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Dissertation Abstract

Critical Hermeneutic Inquiry in Kagaa, Kenya: Refiguring Village Health
Education through Community Inquiry

The conversations with the Kagaa community and the literature reviews assert
that Kenyan village communities are in desperate need of health education knowledge.
The education system today has failed to meet the needs of today‘s social transformation
and empowerment with the rest of the world. The main purpose of this study is
refiguring village health education curriculum which will provide a culturally congruent
education curriculum.
Through critical hermeneutic inquiry approach I have reflected on every aspect of
my material and of doing research, including my own research philosophy: Who am I and
what are my own experiences as a Kagaa native? During this process, the focus of study
categories, fusion of horizons, narrative and imagination reflected a better approach on
the meaning of health education concepts and events occurring in the Kagaa village
community. Worth noting is that the critical hermeneutic inquiry approach allows for
flexibility and the participation of people in group action and dialogue efforts directed at
community targets enhances control and beliefs in ability to change people‘s own lives; it
is ―a means for learning how to think about problems in a different light‖ (Herda 1999:4).
My research material from Kagaa village includes research participants‘ taped
conversations relationship of Kenya education system between the past and the future
with interpretation and meaning making. Accordingly, the dialogue nature of this study
reviewed how a fusion of horizons can be a medium through which people learn about

ii

new health initiatives, while promoting a disease-free community through health
education curriculum for all children.
The study concluded by revealing significant and direct implications for leadership,
program organization, policy development, and program evaluations. These practical
implications for government and rural village development policies to link program
organization and policy planning development with shared narratives with stakeholders,
communities at large, government programs, and policy planners, coupling program
evaluations with narrative assessment with the stakeholders, and refiguring community
leadership as narrative. Thus, transformation and empowerment education curriculum is
proposed as an effective health education curriculum to enhance education system and as
a model for others‘ educational and societal commitment.
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CHAPTER ONE
FOCUS OF THE RESEARCH
Introduction
Kagaa village, located approximately 60 kilometers from the Kenyan capital of Nairobi,
is a small village in the Rift Valley. The people of Kagaa are farmers who grow tea as their
primary occupation. The narrative of everyday life in this village varies little from that of their
grandparents, though the population has grown and modest development efforts in the form of
new wells have brought new problems. These problems show the unanticipated cost of progress
achieved without care and are unfortunately representative of too many such efforts.
Wells designed according to current technology have been situated next to latrines
that reflect a traditional design and the result has contaminated the ground water needed
for basic survival. This is but one example of dilemmas faced by the people of Kagaa;
such problems are systemic throughout Kenya and indeed, much of the continent of
Africa. Nowhere are these problems demonstrated more vividly than in health statistics,
which show, for example, that one in 16 African women are at risk for maternal deaths, a
number that compares to one in 2,800 maternal deaths in more developed regions of the
world (Center for Disease Control 2000; WHO, UNICEF, and UNFPA 2000: 2).
Moreover, Africa‘s children are dying more frequently than any other children in the
world due to a shortage of health workers, supplies, and basic health care education.
These sobering statistics represent unimaginable grief and an untenable situation for the
people of Africa. The aim of this study is to propose a health education curriculum and
education policies that incorporate the most relevant and appropriate of both Western and
Kenyan cultures. The study will also examine practice implications for rural development
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and public health issues in the villages. According to Paul Freire (1973:36) ―nothing
threatened by correct development of popular emergence is more than an educational
practice which failed to offer opportunities for analysis and debate of problems…we need
an education that leads men to take a new stance toward their problems.‖ Public health
efforts through international and local efforts have achieved minimal progress in
addressing the growing health problems of the rural villages. Kibe, one of my
conversation partners, summarizes this problem by stating that ―good health
management, when it comes to treating and making sure they do not suffer in villages, is
still a long way from reaching the level of adequate care… the most important thing is
letting people understand and being educated in proper ways of managing and preventing
diseases.‖
Education is more than advancing through pre-conceived curricula or attaining a
degree, William Foster (1986: 10) asserts that ―rather it [education] is a living statement
of culture and of values that forms a part of the consciousness of every social member.‖
Education is an endeavor that students embark on to challenge real-life problems through
skill acquisition, imagination, and a sense of responsibility to society. It is apparent that
the education curriculum needs to tune towards critical understanding that gives meaning
to serving society.
Statement of the Issue
I grew up in Kagaa village and have had many conversations with people in my
village and in my family that draw upon both my personal experiences and my work in
public health. In my experience, many problems stem directly from a lack of knowledge
from which individuals and communities can imagine a new and different future. Neither
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the health care system nor school curriculum provides an understanding or interpretation
of health. I posit that health education is essential to address these problems because the
diseases that plague these communities are preventable and can be eradicated through
education.
According to George Urch (1992), education challenges in Africa are due to the
incompatibility, incoherence, or incongruity between societies, culture, and education
curricula. Curricula are not abstract concepts that exist outside of human experience;
rather they are ―a way of organizing a set of human education practices‖ (Grundy 1987:
5). The existing education curricula are the products of certain beliefs, value, and
assumptions that are shaped by historical, social, political, and economic activities of a
society (Urch 1992). This research study considers ways to appropriate a new
understanding about how leaders can approach policy in order to incorporate health
education at the K-12 school levels. The text of conversations with government workers,
community leaders, a medical officer, the school principal, and the community clinic
nurse serves as data that I analyzed using Hans-George Gadamer‘s ideology of health and
Paul Ricoeur‘s theorization of fusion of horizon, imagination, and narrative. My ongoing
aim is to co-create an everlasting health education that people can call their own so that
the culture, traditions, and customs of the village will be transformed and new approaches
to health care will become part of everyone‘s daily life. The leadership of the community
is very important for those who understand the community‘s needs. For Gadamer (1996),
understanding is application, and therefore, it is the application of understanding that I
intend my research inquiry to introduce to the village community. By engaging the
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community in critical interpretation of how traditions of health education curricula can be
applied as curriculum praxis, I hope to see the whole society benefit.
Herda (1999) explains, critical hermeneutic participatory inquiry seeks critique
through conversation about the conditions that constrain a meaningful ontological shift in
the life-world of individuals, communities, and institutions. In conversation people not
only learn about others‘ world of reality but also further clarify their own world.
Jurgen Habermas (1987: 138) explains community levels of understanding as a
―stock of knowledge from which participants in communication supply themselves with
interpretation as they come to an understanding about something in the world.‖
Habermas posits that dialogue is based on respect, mutuality, equity, freedom, and
sharing with one another. Africans lack this ―stock of knowledge‖ due to colonization,
which decimated communities by imposing new and inauthentic ways of being. The new
generation of African youth must acquire a new ―stock of knowledge‖ about health
education in order to adopt appropriate ways of being responsible within their
communities and to themselves. Approaching health education through interpretive
research allows communities and individuals to appropriate a new understanding of
health education, which is essential to overcome the vicious cycle of unmitigated diseases
and to bring hope for a better future to the youth. This research studies disease
prevention through health education curriculum within the critical hermeneutic tradition.
The positivistic approach to address the diseases in Africa, based entirely on
scientific method and objective knowledge, offers limited solutions in resolving these
health problems. I argue that by approaching these problems from an ontological view,
rather than an epistemological one, configuration of health becomes a community
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experience. This inquiry investigates the dominant view of health and explores how it
affects or differs from lived experience. Critical hermeneutic theorists expound this
concept. Ricoeur (1991) and Gadamer (1996) assert that an awareness of history residing
in our memory influences our ontological becoming. For Ricoeur (1991: 220), ―we are
affected by history and we ourselves are affected by the history that we make.‖In the next
section of this Introduction, I discuss the existing problems of health education in Kenya,
which underscores the importance of this research.
Background of the Issue
We are historically situated and what we do, even in the smallest space and time,
does have significance (William Foster 1986:13).
In 2007, the Kenyan Department of Health voiced its first concern about national
health conditions, (World health Organization (WHO) 2007, Fight Against Cancer). The
data that emerged from their report documented that chronic diseases such as cancer and
infectious waterborne diseases are causing more death and poorer living conditions even
than human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome
(AIDS). The data concluded that ―40% of all cancer deaths can be prevented.‖ For
prevention, care, cure and management of these diseases, education is necessary to
reduce the prevalence. However, in order to approach curriculum development around
such education, the history of education in Kenya and cultural dynamics within Kenyan
schools need to be understood.
Kenya‘s population is young, with over 75% below the age of 25. Maternal and
child health programs in Kenya cater to those under the age of five. School health
programs are still embryonic and services for in-school as well as for out-of-school youth
are desperately needed. Therefore, most youth reach adolescence without much
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awareness of their bodies and the challenges of reproductive health, including HIV/AIDS
control modalities. They are also challenged by nutritional deficiencies and other health
problems, such as malaria. Furthermore, most youth live in poverty due to unemployment
(Kenya Ministry of Youth Affairs, May: 2006).
Kenya gained its political independence from their British colonizer on December
12, 1963. Ngugi wa Thiong‘o (1998: 78) asserts that in ―both colonial and post-colonial
eras the territorial space has become a place of confinement literally and metaphorically,
a place where people truly live in the shadows of poverty, ignorance, and disease even
though they have done everything they could to alleviate their lot.‖ The problems that
were grounded in colonization continue to infect the Kenyan education system, as is true
with other African countries. In order to build a practical health education curriculum that
is responsive to culture, those who develop content need to engage in a more consciously
critical interpretation of cross cultural challenges. Assumptions, beliefs, values, and
thinking patterns that participating individuals bring to educational institutions vary from
person to person according to the culture in which that individual was brought up
(Kluckhohn 1949), which makes building an appropriate health education curriculum
praxis very challenging. Praxis requires an interpretive approach oriented toward
creating an educational atmosphere that will reduce diseases and promote quality of life
to Kenyan communities. Although health education is provided in schools today, not all
of the health issues have been adequately addressed, including prevention and healthcare
with proper disease control services.
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Kenya Health Policy
Despite the expansion in health care delivery systems since 1963, the population
in the villages and cities across Kenya has increased and demands for health care outstrip
the government‘s ability to provide effective services. In 1994, the Ministry of Health
produced Kenya‘s Health Policy Framework (KHPF) aimed at ensuring that the health
status of the Kenyan population improves. It sets out the policy agenda for the health
sector up to the year 2010. This includes strengthening the central public policy of the
Ministry of Health, adopting an explicit strategy to reduce the burden of disease, and
defining an essential cost-effective care package. The National Health Sector Strategic
Plan (NHSSP, 1991 - 2007), based on the (KHPF), emphasizes the decentralization of the
health care delivery through redistribution of health services to rural areas. In 2005,
National Health Sector Strategic Plan II (NHSSP II-2005-2010) was revised and
developed to reflect the poverty reduction strategy paper (2001-2004) agenda. The
NHSSP II plan focuses on the essential key priority packages, which are based on the
burden of disease and the service support systems required to deliver these services to the
Kenyans. The new plan also includes a mandate that all Kenyans maintain national health
insurance in order to guarantee a bed in a hospital in the event of needed hospitalization.
The national health insurance premium is set by the government guideline in order to
meet the poorer communities, last set at 2,000 Kenya shilling yearly, which can be paid
monthly or by government bursary if a family demonstrates financial difficulty. Major
players in the health sector include government agencies and officials represented by the
Ministry of Health (MoH), the local government, the private sector, and various nongovernment organizations (NGOs).
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The health sector today is faced with inequalities. Only 30% of the rural
population has access to health facilities within four kilometers, while such access is
available to 70% of urban dwellers. In both rural and urban areas the quality of health
services is reputed low due to inadequate supplies and equipment as well as lack of health
worker personnel. Moreover, regulatory systems and standards are not well developed
and do not include health education, disease prevention and behavioral interventions
within the village communities (Rural Health project II October, 2008: Human
Development Department).
This research examines the public and social sphere within societal sectors,
primarily working with high schools in Kagaa village to promote health education,
disease prevention, and behavioral interventions. In this work, I take a youth
development approach, which is one that aims to enhance competence, capacities, caring,
and citizenship among young people (Gould and Lomax 1993). Drawing from literature,
my research and personal experiences, I designed this approach to proactively educate
young adults to be peer educators rather than remain in a paradigm that approaches them
as problems to be fixed.
Peer education typically involves the use of members of a given group to effect
change among other members of the same group. Peer education is often used to effect
change at the individual level by attempting to modify a person‘s knowledge, attitudes,
beliefs, or behaviors. However, peer education may also effect change at the group or
societal level by modifying norms and encouraging collective action that leads to changes
in programs and policies (Sloane and Zimmer 1993).
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Some studies have shown that education can prevent death and disability from
chronic diseases; promote maternal, infant, and adolescent health; and promote healthy
personal behaviors (UNESCO 2005). Peer education has been used in many areas of
public health, including nutrition education; family planning, substance use, and violence
prevention (UNESCO 2005). Peer education is a popular concept that implies an
approach, a communication channel, a methodology, a philosophy, and a strategy. In
practice, peer education has taken on a range of definitions and interpretations concerning
who is a peer and what is education. Included in the latter definition are such varied
concepts as advocacy, counseling, facilitating discussions, drama, lecturing, distributing
materials, making referrals to services, and providing support (Flanagan, Williams and
Mahler 1996). The challenge that Kenya faces today is trying to turn adolescents into
analysts of their own discourse by raising reflexive awareness through everyday talk to
develop peer-based health activities.
Significance of the Issue
This research represents an exploration of various initiatives for health education.
Some studies have shown that education can prevent death and disability from chronic
diseases; promote maternal, infant, and adolescent health; and promote healthy personal
and self-responsibility because ―the impetus to address these causes of ill-health began
when there was sufficient support to form a community of interest‖ (Lancet 2008: 372;
962–71). This research inquiry takes place with the hope of contributing to educational
and developmental efforts that could lead to the transformation of educational policy in a
way that considers culture, traditions, and customs.
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New understandings may be reached by raising issues to the level of discourse,
fusing the past to the present health education problems. Chronic diseases are major
health issues in Kenya today and the treatment of them is costly in both financial terms
and with regard to their toll on the human psyche. Health education that proves effective
in preventing such problems bears the potential to significantly transform the lives of
African people and communities.
The participants are mostly from the post-colonial era. They believe any form of
education and especially health education is the best medium for confronting the public
health issues across Africa. Education in Africa mostly addresses socioeconomic
challenges by trying to further ‗modernization‘ and growth. Many families have lost
interest in educating their children because the expectation of education, when it was
introduced was in direct relationship to income and quality of life. Unfortunately, the
existing educational system has failed to produce the quality of life that is normally
associated with advanced learning. William Easterly (2006) posits that developing
countries cannot use the same leadership theories employed in Western-developed
countries especially in education and health systems.
The study of critical hermeneutics may create new opportunities for new thinking
in policy, planning, and development related to health education. This kind of thinking
may lead to saving many of the lives of those individuals currently affected by disease
and other socioeconomic factors that affect quality of life. Such thinking can be created
by creating a shared responsibility between the village community, the government, and
the international global health development community. This shared world brings the
potential for a positive relationship between leaders in the communities and organizations
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currently entrenched in efforts to improve the lives of the African village people. As Karl
Mannheim (1943: 23) realized several decades ago, ―in a society in which the main
changes are to be brought about through collective deliberation, and in which reevaluations should be based upon intellectual insight and consent,― a completely new
system of education would be necessary, one which would focus its main energies on the
development of curriculum praxis.
I analyzed the transcribed text of my conversations with research participants
about the varying cultural views within the village community. The understanding I
gained from analyzing the conversations of various participants informed my conclusions
and recommendations with regard to educational development and social action. For
Gadamer (1996), Martin Heidegger (1962), and Ricoeur (1991) the coming together of
varying cultures is an opportunity for an enhanced form of social action, one that bears
the potential for imagination and subsequent change.
Summary
This research study examines both the health education curriculum and education
system policy in Kenya. This research was conducted in Kagaa Village in Kenya
because I was born there and because it is representative of many places in Africa where
health care is still in a stage of infancy. The current efforts directed toward disease
prevention and interventions have seen minimal progress in addressing the growing
disease epidemics in Kenya and indeed in many cases have unintentionally made it
worse. This study examines education policy that supports health education initiatives
and considers the challenges that face African schools today due to societal and cultural
differences.
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The study‘s critical hermeneutic orientation provides the medium to create
appropriate health education policy for the Kenyan people, especially in rural villages
like Kagaa. A critical understanding of the situation enables educators and the
government to co-create a culturally congruent health education curriculum that is
comprised of human values and beliefs. As best summarized by Berger and Luckmann
(1966: 38), Kenyans ―must talk about themselves until they know themselves.‖ After an
exposition of current education system and government education policies, I conducted
research conversations with selected participants to explore different configuration of
health education. Then I analyzed, concluded, and made recommendations. It is my hope
that this text has overall meaning because it may open up new narratives and
understandings of village life to Africa and beyond.
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CHAPTER TWO
BACKGROUND OF KENYA
Introduction
Chapter Two provides an overview of the research site and includes an
introduction to the geography, history, and current issues within Kenya today as they
relate to health education. In this section, I provide an explanation about relevant Kenyan
culture through the lens of early anthropological theorists and through the experiences of
my own life having been born and raised in Kenya. These early anthropological theories,
additional authors, and my own observations demonstrate the complexity of many
African cultures and traditions and life after colonialism.
Overview of Kenya
Kenya is a tropical agricultural country. The main income comes from farming.
Ninety percent of the land is rich farmland. The other 10% is the wildlife reserve, which
is set aside for tourism and the Masaai nomad tribe who are allowed to herd their
livestock in this game park land. There are two main business languages, English and
Kiswahili. Kiswahili is a combination of the Bantu and Arabic languages and was
traditionally used as a trading language with the Arabs along the Red Sea and the Indian
Ocean. Kiswahili emerged as a form of verbal communication between different ethnic
groups. Today Kiswahili is spoken in Kenya, Burundi, the Democratic Republic of
Congo, Mozambique, Rwanda, Tanzania, Uganda, Oman, and the Comoros Islands.
Before 1970, Kiswahili was only a spoken language; few people knew how to write it
because it was not taught in schools. At that time, education was left in the hands of the
British missionaries. Students in grades from kindergarten to eighth learned in their
native dialect language and English was introduced from ninth through twelfth grades.
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Kiswahili was not taught. In 1970, this changed and Kiswahili was introduced in the
education curriculum from K-12 grades and became a business language in Kenya
(Okello 2002: 28).
Currently, from kindergarten through eighth grade students must write, read, and
communicate in two languages: Kiswahili and the local language dialect. Students
entering into higher education must write, read, and communicate fluently in English and
Kiswahili. In the first year of high school they drop the local language dialect from
curriculum and from then on it is only spoken outside of the classroom. When the
students graduate from twelfth grade, they are capable of reading, writing, and
communicating fluently in three languages, if not more. It is not surprising, therefore,
that health education curriculum has been difficult to develop in the African
communities. Critical hermeneutics holds that knowledge or reality is intersubjective,
but knowledge shapes culture, tradition and history. Curriculum is a process of culture,
human values, and belief systems, which makes it difficult to develop a template. For
Gadamer (1996), understanding is application, and therefore, it is the application of
understanding that I intend to introduce through my research inquiry. I hope to engage
educators in a critical interpretation of how the understanding of traditions of health
education curricula can be applied as curriculum praxis through language.
Language is very important to the Kenyan people because they speak many
dialect languages. There are three ethnic groups in Kenya, the Bantus, the Cushites and
the Nilotes (Kenya Information Guide 2009). Each ethnic group has many dialectic
languages and within that group they understand other dialects because their languages
use the same basic word formation. However, those from different ethnic groups share
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fewer spoken words in common and are more likely to attempt basic communication
through a combination of listening and body language interpretation.
Geography of Kenya
The main ethnic groups of Kenya are the Bantu, who migrated from western and
central Africa; the Nilotic people, who originated from Sudan; and the Cushites group,
who were mainly pastoral tribes from Ethiopia and Somalia. These origins remain
evident by their choice of habitation amongst the diverse geography of Kenya, with each
group choosing as primary residence an area that is similar to that from which they came.
The country takes its name from Mount Kenya, located in the central highlands (Kenyatta
1966). Kenya (Figure 1) is located in
East Africa and borders Somalia to the
northeast, Ethiopia to the north, Sudan
to the northwest, Uganda to the west,
Tanzania to the south, and the Indian Ocean
to the east, straddling the equator. Kenya
shares Lake Victoria, the largest lake in
Africa and the main source of the Nile River, Figure 1: Map of Kenya source: Google maps
with Tanzania and Uganda (Waters and Odero 1986).
Another significant feature of Kenyan geography is the Great Rift Valley, the wide, steep
canyon that cuts through the highlands.
Kenya is also home to some of the world's most spectacular wildlife, including
elephants, lions, giraffes, zebras, antelope, wildebeests, and many rare and beautiful
species of birds. The Great Rift Valley is thought to be one of the places where human
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beings originated; archeologists working in the valley have found remains of what they
speculate are some of the earliest human ancestors (Potts 1996).

History of Colonialism
Historically, Kenya is one of the most ancient countries of the world. Kenya has
a rich history that dates back several million years and consists of historic civilizations
followed by more recent colonization. Kenya‘s colonial history began when the
Portuguese arrived in 1498, taking control of the eastern part of the country after 1505
(Kenyatta 1966).
In 1884–1885, the Congress of Berlin divided the African continent among
various European powers. Britain had gradually increased its domain in Kenya and thus
Kenya was named a British protectorate. Increasing economic opportunities brought
thousands of British settlers who displaced many Africans, often forcing them to live on
reservations, which took away their cultural roots and their way of life (Nigel Pavitt
2008). Some Africans resisted (Benson Okello 2002: 156-159), including the Kikuyu,
which is my tribe. However, this resistance was defeated by the superior military power
of the British, who forced the Kenyans to work on farms in virtual slavery and made it
illegal for the Kenyans to grow their own food, wear traditional clothes, or practice
traditional medicine or other rituals.
In the early 1950s, the Mau Mau rebelled against British rule and murdered white
civilians as well as police officers (Okello 2002: 240-244). In retaliation for these
murders, the British killed the Mau Mau and their sympathizers in large numbers. In
addition, the British introduced a policy to displace entire tribes by interning them in
barbed-wire camps for six months or until they agreed to follow British regulations,
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which represented a deliberate attempt to disconnect people from one another (Ngugi wa
Thiong‘o 1998:46-49). This disconnection changed the existing culture, individual and
community identity, and imagination about a better life in the future. This disconnection
undermines the very concept of solicitude, for as Ricoeur (1992: 3) notes, ―oneself as
another … implies otherness to such an intimate degree that one cannot be thought of
without the other…we cannot become interconnected with each other unless we are in
harmony with our own being.‖ C
When other tribes could not trade with each other because they were prohibited
from freely moving from one place to another, they started to rebel against the British
colonials and joined the ‗Mau Mau‘ rebellion. British stability in Kenya became hard to
maintain. In 1960 at the Lancaster House Conference in London, the British approved
Kenyan independence under their first president, Jomo Kenyatta, and Kenya became
independent on 12 December 1963 (Ngugi wa Thiong‘o 1998: 47).
History and Culture Since Colonialism
Before colonization, Kenyans identified primarily with their tribe or ethnic group.
This identification was represented by art, customs, and traditions, which included
moving freely from one settlement to another, an activity that created a broader identity
within the Kenyan community as a whole. During colonialization, this changed and the
Kikuyu became more likely to identify themselves as Kenyans than as Kikuyu. This
transformation of identity was necessary to achieve protection from British authority and
harassment (Godfrey Mwakikagile 2007). Many of the European countries not only
controlled African countries during the colonial period, but also attempted to control
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these same countries after independence through providing or withholding aid (Calderisi
2006: 25).
Throughout Kenya, different ethnic tribes became disconnected from themselves
through implemented strategies of the colonizing power. After independence, the Kenyan
flag was created to symbolize the connectedness of oneself and another through the
narrative identity of the people, which now included the struggle they endured toward
freedom. The Kenyan flag has three horizontal stripes—red, black, and green—
separated by thin white bands. The visual text on the flag is designed so that the black
symbolizes the oneness of people of Kenya,
the red stands for the bloodshed in the fight for
independence, and the green symbolizes agriculture.
In the center of the flag is a red shield with black and
white markings and two crossed spears, which stands
for vigilance in the defense of freedom.

Figure 2: Kenya flag source: Google

maps
The Kenyan sense of self-knowledge as otherness is important as the healing and
forgiveness from the scars of colonialism continue. The Kenyan understanding about
otherness is also important for family survival, for we cannot become interconnected with
each other unless we are in harmony with our own being. This understanding is reflected
in cultural manifestations of family life. Extended families are considered a single unit;
children are often equally close to cousins as siblings, and aunts and uncles are thought of
as fathers and mothers. These large family groups often live together in small settlements
or farms (sambas), which is true of my family in Kagaa. Child rearing is seen as a
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communal responsibility and the children are shared among aunts, uncles, grandparents,
and other members of the community, both in Kagaa village and all other villages I
know. Boys and girls have fairly separate upbringings, with each being taught duties and
obligations specific to their gender. The girls learn early how to carry water, cook, and
care for younger siblings, while boys are schooled in the ways of herding or working in
the fields. Children are also grouped into "age sets" with peers born in the same year
(Neal Sobania 2003). Members of a given age set form a special bond. While I was
growing up, my mother, taught me how to work in the field, cook, and take care of my
two younger sisters, but as girl, I was not taught how to milk or herd the cows. My
mother wanted me to go to school; therefore, I did not learn how to pick tea, which is
picked very early in the morning. Today, boys and girls are equally taught to care for
their younger siblings, to herd, and to work in the fields. Kagaa village children today all
have to be able to pick tea from the tea plants and to milk the cows.
These values, tradition, and customs reflect traditional behaviors that survived
colonization; they are important because they have kept people connected to oneself and
another and because they exist in relation to experiences of being-in-the-world. That said,
much of the imposed disconnectedness still lingers among the communities, especially
with regard to understanding the health issues that plague the community (Osaak
Olumwullah 2002). Understanding the history and culture of the Kenyan people provides
awareness that these beliefs are important to identity and well-being. As Shahideh (2004:
37) says, ―understanding is being and being has no meaning if not in relationship to
others.‖
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Understanding Kenyan culture and beliefs about history helps us to understand
and interpret their struggles today. Ngugi wa Thiong‘o (1993: 42) asserts that under
colonialism the Kenyan people had to struggle against the destruction of people‘s
―language, history, dances, education, religions, naming systems, and other social
institutions that were the basis of their self-conception as a people.‖ In addition, Kenya is
known for its sculpture and wood-carving, which often has religious significance. Figures
of ancestors are believed to appease the inhabitants of the spirit world, as are the
elaborately carved amulets that Kenyans wear around their necks.
In my upbringing, I learned how men and women were treated differently in the
villages. For example, artwork was developed by men and boys and they performed the
religious rituals, while women were responsible for making clothes and house cooking
utensils, knitting, basket weaving, and decorating the home. For nutritional purposes,
men were responsible for butchering meat to feed the family, while the women were
responsible for cooking other foods, such as vegetables and grains. In teaching traditional
medicine, there is gender equality between adult men and women, but young adults are
not allowed to learn traditional medicine until they are married and have children of their
own. The students go through ritualized traditional medicine training approved by the
elders of the community. The disease treatment is performed by both women and men.
During the colonial era, women did not go to medical school. However, much of
traditional medicine is practiced by women. Most of the traditional medicine knowledge,
however, was lost when native plants in the fields were destroyed by colonization and
practicing in secret made it harder for elders to train the youth. Traditionally, students
lived with the medicine man or woman and learned and practiced with patients. Today,
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many villagers who seek traditional medicine treatment are dying needlessly due to the
lack of expertise and understanding of prognosis in today‘s microbial diseases. The
population has increased tremendously, global movement into and out Africa has
increased, and untraditional microbial viral diseases have likewise increased.
Unfortunately, there has been no increase in health knowledge about these diseases or
expertise about how to prevent or cure them. Today, Kenyans turn to Western medicine
with minimal understanding and interpretation and in doing so they adopt an approach
that is positivistic, which contributes to the continuance of major health issues in Kenya
today. Several of my participants summed up this problem by saying that in Western
medicine, the physicians make the decisions about everything and the patients do what
the doctor says. This is not only inherently limiting, but is a paradigm that is further
frustrated by the fact that the language the doctors use is often difficult to understand or
comprehend. Therefore, problems are exacerbated by a failure to authentically connect
with either the culture or the language of the community being served.
Health Issues in Kenya
In a traditional African setting, the Western notion of medicine seems peculiar
because in Africa the patient is seen not only as a physical being, but also as a body with
soul and a spirit (Good 1987). When a faith healer helps someone, he or she does so by
seeking to strike equilibrium amongst these components of human identity. As Ruth
Benedict (1934: 46-47) says, ―such patterns of culture cannot be ignored as if they were
unimportant details….but the result of a unique arrangement and interrelation of the parts
that has brought about a new entity.‖ However, the Western colonial interpretation of this
element of African culture was that it was witchcraft and it was dismissed as primitive
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(Malinowski 1945: 94-99); as a result, traditional medicine or faith healing nearly
disappeared during colonization, though some iterations of it were practiced
underground. The only legacies of the authentic form of traditional health care left for
successor generation inheritance are stories.
As I mentioned earlier, a revived form of African traditional medicine has
somewhat recently emerged, taking an important place in health care delivery among
Kenyans. It is a first port-of-call before Western or orthodox medicine and a last resort
when all orthodox efforts fail (Good 1987). This research study does not propose to
compare the two systems, but to consider how the health education system can be
reconsidered, reinterpreted, and transformed to allow Africans to appropriate it as their
own and meet the needs of the community. Some aspects of this have been attempted
through community-based development efforts. By mid 1970s, there was a heightened
global energy directed towards health for all that culminated in the 1978 International
Conference on Primary Health Care (ICPHC 1978). From this came the Declaration of
Alma Ata, named after the place that the conference took place in the Union of Socialist
Soviet Republics. The key principle of this declaration was recognition that the
community ought to be the first level of involvement in the health system. However,
progress since then has been elusive and health development indices disheartening,
leaving the communities lost between Western medicine‘s methodology and African
medicine‘s traditional practices (ICPHC 1978).
During my research conversations, I learned that most participants have an
understanding that to overcome the Kenyan health issues, we must look at the issue
holistically. Many participants suggested that spiritual, psychological, intellectual, social,
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and cultural aspects of the people need to be incorporated into the health education
curriculum. When students go to school they should not just take academic subjects, but
learn about the personal growth, health of self, and the community around them. Many
of my research participants believe that courses in health education and African culture
together with the existing curriculum system would create a strong foundation for all
students‘ development. They want them to be proud to be Africans. The conversations
brought me more understanding of ontological becoming and the participants‘ remarks
suggested that African students would benefit from opportunities to appropriate options
from both Western and African culture. Critical understanding of culture opens the mind
and brings forth ability to accept others in the form of humanity. Heidegger (1962)
asserts that a person‘s opening of her or his mind to other cultures, for the purpose of
understanding and synthesizing them with one‘s own, leads to genuine ontological
becoming.
Education curriculum issues
Curriculum is not ―an abstract concept which has some existence outside and
prior to human experience. Rather, it is a way of organizing a set of human educational
practices‖ (Grundy 1987: 5); practices that are shaped by people‘s value and belief
systems, which themselves are shaped by culture, through attention to tradition and
history. Mainly there are two philosophical traditions that influence curriculum
construction; positivist tradition and critical hermeneutics tradition (Chet Bowers 1987;
Shirley Grundy 1987; Bruce Wilshire 1990). The positivist tradition holds that reality is
objective and this is immune from the influence of human culture, tradition, and history.
It is attained only through systematic scientific investigation (Richard Bernstein 1983).
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Based on this belief the positivist tradition constructs educational curriculum that aims at
the attainment of ―objective‖ reality or ―objective‖ knowledge. Positivist curriculum is a
technical one that emphasizes procedure and method for the purpose of assimilating
objective knowledge or information (Bowers 1987; Grudy 1987; James Henderson 1999;
Freire 1992). It is this kind of curriculum that has dominated the Kenyan educational
system throughout its history, and because this form of curriculum focuses on objective
reality it fails to align itself with local culture and with the fundamental needs of the local
society.
On the other hand, critical hermeneutics holds that knowledge or reality is
intersubjective. Knowledge is not separate from the knower, and that the knowledge is
shaped by culture, tradition and history (Berstein 1983; Gadamer 1996; Ricoeur 1991).
Within the critical hermeneutics tradition, education curriculum is not constructed based
on an objective reality that is supposed to be separate from the subject (the knower), but
on knowledge and understanding that is shaped by one‘s culture, tradition and history.
Critical hermeneutics informed curriculum uses language as a medium to attain
understanding and meaning making (Bowers 1987; Grundy 1987). Critical hermeneutics
traditional curriculum is moved by an emancipator interest. That is, it aims at what is
good; it deliberates and makes morally acceptable decisions in light of a society‘s culture
and traditions; and in the process constructs curriculum praxis aimed towards the benefit
of society.
Summary
Human culture, or what Ricoeur (1974) called human civilization is not an entity
that is readily transferable from one society to another; each is a process of innovation
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(Roy Wagner 1981), a process of ontological becoming that takes place at a specific time
and place. Similarly, educational curriculum cannot be easily transferred from one
society to another. Consequently, in order to properly serve society a curriculum must
genuinely reflect the social, economic, health wellness of its society, political reality,
social culture and traditions (Cabal 1993). Chapter Two describes the history, culture,
traditions, and health issues of the Kenyan people. The rich, yet at times, turbulent
history and social traditions and customs are vital in understanding the nature of Kenya‘s
current struggle with development of health education and public health. Since
colonization, many challenges persist between cultural beliefs and Western civilization,
especially in health and education, and many Africans remain uncomfortably straddled
between two systems, each inadequately interpreted for their needs. A critical
understanding of curriculum holds that it is comprised of cultural understanding, human
values and belief systems. For Gadamer (1996) understanding is application, and
therefore, it is the application of understanding that I intend my research inquiry will
introduce to Kenyan educational community, via interpretive framework, in order to
engage the community in critically interpreting how understanding of health education
curriculum can be applied as curriculum praxis. Chapter Three explores several of
Africa‘s challenges of health issues, imagination as a basis for policy development, and
considers how culture influences curriculum construction.
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CHAPTER THREE
REVIEW OF LITERATURE
Introduction
The review of literature includes community health education and also explores
culture as a medium of social change. The literature about health issues in Africa focuses
on anthropological cultural construction, health as being, health issues that are
specifically relevant in Kenya, and health education construction. The primary topics for
this review include: Community Heath Education Development, Health Issues in Africa,
Health Issues in Kenya, and education policy in Kenya.
Community Health Education Development
The purpose of community health education is to provide a service to society. As
Cabal (1993: 128) says ―everything humanity does to enrich its own nature and
institutions and to improve attitudes and behaviors,‖ enhances human becoming and
serves human beings-in-the-world. Community health education helps society to
envision a brighter future through constructive and objective criticism in search of
quality-of-life through health, economic equality, and the experience of freedom, dignity,
and democracy. Educators who take responsibility for inviting the community into the
unfamiliar world of health education development must be aware of their prejudices and
biases, as those will affect their interpretation of the existing culture and customs.
Gadamer (1996: 269) emphasizes the importance of this awareness ―so that the text can
present itself in all its otherness and thus assert its own truth against one‘s own foremeaning.‖
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Health education serves society by helping to create a resourceful culture where
people are able to reflect on themselves, to critique their own traditions, to increase their
historical consciousness, to unceasingly look for meaning, and to do the work that
cultivates oneself and another in health. Grundy (1987: 7) writes ―if we scratch the
surface of education practice, and that implies organizational as well as teaching and
learning practices, we find not universal natural laws, but beliefs and values.‖
The current understanding of health in Africa involves a positivistic approach that
views health as the absence of disease. Health is a diagnosed condition and applies to an
individual‘s biological functioning. As Simons-Morton, Green, and Gottlieb (1995: 5)
say, this ―de facto definition [of health] …is generally unspoken and unwritten yet is
reflected in most health-related actions. As such, it has generated a number of problems.‖
The World Health Organization (WHO) defines health as a ―state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity‖ (WHO
1948). We have conditioned ourselves to believe that health can only be understood
through science. The subjectivity of the positivist approach leads to measurement
problems and historic tendencies to rely merely on mortality and morbidity statistics to
assess relative states of health (Simons-Morton 1995: 29).
To understand alternative approaches to health, we need first to address the
meaning of education, for improvements in health are inherently linked to changed
actions, which can occur through education. George Eshiwani (1999: 23) defines the
goals of education in two points: first, that ―the individual should be able to develop his
potentialities to attain self-actualization‖ and second, that the goals ―are supported by the
community.‖ Ngara (1995: 56) asserts that ―there is no education system which is
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ideologically neutral. The education system of any society to a large extent reflects the
ideological value systems and cultural prejudices of the dominant social groups of that
society.‖ Eshiwani (1999: 23) echoes this idea, noting that ―education has the function of
transmitting skills, knowledge, norms and values from generation to generation; it has the
functions of the formation of social personality.‖
Echiwani thus links education and social behavior; health education in particular
reflects the conceptual view of a particular society or group of people, which includes
their culture, history, tradition and linguistics. Therefore, interpretive meaning and
understanding cannot be separated from the historical and societal circumstances that
play a central role in the process of its formation. Through health education, curriculum
praxis will allow meaning making through cultural interpretation and understanding. For
both Gadamer (1996) and Freire (1973), understanding implies application. As Freire
(1973: 44) asserts ―once man perceives a challenge, understands it, and recognizes the
possibilities of response, he acts…critical understanding leads to critical action; magic
understanding to magic response.‖ Below, I explore the most prevalent health problems
facing the people who live in the African continent.
Health Issues in Africa
Chronic and Infectious Diseases
Chronic diseases are major health issues in Kenya today (World Health
Organization 2005). Today, chronic diseases such as heart disease, stroke, cancer,
typhoid, cholera, yellow fever, malaria, and diabetes are among the most prevalent,
costly, and preventable of all health problems in Kenya. Approximately 28 million
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people died in 2005 either chronic or cardiovascular disease. These diseases alone killed
five times as many people than HIV/AIDS (CDC 2005).
According to Bowers (1987), positivism informs the majority of classroom
curriculum, focusing on procedures, which is an approach that divorces positivism from
cultural, moral, and ethical virtues. Although in many aspects their philosophies differ,
Henry Giroux (1981: 52 – 53) affirms this line of thought when he writes that
… classroom knowledge is often treated as an external body of information, the
production of which appears to be independent of human beings. From this
perspective,
human knowledge is viewed as being independent of time and place; it becomes
universalized as historical knowledge…..knowledge, then becomes not only
countable and measurable, it also becomes impersonal.
Approaching health issues impersonally is a problem directly at the root of the failure to
rise above a cycle of failure to solve the circle of preventative diseases in Africa.
There are many examples of how this approach has deepened the problem. One is
demonstrated in the origin of cholera, which occurs when a toxin-producing bacterium,
Vibrio Cholerae, infects the alimentary canal (gut). It is carried in water containing
human feces. In its most severe form, and without treatment of antibiotics, it causes
acute diarrhea and dehydration and can kill within hours of symptoms showing.
According to J. Morris (2007: 32), John Snow was a doctor in 19th-century London who
was the first to link cholera with contaminated water. He studied an outbreak in 1854
that killed more than 600 people in a few weeks; mirroring the tragic outcome that occurs
in African villages today. Morris (2007: 1) describes one such contemporary example in
chillingly similar terms, noting that in 1994 ―cholera swept through refugee camp in
Goma, Zaire, and killed sixty thousand people in less than a month… [this was the] worst
outbreak of waterborne disease in human history.‖
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Preventing cholera relies on proper sewage treatment, sanitation, and water
purification. When villages had fewer people, this occurred naturally, for water has an
―inherent self purification capacity, but the ever increasing human pressure on the water
bodies because of demographic growth, modern technology and agriculture, has led to
cropping up of several water pollution problems‖ (Goel 2006: 83). Since Kenyan
independence, the population has increased, overwhelming systems that worked naturally
for generations before. In Kagaa village, my family has similarly increased in number
and likewise use the underground sewage contaminated groundwater. My understanding
through conversations with family members and neighbors is that they are unaware of the
ways that water can become contaminated by mixing with sewage underground. This
lack of knowledge demonstrates the limitations of a positivist approach, which can fail to
marry cultural knowledge with scientific solutions.
Africans are still reaching out to experience health and full life. The root cause of
much of these problems is poverty, lead by the Lords of Poverty in other words political
power and corruption, which has been a long-standing obstacle to many countries‘
development, including many in Africa (Hancock 1989). The wretched poverty that
exists in much of Africa shows the continued effects of colonialization, in which
development occurred, but was generated by external powers that did not build on
traditional systems but instead intentionally destroyed and attempted to replace them.
Since independence, both bad politics and cold war dynamics have resulted in a
consistent disempowering of African leaders, who found greater success in maintaining
their power when they acted with loyalty to a particular camp and without regard for the
needs of their people. This so-called loyalty, highly political in nature, continues to take
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place at the local level, the very level at which retention of traditional systems and local
leaders is most needed in order for programs, including health programs, to be
implemented (Wallace, Bornstein and Chapman 2007: 22-23,122; Maina 1998).. Unfair
international terms of trade that represent another manifestation of this problem is an
issue that was acknowledged in the late 1990‘s (Oyebade 1998). As a result of a number
of factors, this poverty manifests in ways that are specifically deleterious to health issues,
as represented by the low number of African health workers to population ratio, which is
worse across the countries of Africa as compared to any country in the world (WHO
2005).
Table 1 below shows the estimates of health personnel: Physicians, Nurses, Midwives,
and the population health worker ratios as of the late 1990‘s in African countries (WHO
2006).
Table 1. Health Worker Ration: WHO, the Millennium Development Goals Report 2006
Health Worker
Medical Doctors

Population Ratio
31 of 48 Sub-Saharan Africa countries have 1 doctor per
20,000

Nurses

22 of the 36 countries with data have 1 per more than
2,000 people

Midwife

All the 29 countries with data have 1 midwife per more
than 2,000 people
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In the discussion below, I explore various anthropological cultural constructions
to interpret and understand the textual meaning of health education and the needs of
society. Understanding the cultural construction in any African research could bring
closer the horizon of future imagination and the expectations of the African communities.
Cultural Construction
Africa is still very much a continent of communities, even in its villages and
urban centers. In his 2006 book, ―Race against Time,” Stephen Lewis documents how
Africa‘s poverty has been increasing within an economic global climate that could have
been more helpful to Africa but has not been. With the majority of Africans living in
absolute poverty, this results in a dispirited, lethargic existence that is steeped in
helplessness. Understanding human culture could bring light to African health issues by
more deeply exploring how people communicate and develop their knowledge about life,
which affects every facet of their lives, including their approach to individual and
community health education, prevention, and treatment.
In order to understand the complexity of many African cultures and envision
changes that communities might appropriate, I reference the work of early
anthropologists, who suggest reviewing and identifying patterns of evolution, contextual,
functional, structural, and interpretive. Ngara (1995: 56) affirms the value of this
approach in terms of understanding education, for ―the education system of any society
reflects the ideological value systems and cultural bias and prejudices of the dominant
social groups of the society.‖ How a society structures education is representative of the
cultural, historical, and traditional and customs of a society? Benedict (1934: 46-47),
writing previously, affirms that ―such patterns of culture cannot be ignored as if it were

32

unimportant details….but the result of a unique arrangement and interrelation of the parts
that has brought about a new entity.‖
The evolutional approach to understanding culture suggests that human brains are
innately similar, thus the mental processes of specific individuals are similar. According
to this theory, regardless of whether people live in Africa or in the Western world, all
societies pass through the same comparable processes of culture. E. B. Tylor (1958: 1)
defines culture or civilizations, taken in their wide ethnographic sense, as a ―complex
whole which includes knowledge, belief, art, morals, law, custom and any other
capabilities and habits acquired by man as a member of society.‖
Similarly, Radcliffe-Brown (1952) believes that the purpose of culture is to serve
society. However, the functionalist approach that Radcliffe-Brown advocates still leads to
an inquiry grounded in the structural approach introduced by Claude Levi-Strauss (1963).
Levi-Strauss (1963) believes that examining representations enables the researcher to
identify the underlying structures and to analyze how these structures interconnect to
create the integrated system of a culture.
The early anthropologists offer understanding about what culture is, but do not
contribute to understanding about how culture influences social action, political,
economical, and social aspects of a life world. Clifford Geertz, an anthropologist from the
United States who is known for his contribution in the development of the interpretive
approach, defines culture as ―a historically transmitted pattern of meanings embodied in
symbols, a system of inherited conceptions expressed in symbolic forms by means of
which men communicate in language, perpetuate, and develop their knowledge about and
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attitude toward life‖ (Geertz 1973: 89). He sees culture woven together as webs of
meaning within which people live, feel, express intent, and act.
Language has the potential to create action, for language is the medium in which
we live out our lives. Herda (1999: 10) says that to ―think of language as a tool or
structure limits our creativity and binds us to designated acts outside of our being and
apart from our history.‖ If language is used as a tool or structure, it cannot carry the same
responsibilities. Language is a true medium for developing curriculum praxis.
Curriculum praxis at schools will help policy conversations to focus on issues that
examine, explain, and interpret health issues and consider how developing an
understanding of issues is an endeavor that is shaped by traditions and history. Through
this process separate narratives come together to create a new narrative, a new
understanding, a new form of practical action, a new form of curriculum praxis. In the
case of this study, Ricoeur (1991: 66) offers insight, noting that ―understanding is not
concerned with grasping a fact but with apprehending a possibility of being.‖
As Ricoeur (1984: 55) says, ―the outcome of an action may be a change in fortune
toward happiness or misfortune.‖ It is only through flexibility and consciousness of
language that the members of the education institution can achieve holistic societal
development by analyzing, critiquing, and understanding the true meaning and essence of
educational praxis as it relates to a given societal culture. Both for Gadamer (1996) and
Ricoeur (1991), language is the true medium for creating communicative action, the true
medium through which cultural differences become a source of new knowledge and
learning. According to Bowers (1987) language is also the medium for organizing
thought processes and Gadamer (1996: 453) concludes suitably that ―whoever has
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language ‗has‘ the world.‖ Because most African live in a multicultural society in which
many people communicate in two, three, or even four languages, inherent challenges
exist to the process of understanding and then communicating clearly.
This challenge, like many in Africa, is perpetuated by the fact that most of the
African systems of curriculum are a Western construction. My research plans to
circumvent this wider issue by focusing on curriculum at the local societal level, which
may allow ―for relationships to develop, providing for a common ground for further work
and the possibility of developing a community‖ (Herda 1999:61). In such an approach,
conversations could become the narrative that describe, enlighten, and propel the social
cultural experience. This understanding of culture influences how educators or
community health workers can best construct a successful curriculum that will serve the
authentic cultural needs of the society and strength the self-responsibility of individuals
in the community. Geertz (1973:145) sees social structure and culture as different
phenomena, noting that ―culture is the fabric of meaning; social structure is the form that
action takes, the actually existing network of social relations.‖ To construct a successful
health education curriculum requires understanding of health and disease as objects of
being, a concept that I elaborate upon in the next section.
Health as Being
Current health understanding in Africa primarily involves a positivistic approach
that views health as the absence of disease. Health is commonly seen merely as a
diagnosed condition and applies to an individual‘s biological functioning. The medical
response to this definition is to control the nature of the disease by controlling the objects
that cause disease. While seemingly logical, this approach in fact has limited
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effectiveness because it lacks an awareness of health as being, a concept that relates
physical health to the existence of the community. The critical hermeneutic alternative
offers a way of interpreting health so that the medical responses are incorporated within
an understanding of the entirety of an individual‘s life and thus bears potential to have
better and more long-lasting results.
Gadamer (1996: 113) discusses health as a state of equilibrium, where the body
and mind are in a constant battle to remain balanced. Since at any time this state of
equilibrium is in fluctuation, it is necessary for the natural biological system and modern
medical science to balance it. The critical hermeneutic approach understands health as a
condition of being. We are always present in health and enjoy being in the broad context
of the quality of life experienced. Gadamer (1996: 108) states that if ―health really
cannot be measured; it is because it is a condition of inner accord, of harmony with
oneself that cannot be overridden by other, external forms of control.‖ Therefore, with
positivism the representation of the illness problem is misleading because there is no
understanding between the health care worker and the affected individual of oneself and
another in the community. The health care worker‘s primary goal is control the nature of
the disease; often this results in an approach that is simplified instead of addressed by
building upon relationships and addressing root causes in a holistic and culturally
appropriate sense.
This need for more contexts to medical interventions is represented by the
dilemma experienced by African families in terms of their desire for greater health and
their traditional view of medicine. In a traditional African setting, the very idea of
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medicine as utilized by Western practitioners seems peculiar. According to Little (1954:
127-128), medicine in Africa is a living force, one that
represents a special kind of supernatural power or quality which becomes
attached to the object through the influence of Ngai (God) because a connection
with Ngai is implicit in the notion of hale (medicine)… mishandling of it may
bring down harm on its manipulator and those associated with him. The more
powerful medicine might be compared to electric batteries of high voltage; they
are charged with energy.
The meaning of health for each individual is ―thrown‖ towards a particular life
that includes physical environment, culture, traditions, and history in order to make sense
of our world (Heidegger 1996: 12). These attributes determine where we start our life
through choices and experiences in our worldviews. Gadamer (1996: 112) describes
health as the point at which we have ―such a feeling of well-being‖ that we ―are open to
new things, ready to embark on new enterprises, and forgetful of ourselves, scarcely
[noticing] the demands and strains which are put on us.‖ Therefore, a critical
hermeneutic approach to health considers a broader definition than what occurs within a
purely scientific paradigm, which ultimately cannot resolve community issues related to
the sustainable improvement of people‘s health and well-being. Gadamer (1996: 107)
explains that ―it is illness and not health that objectifies itself, which confronts us as
something opposed to us and which forces itself on us.‖
In Western civilization, science and medicine dominate our understanding of
health and illness by measuring data but not by considering how individuals understand
health. Including an understanding of health is a widely recognized pillar of the
―community-based health care‖ approach that was first addressed at an international
conference on primary health care ( ICPHC 1978). In such an approach, the
community‘s assessment of its areas of mutual concern are addressed in the order that the
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community places them, utilizing mutually respectful modalities of relating to people and
then identifying health actions on the basis of the understanding that emerges from this
approach. This way of approaching community health also places increased focus on the
importance of translating concepts rather than just words and building supportive
partnerships and networks for long term sustainability of health by embracing healthpromotion, disease prevention, and curative and rehabilitative services at the community
level. Contemporary research affirms that such an approach is effective and that health
development will happen in the community and therefore in the nation, by taking a broad
approach and aiming at universal access to health care within every village (Downey
2008: 134).
Health Issues in Kenya
The Kenyan health system is structured in several sectors: dispensaries, private
clinics, health centers, sub-district hospitals, district hospitals, and private hospitals.
These are again classified into two systems: Provincial hospitals and National hospitals.
Workers in the rural villages operate the dispensaries, private clinics, and health centers
with minimum supplies or workers. For example, in Kagaa village there is one health
center with one nurse. The villagers refer to this individual as doctor because she does
everything from diagnosing diseases, to writing prescriptions, to giving injections, to
everything else a doctor would be expected to do. At this clinic, all medical supplies are
limited, even medication. The nurse is also the clinic supply custodian, pharmacist,
midwife, and pediatrician for five villages. Each day there are about 100 patients who
visit the clinic. The nurse closes the clinic when she goes to the National hospital to pick
up supplies and medicine. The problems exemplified by her lack of education, her
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impossible work load, and the limitations of her resources, material and human, are ones
that are replicated in every Kenyan village.
Community health care workers are greatly needed and yet the country has a
severe shortage of people who can meet this need, in part because the HIV/AIDS
pandemic has claimed the lives of so many of them. This need is exacerbated by cultural
expectations and community challenges: for example, in Kenya, as in many developing
countries, antenatal, delivery, and postnatal experiences for women usually take place in
communities rather than health facilities. When I was growing up, I helped my mother
deliver babies in my village community. According to Gryboski‘s (2006) research, the
role of community health workers has generated renewed interest, in part because
HIV/AIDS programs demand more care at the community level. Bhattacharyya (2001:
52) notes that ―overall, community health workers are most successful when they have
the respect and support of governments, public service workers, and the communities
they serve.‖
Most of Kenya‘s education systems were introduced through colonial powers
without concern for neither existing traditional practices or with the support of African
society. Educators, like Freire, who introduces education critical consciousness methods
in the developing countries, speak to the importance of community involvement in
educational design. Freire (1921-97) asks,
who are better prepared than the oppressed to understand the terrible significance
of an oppressive society? Who suffer the effects of oppression more than the
oppressed? Who can better understand the necessity of liberation? They will not
gain this liberation by chance but through the praxis of their quest for it, through
their recognition of the necessity to fight for it.
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Critical consciousness refers to the ability to understand social, political, health,
and economic conditions and to take action against the oppressive elements of society.
The tactics of critical consciousness and pedagogy of the oppressed were first developed
by Freire in his work with developing countries, helping them gain an awareness of world
conditions while teaching them to read. The key to the success of community
empowerment is contained in the moment when the community becomes engaged in
dialogue for the problem-solving process, recognizing that through action they can
collectively change their circumstances.
To engage in dialogue requires language, for individuals and their speech bring
the world into language, a concept that Heidegger (1971: 65) describes through the
phrase, ―language is the house of being.‖ (Gadamer 1975: 403). Maturana and Varela
(1980) describe language as a way to create a sense of purpose and identity. Narrative
identity is told in the stories that we share through the medium of language. Language
represents a ―new conversation‖ with others and Bernstein (1983: 2) asserts that
conversation opens us to have a true dialogue that ―presupposes a background of intersubjective agreement and a tacit sense of relevance.‖ New conversation creates a social
space to ―allow for relationships to develop, providing for a common ground for further
work and the possibility of developing a community‖ (Herda 1999: 61). Thus,
conversations create the narrative that describes, enlightens, and propels social
experiences.
My interest is to consider ways those leaders and professionals in global health
can understand this critical consciousness in ways that exercise new understandings about
village life. I am interested in leading village youth to new understandings and
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interpretations about health, building the capabilities of each individual to obtain,
interpret, and understand basic health information and services, and gaining the
competence to use such information and services in ways that are health-enhancing.
Maren Klawiter (2004: 845–874) explains that ―community mobilization
initiatives reported to improve the socio-environmental causes of ill health have
addressed a range of concerns including alcohol related violence, breast cancer treatment,
and safety in public environments.‖ Changing the understanding, developing a new
interpretation, and applying new ways of acting is the purpose of community health
healing. This requires high levels of self-responsibility for individuals and for the
community and as such is not an easy task, but it is one that is past due for Kenyan
villages.
This study specifically focuses on Kanga village, targeting specific community
health issues that contribute to health disparities such as a shortage of clean drinking
water and a lack of health care workers on the school campus and the village clinic. To
do this, I propose a new communications approach to community health issues, one that
integrates culture and modern education for Kenya villages. This has been successful in
other locales. Lancet (2008: 372: 967) wrote about the Gadchiroli district in India,
observing that ―this community started a process of capacity building - community
empowerment - toward gaining more control over the decisions for resource allocation.‖
In addition, another Lancet (2008) research study about women‘s groups in Malawi and
Nepal, noted that such efforts ―are increasing the important capacities within
communities, such as the ability to identify maternal and neonatal health problems and
their root causes; the ability to mobilize resources necessary for improving the health of
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mothers and newborn infants.‖ Such studies provide indication that new approaches may
lead to new and more effective results.
Health Education Construction
The development of an education curriculum that enhances health requires a nonlinear way of thinking. Currently, the disease interventions and preventions initiatives by
World Health Organization (WHO) for African villages have been unsuccessful (WHO
2006). These initiatives are based on Western leadership theories and a positivist
orientation towards addressing international development and health issues. Leaders in
the developing countries cannot use the same leadership theories, which call for further
critique (Easterly 2006). Leaders in organizations, schools, and global health may use the
health education model to formulate policy and develop curriculum standards. This
particular approach promotes a more comprehensive evaluation and informs ethical
action. Establishing and implementing high-quality health education programs can
provide students with appropriate knowledge, skills, behaviors, and confidence to be
active leaders in their lives and their communities (Lancet 2008: 372: 962–71).
Promoting the health and safety of young men and women is of critical
importance to the future of the Kenya (United Nations Children‘s Fund 2007). Young
men and women represent a unique period in the life cycle. They make significant
choices about their health and develop attitudes and health practices that affect their
current health and well-being as well as influence their risk for future serious chronic
disease (Family Health International 2006). Young people represent an opportunity for
encouraging healthy choices and pro-social behaviors that will continue into adulthood.
By investing in young men and women health today, we invest in the workforce, future
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parents, and leaders of tomorrow. Improving health, safety, and well-being is a complex
endeavor that requires the collaborative efforts of a wide array of societal sectors and
institutions including, for example, the community, young men and women themselves,
schools and postsecondary institutions, health care providers, community organizations
and agencies that serve youth, faith-based organizations, media, employers, and health
departments. Together, these entities are responsible for providing a nurturing structure
and environment, as well as opportunities for growth that support and sustain the healthy
development of youth (U.S Department of Health and Services 2010).
Education Policy in Kenya
Education curriculum policies in Kenya, whether official or non-official, have
never been approved or voted by the people. The government issues, implements, and
removes policies that affect the community without any apparent consideration of the
community. Gadamer‘s (1988: 269) conceptualization of ‗horizon‘ holds that every
person has a horizon that includes their culture, knowledge, history, and prejudices,
discussed further indepth in Chapter Four. Education policies remain based in a model
developed during the Western colonial period; these policies are accepted unquestionably
and curriculums are not flexible, even at the university level, which limits students from
projecting and enlarging their horizon. Gadamer‘s (1988: 306) ―fusion of horizons‖
comes from the projection of the enlarged horizon through the encounter with the other.
As a result of these educational flaws, students soon appear to be more attracted to the
culture of the West and are critically challenged in their knowledge of their traditional
culture, language, and beliefs.
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Critical Hermeneutic Philosophy and Curriculum Praxis
Hermeneutics is a form of knowledge, which originally was associated with
Biblical interpretation, classical philology, and jurisprudence (Ricoeur 1991). Starting in
the 19th century hermeneutics became an important source of knowledge for
understanding human social action, later such modern philosophers as Heidegger,
Gadamer, and Ricoeur, as posited by Grundy (1987: 59), ―argue that hermeneutical
interpretation should be reinstated as a fundamental form of knowledge for modern
society.‖ For Gadamer, critical hermeneutics understanding is closely related to the
tradition of Aristotle‘s practical philosophy. As mentioned in Chapter Two, Gadamer
(1996), makes a link between his critical hermeneutics of ontology and Aristotle‘s
understanding of phronesis as the process of interpretation, understanding, and meaning
making as always a prerequisite for praxis. Critical hermeneutics strongly opposes the
positivistic view that the methods used in natural sciences are the sole windows for
comprehending genuine knowledge, reality, and truth (Bernstein 1983, Gadamer 1996).
This tradition argues that there are forms of human experiences, understanding, and
knowledge that cannot be appreciated fully by scientific measures. For critical
hermeneutics, neither knowledge nor understanding is associated with or subject to
subjective or relative reality, rather, they are both ontological entities that emanate from
historical, cultural, and traditional conceptual journeys of our being-in-the-world; as
such, they can be neither readily compared nor measured (Ricoeur 1991).
For Aristotle, practical action (praxis) was an ontological move that involved a
guiding eidos (the good or moral virtue) and a more disposition (phronesis). For the
Greek the concept of ―the good‖ involved aesthetic, moral, and intellectual meanings that
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are associated with what is beautiful (Grundy 1987). Aristotle describes ―the good‖ or
the ―human good‖ as an activity of the soul in harmony with excellence. Phronesis is the
bridge that joins ―the good‖ with practical action. As a form of knowledge or practical
reasoning (Ricoeur 1991) phronesis mediates between ―the good‖ and particular human
action; in other words, phronesis is not a skill, rather it is a form of deliberation about the
meaning of, and the appropriate means to, some particular end (Gadamer 1996, Ricoeur
1991). Practical action is the fruit of genuine deliberation and appropriate decisions
about concrete human situations. While it is emancipatory in its nature, practical action
is always done with others. That is the act of interpretation, meaning making, and
understanding is always done or arrived at through interaction with others. The outcome
of practical action is human interaction (humans coming together), and it is bi-directional,
as for Habermas (1972) practical action is the same as communicative action.
As a form of praxis, a critical hermeneutics informed curriculum is always moved
by emancipatory interests; that is, by an interest in the empowerment of people to take
charge of their own destinies in an autonomous and socially responsible ways (Bowers
1987, Freire 1992). In order to accomplish this notion, the preliminary structure of the
curriculum is tailored to help community members understand the nature of the dominant
culture and what needs their own culture might have. In traditional thinking, curriculum
development is directed by an objective which is set before implementation begins. In a
critical hermeneutic orientation, policy makers act with community members to create a
learning process. In this last case, the policy makers and the community members are
partners in action from the outset (Wilshire 1990). Together they deliberate to evaluate
whether the content of the curriculum genuinely addresses the immediate practical
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problems and long-term needs of society. Jointly they construct knowledge and practice
freedom (Freire 1973).
Practical curriculum is centered upon deliberation, judgment, interpretation,
understanding, and meaning-making. However, this does not mean that it is content less;
it only means that, as Gundy (1987: 76) observes, ―the content is never taken for granted.
Content must always be justified in terms of moral criteria relating to ―the good‖, not
simply justified cognitively. Therefore, curriculum praxis understands that ―techne
without phronesis is blind, while phronesis without techne is empty‖ (Bernstein 1983:
161). The literature suggests that Kenyan systems of education in general have a
certainly failed to serve the needs of societies especially in the rural villages. This is not
surprising since the educational curriculum that was cloned from the former British
colonizer and had no relationship to the local social needs, but technically oriented one
focused on information and memorization, and offered no opportunity for students to
learn, deliberate, innovate, and exercise their imagination, all of which would better
prepare communities to address their own social and health problems. An appropriate
educational curriculum is centered in dialogue, deliberation, interpretation, and
thoughtful response to societal needs, culture, tradition and history (Ngara 1995).
Summary
Over the next decade Africa will need to educate an additional one million health
care professionals, according to a study by a consortium of private foundations, health
organizations and research institutes, including the World Health Organization (WHO
2005). The continent will also have to find ways to retain more of the doctors, nurses,
pharmacists, and laboratory technicians it currently produces. A severe shortage of
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educated health care workers contributes to the spread of tuberculosis, malaria,
waterborne diseases, and other infectious diseases in developing regions.
To gain a better understanding of alternative approaches to health, we need first to
address the health education curricula in the African school systems. Questions that arise
for discussion and conversation include topics related to how health education guides the
wellness initiative in African villages and how these similarities or differences in
understanding health education curricula can move us towards solving the disease crisis
in African villages.
Culture shapes health, expressions, activism, and stories, each of which has
something to teach. Working with culture to promote health represents one strategy to
bring back into the public health discourse issues of inequality and social exclusion that
are root causes of the disease pandemics. When we create opportunities for those closest
to a problem to tell their stories, to shape programs, and to live positively, we also
address the structural obstacles to attaining health. Critical hermeneutic participatory
research can give us one roadmap for change.
I found it helpful to investigate the varying value and belief systems of
educational curriculum to assess how and whether they are attuned to the utmost needs of
the society. The community understands that curriculum praxis is neither a method nor a
one-time action; rather, it is a continuous process of learning, interpreting, and
understanding (Foster 1986; Grundy 1987). In sum, curriculum praxis is practical
because it is generated from the wisdom associated with deep deliberation, such as that
offered by a critical hermeneutic orientation.
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To explore all of this I engaged in a series of critical hermeneutics conversations
with members of various professions interested in the education that will help the
community of Kagaa village.
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CHAPTER FOUR
RESEARCH PROTOCOL
Introduction
Critical hermeneutic theory provides the theoretical framework for the proposed
research associated with health education development in Kagaa village. In hermeneutic
participatory research, the researcher‘s intention is not to represent unbiased social
phenomena, but to ―disclose a world of our participants and ourselves‖ (Herda 1999: 93).
Chapter Four provides the theoretical framework for this research. In order to provide a
better understanding of how the research process was carried out, this Chapter also
includes the research categories, research questions, data collection, data analysis, entrée
to research site, research conversation participants, and timeline. Chapter Four concludes
with a description of the project, including an analysis, discussion of the implications,
researcher background, and a summary.
Theoretical Framework
The theoretical framework is comprised of a discussion of the three categories
selected to guide this research. These three categories are the basis for both data
collection and data analysis. The conceptual background of this study includes Gadamer
and Ricoeur‘s theories of fusion of horizons, Heidgger and Kearney‘s theories of
imagination, and Ricouer‘s theory of narrative.
Fusion of Horizon
I draw from Gadamer (1988) and Ricoeur (1991, 1992) in my discussion on
fusion of horizons. The horizon in this context refers to everything we are aware of above
and beyond what is given directly to our senses. A fusion of horizon can provide a way
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of approaching historicity with a new understanding and it is through a fusion of horizon
that the researcher brings forth imagination for a better new world. This concept
represents the narrative that provides a picture of a world we can reflect upon and create
through manifested imagination about different possibilities.
Gadamer speaks of this fusion as dynamic and self-transcendent. In Gadamer‘s
(1976: 15) words, ―only the support of familiar and common understanding makes
possible the venture into the alien, the lifting up of something out of the alien, and thus
the broadening of our own experience of the world.‖ A fusion of horizon is multi-voice
discourse, which represents continuous and progressive open communication to new
knowledge and experiences. Gadamer (1976: 9) asserts that for the fusion of horizon to
take the place of our prejudices and biases, we need to simply be present within
―conditions whereby we experience something ...whereby what we encounter says
something to us.‖ It is apparent that to understand oneself, it is necessary first to
understand our own cultural biases so that we comprehend our communication and bring
forth meaning. Within this conceptual sphere the horizon is formed by history both
personally and socio-culturally. Gadamer (1996) speaks of those who have no horizon
and over value that which is closest to them. Those individuals do not see beyond their
limited perspectives and do not understand that there are multiple perspectives about the
same event. This situation often occurs when people are isolated and associate only with
others near to them, whether defined as family, friends, or social class.
In order for new understanding to occur, the individual must encounter what is not
familiar. In hermeneutic terms, the familiar is described as that which brings feelings of
comfort and security, while the unfamiliar or strange describes what brings feelings of
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loss and disorientation. Gadamer (1976: 15) says that ―only the support of familiar and
common understanding makes possible the venture into the alien, the lifting up of
something out of the alien, and thus the broadening of our own experience of the world.‖
When our horizon is broadened, we gain a new perspective on our old views and maybe
new views as well. When a fusion of horizon occurs, participants may acquire a new
present understanding of how they originally valued the evidence and may have new
imaginative visions about the future as related to the topic at hand.
Gadamer (1989: 267) states that: ―the concept of horizon suggests itself because it
expresses the superior breadth of vision that the person who is trying to understand must
have. To acquire a horizon means that one learns to look beyond what is close at hand –
not in order to look away from it but to see it better.‖ Understanding happens when our
present understanding or horizon is moved to a new understanding or horizon by an
encounter. Thus the process of understanding is a ―fusion of horizons,‖ the old and the
new horizon combining into something of living value, Gadamer (1988: 306). There are
several ideas to explore on the way to developing our horizon as detailed by Gadamer
(1988); these are; pre-understanding, prejudices, fore-conceptions, and openness to
meaning, language, and imagination. Both the villagers and researcher will be running
these processes. Both enter and leave the conversation with separate horizons and can
undergo a fusion of horizons.
I offer these ideas as a way to appreciate what is happening when we have a
dialogue with community members. Helping the people of the community to ‗fine-tune‘
their understanding is crucial in a good conversation as this enables them to change their
horizon. Gadamer (1989: 361) says that the real power of hermeneutical consciousness is
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our ability to see what is questionable, ―openness to the other, ten, involves
recognizing…acknowledging the past in its otherness…has something to say to me.‖ It
is during this process that I also believe as researcher gains wisdom of what the villagers‘
health problems are.
Imagination
Imagination propels action towards what may have seemed impossible in the
past. The present needs imagination to emerge toward a better tomorrow from
predecessor to successor. Imagination is central in answering important questions for
both health education in Kagaa village, specifically, and all Kenyan people generally.
Kearney (1989:6) asserts that without imagination there could be no action towards
change. Kearney (1996: 184) explains that ―responsibility to others has to come from
beyond itself- that is; from others… this involves an ‗enlarged mentality‘ of imagining
oneself in the place of everybody else.‖
The transcending of self towards a new possible world through imagination must
involve appropriation. Heidegger (1971: 127) says that imagination ―brings all present
and absent beings each into their own, from where they show themselves in what they
are.‖ Imagination must be coupled with appropriation if the new proposed world is to
take place. Imagination must also be coupled with action; this is done through discourse
with others in development of policy. As Kearney (1996: 185) asserts, ―imagination
opens us up to the foreign world of others by enabling us to tell or hear other stories, but
it can never be sure of escaping the hermeneutic circle of interpretation, which ultimately
strives to translate the foreign into the familiar, the discordant into the concordant, the
different into the analogous, the other into the self.‖
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African culture has thrived on storytelling and narrative for generations. This is
important because development of a new paradigm about community health is a process
involving conversations with people telling stories about their environment and
themselves, drawing out the understanding of present situations and problems and the
past history of these problems, and applying imagination toward the future by
considering the past and the possible future in the present.
Narrative
The theory of narrative as plot enables us to see how a current social action is
connected to past historical events. It allows us to distance ourselves from our prejudices
or biases and helps us to understand that we are a construct of our history. In other
words, the power of narrative gives the possibility of prefiguring how history residing in
our collective memory shapes our current social activity and how our current social
activity in turn shapes the destiny of our community. Ricoeur (1982: 84) refers to this as
―aiming toward being as power-to-be.‖ Ricoeur (1982: 197) posits that narrative and the
interpretation of text is a useful process for understanding human experience. On the
whole, as James (2001: 51) asserts,
Narrative theory brings together the discordant events we experience in our life
and time. The narrative joins these disconnected events into a story that makes
sense of how we live and how we can imagine a life. It connects the time we
know, the time we experience, and the time to come where lived life will be
recounted in the stories we will narrate.
For Ricoeur (1984: 52) ―time becomes human to the extent that it is articulated
through a narrative mode, and narrative attains its full meaning when it becomes a
condition of temporal existence,‖ which involves marking, organizing, and clarifying.
This narrative activity is possible only through mediation of language and storytelling. As
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indicated above, Heidegger (1971: 134) calls language ―the house of being …in order to
be who we are, we human beings remain committed to and within the being of language
and can never step out of it and look at it from somewhere else.‖ Laleh Shahideh (2004:
46) asserts that ―stories of our lives speak of our character, sense of power, and the
capacity to act.‖
Ricoeur (1984: 71) develops the concept of mimesis in order to explain the
mediation between narrative and temporal existence, founded in a belief that actions are
always symbolically mediated. He describes the mimetic process as a cyclical one
moving in three layers. Ricoeur states that in the stories about our lives that we tell to
ourselves and to others we articulate ourselves and it is even our bond with these stories
that establishes our identity. Ricoeur defines three ways in which the story mediates:
mimesis 1-2-3. The first one, mimesis1, refers to our implicit knowledge of the intentions,
motives, consequences, and circumstances that are inherent to what we experience. It
defines the ability to act in new situations without having any foreknowledge; meeting a
stranger and being able to communicate.
The second mimesis is the synthesis of the heterogeneous; the construction of
dissimilar elements - suffering, unintentional circumstances, and coincidence into a
unifying and complete whole, the story‘s plot. The story is not the summary of events,
but the connection between these elements. For example; the connections between cause
and effect, intention and result, desire and fulfillment, offense and penalty, or water and
illnesses. The story remembers the past and anticipates the future. It also has a beginning,
middle, and an anticipation of a meaningful closure. However, the construction of the
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unifying whole is constantly disturbed and/or broken by events that threaten both the
meaningful end and the very identity of the story.
Based on the events in a life, several plots can be constructed so that several
stories can be told. Further, although we are an important character in our own life, we
are not the only author in its story. In understanding our pre-understandings (mimesis1)
we can effectively use narrative today, present (mimesis2), to work towards an imagined
future (mimesis3). Herda (1999: 77) writes that
when we look at the already figured world, the taken-for-granted world in world
in mimesis1 we connect this to the new world we want to live in, mimesis3, we see
ourselves in different capacities; we see a self enlarged by the appropriation of a
proposed world which interpretation unfolds. Here the organizational member (or
the reader in literary terms) makes his or her own that which was once foreign or
alien. In this act, we have to overcome cultural distance and historical alienation
that separate us from the proposed text - the proposed organization.
The three above categories set the stage for the field questions and the subsequent data
analysis. The section below presents the research questions.
Research Questions
The following research questions were used to guide the conversations. They are
based on the research categories and were designed to initiate and foster the research
conversations. The questions were not designed to elicit specific responses, but to ignite
conversation about the topic in order to engage in conversations with participants to
gather information and provided a context for discovery.
Fusion of Horizons
1. Tell me about an illness that originated in your family or village.
2. What do you understand about the origin of this illness that is different from what
your parents understood?
3. If there is a difference in understanding, how did this new understanding come
about?
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1.
2.
3.
4.
5.
6.

1.
2.
3.
4.
5.
6.

Imagination
What do you imagine Kenyans need to have better health in the future?
How would you describe quality of life among the villagers?
How would your life be different if you could draw water without worrying about
illness?
What can the government do in the future to help you and your village deal with
illnesses?
What changes need to be made in order for you to draw water without worrying
about illness?
How can the people in you village imagine successful education in the schools?
Narrative
How can Kagaa village influence the next generation to live disease free through
culture and traditions?
How can the people in your village tell a story of successful education in the
schools?
What are your children learning in school to prevent sickness?
What is health and how do you obtain it?
What conversations do you have with your children about what they learned in
school about health?
What are the stories you and others in your village tell about health issues or lack
of health care?

The research questions helped to provide a context for knowledge and understanding with
the topic. The narrative created through conversation provided the data that I collected,
transcribed and analyzed to reach a new understanding and an ―orientation toward
openness‖ (Gadamer 1988: 330). I secured permission from the research participants to
record the research conversations and each participant had an opportunity to make
adjustments to the transcript and discuss the changes with the researcher.
Data Collection
The data collection consisted of text transcriptions of conversations, personal
journals, and any relevant documents gathered from community. I followed the data
collection process described by Herda (1999: 97-98), approval of Institutional Review
Board for the Protection of human Subjects ( IRBPHS) Appendix A. The Letter of
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Invitation and Research Questions to the participants with skills and knowledge of health
care systems and education policy of Kenya see Appendix B I also included participants
who have unique knowledge of waterborne infectious diseases and chronic illnesses from
rural villages in Kagaa and around Kenyan villages as described in below. The
participants were invited to review the transcripts, where we shared suggestions for edits
and clarification, see the Appendix C.
Language and Translation
Speaking Kenyan dialect languages benefited my research conversation by
making the participants feel comfortable; they know my personal background as someone
who grew up in the same village. Going back to my village helped to demonstrate my
desire to address the health problems for which individuals, families, and village
community are at risk. My knowledge of culture and the language of the people created
optimal conditions for the conversations. Most of the formal conversations were held in
English; however, two participants felt more comfortable in speaking the Kikuyu local
dialect language; the conversation was then translated into English before the final
transcription for textual analysis.
Personal Journal and Documents
I kept a journal as an additional source of data. Herda (1999: 98) notes that ―an
important source of data is the personal log or journal kept by the researcher. This
document is the life-source of the data collection process for in it goes the hope, fears,
questions, ideas, humor and observations‖ of the researcher. I also included documents
from education policy materials by the Kenyan government that I believe are of value to
the research topic.
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Data Analysis
Herda (1999: 98) explains that in data analysis, ―the research appropriates a
proposed world from the text.‖ In a critical hermeneutic data analysis process, the
researcher has a different worldview than before the research inquiry. Transcribing the
data into text, the researcher comes away with a new understanding of herself and the
research topic at hand.
Herda (1999: 98 – 99) proposes the following sequence for data analysis:


Transcribe the conversation into text – second chance to reflect back.



Pull out the significant themes according to the research topic categories.



Select quotes from the conversation that reflect the critical hermeneutic
categories.



Select relevant themes from the documents, journals and notes spontaneous to the
theoretical framework of critical hermeneutics.



After discussing the findings with the participants, reconsider any modifications
that are relevant to the themes of the research topic.



Analyze additional data from journals and reports related to the research topic
with themes within the research categories.



Collect data from sources other than conversations such as reports or policy
statements on organizations or communities related to the subject at hand
Entrée to Research Site
As mentioned above, I conducted this research in Kagaa village, Kenya, which is

my birthplace and still the home of my family. I met with the community leaders, the
health care worker assigned to Kagaa Clinic, Health Officer of Central district (my
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district), and the Principal of Kagaa High School and Kagaa Elementary School. The
research conversations were in conducted August 2010. This research has abided by the
Human Subject regulations of the University of San Francisco.
Research Conversation Participants
In August 2010 I returned to Kagaa village to conduct the research conversations
with the selected participants. These participants were born and raised in the village and
three currently live and work in Nairobi city, although all of their family members live in
the village. The seven participants included a Medical Officer, Registered Nurses, an
Urologist, a Community leader (Chief), the Kagaa High School Principal an Elementary
Teacher, and someone from the Kenya Ministry of Health who practices as a Pharmacist.
In addition to the research conversation with these participants I planned to meet with the
Director of the Public Health Department and the Director of the Department of
Education in Nairobi, but it did not happen. During the time of my research, Kenya was
making changes to their constitution, which passed by votes of majority of the Kenyan
people. This gave me an opportunity to participate in the new constitution, to collect
additional documentation, and to have more conversations with additional participants.
The participants particularly some of Kagaa community leaders as in the photograph 1
below concerns of are, 1) vast distances limit access to essential health services, and
medications. 2) The shortage of health care workers. 3) People die on their way to the
hospital. 4) Most of the diseases that affect them are waterborne; malaria, diabetes,
cancer and sanitation as in photograph 2 below of inside Kagaa clinic.
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Kagaa Community Leaders

Kagaa clinic screening room

Photography 1: taken by Researcher 2010

Photograph 2: taken by Researcher
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All the conversations were conducted face-to-face. The following section provides
descriptions of each of my conversation partners.
Njuguna Macharia
Njuguna Macharia was born in Kagaa village. He is local chief and a community
leader. He attended Kagaa primary school and later Kamahiya intermediate school. His
responsibilities are to make sure law and order is followed and to handle family disputes.
He was a farmer, but when he heard a community leader and a chief was needed; he
applied to the District Officer and was hired.
Karanja Njuru
Sammuel Karanja Njuru was born in Kagaa village. He started school in 1980 at
Kagaa Primary School where he did his Kenya Certificate of Primary Education. After
high school he taught as an untrained teacher. In 2005 he joined Muranga College and
graduated with a PI (Primary Teacher) Certificate. After college he was employed as a
teacher at Kagaa Elementary School. He is still advancing his education; in 2009 he
completed a Diploma in Education. He plans to advance it to a Bachelor‘s degree in
Education.
Ndirangu Macharia
Ndirangu James Macharia was born in Kagaa village. He was educated in both
elementary and secondary school in Lari district. He earned a Kenya Certificate of
Secondary Education, passed, and joined Egerton University for four years, where he
received a Bachelor‘s degree in Education. In 2001 he became Principal of Kagaa High
School and he remains in that position to the present time.
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Dr. Omondi Kumba
Dr. Omondi Kumba is originally from Yala village in the Nyanza District. He was
educated in both primary and secondary levels in Yala village. He has degree in Medicine
and Surgery and a Masters in Public Health from Nairobi School of Medicine. He is
registered and has a current practice license with the Medical Practitioners and Dentist
Board of Kenya. He is also a medical officer at St. Mary‘s Hospital in Nairobi. It is a
missionary hospital supported by the Catholic Church.
Kibe Kigwasui
Kibe Kigwasiu was born in Gaitundu village. He was educated in both primary
and secondary school in Uthiru village. He later went to college and received a Diploma
in Pharmacy and later earned an Advanced Diploma. He is now working for the Ministry
of Health under the Department of Pharmacy.
Doris Nyagimbo
Doris Nyagimbo was born in Nairobi and educated at Westlands Primary and
Mary Leakey Girls‘ High School. After high school she joined the KMTC (Kenya
Medical Training College) School of Nursing for four years. She currently is a nurse in
Kagaa Village.
The Research Pilot Project
In the fall 2009, I did a pilot study to explore the research questions and
categories. The participant was a health professional from a Ugandan village who lived in
a Kenyan village from ages 10 to 19. Speaking with him gave me an opportunity to
practice a critical hermeneutic research conversation and it helped me both to understand
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the importance of selecting quality participants and to experience data collection and
analysis. I provide a brief background of the pilot study below.
Background of Conversation Participant
Dr. Epherem Olweni, an M.D., is the resident chief operating officer at the
Veteran Affairs Medical Center in San Francisco (VAMC), Urology Clinic. He is in
charge of the clinic, sees patients, and supervises other clinicians as well. Dr. Olweni
was born in Uganda, but moved to Kenya when he was ten years old. He lived in a
village near Nairobi. It was an unstable time; Idi Amin had just been ousted and the
country was experiencing much unrest due to the military coups. He decided to become a
physician at a relatively early age (ten) mainly because he suffered from asthma, was in
and out of hospitals a lot, and his exposure to medical professionals inspired him to think
that it was something he wanted to do.
At age 19, he came to California to go to Medical school at the University of
California San Francisco (UCSF). His immediate family - father, mother and siblings –
followed him to the United States and settled in Sacramento. After finishing medical
school, he did his residency at San Francisco General Hospital, the UCSF Urology Clinic,
and the San Francisco VA Medical Center, which is where we met. In spring 2009, he
completed his residency and moved to Texas to practice at the Medical General Hospital.
Data Presentation and Analysis
The data presentations and analysis are found in Appendix D. I used the research
categories to analyze our conversation: narrative, threefold mimesis, and text. The theory
of narrative identity as plot enables us to understand how a current social action connects
to the past historical events. It also helps us to understand that we are products of our
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history. I explained to him that history resides in our collective memory and shapes our
current social activities. In hearing about this idea of memory, Epherem reflected on this
concept by narrating the stories of his grandparents‘ education struggles and
understanding of African health. In Kenya and many African countries there is a whole
range of understanding of cause and effects of chronic illness and sanitation issues
around them. Epherem described the importance of clean drinking water, saying that
―people die of preventable diseases, such as cholera, typhoid and malaria, the medical
science does not address health in terms of water borne disease which are preventable and
people should not be dying in the 20th century, while there are many western medicine
research and reports from the 18th century on water borne diseases.‖ If we look at the
ontological nature of Africa, we understand that the very being of the African people is
tied their ability to use water to sustain their lives. They need water to grow their food
and to feed their communities and their animals. Without an ontological understanding
of the importance of having clean water, water is essential to all life and it seems like
development workers, however poorly trained, would understand that without being
specifically told especially the issue of contamination of water in their community and
their survival.
There are as many narratives of looking at the world as there are cultures. The
cultural customs of Kenyans exist in relation to reality and experiences of being-in-theworld. This understanding provides awareness that the cultural beliefs are important to
identity and the well-being of others. As Herda (1999: 49) says, ―understanding is being
and being has no meaning if not in relationship to others.‖ Kenyan understanding about
otherness is important for family survival. Extended families are considered a single unit;
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in this way, knowledge of the community is passed on from generation to generation, as
it has been throughout history, in both pre and post colonial times.
Fusion of Horizon
Newly independent African nations, such as Kenya, developed formal systems of
education that duplicated those used by colonial powers or other western nations. They
did so with little or no concern for the congruity of the system with the local culture or to
the needs of the local community. In the maintaining of these systems, politics came into
play and the negative aspects of this resulted in personal power grabs that superseded the
needs of particular cultural populations. In critical hermeneutic narrative theory, the
fundamental question, according to Ricoeur (1991: 64) is ―what is the mode of being of
that being that exists only in understanding?‖ So, the practice of action becomes an issue
of understanding wherein knowledge and the knower become one, an issue of
understanding wherein varying cultures harmoniously fuse to bring about new forms of
knowledge or new ways of having a ―fusion of horizon.‖ The stories that people in the
community tell about water and illnesses they experience after they drink it were never
like this before. Epherem spoke of this with concern, saying that ―today, as a
community we tell different stories to our children, but these stories are not woven into
our culture that we knew. These are new stories that have no beginning or origin that we
understand. We have lost our culture forever. I have lost faith about African troubles. I
don‘t know how to help.‖
Behavior that is rooted in ignorance about both health and the cultural and
traditional aspects of communities define the major issues that must be dealt with. We
are thrown into a particular Western culture, tradition, and livelihood. In my profession I
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work with men who are living with cancer. I see every day the importance of having
health professionals consider culture and life-styles of individuals before they became ill
when helping the patients to learn how to live with their new condition. We cannot
educate them and be effective if we do not understand their past and present and if we are
not able to have conversations with them that involve their imagination about the future.
Often they already imagine their future in rather dismal terms, based on the cultural
mythos of cancer as a death sentence, despite the reality that with early intervention,
individuals can live a normal active life as before. Herda (1999: 76) explains that
―mimesis is the world of everyday action…to present human action we first need to preunderstand what human acting is in its various forms…something has to exist before it
can be configured.‖ I asked Epherem how the health of the villages in Kenya had been
before he moved at age of ten and he responded, ―what exists in Kenya today is the
vicious cycles of diseases caused by drinking contaminated water, when I lived there and
is the same today. I don‘t know what the future holds for these people.‖ The communities
understand what is causing the sickness as they tell their stories each day, and as Ricoeur
(1984: 70-71) writes, ―narrative at the stage of mimesis, has its full meaning when it is
restored to the time of action and suffering.‖ I asked Epherem what he envisions with
regard to the future of health in Kenya and he replied ―I have lost hope, and I don‘t plan
to go back to practice there, until the political system and practices change, I don‘t see
any hope for the future, unless the communities start to work together and demand their
rights for better education and health.‖
Writing discourse frees itself from the limitations of the circumstances that
created it and becomes a medium for a new and ever evolving world of understanding. In
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order for text to become an enhanced medium for further reflection and learning it needs
an internal reconstruction of the varying plots. A new world of health education praxis is
envisioned through this study as an internal dynamic structure that determines the
capacity of the text to project itself outside itself and to give birth to a new world of
understanding. My conversation with Epherem revealed that communication through
text is a natural way of life.
Imagination
Kenya is known for its visual text, such as a sculpture and wood-carving, which
often has religious significance. Figures of ancestors are believed to appease the
inhabitants of the spirit world, as are the elaborately carved amulets that Kenyans wear
around their necks. Ricoeur (1982: 112) explains the significance of such text as ―the
explication of the being-in-the-world…. What is to be interpreted in the text is a proposed
world which I could inhabit and in which I could project my own-most possibilities.‖
According to Epherem, the idea of taking people to the hospital wards and experiencing
and witnessing firsthand how people are sick and suffering from these preventable
diseases, taught him that ―these illnesses are not going anywhere any time soon.‖
Epherem became a medical doctor because in his early childhood he was always sick
with asthma and was in and out the hospital. He was inspired by the way the doctors and
nurses took care of him and thought he would like to be a doctor and give back to the
community that had nurtured him during this upbringing.
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Implications
The pilot study revealed a significant implication for village health and education
policy development. Exploring the research categories with Epherem, narrative, threefold
mimesis, and text revealed that meeting health care needs for the villages is not an easy
task for one individual, but requires pulling the entire community to together to
collaborate both informally and formally, conceptually and technically in language so
that the change can occur, for self and others.
According to Schrage (1995), conceptual collaboration occurs when people work
to yield insights into fundamental notions of the problems that are the focus of the
community struggle. He writes that ―technical collaborations are attempts to solve the
problems the conceptual collaboration identify… [it] involves people with
complementary skills bringing them to bear on a specific task‖ (Schrage 1995: 56). This
collaboration also relates to Ricoeur‘s concepts of language, which bind imagination and
action. According to Polkinghorne (1988: 134) ―Ricoeur proposes that narrative
discourse is the linguistic …expression of the human experience of time. By telling
stories and writing history, we provide a public shape for what ordinarily remains
‗chaotic, obscure, and mute‘ lying outside the daily focus on getting things done.‖
Health needs to be approached in Africa as a human condition of well-being. To
do so, the health model must include culture, value traditions, customs, and experiences
in the development of the illnesses prevention and intervention programs. When an
individual changes understand through a fusion of horizons by using imagination, the
stories and indeed the life of an individual will change. Such change needs to be carried
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out on a communal, collective basis before health education and health practices can
commit to improving the entire community.
Reflection on Pilot Project
The conversation with Epherem went very well because of his skills and
knowledge of the topic. The conversation was very engaging and at times Epherem
would go on and on, but I was able to guide the conversation to bring him back to the
research topic. Any conversation about African health issues can be overwhelming at
times, but as a researcher I learned to focus on the topic and not be all over the African
map of problems.
The pilot study conversation provided a base for my future research. I used the
categories of Fusion of Horizon, Imagination Text. I used the concept of fusion of
horizon as an important category in my analysis, but mimesis played practically no role.
Instead, imagination emerged as a relevant concept; as a result, I incorporated it into the
analysis I did for this text. Likewise, I had used text in my pilot and it proved useful, but
considering the nature of the Kenyan culture, I decided to use narrative rather than text
for my analysis of this more expanded text. The reason for this change is that text is more
closely related to highly literate cultures and narrative covers a broader spectrum since it
can include any number of ways to tell the story, including text, art, local customs, and
other aspects of the culture. As a result of this pilot study, I changed my research
categories to Fusion of Horizon, Imagination and Narrative. Furthermore, since this pilot
study I feel more confident in my ability to weave the questions into a complete
conversation that includes the possibility of people coming to new understandings with
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the telling of a new story without collecting a lot of data that is not valuable to the topic
at hand.
Background of the Researcher
I came from Kagaa village, Kenya to the United States to go to school as a
graduate student working on my Masters in Business Administration (MBA). In 2003, I
realized that I had lost much of the important cultural values that I had learned from my
mother, who was a dedicated leader in our village. I grew up in a family and community
that cared for itself and for other members of the community. This was exemplified by
my mother, who helped pregnant women to deliver their babies; because there was no
clinic, she would go to their homes. I remember being a part of this network of help,
contributing even as a child by holding her lantern while she delivered babies. I
represented the only light for the occasion.
During the first year of my life in the United States, this orientation toward
community changed as the major decisions I made were mostly about me. Since 2003,
my life objectives have changed and I have become more oriented towards my whole
village, who nurtured me and made me who I am. I realized that my current education
(MBA) was limited and I needed a public health discipline to get back to the cultural
roots that I learned from my high school nuns, my village, and my mother.
In the MPH program, there are five core public health disciplines that I have
studied: epidemiology, biostatistics, environmental health, health services and planning,
and behavior health theories. These have given me the power to demonstrate knowledge
and understanding of community health needs. This education has supported my
commitment to public health education and promotion. To further my understanding of
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community health education and promotion, I joined the University of California San
Francisco, Minority Training Program Cancer Control and Research (MTPCCR) in the
summer of 2005. During this time, I learned while collaborating with people from
different professional backgrounds and interests who were working on research related to
prostate, skin, colon and breast cancers. I learned the value of research in a clinical
setting from a research program at UCSF and the Veteran Medical Center oncology
clinics. In this group, I learned of many cultural issues, such as ethics, integrity,
influence, judgment, behavior, and expectations and I learned how important it is to
honor them in every individual who works with people in any health-related study.
Communication is important to my work. In order to communicate well in
English, I worked closely with people who can only speak English. In the last two years,
I volunteered at high school in East San Jose at their Medical Magnet program. This
program was created in California as a part of a community model of educating
underrepresented students in the health professional careers, with the hope of increasing
the number of minority students that become health professional workers in their
communities. I developed programs to help students communicate with each other and
their families. The leadership programs that I helped develop are related to youth and the
program educates the students to identify health issues from their communities and
discuss how to find resolution, incorporating younger children and parents. As a
facilitator, I encourage conversations through conceptual collaboration with the
elementary children and their parents and teachers. In this educational process, later on,
the group comes back on Andrew Hill High school campus for technical collaboration
with their peers, teacher, and me to find a better way to resolve or communicate about
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problematic issues. I gained educational skills with a peer education model for a
community to influence change. This skill brought me to a fusion of horizon, back to the
values and cultural traditions that are important to me and my village.
My future hope is to return home to work with my Kenyan community. Public
health and education become a challenging fit in developing countries because of the
language and cultural barriers. I speak and write five languages fluently (Kikuyu,
Kiswahili, Kaba, Luhya, English). Combined with my professional, academic, and
personal experience, I hope I am uniquely positioned to do this research and, in turn,
offer help to my own people as well as others.
Summary
Critical hermeneutic participatory inquiry provided the theoretical framework for
the understanding that began to emerge in my pilot study. This effort indicated the need
for awareness about the ways that formal health education can be beneficial to
individuals and communities. In order to bring about understanding amongst Kagaa
village people, this study may ―create conditions where people will engage in discourse
so that new realities can be brought into being‖ Herda (1999: 82). In discourse, through a
genuine engagement in conversation, both researcher and research participant open
themselves to one another. Applied to this topic, this process may ―allow all participants
to bring their prejudices, become aware of their history and traditions, share their
knowledge, reflect on their thoughts and action and call into questions what ought to be‖
(Gonzalez 1991: 62). Bringing a new way of learning to the Kagaa village in this study
represents a non-linear way of thinking first, and foremost, as a fusion of horizon that
takes place when people are engaged in true dialogue (Gadamer 1996); secondly as a
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narrative that will address the research questions, and finally through imagination, which
will allow the story to move toward action for the future of the people of Kagaa.
This interpretative way of thinking can open new possibilities and co-create
different scenarios about us and the community by sharing our world with another. This
way of understanding health education and disease prevention could bring better
understanding in the villages, which will in the future require less effort in disease
prevention and intervention. This research envisions a long term cure for all the
preventable illnesses that devastate communities across Africa, and may provide hope
that the next generation will stay informed about new ways to prevent illnesses, and
imagine how education policies might be improved upon.
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CHAPTER FIVE
DATA PRESENTATION AND INTERPRETATION OF FIXED
CONVERSATIONS
Introduction
The important thing is to be aware of one’s own bias, so that the text can present
itself in all its otherness and thus assert its own truth against one’s own
fore-meanings. Gadamer (1989: 269).
Going back home and having conversations with my people was very rewarding.
Even though I grew up in Kenya, this time was very important to me and my people
because this research project created a large amount of heterogeneous information that
needed emplottment and application. The conversations reviewed themes of hope and
despair in the heart of disease prevention and education curriculum. This Chapter
involves selecting plots for interpretation of the data to understand the human actions in
the effort to construct an enhanced narrative that leads to a deeper understanding of
human social action, in Kagaa village and beyond.
According to Herda (1999: 127), there is a second text that is created after
research conversations are transcribed. This text presents a collective story that
incorporates selected data rewoven from the research conversations with participants, the
researcher‘s journal, and the researcher‘s documents regarding education policy. I use
research participants‘ names frequently in this Chapter. The first time I use a
participant‘s name I use both first and last name; after that I use only the first name.
The Chapter presents three parts. The first part explores the local health, meaning
of health, the illnesses that surround the village, and how the participants understand
illness in their families. The second part describes current traditional healing and what it
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means. The third part explores hope through the context of understanding education, how
it is acquired and maintained, how participants understand education policy, and the
meaning of service as it is understood and experienced in the village community. To
understand the circumstances surrounding health issues of Kagaa village, I began with
the local health and meaning of health.
Local Health and Meaning of Health
To understand the health issues of Kagaa village, I began in the Kagaa clinic,
where the village nurse, Doris, gave me a tour of the clinic

Kagaa Village Clinic

Photo by Researcher 2010
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The outpatient room, examination room, medicine room, and maternity ward were all in
dilapidated condition. The patients were lined up outside the outpatient room because
there were so many of them and they could not fit in the waiting room. They also sat
outside on the lawn which was dirty and unsanitary.

Kagaa Clinic patient Waiting Area

Photo by Researcher 2010

The nurse closed the doors during lunch hour and it was her only break all day.
The working conditions were very poor and the clear result was an increase in the
likelihood that diseases would be transmitted from patient to patient or to health workers.
Mr. Njuguna Macharia, the chief local community leader, described the clinic, saying ―I
would like to see the Kagaa Health Centre improved. I would like to see more medicine,
doctors, and at least a well-equipped maternity ward. I will be happy because my people
then will have access to a good health centre.‖ His vision supports Gadamer‘s (1996:
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113) Heideggerian-like observation that ―because I am healthy, then I am here and
present in the world.‖ As someone trained in the field of public health, my academic and
professional understanding of health has revolved around science and a positivist
orientation toward appropriate interventions. Public health interventions are usually
approached with a desire to prevent disease and promote health among populations.
Within this paradigm, objectifies people by defining the person who is sick by their
biological attributes, rather than life experiences, culture, and narrative identity. A sick
village becomes a case or an outbreak of disease. Multiple sick villages become
epidemics. This terminology effectively dehumanizes those who are experiencing
disease even while the objectification of health and narrowly defined language helps
increase the scientific understanding of disease as medical workers learn how to test and
control disease within endemic population. However valuable this approach, it lacks an
essential element, one which addresses the patient as an individual. I have seen a more
holistic paradigm applied in my work as a cancer control researcher, where those who
care for others in my industry have adopted an understanding of the importance that
culture and self identity play in helping those affected to live a long life and to enjoy it
with the fewest impediments possible. Within this holistic approach, health is understood
as a lifelong investment and journey into the future.
However, applying a broader understanding of health to the many problems in
Kagaa village is challenged by the basic lack of resources available. Njunguna told me
that this clinic gives medical care to five other neighboring villages and if patients need
further care, they are transferred to the district hospital, which is twenty miles away. As
there are no roads or transportation to that distant location, he noted that he ―would like
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to see many doctors and a well equipped health centre. The government should also
improve our roads. It is very difficult to take a sick person to hospital especially when it
has rained.‖ The family members of the patient have to find the means to get to the main
district hospital.
When patients and their families walk many miles in search of healthcare and do
not get it on time, it is heart breaking. I noted in my journal how people conveyed their
grief and deep disappointment in telling me about losing a child or family member due to
illnesses because they didn‘t get to the clinic on time or there was no medicine available
to help them. Sometimes, patients are diagnosed late in the most preventable diseases
and they then become difficult to cure. In my journal, I made notes about comments I
heard from people in the village when they spoke of the late diagnoses, especially of
malaria and typhoid. They know that nobody should die of these diseases, but are
frustrated by the lack of knowledge in the medical field and in the community about
understanding the differences between malaria and typhoid symptoms. I noted in my
journal that, Kibe Kigwasui said that ―we need more educated doctors and nurses to help
us, and to educate our children to understand hygiene and how prevent the diseases.‖
Tracking and measuring outbreaks are a way to observe the disease in an effort to
control it. Although this is an important way to prevent and treat diseases, it ignores the
experiences and understanding of broader situations of those suffering. By not involving
the people in the intervention and prevention of disease through new knowledge and
understanding of the basic causes of these diseases, the ethical wisdom of the people has
remained untapped. In the short time that I had conversations with the villagers and
especially the youth, I saw that they lack what Harbermas (1987) calls ―stock of
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knowledge‖ and they are yearning for opportunities to participate in future prevention
and intervention of diseases through health education. Dr. Omondi Kumba asserted that
notion of ―stock of knowledge‖ as, ―the sad thing is that sometimes you will find people
who are fully aware of the dangers but still will drink the water without being treated.
The poverty levels in the villages contribute to this behavior or lack of knowledge.‖
I also believe that this was one reason why they welcomed my conversations. It
was the first time that anyone has asked them what they needed or listened to their
stories. They were excited to tell their stories and have someone listen. I was humbled to
take part in the experience of my people. I gained new experience and understanding of
how the villagers' understanding of health is different than Western medicine and health
education. As Mr. Karanja Njuru stated in our conversation, ―sometimes we have visiting
people from the city or international. And they would teach about this, but the problem, I
see with it is when the visitors leave, people seem to listen, but they forget the moment
the visiting teacher leave… follow-up with someone in the community, it can help people
with the behavioral change which is not easy to do.‖
I hope the international community, Kenyan government administrators, and
global health community take the time to listen to the villagers rather than implementing
strategies and curriculums that they think will work. The villagers have much wisdom
and insight to share regarding efforts that seek to help them. Investing in the experiences
of the villagers may lead to the discovery of new strategies in health education, treatment,
prevention, and intervention of diseases.
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Traditional Healing
In Chapter Two, I discussed traditional healing. I explored traditional healing
while I was collecting the data for this research. As I was talking with a Grace Gakenia
from Kagaa village, she told me a story about her father's illness, which ultimately took
his life. Her father had diabetes and while he was working on the farm, he injured his
foot while digging a hole with a shovel. The wound would not heal and her father sought
traditional medicine as an alternative to Western medicine. The traditional medicine
included herbs from a traditional medicine man, which he drank and also washed the
wound with.
Though this element of the treatment was effective, the traditional medicine man
did not know how to control the diabetes side-effects. The wound or cut in a diabetic
person is hard to heal due to sugar levels. If they are low or high, the wound will not heal.
After few months of traditional treatment, the daughter's father was not cured and so she
took him to the clinic. A simple blood sugar test showed that his diabetes was so severe
that it was difficult to treat him. A few days later, his spirit left him and he died. In a
conversation with Omondi about traditional healing, he ―looked at the situation from a
modern, scientific point of view… not all the customs will be considered helpful, some of
them indeed may be positively harmful. They represent traditional ideas passed from one
generation to another.‖ In my conversation about the meaning of health, Omondi
portrayed health as a holistic way of being in the world, saying that
the overall well-being of an individual is what I would call good health.
Practicing good habits like exercising, eating healthy foods, visiting a doctor for
regular checkups will at least ensure you get good health. Bad habits like
smoking, excessive in-take of alcohol, lack of exercises increases the chances of
diseases. Maintaining a good hygiene is very important and individuals should
practice it as it contributes to obtaining a good health.
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The villagers are seeking traditional healing as an alternative for many different
diseases, such as malaria, typhoid, breast cancer, prostate cancer, liver cancer and
diabetes, disregarding that these diseases are not easily diagnosed by the traditional
healing. I was interested in learning more about the medicine man from Kagaa village.
Through informal conversations, I learned that the healing man and the belief in spirit
have not been accepted by the village clinic or public health department.
I wondered if the traditional healing could be effectively used for disease prevention. As
Omondi said in our conversation,
When a new form of health care is introduced to a society with an established
culture,it immediately gives an alternative to traditional ideas about disease and
its remedies. A modern health care system must therefore pick out practices that
are not harmful and are at the same time related to traditional ideas. It must
understand the ideas themselves and the part played by the traditional healers and
remedies. It is absolutely no use at all for the modern team to sweep away the old
ways and replace them with something new, un-familiar and alien. Whatever
changes health workers introduce, they should always harmonize their activities
with the culture in which they find themselves.
If there is an outbreak of a disease, the traditional medicine man or woman could refer
the patient to the Western medicine clinic for proper diagnosis of the disease before
prescribing any treatment. This is another opportunity for two different worlds to practice
healing inclusively to treat health problems in the villages.
Njuguna Macharia said in our conversation, ―when I was growing up, the
population was small, but today there is a lot of people who live here and the water is
scarce. The water holes are many, but many people have moved here in search of work in
the tea farms more than during my parent‘s time. And have increased demand for clean
water for cooking and drinking I think that is what is causing these illnesses, but nobody
is addressing the issues or root cause of all these illness.‖ When we understand what is
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happening within ourselves, Gadamer (1996: 112) explains, ―in those moments when we
are not disturbed by pain, we are able to experience self-fulfillment among the myriad
riches which the world offers to us. In this moment we are closest to ourselves.‖ Health
allows us to enjoy life and the world around us. There is a part of health that we must
proactively attain and participate in. Learning about clean water and living with new
practices related to health would result in living with myriad riches that life can afford
people.
After visiting several villagers, I also noticed lack of hygiene, typhoid from
drinking unboiled water, rotting teeth, and many other various health problems due to
poor sanitation. It was clear that neither the workers in village clinic nor traditional
healers know how to ease these health problems, because they each work independently
and have no knowledge of each other‘s available treatments. The narrative approach for
understanding these issues can come through sharing stories which bear the potential to
discover new ways to address the village‘s poor health. Collaboration between the
village clinic and traditional healing practices may yield possibilities of leading the
communities to become healthier. According to Gadamer (1999: 113), health is
something that is unseen. Health is being alive, present in our situatedness and as
Heidegger (1996: 12) coined, to be in the ‗throwness‖ of our lives.
My exploration of the Kagaa villagers‘ meaning of health revealed that it is
centered on the present. The Kagaa villagers are only concerned about health when it
disrupts their ability to work. They place the importance of health as relative to their
ability to provide for the village. As Njuguna explains, ―people here are hard working
but this human resource needs good health care otherwise we end up having a lot of
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people who cannot produce anything for the economy.‖ A clear understanding of health
creates a significant challenge in disease healing or prevention for the villagers. Kagaa
village‘s understanding of health does not consider long-term consequences of illness.
Disease or sickness is only relevant when it impairs daily life.
The concept of prevention holds that we take action in the present to influence our
future. Because many Kagaa villagers are more concerned about survival in the present,
they may not understand prevention in the same way a Westerner might. As Mr.
Ndirangu Macharia explains, ―the issue of cleaning, going to the toilet in the bushes, farm
chemicals, all these when they get in the water are dangerous. But I think people don‘t
know about the diseases or are ignorant.‖ Chronic diseases, such as cancer, diabetes and
malaria can be prevented and can be controlled by Western medication. However, other
diseases such as malaria, typhoid, chorea and hepatitis A and B can be controlled by
practicing preventative measures.
We are thrown into a particular culture, tradition, livelihood and biological
condition. Njuguna, Karanja, and Macharia see health as being able to live in the village
where they were born and live in the world as they choose, tied to their history, traditions,
and identity. Health is not a biological condition, but the opportunity to live their
particular throwness of life. Disease is an experience that deters us from living the life we
are thrown into. Health is not a condition or statistical morbidity rate, but something
personal and as Gadamer (1999: 100) states, ―closest to ourselves.‖ We are thrown into a
world and are left to make sense of the world and take action on the paths we decide to
follow. An ontology of health maintains that we are living with others in this shared lifeworld; Karanja explains, ―there is a lot of dirt already in the stomach, therefore it is not
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must for them to wash hands, this is a kikuyu saying. Some don‘t believe that if you are
coughing for like two weeks, it can be tuberculosis (T.B) they don‘t know that, they
believe to cough is normal and it will go away. So you have to tell them to go get tested.‖
This helps me understand that my health is interconnected with others. For example,
bacteria is in the air when someone who has a tuberculosis lung infection coughs,
sneezes, shouts, or spits, which is common in Kagaa culture. People who are nearby can
then breathe the bacteria into their lungs and become sick with tuberculosis. We must
take responsibility for our actions in consideration of the other.
The public health projects that attempt to educate villagers about the prevention of
diseases have not effectively reached the people. The shortage of Western medicine and
health workers and qualified nurses to diagnose and treat these health problems are
reasons the villagers seek traditional healing. Ndirangu explain the reason , ―I think
having a clinic with a qualified nurse is a good practice and should be adopted to help
villagers to understand the Western medicine and their traditional medicine practices.‖
The hope for a new understanding of education in all aspects is crucial for the future
survival of Africans. Without hope, we feel despair about our future.
Hope and Understanding Education
As discussed above understanding is application (Gadamer 1996); understanding
the meaning and purpose of education shapes objectives, which achieve application
through curriculum choices. In my conversations with Kagaa village participants, I
strove to understand the value and practices of their education curriculum objectives and
how they are shaped by historical consciousness and cultural prejudices. Ndirangu, said
that; ―we want education that helps our children. Primary school is free, but how can we
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educate our children to be free of disease or live a better life than us?‖ The villagers view
education as a means to attain a certificate so that one has an opportunity for a good job
in the cities and avoid becoming a farmer. Thus as educators such as Bowers (1987) and
Ngara (1995) assert, a particular society‘s educational practices are not random activities
but rather the product of its cultural value and belief systems as in Kagaa village.
The participants in this study described education today as what we could call a
product of positivism which is preoccupied with objective knowledge and disregards
cultural values, beliefs, customs and norms, which are attributes of the ontological
education process. The purpose of an ontological approach toward education is for
Africans to bring their own meanings and interpretations of health education, in other
words, ―how we become what we are‖ (Michael A. Peters 2002: 123). As Doris said in
our conversation, ―I have seen many educated people who have no clue of why we should
prevent diseases that are preventable, instead, they are still so ignorant when it comes to
disease that are easily preventable with understanding of few measures, such as hygiene,
washing of hands, simple and yet difficult.‖ As Heidegger says, ―…On the contrary, real
education lays hold of the soul itself and transforms it in its entirety by first of all leading
us to the place of our essential being and accustoming us to it.‖ (Peters 2002: 133). The
general understanding is that Africa has a tremendous amount of resources, however
Africa is known for socioeconomic hardship, ill health and being politically
underdeveloped. Education can teach children how to be healthier and allows village
youth and young adults to learn other ways to move beyond their poor conditions. In
essence education can be refigured as hope. Education builds upon the capacity to
imagine new possibilities for the future.
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I had a conversation with Karanja, an elementary school teacher. Karanja is also
a student at the College of Education and his future goal is to receive a BA (Bachelor of
Arts) in education. During our conversation, Karanja warned that receiving an education
is not the singular answer to creating a better future for the African. He believes that
African youth must remain grounded in who they are so that they can return to the village
and give back to the community. It is important to retain African culture and traditions
that are not taught in school classrooms but at home within the village community.
Karanja commented that ―we don‘t want just education because the whole world wants
education.‖ The hope of the new constitution is to change from the old to the new ways
of life. The African education system especially in Kenya shows that the main cause of
the failed experience lies in its foundation. It was colonialists who introduced the present
system of education to Africa. As indicated in Chapter One of this dissertation, education
was neither founded on an understanding of African culture nor on the needs of the
African people. Education practice was alien to the African way of life and culture,
undermining the way of life of the people. Colonial education undermined the societal
values, and Ricoeur (1974) believes that values shape human activity.
Omondi believes that desire for education needs to be linked with meaning,
―children should be trained for specific careers not a jack of all trades.‖ If there are no
jobs available after receiving the education certificate, there is little that a person can do
to help their community. If they are ever to benefit from education, it needs to be tied to
the realities and responsibilities of the villagers. This conversation with Omondi ended
up linking education with health.
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The six research participants believed in the importance of education and health
for the people. I asked participants what they need for a better future, and all had, in
general, reflected this sentiment: ―education curriculum needs to change and must include
health education…unless this happens there is no future for our children…people are
dying of preventable diseases and yet the education curriculum have not yet addressed
health issues for the school children..‖ Njuguna explained that education can benefit the
health of the villagers. He said that the children should be taught how to be healthy in
school and then teach their families what they learned when they come home. Education
can be refigured as hope for the future and offer new thinking beyond their poor
conditions. For the research participants and for Freire (1992), education leads to new
horizons of knowledge. To become an educator is to be a medium for social
empowerment, emancipation, and pioneering new frontiers of understanding. The school
principal, Ndirangu, expressed his belief that ―education is supposed to help change our
lives and other people‘s lives and improve the quality of life. Now, if my leadership as a
school principal does not help my community, country and then the community of the
world, then it is meaningless.‖ Knowledge is meaningless unless the student has his or
her own understanding about the new ideas or subjects they learn.
Ndirangu acknowledged that social emancipation and empowerment comes from
a system of education that involves participation in the political, economic, and social life
of a society. A system of education creates language for analyzing, critiquing, and
tackling social issues. As Doris said in our conversation, ―inheriting wives is cultural, this
culture has become fatal because maybe one first husband died of HIV/AIDS, the widow
could be infected and thus the spread within the family. It is not a bad culture during our
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grandfathers‘ times, because then there were no disease like we have now.‖ This
approach to health education curriculum policy is what has been lacking in the planning,
implementation, and practice. We must discover what Gadamer (1996: 98) describe as
―fitting and appropriate‖ for the villagers. Gadamer (1996: 99) suggests that we ―observe
and listen.‖ Observing pertains to the way modern science has described and defined
those systems that effectively sustain not only our own biological organism, but also the
innumerable institutions and establishments that constitute our social world. Listening
involves both the skill and ethical wisdom to understand and treat people with care and
builds relationships on trust, which bring about new understanding.
The challenges that face the construction of curriculum praxis in Kenya need
societal sensibilities for empowerment, emancipation and holistic growth. The
participants believe that influencing the creation of curriculum praxis in the Kenyan
education system is a challenge because of its historical British influence. As Karanja
remarks, ―in Kenya the curriculum was structured at Cambridge University. For about
sixty years I could say, even after we got our independence, we were using the syllabus
from Cambridge; they structured every subject, even the study of African languages such
as Kiswahili or even the vernacular languages.‖ All the participants think that the
Kenyan system of education requires attention and innovation in order to authentically
respond to Kenyan societal needs. Consequently, the research participants put their hope
in the new constitution to bring about better education construction that will include
African culture and health. Several participants agreed on the new constitution as
representing hope, as indicated by Doris when she said, ―is the hope in the new
constitution? Hopefully this new constitution is good, and a lot in the policy will be
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changed, hope one of them is in education. Unless the ministry of education makes such
a lesson mandatory and improves it to cover all health issues, we will not see practical
changes in schools and communities.‖
Summary
The themes introduced in Chapter Five through the conversations and my own
understandings about health education as disease prevention in villagers in Kenya were
(1) local health and meaning of health, (2) traditional healing, and 3) hope and
understanding education. The narrative presentation of the transcribed conversations sets
the stage for the critical hermeneutic analysis and interpretation that is presented in the
next Chapter.
The themes of local health and meaning of health, traditional healing and hope,
and understanding of education as it is understood in the village shows the reader that
Africans see education mainly as a means for socioeconomic growth as was introduced
by colonization. Today, the village community sees education as the medium for
personal and social ontological becoming. In these categories, it comes to light that the
villagers are looking for further development in local health and education for future
generations and the new constitution will play a role in constructing a meaningful
curriculum. By introducing African culture, traditions and customs into the curriculum,
the understanding of the Western system and African system will allow the villagers to
learn other ways to move beyond the old to new conditions.
The conversations with the village and city people, village headman, local health
workers and government public health official provide a diverse range of narratives that
tell a larger story of the health issues and education system. They reveal opportunities to
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learn about possible solutions to improving the health and lives of all Kenyans. These
stories offer new ways of understanding the research which can lead to new ideas for
change. Chapter Six provides further analysis of the data applying the categories of
fusion of horizon, imagination, and narrative. This second analysis will address the
themes covered in Chapter Five using hermeneutics theory to open up understanding of
the topic at hand.
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CHAPTER SIX
SECONDARY DATA ANALYSIS
In telling a story about the transcriptions and the experiences of data collection,
the point is to discover a plot (Herda 1999: 127).
Introduction
Chapter Six takes the discovered themes from Chapter Five and uses the three
critical hermeneutics categories, Fusion of Horizon, Imagination, and Narrative to
discover a deeper plot in the stories of village healthcare, health education, and education
curriculum policy in Kenya. Ricoeur (1984: 22) asserts, ―there is always more order in
what we narrate than what we have actually lived and this narrative excess of order,
coherence, and unity is a prime example of the creative power of narrative.‖ The text in
the narrative opens up a world of possibilities by calling upon quotes from critical
hermeneutic theory and the research participant conversations. Herda (1999: 128)
explains that ―interpretation of the text is complete when the reading of it releases an
event in our lives whereby we understand each other anew, and we learn how to address
our social challenges in a different light, one that gives each of us a future with dignity.‖
The research participants made it clear that in order to develop solutions towards
a better future, people who have been ignored must be allowed to participate in the
planning and development of health initiative process. Global health organizations and
the Kenyan government have neglected to include community members in the efforts to
resolve disease epidemics. Changing the status quo is essential and a first step to ensure
that the people in the village communities be included in the development of a
comprehensive health education curriculum. Marking this point of failure for these
organizations becomes the point where my research begins. Critical hermeneutic
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research centers on the stories of people‘s lives as a way to provide the insight into the
research topic. This approach views people‘s livelihoods as what Herda (1999: 79)
describes as a ―community always on its way‖ towards the future.
In the first section, fusion of horizons is prefigured through an overview of
historicity of the community through language, telling stories about their past and how it
relates to their present education curriculum praxis. I discuss colonial education and how
the system of education as currently structured continues to undermine African cultures
and traditions. In the second section, I discuss imagination as one means through which
people can begin to see a possible future. In the third section, I discuss pre and postindependence education, which is merely an extension of the colonial system of
education heavily informed by positivism. The fundamental theoretical foundation for
analysis and interpretation is available for reference in the data presentation and analysis
section of Chapter Four. Employing critical hermeneutics, I envision refigured
educational possibilities for the Kagaa village community with respect to each of the
research categories.
Fusion of Horizons
Gadamer (1975: 269) defines horizon as ―the range of vision that includes
everything that can be seen from a particular point of point.‖ For Gadamer (1975: 217 &
305), ―the horizon is, something into which we move and that moves with us…Thus, the
horizon of the past, out of which all human lives and which exists in the form, is always
in the motion…To acquire a horizon means that one learns to look beyond what is close
at hand – not in order to look away from it but to see it better.‖ This idea could create an
opportunity for the villagers to reflect on the present and look towards the future. Ricoeur
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(in Kearney 1999: 31) reiterates this idea, saying ―sometimes, some places…it is
important to let go of history…to actively forget the past in order to surmount the
instincts of resentment and revenge.‖ Kenyans were displaced and settled into villages.
These village settlements remind them of colonialism and its aftermath everyday as they
pass by these village sites.
During coversations with villagers I asked what they recalled learning from their
parents about health and illness. Answers crossed a spectrum of interests, from nutrition
to prevention to living conditions:
Karanja:

The traditional foods people nowadays don‘t eat it, and also excess
processed fats. Long time ago people used to eat sweet potatoes, arrow
roots. Nowadays every food is fried. People have changed from the
way they used to eat and have taken up eating a lot of processed foods
which takes less time in cooking.

Kibe:

I have come to understand cleanliness plays a big role when it comes
to managing such illness as typhoid. Compared to my parents right
now, I better be able to live a life or manage myself and the rest of the
family and make sure we are not going back to where we were. It is
long time since we had such a condition again; I have done what it
takes to prevent the condition.

Njuguna:

My parents are deceased. They died of old age. As I said, many more
people have moved here in search of work in the tea farms than during
my parents' time. This has increased demand for clean water for
cooking and drinking

Doris:

Disease is simply caused by bad hygiene. If people in a particular area
do not observe good hygiene, a cholera outbreak can be expected.

Re-remembering the past provides the foundation for new thinking about the
future, but remembering the past without the rest of the community may lead to repeating
the past. By remembering the past with others, such as we did through this research
process, new narratives are shared, providing an opportunity for innovation and
transformation. For example, in recalling what illnesses originated from their parents,
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this generation of villagers can take responsibility for health of themselves and their
community and they are able to understand how to find better ways to intervene and
prevent the health problems that plague their villages.
Unlike the technical approach, which uses language as a strategic tool for tactical
reasons, the village schools could use language as a medium for communicative action by
educating students through health education for prevention of diseases as they do today
for competitive sports. For Habermas (1972) praxis is always a form of communicative
action because, in language and through fusion of horizons, initially alien forms of
knowledge find common worlds that bring new understanding. Through a conscious use
of language, the younger generation creates an opportunity for a new understanding, self
responsibility, and community responsibilities that could allow them to envision a new
world and harmonize their knowledge as they work towards a better quality of life free of
vicious diseases. These conversations with participants bring a foundation for new
thinking. Kibe explains fusing of the past to present in reference to typhoid, saying that
There is a time in our family there was an epidemic of typhoid at least I can relate
to the fact that we never used to be concerned about the kind of water we were
taking. We didn‘t even take time to treat the water, and having been in the village
we used to have water problems. We used to get water from the rivers and wells
and we did not take time to treat it. I think that is where the epidemic came from. I
remember my mother, my sister, were very sick and it took time before they
would realize or get the proper diagnosis and when they got it, it was more or less
a bit late because it took a long time to get well. But I thank God because with
time they got well. Since then we understand the concepts to do with typhoid and
manage it that level. At the time we also had to deal with other sickness.
The excerpt from this participant‘s text explains the importance of health
education to overcome diseases. Kibe explained, ―the understanding has come due to my
health education and my exposure.‖ Karanja also explained, ―if they have a follow-up
health education with someone in the community who understands these illnesses, it can
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help people to understand how to prevent it. It is a behavioral change, which is not easy
to do.‖ Omondi explained that ―health education is the key to a better Kenya.‖
Education curriculum is not founded on universally held natural law, but rather is
established from systematically organized educational traditions and experiences (Grundy
1987); and it is a group‘s experiences that carry for Gonzalez (1991: 143), ―an
ideological message covering a range of social and political purposes.‖ Similarly for
Freire (1992), the educational process is not a value neutral social activity, but rather, one
that carries within it the socioeconomic value systems of particular sociopolitical
structures. Ngara (1995: 56) asserts, ―the education system of any society to a large
extent reflects the ideological value systems and cultural prejudices of the dominant
social groups of that society.‖ For Freire (1992), whether a particular educational
curriculum leads towards the practice of freedom and social transformation or towards
oppression and conformity will depend on the ideological value and belief systems of the
dominant social group that shapes the educational experience. Certainly, if the ideology
is based on ―the good‖ as Aristotle describes it, then there is hope for practical social
action for curriculum praxis.
As discussed in Chapter One, European colonizing powers occupied Africa in
search of natural resources and cheap labor. The social value guided their activity was
not ―the good‖ but rather material profit. The purpose of their introduction of formal
education to the African people was specifically to train a working force (Ngugi 1989,
Ajayi, Goma, and Johnson 1996).
Formal education was designed with limited learning (Wagaw 1979) because
African culture was believed to be backward and savage. The curriculum was designed to
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separate students from their cultural values and traditions and make them follow the
Western values and traditions. As Sifuna (1990) asserts, not only amongst the colonizers,
but also amongst the missionaries, the popular belief was that in order for the African to
become civilized and to become a learned workforce, Africans must be free from their
traditional ways of living. In critical hermeneutic perspectives on learning, the learner is
not only a knowledge receiver but also a knowledge creator. Knowledge is not only
taught by the educator, but also teaches the educator, and is not only influenced by
society but also influences society in turn (Ngara 1995). I found from the conversations
that the learner becomes aware that the attainment of knowledge can be related to one‘s
life and to society‘s need. The understanding that knowledge is a social creation helps
the villagers to see the value of education, the desire to work for personal ontological
becoming, and holistic societal growth. Within the horizon of forgetting the old colonial
education system and looking into the new thinking, Karanja explained how his school is
doing as far as teaching the students:
―For example in my school we teach health education. The pupils are taught
about good hygiene practices, such as washing hands after visiting the toilet and
before eating anything. We have also designed a program where our pupils in the
bigger classes are engaged in cleaning the school and the environment in their
homes. We also designed a program of giving lunch in school, where the children
eat a balanced diet. The bigger ones are also taught how to prepare food in
hygienic conditions. These programs have significantly reduced illnesses among
our pupils and you find very few are missing school.
As opposed to the past memory that repeats, there is the memory that breeds
innovation. In recalling memory, we can learn to understand the past and critique it to
recognize what is useful and what is not. We learn to imagine something new and
different from the past by learning from the past mistakes, as Ricoeur (2004: 25) says, ―to
call up the past is the form of an image, we must be able to withdraw ourselves from the
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action of the moment, we must have the power to value the useless, we must have the
will to dream. Man alone is capable of such an effort.‖ The example to value useless
that occurs to me for this purpose is African traditions that are forgotten, however the
traditions seems to offer great value in the modern life in Africa today, for example
traditional healing has great value today which has been forgotten and considered useless.
The research data reflect the lack of ―fusion of horizons‖ between the people
being served and those trying to help. If there is true solicitude as the words ―public
health‖ implies, then there must be a shared understanding or fusion of horizons to bridge
the connection. Ricoeur (2004: 346) argues that we can understand our past as the past,
by pairing it with our future and present. Re-remembering the past is a guide into
imagining a future.
Imagination
Imagination is less about make-believe than it is about what we believe we can
do. Imagination is based on the reality of the present, yet invested into the future.
Imagination remains the key to innovation, which discloses possibility (Kearney 1998:
9). The act of imagination does not come easily. There must be a degree of freedom for
imagination to emerge from a person or community. Communities must be in a space
where differences are recognized, but shared understanding drives new meanings and
ideas for thriving together in the life-world. Kearney (1998: 149) asserts that imagination
is not confined to circles of interpretation; rather, it provides us with a world of action. It
is through narratives that imagination can bring action. Ricoeur refers to social
imagination as ―the body of collective stories, histories, and ideologies which informs our
modes of socio-political actions‖ (in Kearney 2004: 6). More imagination is needed when
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the current strategies are failing the community they serve. Imagination seeks alternatives
and before it is created, it must first be imagined through the shared understanding of the
stakeholders, village government leaders, school system, healthcare systems, and village
community.
Imagine disease-free water for the Kagaa village, Njuguna in our conversation
explained, ―I would like to see clean drinking water, where people go to fetch water
without worrying of boiling or putting medicine, which we don‘t have or don‘t know how
it works.‖ I was surprised to learn that there is some health education regarding drinking
water in the villages and yet the villagers have not learned how to treat their drinking
water. Karanja explains,
in most homes you find that there are wells. In the past, everybody used to get
water from the river. All that is needed now is to treat the water for human
consumption. In my opinion it is not okay unless it is treated. Few people are now
aware of the dangers and the majority of people are still ignorant. You will not be
surprised to find many who still do not know the dangers of using un-treated
water.
For a village like Kagaa that has a Western clinic, the villagers have turned to
traditional medicine because the current clinic is failing to meet the healthcare needs for
the community. The clinic has only few old types of equipment, one nurse, and hardly
any medicine for basic treatment (vaccines, medication for wound infections etc). When
I visited the clinic, the nurse who is also a doctor, stated her belief that traditional
medicine does not have a place in the community because the colonials destroyed the
herb traditional medicine. The present traditional medicines are killing people, but at the
same time the Western medicine is scarce and people are still dying. I wondered if she
ever imagined combining Western medicine with tradition healing practice. If she can
learn that traditional healing may be a way of incorporating both systems, this could give
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the community a sense of belonging. What would happen if it was imagined that
traditional healing is an important aspect of health? This fusion of healthcare may allow
village people to incorporate appropriate disease control and prevention efforts. This is
how Omondi imagines;
it must understand the ideas themselves and the part played by the traditional
healers and remedies. It is absolutely no use at all for the modern team to sweep
away the old ways and replace them with something new, un-familiar and alien.
Whatever changes health workers introduce, they should always harmonize their
activities with the culture in which they find themselves.
However, to become a reality, these ideas must come from the imagination of the
village community organizations and leadership as well as others who are involved in
disease prevention and education. Gadamer (1996: 101) recognizes the ―value of
Western medicine‖ but also believes in what Husserl call the ―shared life-world,‖ where
we are all interconnected and ―partners in a life-world which supports us all.‖ There is a
double obligation for people practicing medicine and the public health community to
combine specialized skills and abilities of modern medicine with participation in the
shared life-world. Disease control and prevention can be combined with culturally
congruent health education practices early in life with the understanding that everybody
will be interconnected in this shared life-world. These are good examples of linking
tradition and customs to create something new and involve the village community in its
thinking.
Imagining health education in the villages all over Africa, starting with Kagaa
village, is a solution to the problems that the Kagaa village faces. My family has always
stressed the importance of education. Receiving an education helps our social and mental
development and opens up opportunities to find employment, a means for our daily
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needs. Participants told me in general that health education is a key to a better life in the
future as they compare the missionary school and government schools. As Ndirangu
explains,
a school like Kagwi Girls would be a good example. It is a missionary school, and
they have a clinic in the school which has a nurse. The issue of health is not a
problem there. I understand the nurse is also used to educate the girls on health
issues. I think having a clinic with a qualified nurse is a good practice and should
be adopted in all schools in Kenya and hopefully all over African continent.
A medium for inclusive discourse is needed for shared narratives to disclose a new
narrative that is as Ricoeur (1992: 172) envisions, ―aiming towards the good life with and
for others, in just institutions.‖
Narrative
Our values, belief systems and ways of thinking are all products of our respective
cultures (Gadamer 1975). Reciprocally, these aspects of culture are integral in the
formation of the stock of knowledge (Habermas 1987) that shapes us as individual, as
well as shaping our social narratives since they are our ways of being-in-the-world. A
narrative refers to a person‘s temporal consciousness or understanding of being-in-theworld, which involves putting ones‘ past experiences, future hopes and present resolves
into a meaningful plot. Plots, Ricoeur (1991: 4) writes, are
The set of combinations by which events are made into a story or correlatively a
story made out of events. The plot mediates between the events and the story.
This means that nothing is an event unless it contributes to the progress of a story.
An event is not only an occurrence, something that happens, but a narrative
component…I shall say that the plot is the intelligible unit that holds together
circumstances, ends and means, initiatives, and unwanted consequences.
A plot is the basic narrative unity that organizes and orders heterogeneous events
into an intelligible and meaningful totality. A meaningful and unified plot intrinsically
involves mimesis123; as such, it enables us to see the ―what happens?‖ pre-understanding
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―why it happens‖ present, and proposes the ―when it could happen?‖ future, as mimetic
moments of a certain historical event or a certain social action. The theory of narrative is
instrumental in prefiguring how history residing in our collective memory shapes our
current social activity and how our current social activity in turn will shape the destiny of
our community. Doris believes that
In our villages culture plays a significant role though not influential. People have
grown to adopt the new way of life. Culturally maybe with things that will impact
the next generation, things like maintaining some of the values when it comes to
life. Things like relationships because the cultural way was better because people
would live a good life, and a life without so much of a hustle.
There are as many narratives or ways of telling about the world as there are
cultures and languages. The narrative activity of delimiting, ordering, and making explicit
is possible only through the mediation of language. For critical hermeneutic thinkers,
language is the true house of being without which humans are unable to create
meaningful narratives (Heidegger (1971: 134). Kibe supported this notion, saying that
People should go back to the family values and personal values which helped one
to avoid some of the problems we are facing. But when it comes to the language,
the language is not a barrier but a mode of communication. When people are able
to communicate whichever way, language does not matter; it should be used
properly as a tool to help people to come to the realization of the need of good
and proper health management
Gadamer‘s (1996: 443) assertion supports this, ―man‘s being-in-the-world is
primordially linguistic…, and …language is not just one of man‘s possessions in the
world; rather, on it depends the fact that man has a world at all. The world as world
exists for man as for no other creature that is in the world.‖ Sapir (1949: 70) refers to
language as ―the symbolic guide to culture,‖ and Shorter (1998: 24) calls language the
―central organ or vehicle of culture.‖ Indeed, language is the most essential component of
any given cultural community; as Kyeyune (1996: 192-193) explains, ―it is the store, the
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venue and matrix whereby the community‘s identity, value, norms, experience, history,
religion, world-view are shared, assimilated, preserved, promoted, and transmitted.‖
Ndirangu believes also that we should ―inform people using the best language that
is understood well by all. Also health workers can assist using Kiswahili, which is not a
problem to community people, because Kagaa village now has many immigrants who
come for jobs of picking tea.‖ Karanja supports this notion, saying ―we can use good
language to continue teaching the young generation about good hygiene practices to live
a disease- free life.‖ Bowers (1993) explains that language is not only a conduit for the
world of cultural knowledge we share with one another, but it is also the medium for
organizing our thought processes, so that we are able to construct meaningful narratives.
Summary
For Gadamer (1996: 383), a genuine conversation has a life of its own; that is, ―a
genuine conversation is never the one that we wanted to conduct. Rather, it is generally
more correct to say that we fall into conversation, or even that we become involved in it.‖
In other words, in an authentic conversation, words, phrases, metaphors, and sentences
flow spontaneously from our hearts and minds to present our life narratives and our
understanding of truth and knowledge. Here, the capacity of a particular conversation to
bring about new understandings lies mainly in our ability to examine and to explain our
narratives and by our ability to go deep into our historical consciousnesses. In
conversation we are always interpreting things to ourselves and to others and indeed the
depth of our interpretation is key for new learning, for new forms of narrating our life
experiences and for forming new language system (Gadamer 1975). In the process of
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conversation, our subjective reality is tested, modified, or possibly even transformed
(Berger and Luckmann 1966) to envision a new form of being-in-the-world.
In a critical hermeneutic approach to conversation or dialogue, as Freire (1973:
115) asserts, a ―loving encounter of people‖ is moved by an emancipator interest and by a
practical-moral knowledge that envisions practical action (praxis), Gadamer asserts that
―discourse never exists for its own sake, for its own glory, but that in all of its uses it
seeks to bring into language an experience, a way of living in and of Being-in-the-world
which precedes it and which demands to be said.‖ In the coming together in culture, in
dialogue, or conversation, the use of a common question, for example, ―how can we
create a health education curriculum praxis at Kagaa village?‖ helps conversations to
focus on an issue and together examine, explain, and interpret the meaning of a particular
issue and to see how understanding of a particular issue is shaped by tradition and
history. Through this process, separate narratives or forms of understanding come
together to create a new narrative, a new understanding, a new form of practical action
(Abscal-Hildebrad in Herda 1999), and a new form of health education curriculum praxis
in the case of this study.
Therefore, the purpose of critical hermeneutic participatory inquiry is ―to create
conditions whereby people can engage in discourse so that … new realities can be
brought into being‖ (Herda 1999: 82). In discourse through a genuine engagement in a
speech act, both the researcher and research participants open themselves to one another;
they open their respective worlds to one another. The process of discourse ―allows all
participants to bring their prejudices, become aware of their history and tradition, share
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their knowledge, reflect on their thoughts and action and call into questions what ought to
be‖ (Gonzalez 1991: 62).
The act of discourse in interpretive participatory inquiry brought about new
learning, first as fusion of horizons that takes place when people are engaged in true
dialogue (Gadamer 1996), and secondly, as a result of the text, that is ―discourse fixed by
writing‖ (Ricoeur 1991: 106) that is created from the discourse that becomes a source for
further analyzing, interpreting, critiquing, understanding and in the end, for constructing
a narrative that envisions action. A narrative that addresses the questions 'what, why, and
when does what? In the next Chapter, I discuss findings as well as interpretations,
recommendations, and suggestions for future research.
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CHAPTER SEVEN
RESEARCH FINDINGS AND IMPLICATIONS
Introduction
In the course of our reflections we have come to see that understanding
always involves something like applying the text to be understood
to the interpreter’s present situation (Gadamer 1989: 308).

Chapter Seven presents a summary of the research project, which includes a
review of the research topic, the literature review, description of conversation partners,
theoretical framework, research process and findings. I also discuss the implications of
the research and make suggestions for future research. The dissertation concludes with
my personal reflections on the research topic and thoughts on the research experience.
Herda (1999: 93) asserts that ―as a researcher, one‘s charge is not to merely represent or
symbolize human affairs by creating a contrived correspondence between propositions
and what they denote. Rather, the charge is more inclusive to disclose a world of our
participants and ourselves.‖
Summary of the Research
This research studies how health education could help combat the vicious cycle of
diseases in Kagaa village and beyond by exploring the education curricula policy in
Kenya's public and private elementary and high school settings. Through conversations
with research participants, practical wisdom and insights about a better livelihood for all
people in Kenya--especially in the villages-- were revealed. The conversation partners
included a diverse range of people, including a village leader, a medical officer, a public
health officer, a medical doctor, a community nurse, a high school principal and an
elementary school teacher.
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To provide a context for the research site, I presented the history, education
development and political landscape of Kenya. Kenya's government was largely
influenced by Western colonialism until 1963, though Western practices in education
continue to the present day. There is a need to enhance the educational community‘s
ability by constructing curriculum praxis needed for villages across Kenya to nurture the
ontological becoming of students and an understanding of the meaning of giving service
to society through practical education and service.
The literature review presents the background of the research topic, including a
description of the context of community health education development and chronic
diseases in Africa. The cultural construction examines the continent‘s communities, their
understanding of health education as a medium for disease prevention and intervention,
and the effects of a history of relying upon a positivistic orientation. I discuss critical
hermeneutics of health as it relates to health as being. The research protocol was guided
by the critical hermeneutic tradition as described by Herda (1999). The research
categories guided the conversation and text analysis, which I deciphered into implications
of the research. I collected data from transcribed conversations and combined these with
my own experiences to discover a plot in the collective story of health education and
disease prevention in Kagaa village. The themes that surfaced out of the data were local
health and meaning of health, traditional healing, and hope and understanding education.
The theory of fusion of horizons, imagination, and narrative guided the narrative
presentation of Chapter Five and the critical hermeneutic narrative analysis and
interpretation in Chapter Six. These theoretical constructs were used to search out
understandings about human action in temporal unity. These constructs guided my effort
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to create the narrative presented in Chapter Six. In Chapter Five, the data presentation
shows that curriculum construction in Kagaa village involves the concerted participatory
effort of the community, school administration leaders, government leaders and
community health leaders. That is a positive development; however, it appears that the
tradition of curriculum construction lacks critical analysis of how entrenched historical
and traditional education practices influence curriculum construction.
Firstly, there is a lack of critical investigation of how the value and belief systems
that educational members bring to the community shape the process and content of
curriculum construction in schools. Curriculum construction appears to simply follow
traditional guidelines that come from the Kenyan Ministry of Education. It seems that
there is a need for the school system education curriculum to critically assess ways to
educate their students and construct education curriculum that evaluates current and
potential needs of the community.
Secondly, the research participants assert that there should be a way to integrate
the current Western influenced education curriculum and their culture, customs, beliefs
about health education. The participant from the public health department asserts that it
is important for the government, international development organizations and the local
community to initiate ways to prevent diseases and focus more broadly on the meaning of
health. These participants see the need to understand how the village people view health
in order to have a better context when providing healthcare services and health education
to the village communities. By integrating traditional healing and Western medicine, it is
possible to have these two systems work together in disease prevention and diagnosis to
prevent premature deaths.
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Thirdly, there has been little reflection on the past and the present within the
fusion of horizons. Remembering how they used to fetch the water from the river and
how they retrieve the water from the well is one example of this type of reflection. The
conversations opened up new knowledge and understanding of the present and what
should become. The Kagaa village community is anticipating a new lifestyle with the
new constitution that passed in August of 2010. There has been very little done since
colonization took over the healthcare system and education curriculum system. There
are private missionary schools revolutionizing their curriculum by adding a nurse on
campus to teach girls about reproductive health. The participants want the next
generation of Kagaa village to experience and participate more in health education for all
children. Even though the research shows there are healthcare clinics in the villages,
many issues need to be addressed in order to have adequate care and health knowledge.
There are many opportunities for public health to actively engage in village community
health. Health is a condition of being involved in the world with others and actively
engaged in what life has to offer. Health has many meanings, and understanding this
may shed light on the best way to shape education curriculum policies and programs.
Research Findings
The conversation narratives, text analysis and findings of this research show that a
fundamental reorientation of health education and disease prevention may be necessary in
the national education curricula to overcome the current limitations and understanding of
disease for the next generation of Kenyans. The findings of the research are discussed
under the headings of: (1) Health as Fusion of Horizons, (2) Disease-free Community,
and (3) Power of Hope
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1. Health as a Fusion of Horizons
Health has many meanings and the manner by which we understand them can
shed light on the most appropriate ways to shape policies and health programs in the
villages. To understand how the village community understands health and what it
means to them, there must be an understanding of their history, culture, traditions, and
customs. A conflation of Western and traditional health understandings allows us to
envision a particular future together with others. Health is a condition of being involved
in the world with others and actively engaging in what life has to offer. Therefore, it is
important that public health personnel focus on a broader meaning of health to have an
understanding of how the village community views health in order to have a more
appropriate context in which to provide health service and education.
Examples of different approaches toward health came up during the conversations
and were discussed fusing past and present ideas of healing. Public health effort should
be focused on water supply. Water delivery should come from a centralized location
where it is treated by government workers or locals and supplied to the villages. Such a
project would help to ensure the proper treatment and aid the community in their efforts
to sustain quality drinking water.
2. Disease -free Community
Imagination is critical for the Kagaa village community to improve their poor
conditions and everyday lives and realizes a future through understanding the past. The
research conversations are replete with examples that imagination is vital to the
livelihood of the Kagaa village people. Before the conversations, participants did not
imagine solutions or alternatives to the lack of clean drinking water or health education in

109

schools. However, during our conversations, imagination helped participants to envision
water treatment in a centralized location in the village. They saw that this could be a
successful way to combat the waterborne disease and this could lead to creating a health
education curriculum in schools from kindergarten through high school that could
educate the next generation about many diseases and preventative measures. A diseasefree community could emerge through imagination, a critical step in the process of
development.
3. Power of Hope
The hope for better health education emerged from the research conversations and
analysis and became pertinent to the research topic. Education needs to have meaning if
the village people are to invest in it. Imagining education must be tied to meaning,
otherwise it is fruitless. The social imaginary is a collection of shared experiences that
informs our socio-political and socioeconomic actions. We imagine actions that may
lead us towards a better life. However, for these shared experiences to be shared and
realized, a medium for new conversations must be made possible.
Although the high school principal and the elementary teacher imagined health
education as hope for the future, it is critical for the village community to know how
health education can benefit their lives and lives of their children. The problem today, as
the conversation participant explained, is sustainability of good health without enough
resources of information and knowledge. If health education becomes available for all
children from kindergarten to high school and new knowledge is introduced, sustaining
good health is grounded in hope which, in turn, refreshes ideas and imbues people with
courage to better their own health community.
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Implications for Practice
This research project has significant and direct implications for leadership, program
organization, policy development, and program evaluations. These practical implications
for government and rural village development policies include (1) linking program
organization and policy planning development with shared narratives with stakeholders,
communities at large, government programs, and policy planners, (2) coupling program
evaluations with narrative assessment with the stakeholders, (3) refiguring community
leadership as narrative. The following implications are addressed to the leaders of the
community and government who develop and assess programs and policies for the village
communities in the Kenya.
1. Shared narrative with stakeholders of program organization and policy planning
In program organizing and policy planning, it is important to consider the shared
stories of those who are the focus of receiving assistance. The purpose of a shared
narrative is that it creates meaning, which is different than organizing and planning based
solely on statistics. Since shared narratives consider history, culture, customs, and
traditions, they foster a relationship between the professionals and those they serve.
Involving the community that is typically ignored during the organizing and planning
process opens opportunities for alternatives and new thinking.
Shared narrative in policy development can lead to imagination and then action.
By sharing their experiences and ideas, a village community may gain a sense of
ownership with the proposed plan and programs. This research study provides evidence
of this; conversation participants answered the research questions by imagining what they
would like to see in the future of their village. However, there must be a public sphere
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for narratives to be shared and heard by those who plan and develop programs for the
village. This public sphere may liberate mutual understanding, trust, and a sense of
responsibility for one another to be appropriated and crafted into policies and programs.
2. Program evaluations and assessment narrative
Program evaluations and assessment are used to improve and determine future
program development, planning, funding, and support. Learning people‘s experiences
through conversations and storytelling may reveal new understandings in determining the
program‘s progress, limitations and successes. Narrative assessment can add value to
program evaluations that are based on quantitative outcomes, such as in Kagaa village
(number of typhoid cases). Measureable outcomes like this, through the use of sciencebased tools such as survey and likert scales, can be used to quantify progress towards
specific objectives. However, these tools are less fit to elicit information about the
meaning of the progress on a community. Increasing the number of wells in the villages
does not always translate to less waterborne disease (typhoid); nor do the statistics
explain why mosquito nets are not used to prevent the malaria deaths. A narrative,
however, could provide a deeper understanding of how people can see that mosquito nets
are a way to kill people because of the insecticide in which the nets are soaked. People
may also explain through their stories that they understand that boiling water is a good
idea but they do not have enough fuel at present to boil the water. Interpreting the words
correctly is of utmost importance. For example, the following words mean one thing to
the locals buying the water-purification tablets and another thing to the Western health
educator: ―add the tablets into the water before consumption.‖ The villagers bought the
tablets and threw them directly into the well which, of course, did no good. The actual
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use of the water-purification tablets involves drawing a bucket of water and adding the
tablets before drinking the water from the bucket. The initial explanation was not
thorough enough. It is not simply a matter of language, but also education and culture.
Language as discussed in Chapter Four is important for the appropriate community health
education in order to address accurately the issues at hand.
3. Leadership refiguring as village narrative
Leadership may be refigured through the inclusion of village narratives. The
village government leader (headman and chief) and community elders provide traditional
leadership through their title and designation based on tradition and responsibility. The
inclusion of school leaders, students and the village community at large may offer new
leadership opportunities in taking responsibility for the livelihood of their community.
Leadership is reflected in the act of participating in improvement of the village health
clinic and drinking water resources. Leadership may be refigured through participation
of village students in health education, helping the successor students to become leaders
of tomorrow rather than followers like their predecessors.
As discussed in Chapter Two, Africans are natural story tellers. Storytelling can
be used to educate villagers about health issues and their children can be taught in health
education how to be responsible for their own health and the health of their community.
Children may also offer leadership in the village by educating their peers, families and
villagers about what they learned from the school health education curriculum. The
children become more aware of taking care of one another‘s health and subsequently
could help transform the whole village into experiencing increased wellness.
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Suggestions for Future Research
Critical hermeneutic participatory inquiry seeks emancipatory knowledge through
conversation that aims for praxis for meaningful ontological shifts in the life of
individuals, institutions, and communities. Accordingly, I suggest that the following
topics for additional research that could help the Kenyan educational system to develop
more appropriate curriculum:
Future research could critically investigate the following four questions
concerning the tradition of curriculum construction:
1) To what extent does the curriculum guide that comes from the Kenya Ministry of
Education poses a challenge to the community schools education effort toward
constructing a curriculum praxis that fits their need?
2) In what ways could the educational curriculum at village schools be different if it
were to be constructed independently of the influence of the educational traditions
of the Kenya Ministry of Education?
3) To what degree does the curriculum development process at the village level
attempt to integrate formal education with cultural or traditional education?
4) How could integrating health education with the educational traditions of the
Kenya Ministry of Education make a difference in health issues that face the
village communities today?
5) What is the high school students' understanding of health? It would be interesting
to learn the implications of the students' shared narrative on discovering new
knowledge in their education life in school.
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6) Does understanding health at early age influence change in identity of the next
generation?
The research could also increase the number of conversation participants in the
village community and also include more students in higher education, high school, and
elementary school to solicit deeper understandings of the issues at hand within village
communities across Kenya. Also, other questions could consider whether the
government is ready to include different education policies into the new constitution? The
research could also include participants from the government official in the policy
making process.
Personal Reflection
As a Kagaa village resident myself, I was a product of the positivisticaly informed
system of education that has long dominated Kenya. Most of my elementary and high
school education experience was one of information assimilation and the searching for
objective knowledge that could be used to solve personal and social life challenges that
my village faces every day. Even after coming to United States, it was not easy for me to
free myself from the effects of these educational experiences. I became a volunteer at a
medical magnet education high school program, which was conducted within a
positivism-informed model, but it left me wanting to know more through shared
narratives with the students, parents and school administration. My present job is as a
scientific health researcher where I conduct surveys and use likert scales to quantify
outcomes. When I started my graduate work at the University of San Francisco School of
Education‘s Organization and Leadership program and took courses in critical
hermeneutics participatory inquiry with Dr. Herda, I knew I was close to answering
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some of the questions that have gone unanswered and consequently stagnated changes in
my village. I wanted to know the what, the why, and when Kagaa village might be
disease free.
While conducting this critical hermeneutics inquiry, my biggest challenge was
shifting from wanting to define, measure, and explain for the purpose of attaining
objective scientific knowledge to looking for a critical understanding of social action and
conscientiously aiming for an emancipating form of critical knowledge. The challenge
was shifting from wanting to have a clearly defined and methodically planned research
protocol to remaining open for the further, enhanced research opportunities that might
emerge. The structure of critical hermeneutic participatory inquiry is a guide to choosing
amongst the varying possibilities for understanding a particular research issue. In critical
hermeneutics, the researcher is always involved in making judgments, invoking
interpretation, and judiciously choosing from amongst varying possibilities of knowing
and understanding. This has been my own journey of an ontological becoming during
this research project.
Through my conversation with research participants, I came to experience a
deeper understanding of Kagaa village‘s needs more fully realizing that the needs are
complex and that they require an ontological shift for creating a meaningful means-end
match as an approach to education. Although this research centered on the experiences of
Kagaa villagers, a broader understanding of the villagers‘ experiences may be
experienced in other African villages. After experiencing this rich and unforgettable
research process, I now know how I could extend it to the whole of Kenya. Each time I
had conversations with the villagers, I was astonished by their unyielding hope and
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promise for tomorrow. The stories and imaginations of health that the villagers told me
were astonishing and also heart breaking. Learning the importance of listening and of
imagination is what I take back with me in my profession as a public health researcher.
Health is a critically important aspect of life. The necessity of health for Kagaa
village is what has drawn me to fight for it; whether it pertains to its accessibility,
disparities, or education. Without health, we cannot live out our lives. Leaders in health
are able to make decisions that shape our destinies, more so than any other issue. Since
colonization, Kenya government still makes those decisions for the communities without
any consideration of the community participation.
I hope this research has contributed to the understanding of the growing need of
health education in Kenya. What has drawn me towards this research study is how
critical hermeneutic participatory inquiry involves an active engagement in addressing a
problem. In this case, Kenyan people continue to die from preventable diseases every
day. This type of research implies that a new understanding has the potential to save
lives from these diseases through education. Saving lives is the reason that I chose the
field of public health education and promotion and this research granted me an
opportunity to combine my education, professional and personal aspirations. According
to Ricoeur (1982: 143), we always come away from a text with an ―enlarged self.‖ This
research has changed my understanding of public health practices. I plan to continue my
work in public health with a different approach that seeks to foster relationship with the
other, take advantage of existing wisdom as I share my experiences, knowledge and
prejudices through narratives and collective action
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Appendix A
Wed, April 28, 2010 9:27:14 AM
IRB Application #10-023 - Approved
Dear Ms. Kaniu:
The Institutional Review Board for the Protection of Human Subjects (IRBPHS)
at the University of San Francisco (USF) has reviewed your request for human
subjects approval regarding your study.
Your application has been approved by the committee (IRBPHS #10-023).
Please note the following:
1. Approval expires twelve (12) months from the dated noted above. At that
time, if you are still in collecting data from human subjects, you must file
a renewal application.
2. Any modifications to the research protocol or changes in instrumentation
(including wording of items) must be communicated to the IRBPHS.
Re-submission of an application may be required at that time.
3. Any adverse reactions or complications on the part of participants must
be reported (in writing) to the IRBPHS within ten (10) working days.
If you have any questions, please contact the IRBPHS at (415) 422-6091.
On behalf of the IRBPHS committee, I wish you much success in your research.
Sincerely,
Terence Patterson, EdD, ABPP
Chair, Institutional Review Board for the Protection of Human Subjects
-------------------------------------------------IRBPHS – University of San Francisco
Counseling Psychology Department
Education Building – Room 017
2130 Fulton Street
San Francisco, CA 94117-1080
(415) 422-6091 (Message)
(415) 422-5528 (Fax)
irbphs@usfca.edu
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Appendix B: Letter of Invitation and Research Questions
Date:
Participant‘s Name
Participant‘s Organization
Participant‘s Address
Dear (Name of Participant),
I am a doctoral student at the University of San Francisco in the Organization and
Leadership Program. I am conducting my dissertation research on health education in the
context of global health and village community in Kenya.
My research is grounded in interpretive theory and has a participatory orientation.
In place of formal interviews or surveys, I engage school principals, students/parents,
community leaders and health professionals in development in conversations using
guiding questions directed toward health education and disease prevention. Upon your
approval, the conversations are audio and video taped and transcribed. You may request
the audio or video tape recorder be turned off at any time during the conversation. I send
you a copy of the transcript for your review. At this time, you may add, delete or change
any of the transcribed text. Upon receipt of your approval, I will analyze the data. Please
note that participation in this research, including all data, name and affiliations are not
confidential. Before participating in the research you will be required to sign a consent
form.
I am particularly interested in gaining insight about the new ways to communicate
health to the village community. Some key concepts are personal and cultural identity,
understanding health in a form of storytelling. Below are some questions I use to guide
the conversations:
1. What are illnesses problems people face today due to poor environment health?
2. How can the community engage the policy makers to the extent that the health
problems are raised to the level of discourse?
3. How can educating more health worker contribute to problem resolve?
4. What does health mean to you?
5. What causes poor health in your village?
My background is in public health education and promotion and am drawn to this
topic because I believe in health is condition of being involved in the world with others
and actively engaged in what life has to offer. Health has many means and understanding
them may shed light on the best way to shape public health policies and programs.
If you are willing to participate in this research, please let me know. I can be
reached via email at pkaniu@yahoo.com or by phone at (510) 290-3628.
Thank you for considering this request.
Peninah kaniu
Research Doctoral Student
School of Education, University of San Francisco
Organization and Leadership
pkaniu@yahoo.com

128

Appendix C: Sample Thank You Letter

Date:
Dear (Participant‘s name)
Thank you for speaking with me on ______________________and exchanging your
thoughts and insights about health education in Kenya.
I am including a copy of the transcript of our research conversation for your review. The
transcript is a very important piece of my research. Kindly review the transcript for
accuracy and make any notations on the transcript including changes, deletions, or
additions you would like to make. I will get in touch with you a couple weeks to discuss
your comments and any alterations to the transcript. Once the review and editing process
of the transcript has been finished, and upon your approval, I will use the revised
transcript for my data analysis.
Again thank you for participating in my research study. Your unique perspective about
this topic is a valuable contribution to the research material I have collected.
Sincerely,
Peninah Kaniu
Research Doctorate Student
University of San Francisco
School of Education
Organization & Leadership
pkaniu@yahoo.com
(510) 290-3628
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Appendix D: Transcript of Pilot Conversation
A conversation with Peninah and Epherem
Peninah: Because you will be a participant in my pilot study so I will need your
background, how you decided to become a doctor, and also where you are headed with
that, based on that you lived in Africa and you are an African and what are your future
goals?
Epherem: Well I was born in Uganda back in 1976 and it was unstable time when we
lived there, Idd Amin had just been ousted, we had so much unrest due to the military
coups and things like that; I think I decided at a relatively early age (ten years) mainly
because I suffered from Ashma when I was a kid I was in and out of hospitals a lot. And
after while just being exposed to doctors and nurses and those kinds of people I sort of
felt that it was something I want to do in my life in the long term
Peninah: Are you one of those kids who see a doctor and grab stethoscope thing and say
I will become doctor?
Epherem: Yeah, I guess so, whatever you call it, a calling… it is a lifelong dream
Peninah: How did you decide to come to America?
Epherem: Africa has problems, and that‘s no secret. For me actually the biggest reason
was when I was nine we moved to Kenya and I did my high school in Kenya. I think I
had always intrigued by wanting to do my higher education in the United States, but I
think that you what was the culturist for that decision was the problems in the Kenyan
Universities; they would go on strike, get shut down in definitely and get shut multiple
times in a year and coming through high school you would see people taking six or even
eight years just to get a bachelors‘ degree because of all the closures and I did not want to
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waste time in that system, that was a big driving force I also felt that given the degree of
advancement in medicine in the United States is something potentially I want to go for
Peninah: So how old were you when you left? Was it so long ago?
Epherem: I was eighteen; I arrived in 1994, so it‘s been fifteen years
Peninah: Have you been back yet? To Kenya at least?
Epherem: Yeah, I have been to both Uganda and Kenya mostly to visit family and over
the years they have also slowly come over and I don‘t really have immediate family there
Peninah: The reason why am asking if you‘ve been back is because I want to do a
research study about home and is mostly will based on global health. I do go home every
year most of the time, and for me the problems I see got me where I am right now trying
to figure out how I can go back and help. And so when you go back what stories do you
hear?
Epherem: First of all it‘s been a long time since I‘ve been back but am in touch, because
allot of my high school friends for example some of my friends from when I was
younger, even be fore high school, some are here and some of them still back there, I‘ve
been in touch with them and I know the issues that are faced by the health care sector but
also in general. And again this is a topic that even when growing up would discuss a lot,
and at least my personal opinion is that yes, you know much of Africa, Kenya and
Uganda included is very needy; there is a huge void in health care access and delivery.
But that being said, I think it‘s very difficult to figure out the best way to make a
difference, and to try reach a big group of people at one time. And my personal opinion,
the best way honestly to reach a lot of people at one time, its political it starts from the
very top. I mean you basically need funding, you need sort of sustained programmes, you
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don‘t want to do one or two health missions and things like that. I feel like there many
individuals or groups of people I watched growing up who would go back and try to
make a difference I feel like there efforts get frustrated and crushed by the way things run
there. And then they give up and I think its disappointing, and even before I came here I
figured out for myself that the way to make a difference was not by saying I am going get
an education and then go back and make a difference, because that‘s not going to work
unless you are supported heavily not politically, but by community groups
Peninah: So what do you think about community support?
Epherem: I think it is great, despite my view, you do hear a lot of good stories, the
people who have been able to start clinics or hospitals in a small scale, there are many
examples of that and I think that is important. But I think that even with those small
successes and those small efforts are still threatened by the corruption in the system. I
have a close personal friend who came in the United States, and he lives in a drought
stricken area where many people, hundreds of people die of drought every year. So he
spent his personal money in fact, he haired a company to find water in his village and
they went there and drilled thirty thousand fit and found water and put a well in there and
that‘s have been saving many many lives, all on his own almost without any support and
he had to fight away local governments and groups and then after becoming successful
now the politician got involved tried to take control of it, saying it was illegal and that
sort of project could not have been under taken the way it was without going through the
right political clearances. Tried to claim it as their own so that they can use it as an
example of their own political development. That is just one example of how the corrupt
system interferes. His only reason, and motivation of doing it was because his family was
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starving year after year, with the famine when the drought hit and he basically wanted
water for his family so that they could have food, it ended up helping hundreds other
people beyond his family and he now had to spend additional money to higher lawyers
and fight the politicians in court, hirer security because it become a security issue, were
this people were coming to the compound and try to sabotage it. And so these problems
are huge, you just can‘t do good out of the purity of doing good, you have to get strong
community support, strong political support you need just the general public.
Peninah: Now that you talked about water, what are some of the stories you hear about
water borne diseases? For me I see everywhere I go in the village they have dug their
own water well and then next to it is the latrine and then you get………….
Epherem: then you get the dysentery and cholera……..
Peninah: cholera, typhoid and for me the stories I hear, it seems like they are not aware
how the water makes them sick
Epherem: Yeah, so I mean you have raised a valid point, you know again it all still
comes back, to how you still need a multi-tier approach, the problem is you need people
to say that they will go out there and educate the public, and its not that simple, as
digging to find water, it‘s water sanitation issues if you going to have a latrine near by, its
an issue of ignorance. The solution becomes just doing the health care thing, although
addressing the health care and ignoring other things you can probably make a small
difference, but if you want to have a sustained difference one that continues to make a
continued positive impact for a long time, you have to address many other things, you‘ll
have to address education, you‘ll have to address infrastructure, training.

133

Peninah: Now that you just pointed out about education, so in Africa from my side of
family how I have seen where I came from, I went to high school in Eldoret from Kagaa
Central. Everywhere I see is that there was no health education in High school. My
thinking is that if they have education curriculum for health maybe that‘s where we
should start educating the youth so when they grow and become the next generation they
know most of what happens when the population grows, the more toilets go down and
more water is needed, and more the sickness. I cannot figure out which other way to deal
with this illness issues, and to bring all parties together to collaborate health curriculum.
Epherem: Seems as a simple solution but it‘s not as simple in a corrupt environment
Peninah: So what do you see?
Epherem: I think most people resign to is just making whatever small difference you can
and people like myself, I don‘t honestly intend to go back and practice there. Because I
feel like, number one I think I will be frustrated, I don‘t feel like I can survive in that kind
of environment having been gone that long, am not sure am the best person because of
the frustration. I do want to make a difference although I have resigned in terms of
thinking big in terms of making a difference, in fact a lot of people say you can do your
small little thing and make a difference that way, and its better to be an outsider, outside
of the controlled corrupt system, but having grown up there I have the insight to know the
problems from an insider perspective, yet being able to make a difference as an outsider
that‘s how I feel
Peninah: I think being an outsider you are not, because there many people with different
talents, if we support other Africans who are trying to do something that is positive is
better than you being there and trying to do it alone. So I agree with that. My mission is,
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when am here I do volunteer in the low income communities where they also have issues
with the health. The first study I did, was about, why the older women, mostly African
American and Hispanic they suffer a lot with breast cancer because they don‘t go see the
doctor for screening, because they feel that there is not well represented in the health
industry. After several investigative researches about the topic, the government here,
sponsored a program, health medical magnet and I volunteer there one day a week, just to
understand how that program works and whether to evaluate the outcomes of the
program, does it work or not. Based on my own evaluation of this program, how it works,
it seems like the African Youth also can benefit from such a program, but how to get it
started, or where you can get the funding for it. I did go back home and talked to a
community high school principals back home and they say there are interested and would
like to do it. But where is the money coming from to get somebody to do that?
Epherem: And that‘s another source, I think, when I look at home as I know it, we really
should not be a poor nation, I think we have the money. Really for me is more an issue of
where that money is going, cause it seems most of it is essentially being hoarded for
personal use. A significant amount of the nation‘s GDP is feeding corrupt individuals, at
the expense of millions of people‘s lives. And I think that making a difference per say is
just going to require a swift ridicule change in thinking and basically just desire to put
literally money where your mouth is. There have been a lot of political mattering, you
know advance personal agenda, and then become a participant in a corrupt system, where
you don‘t care about the public. I personally think you can say that we are poor and we
need aid from United States and so on and so forth, which we do get. I think that, I
personally believe that the root of the many problems we‘ve discussed, you basically
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need to have a political system even if it is not a hundred percent, but even fifty percent
of it was to somehow change radically and start thinking more in terms of how can we
move this country forward because without that support, without having to approach the
problem in a large scale. Thinking of it in terms of mobilizing the funding and the
infrastructure to actually set a project that can stain themselves in the long term without
having that everything else is just a spit in the bucket, but it is better to have a spit in the
bucket than nothing at all. But then you have to ask yourself is the country is moving
forward you don‘t want to be thinking of a long term plan that involves one thousand
spits in the bucket, you want a programme
Peninah: We want a program, I also notice that, but this is my last discussion with you
about traditional medicine, most people are now dying because they have gone to the
traditional medicine. And then the traditional medicine is not like the generations ago,
who knew exactly what it is. Now we have so many diseases that the world has become
very small, people moving to and forth and the pathogens are also moving with us, so
what do you think with this issue?
Epherem: I think again is just education, with the traditional medicine too, I remember
in my home country Uganda you know when Aids decimated or HIV infection I should
say spread to probably half the population, and just entire village decimated, the huge
part of it was ignorance in the use of traditional medicine. For example a lot of villages
where you will try to tell people about Aids and they don‘t even recognize it or believe
and their explanation for what ever they had that was inflicting them, was you know they
went to the grandmothers house and sat on her bed or you know some traditional healer
would say it is not even Aids, this is, this and this and would prescribe some herbs and it
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took many many years to push education and say, look this is a lethal disease and it is
killing hundreds of people, thousands of people. And I think over time, Uganda in fact
has made a lot of progress when you think an African country, if from nothing else but
from the standing point of educating the public about Aids and how to prevent infection
and that slowed the rate of which it was spreading in the early nineties
Peninah: How can we train Africans, because they are kind of visual people and my
thinking was like the text, but not the text we just write and read maybe the text of
images that they can look at and then they will identify oneself in those kinds of images.
Would you think maybe mostly that kind of education might trigger………..because I
remember when they were teaching about HIV/Aids they just talked and talked but no
evident of knowledge gained here and still people could not get it. And now especially
my village, when I go there I know many people who have died of Aids and they are
others dying of cancer, malaria, typhoid together people can‘t figure it out what it is. So
by the time they figure out the diagnosis, they are dead. And heart failure, I see many
people dying of heart failure; stories such as: oh he went to milk the cow and he came
back and dropped dead. Others have diabetes and they don‘t know untill it is severe. How
to educate Africa……I never know! But it can be done.
Epherem: I think that is another complex question which I think it‘s a question of what
level are you delivering the education. To a young kid you can from a young age, when I
just look at my own life and many of my friends, I think that when you get a young kid
and put him through school system that is somehow stable, which was not the case in
mine, you know my parents would be very focused and prioritize education no matter
what was going on they made sure we went to school and were involved in making sure
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that we got a good education. I think that in terms of the next generation you really want
to target those kids and first try to address the health concerns and hopefully make sure
not many of them are dying from the infectious diseases you mentioned. But then you
want to have an educational system that the only way it will sustain long term is to
having political support in terms of funding, maintaining schools and so on and so forth.
So I think actually education delivered from kids from a young age and upwards and as
long as it is sustained would be an effective way to go. The other issues though you have
this problems that are staring you in the face and you have to educate adults too who did
not get education when they were children. I think those obvious are different levels and
learning how to deliver that education is almost as critical, obviously like you mentioned
talking to adults who never really went to school when they were kids, talking to them
about this concept is not something they are going to press. I think one approach you may
take is to access individuals from communities. I think communities is going to be
different in terms of how they communicate just with themselves and the peers and
training individuals who will go back and deliver in such a way that they feel like they
can get the message across, visually or some other option will be……………….
Peninah: Bringing the sick people in front of them……
Epherem: Right exactly, making trips to hospital wards where people are suffering
different ailments, and showing them how medicine can make a difference those kinds of
things. It is an important area for investigation into a……………………
Peninah: I think that would work very well. My volunteer work here where I can‘t
physically be at the school, I look for professionals who are nurses, doctors and
whomever in the medical field and then I ask them to go and give a presentation to the
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students so that they can ask them how they started their careers in health profession. The
majority in the poor neighborhood here is that parents are not educated, they don‘t know
what they want to be when they grow up. But this continuous complain is same
throughout generation to generation; how come there is no Black person or Hispanic
person who is a doctor. And so these kids have no ideas. The teachers keep talking and
talking, but when you bring an individual who has gone through a medical school, can
explain to them how they got started and the kids will ask all kinds of questions. And it
seems like after awhile; because we follow up we have many kids who have gone to
medical schools.
Epherem: It is just like a lot of this people don‘t have positive role models that makes a
huge difference in a child‘s life and a person very poor who grew up in an African
villages, but even for them they were just fortunate to have parents who somehow not
having been educated themselves, valued education and so they have incredible stories.
What my dad and mum went through to get educated, they walked multiple miles bear
feet to go to school and could not even afford books, they could write on banana leaves
or on soil………..
Peninah: they had a black tablet thing for writing on and chalk is very difficult to erase
and write again.
Epherem: and then go back home and fetch water to cook. Neither my dad or mum
ultimately even went to University, but at least they finished high school education. The
generation that it is us they really pushed that was there number priority for their kids
Peninah: That is a good point of what has changed Africa today, from my
grandparents,to our parents. Today education is there, and unless you don‘t want to go. I
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think that was a positive thing that happened with education in the colonial time that they
brought the education
Epherem: We used to have this discussion with my friends and saying as much as people
can blame the colonials for everything, you think about and okey may be they were
greedy, took a countries wealth, destroyed the wildlife, those were negative things, but
the positive things they build schools, hospitals, many left their home countries to come
there and work, in schools the church the missionaries. This people were very selfless
people and even my dad‘s parents, who are my grandparents, they go it stuck in there
head and to make sure my parents were educated was because there were church
missionaries in the remote villages of Uganda where some one left their home country
and just lived there because of their Christian ministry built schools and hospitals and
pushed that, they were a lot of positive things…………
Peninah: I think is positive because I would not be here today if it were not for the
missionaries with good high schools. I would be back there trying to figure out why am I
dying of or why my family is so sick, there are positive things about that. So I think we
had a very good conversation
Epherem: I have had this kind of conversations; even in high school when I was back
there I just didn‘t see things in the positive direction. The only thing my friends and I felt
was to get out of the system. And having been gone this long and looking back, the most
depressing thing is that nothing has changed if anything, things are getting worse.
Peninah: Yeah things are getting worse; the population is growing, so there are so many
diseases. You can imagine how Aids got there, and Cancer, like in my family I known
three men who have died of prostate cancer. And now HB (Liver cancer) is killing a lot
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of many young people and people don‘t know why or how they got it and so it is
really……. and breast cancer. This summer I went home and I was talking to high school
student and they were telling me a twenty year old losing her breast from breast cancer, I
could not believe it. There is another Kenyan who came here not very old, maybe in her
thirties and she had breast cancer, how is that and we have the best food. I guess the way
they grow the food today there is a lot of chemicals that contaminate their water and
food, so there is a lot of that and also there is a lot of diabetes because they eat a lot of
processed food
Epherem: I remember my sister who was in South Africa, saying that actually it has
gotten to a point in Cape Town they were more people and the percentage basis was more
than United States
Peninah: In my family I look at my sisters and ask what do you eat? And they want to
make me a cup of soup they get a little powder thing and boil water, I said am not going
to eat that. So there is a lot of processed food, and not because there is no food in the
garden. They are told the processed is easy, quicker and probably also because of energy
crisis no fire wood anymore so how do they cook. Gas is very expensive; therefore quick
food is the key solution. Now they are getting solar system still is not good enough to
cook African food. African food needs fire real energy to cook. As you say it is very
overwhelming, when you go home and see the struggle of diseases, no struggle of
anything else just diseases, my concern right now is to go into a village you find
foreigner who is a doctor who is just treating them and not educating
Epherem: Yeah, because that‘s the thing, when you talk to a lot of people in this country
you feel like that‘s where they can make one small difference. We might be able to save a
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few people doing that, who would otherwise die because they access them when the
disease is already at a developed stage and actually if you are lucky you may have a
hundred people coming to your hospital, maybe you save twenty but at least you save
them
Peninah: But then this is a cycle
Epherem: It is a vicious cycle, that‘s what am saying, the problem is so complex, you
think of many solutions, and then you will need the whole country to try and find a
solution otherwise you start doing things like that even if you know there is no way it is
going to survive for a long term, but it is better than doing absolutely nothing
Peninah: I think we in our generation have a job to do because, we know few people
who are young and got educated outside the country and went back and they are in the
government. Those are the people to go and………………….
Epherem: Yeah, that‘s again my problem with those people. You would think that the
ones who educated outside, Harvard, Cambridge, you name it go back and become
political leaders and think they would be the ones to steer things forward but they don‘t.
Once they get into that political system they get corrupt just like the uneducated ones.
And some of the time is because nature was steering them to corruption to begin with.
Two is they just feel powerless to do anything different and for their personal safety, and
they are many many examples. In fact for me that was one of the biggest things that made
me feel like we are screwed. Because the Cambridge person has many promises,
remember the minister of finance in Kenya at that time I lived there, I think was Saitoti
he had a lot of promise, he was either Oxford or Cambridge, he was a rising political star
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and everyone thought he would move the country forward, finally got elected two years
into it you couldn‘t tell the difference between him and ……….
Peninah: Can I ask this because am really determined to do this. But for me I will have
my own funds, but I would want people in the government to help me change some of the
policies. It is not them to be doing because they will never do it. But me be the facilitator
and leader to change the policies, only one little thing to change the policy in the
education system, to add Health Education in schools. To educate more community
nurses. Actually when I ask the difference between the RN and Community Nurse we
need community nurses in the villages.
Epherem: Yes that is the grass root levels…..
Peninah: Because they have the knowledge of midwifery, nurse and also nutrition
training and that could be the right thing to do to increase more of that. But then they
have to be working for the government, otherwise we can educate them and they have
nowhere to go. Have a nurse at school so that the children can always have somebody to
consult when they are sick. It is so simple and so cheap, so why not do it?
Epherem: That is the frustration; absolutely that‘s the question, why not? We are to
corrupt to do it, and that‘s something simple. We are to corrupt that we can‘t even have
someone dig a well and just be happy that the well is saving hundreds of lives. They want
to go in and use it to further some political agenda
Peninah: Last time when I went home, I was doing a need assessment, and one of the
politicians wanted to come for the meeting. But I found that if I can get the chief and the
headman and the community they can probably have a way of collaborating with their
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government officials, this is the way to educate for the sake of the children, our next
generation.
Epherem: It‘s just sad, like I said when I was fifteen year old when you just take a look
around and ask why things are so bad in health.
Peninah: In my village there is only one nurse. And that clinic was built by villagers by
what they call Harambee, and this is only one example, that clinic serves other five
villages that‘s where they come. The nurse tells me, one day she can see a hundred
people, she is one and she is alone, if she has to get medicine in Nairobi because that is
the only place she can go, she closes down. People have to go home and especially
children dying……..
Epherem: She needs help; they can put one doctor in that system too. But again having
one doctor one nurse in that setting they just going to burn out which is not helpful to the
community. Yeah I agree you just have to start somewhere and staff like this need the
people themselves motivated but you know resources out there getting people out there or
even training people to get out there that‘s where you need a lot of help from. Even if you
get a few individuals, myself and my friend maybe a handful of people putting their own
money down and doing all this work and making a difference, even projects……..…..Just
need even two politicians saying I want to make a difference they could make huge
difference in terms of directing funding towards nursing schools where you train
Peninah: Or even supporting the community collaboration
Epherem: The problem is mind set is really lucking
Peninah: Anyway thank you so much
Epherem: You are welcome
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