
Observance of Res|o'Pearson Correlatiol.742" 1

Sig. (2-tailed) .000
for Persons (2)

N 376 376

Pearson Correlatio.534" -.021 1
Client Orientation (3)  Sig. (2-tailed) .000 .680

N 376 376 376

Pearson Correlatio.447" .070 021 1
Preparedness to Care _

Sig. (2-tailed) .000 175 .687
the Elderly (4)

N 376 376 376 376

**_Correlation is significant at the 0.01 levelH@iled).

Inter-correlation among the independent variablggobhd .08 is a sign of multi-
collinearity and should be put to further scrutii@ravetter and Wallnau, 2000). Table
4.16 indicates that all the correlation coefficeemtere less than 0.8 implying that the
population data was free of singularity, meaningréh was no multi-collinearity.
However, Leech, Barrett and Morgan (2005) obsdmag tise of correlation matrix of the
variables is not adequate sign of lack multi-celfinty among the variables. Hence, this

study further assessed the multi-collinearity issby examining Tolerance and the
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Variance Inflation Factor (VIF) which are two coliarity diagnostic factors. Table 4.17

shows the SPSS output indicating tolerance andaxee Inflation Factors.

Table 4.14: Tolerance and Variance Inflation Factor(VIF) Statistics

Model Collinearity Statistics
Tolerance VIF
Observance of Respect for Persons .995 1.005
1 Client Orientation .999 1.001
Preparedness to Care for the Elderly .995 1.005

a. Dependent Variable: Optimal Ageing

Tolerance is the percentage of variance in theigi@dthat cannot be accounted for by
the other predictors. The variable’s Tolerance-R?lwhile VIF is its reciprocal. Hence,
very small values imply that a predictor is redumddolerance values that are less than
.10 and VIF values greater than 10 may merit furthemination (Leech, Barrett and
Morgan, 2005). A small tolerance value suggeststtievariable under consideration is
almost a perfect linear combination of the othexdependent variables already in the
equation and that it should not be added to theessgon equation. From Table 4.17, it is
evident that collinearity conditions were met, givéhat each of the variables had
adequate tolerance (tolerance value > .10) andakWeei Inflation Factor (VIF <10);
indicating that there was no violation of multidoodarity assumptions which is a

requirement for multiple regression analysis.
4.6.3: Test of Independence of Observations

Table 4.18 shows the Durbin Watson test used tokctlighe assumption of regression

that the observations were independent was met.
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Table 4.15: Test of Independence: Model Summaly

Model R R Square Adjusted FStd. Error of thDurbin-Watson
Square Estimate
1 750 .562 .558 .13906 2.202

a. Predictors: (Constant), Observance of respect pfersons, Client Orientatic
Preparedness to Care for the Elderly

b. Dependent Variable: Optimal Ageing

Durbin-Watson is appropriate measure of indepergleassumptions for multiple
regression analysis. Gravetter and Wallnau (200@ygest that if there is no
autocorrelation, the Durbin-Watson statistic shdogdbetween 1.5 and 2.5. Table 4.18
shows that the Durbin-Watson statistic was 2.20&kwis between 1.5 and 2.5, implies
that the data was not auto-correlated, meaningnggsen of independence was not
violated.

4.6.4:Homoscedasticity and Heteroscedasticity

Homoscedasticity is the assumption of ordinary tlestpiares regression that is, the
variances of the residuals are homogeneous acewsts|of the predicted values. It
describes a situation in which the error term ie 8ame across all values of the
independent variables. A graphical method was useshow this by fitting residuals
versus fitted (predicted) values. Gravetter andlidal (2000) assert that if the model is
well-fitted, there should be no pattern to thedeals plotted against the fitted values. If
the variance of the residuals is non-constant ttenresidual variance is said to be

heteroscedastic. Figure 4.3 shows a graph of frgsmluals versus (predicted) values.
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Scatterplot
Dependent Variable: Optimal Ageing
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Regression Standardized Predicted Value

Figure 4.6:Scatterplot of standardized residuals a@jnst standardized predicted
values

Although Figure 4.3 show that the pattern of théadaoints were getting somehow
diagonal orientation pattern, an indication of mHteroscedasticity, the data points
(residuals) seemly formed a patternless cloud ofs dahich was a sign of
homoscedasticity (Tabachnick & Fidell, 2001). Thi®ans that it was assumed that
errors were spread out consistently between thmblas, indicating that the variance
around the regression line was the same for allesabf the predictor variables. Hence,
the assumption of homoscedasticity, which referedoal variance of errors across all

levels of the independent variables, was not Sicanitly violated.

4.6.5: Hypothesis Testing

A parametric test, Pearson Product Moment Cormlafioefficient was computed to test
null hypotheses, with scores on aspects of hegltess responsiveness as predicator
variables and optimal ageing as dependent varialiléhe items of each sub-scale which
were negatively worded were reversed. The variablese each computed from
frequency of responses and converted into contsismale, where high scale ratings
implied high perceived level of the health systemasponsiveness and high optimal

ageing, and low level of health systems responss®mmplied low optimal aging. The
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study used Pearson Moment Correlation analysis usecahe data were paired
observations computed on continuous scale measuotesnd the relationship between
the variables was expected to have linear coroglatvhich are necessary conditions for
the use of Pearson correlation, as recommendedsbya@d Onen (2014). In line with the
recommendations by Orodho (2012) correlation coieffits values were interpreted as:
Values of r between 0.9 and 1.0 as very highlyetated; between 0.7 and 0.8 as highly
correlated; between 0.5 and 0.6 as moderately latete between 0.3 and 0.4 as a low
correlation and correlation coefficients whose nitagie are less than 0.3 as of little if
any (linear) correlation.

The prior significant level (p-value) was set &,.8uch that if the p-value was less than
0.05, the null hypothesis would be rejected andclemion reached that a significant
difference does exist. If the p-value was largent®.05, it would be concluded that a

significant difference does not exists.
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