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Older people may be affected by HIV/AIDS indirectly through their role as caregivers
to people who are suffering from AIDS and through caring for orphaned children.
HIV/AIDS also poses a threat to old-age support due to the death of adults in
economically active age who would have otherwise provided care and support to older
people. This study sought to explore what older people perceive as their main
HIV/AIDS concerns and to examine the association between providing care to someone
with HIV/AIDS, and, socio-economic and health outcomes. The study was conducted in
a demographic surveillance site covering two slum areas of Nairobi, Kenya using both -
quantitative and qualitative data. A total of 2,061 men and women aged 50 years and
older were interviewed in a survey conducted by the author. The survey was
supplemented by other datasets from the demographic surveillance systems and indepth
interviews.

To understand the association between care-giving and socio-economic and health
outcomes, HIV caregivers were compared with other caregivers and non-caregivers.
HIV caregivers were found to live in larger households and in households with frequent
in or out-migration of individual members compared with the comparison groups. They
were also more likely to live in households with a large number of children below the
age of 15 years. Whereas a high proportion of HIV caregivers were ranked highly in
terms of wealth status, differences in per capita income and expenditure were not
significant when household size and other factors were accounted for. The study found a
dependence on salaries as a key source of income among HIV caregivers which presents
a challenge for older people who are sometimes discriminated against in the labour
market. '

The groups were also compared on various self-reported health indicators namely
functionality and disability, having a severe health problem and quality of life. Multiple
regression analysis which controlled for age and various socio-economic characteristics
found no significant differences between female HIV caregivers and the comparison
groups, however, significant differences were observed among the males where HIV
caregivers were more likely to report disability and having a severe health problem
compared with non-caregivers. This finding highlights a gendered variation in outcome .
and is possibly an indication of the differences in gender-role expectation and coping
strategies. ’ '

Another key finding from the study is that apart from the indirect ways through
which HIV/AIDS affects older people, they are also concerned about HIV infection
among people in their age group, a group that has received almost no attention among
researchers and intervention policies and programs targeted at preventing the
transmission of HIV/AIDS.
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CHAPTER ONE
1 INTRODUCTION
1.1 Statement of the problem

The estimates and projections of the global burden of disease indicate HIV/AIDS is, and
will continue to be, among the top five leading causes of death. In addition, the
proportion of deaths attributed to HIV/AIDS globally will increase from 5% in 2005 to
9% by 2030. HIV/AIDS is, however, the leading cause of illness and death in Africa. It
accounted for 19% of deaths in 2005 and is projected to increase to 21% and then to
26% in the year 2015 and 2030 respectively (Mathers and Loncar, 2006; WHO, 2008).
The consequence of HIV/AIDS manifests itself in various levels of the society from the
macro level to household and individual levels in view of the fact that it is a very
difficult and expensive condition to manage due to the prolonged incubation period
coupled with a long duration and frequency of illness, and the multiplicity of infections
that afflict HIV/AIDS patients, among other factors. Antiretroviral Therapy (ART)
drugs, which restore and sustain the immune system of HIV/AIDS patients ultimately
slowing the progression to full-blown AIDS, are still inaccessible to the majority of
patients especially in sub-Saharan Africa (Weller and Williams, 2001). Moreovér, the
rollout of ART is also marred by broader issues such as ﬁnancial shortfalls, logistical

~ problems in service delivery, drug toxicities and adherence to treatment (Wood et al,
1997). The public healthcare systems in most countries in sub-Saharan Africa are |
unable either to provide tertiary care or a comprehensive home-based care to people
infected with HIV/AIDS due to poor infrastructure and competing needs for scarce
financial resources. The health system in many countries is also overwhelmed by the
magnitude of the epidemic. In addition, most governments in sub-Saharan Africa spend
only about 3% on healthcare as a percent of Gross Domestic Product (GDP) (Musgrove
et al 2002). |

In the absence of well developed healthcare systems in much of sub-Saharan Africa, the
responsibility of care-giving to people infected with HIV/AIDS rests largely on
informal caregivers who are mostly family members. The increased morbidity and
eventual mortality of HIV/AIDS patients therefore, impacts on households and families
who have to bear the burden of providing financial, health and emotional care to those

infected (Ainsworth and Dayton, 2003; Knodel et al, 2002; Moller, 1997; Ndaba-Mbata
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and Seloilwe, 2000). Older people largely assume the role of care-giving and support to
their household or families members who are infected with HIV/AIDS. A study in
Thailand indicates that about 70% of people ill with HIV/AIDS are cared for by older
people (Knodel et al, 2001) while another study in Uganda showed that about 50% were
cared for by older people (Ntozi, 1997). Older people also provide care and support to
children orphaned after their parents succumb to HIV/AIDS (Nyambedha et al, 2003;
Williams and Tumwekwase, 2001). HIV/AIDS mostly infects people in the
reproductive age (UNAIDS, 2006). Death of adults of economically active age thus
impacts on the current and future suppoft for older people Who have traditionally
depended on their adult family members and continue to do so, largely due to the
absence of formal social support systems across most countries in sub-Saharan Africa
(Aboderin, 2006). The status of older people especially in the developing countries is
characterized by extreme poverty coupled with poor health status (Lloyd-Sherlock, |
2000). Kakwani and Subbarao (2005) in a multi-country study found the incidence of
poverty significantly higher in households with older people compared with the
countries’ average. For instance, head count poverty among older people in Zambia was
80% compared with around 65% in all households. Only 3 out of the 15 countries
reviewed had head count poverty among older people similar to the countries’ averagé.
The emergence of a new role as caregivers to people who are ill with HIV/AIDS and
orphaned children occurring amidst a period of the life-course often marked by
decreased economic activity, declining physical capability, and health, is, fherefore,
likely to incréase older pedplé’s vulnerability and to impact on their financial, health |

and social wellbeing.

Much of what is known about HIV/AIDS and older people remains anecdotal and very
.little systematic research has been conducted (Ainsworth and Dayton, 2003; Anafri,
1995). Earlier studies that looked atuthe implications of HIV/AIDS epidemic focused
more at individual level and less on the family, the cbmrhunity or other social systems.
The focus was also only on the infected individual and less on the uninfected people
who may be .affected emotionally, economically, socially and physically by the illness
and death of a person living with HIV/AIDS (PLWHA) (Bor et al, 1993; Ferreira,
2004). Orpharis have also received rélatively more attention, with the focus on older
people being in relation to their role as foster parents to these orphans. Other forms of

impact of HIV/AIDS on older people other than their role as foster parents have not
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received much attention (Ferreira, 2004; McGrath et al, 1993; Williams and

Tumwekwase, 2001).

Most of the studies on older people and HIV/AIDS have also focused on rural areas and
very little is known about older people living in urban settings (Booysen and Arntz,
2003). The rapid rate of urbanization in most cities in sub-Saharan Africa, including
Nairobi, has resulted in the mushrd_oming of slums and informal settlements with a very
large proportion of urban residents living in éxtreme poverty. Nairobi which is the
capital and also the commercial centre of the country and home to approximately 3
millioﬁ inhabitants has among the highest HIV/AIDS prevalence rates in the country
estimated at 9% among adults 15-49 years compared with the national average of 6.4%
(National AIDS Control Council, 2005). Estim"ates indicated that between 60-80% of
the city’s population live in slums and informal settlements that occupy less than 6% of
the total residential area (Government of Kenya and UNCHS, 2001; Matrix
Development Consultants; 1993; UNHABITAT, 2005). These slums are characterised
by poor living conditions; high unemployment rates, and poor health outcomes.
HIV/AIDS prevalence is much higher in urban than rural areas and tends to be higher
amongst the poc;r compared with other population sub-groups (UNAIDS, 2006). One
explanatory factor is that people living in slum areas tend to engage in risky sexual
behaviour. For instance, women in the slums of Nairobi exhibit higher levels of sexual
activity compared with women in Nairobi as a whole and other urban areas of Kenya
‘(APHRC, 2002). Slum residents are also more likely to engage in risky sexual
behaviour compared with rural residents or Nairobi as a whole as they initiate sexual
intercourse much earlier, are more likely to have multiple sexual partners and are less
likely to take precaution against pregnancy and séxually transmitted infections (STIs)
including HIV/AIDS (Zulu et al, 2002). Despite these slum challenges, urban areas still
enjoy advantages relative to rural areas in terms of the economy, concentration of health

facilities and related HIV/AIDS programs.

1.2 Study objectives

Older people in Africa have received little attention specifically on HIV/AIDS but also
research in general, whereas the proportion and the number of older people continue to
grow. This study intends to add to the literature on HIV/AIDS and older people by

examining the association between HIV/AIDS and the wellbeing of older people living
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_in an urban slum setting in sub-Saharan Africa. Research on the impact of HIV/AIDS
on older people is valuable to policies and programs on the care and management of
people ill with HIV/AIDS in addition to those tafgeted at mitigating the impact of
HIV/AIDS on individuals, houséholds and the society as a whole. Such research would
therefore, provide the basis for policies and intervention prbgrams aimed at alleviating

| the impact of HIV/AIDS. The specific objectives of the study are to:

1. Explore what older people perceive as the main HIV/AIDS concerns facing

people in their age groups;

2. Understand the role of older people as caregivers and the circumstances through

which they find themselves providing care to someone ill due to HIV/AIDS; and

3. Examine the association between care-giving and (i) socio-economic status and

(ii) health outcomes among older people.

The next section provides an overview of the situation and characteristics of older

people in the developing countries with particular attention to older people in Africa.

1.3 Growth in the world’s older population

Population ageing has been a major de'm‘ographic phenomenon that has shaped the

. world’s population dﬁring the last half of the 20™ century and will continue to do’ so into
the next millennium (Kinsella, 2000; United Nations, 2007). This occurs when there is
an increase in the proportion of older people and a rise in the mean and median age of a
population. Population ageing is a consequence of sustained decline in fertility rates,
decline in mortality‘ and a rise in life expectancy. The United Nations defines 60 years
as the cut-off age for older people (Kinsella and Velkoff, 2001; United Nations, 2007).

. Globally, between 1975 and 2007 the proportion of those aged 60 years and older
increased from around 9% to 11%. The rapid pace of population ageing being witnessed -
currently is set to continue whereby the increase will be more dramatic between 2025
and 2050 when the proportion of the world’s population aged 60 years or older is set to
increase from 15% to 22% (Table 1.1). '
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Table 1.1: Percentage and growth rate of older population by world regions 1950 —
2050 _

World regions' Proportion aged 60+ (%)

1950 1975 2007 2025 2050
World 8.2 86 107 15.7 . 21.7
More developed regions - 11.7 154 207 275 324
Less developed regions 6.4 6.2 8.4 12.8 20.0
Least developed countries 54 5.1 5.1 6.2 9.9

Africa 53 5.0 53 6.4 - 102

Growth rate of population aged 60+ (%)

1950-55  1975-80 2005-10 2025-30  2045-50

World ' 1.8 1.8 2.6 2.7 1.7
More developed régions 1.8 0.8 1.8 1.1 0.3
Less developed regions 1.9 2.6 30 34 2.0
Least developed countries 1.3 2.2 2.9 33 35
Africa ' 1.6 2.7 2.8 2.8 3.5

Source: compiled from United Nations (2007) World Population Ageing 2007

Countries in the more developed regions will continue to have the highest percentage of -
people aged 60 years or older out of their total population, however, the growth rate of
the population of older people has declined in the these countries due to persistent ,
lower-than-replacement fertility experienced by successive birth cohorts. On the other |
hand, the most rapid increase in the population of older people is occurring in the |
developing world where most of the ageing process will take place in the near future.
The ageing process in developing countries.is occurring within a very short period of
time and on a much larger population base than that experienced in the developed
regions. Specifically, the increase is currently 'occurring at an annual growth rate of 3%,
a rate 2 times that of the developed region (Table 1.1). In terms of aggregate numbers,
the largest increase in the last half of the 20" éentury occurred in the developing world
which accounted for two thirds of the annual increase in the number of older people.
Currently, Asia is home,v to more than half of the world’s older people (Légaré et al,

2003)

! Africa, Asia, Europe, Latin America and the Caribbean, North America and Oceania are classified into
more developed and less developed groups based on demographic and socio-economic characteristics.
The less developed regions are Africa, Asia excluding Japan, Latin America and the Caribbean and
Oceania excluding New Zealand and Australia. The least developed countries consist of 48 countries 34
of which are in Africa, 9 in Asia, 5 in Oceania and 1 in the Caribbean.
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The social, health, economic, and political gains made in the last century have
contributed to the reduction in mortality and fertility aé well as increase in the life
expectancy. A rapid growth in the older population can have greater impact on a society
given the very short time to adjust to the increase and to adopt its social and economic
institutions to meet the challenge. The developing countries are faced with this situation
as the rate of growth of the older population is very rapid and occurring over a very
short period of time. Conversely, the gradual growth of the older population in the
developed world, by and large, allowed the countries to prepare and adjuét to the
growing numbers. Moreover, population ageing in the developing countries is taking

place amidst low levels of socio-economic development (United Nations, 2007).

1.4 Population Ageing in Africa

The proportion of older people in Africa, currently at about 5% due to very high levels
of fertility and low life expectancy, is modest compared with the other regions of the
world (United Nations, 2007). The aggregate proportion for the whole of Africa
however does mask the diversity that exists within the different regions in the continent
and also between countries. Northern Africa has, and will continue to have, the highest
proportion of older people followed closely by Southern Africa. By 2050, the |
proportion of older people in Northern Africa will almost be twice that of the whole of
Africa and almost three times the proportion in Middle Africa. The growth in the
proportion of older people in Africa with the exception of Northern and Southern Africa
has not been linear between the periods 1950-1975 and 1975-2000. This ¢ould be as a
result of increase in fertility rates especially during the period 1950-1975 (United
Nations, 2007). The low fertility and mortality rates in North Africa account for the
higher proportion of older people compared with other regions (Légaré et al, 2003).

Although the proportion of older people in Africa is currently very low compared with
countries in Europe, North America and parts of Asia, in absolute terms, the number of
older people is quite high. Around 50 million people were aged 60 years and older in
2007 and the number of older people is projected to increase dramatically by 2025
(Table 1.2). The slow rate of growth and the low proportion of older people out of the
total population conceal the attention that should be accorded to them including

focusing on their needs (Benoit, 2001; Kinsella and Ferreira, 1997).
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Table 1.2: Number of older people (60 years+) in Africa by regions 1950 — 2050
(’000s) ’

Africa Region” 1950 1975 2007 2025 2050
Northern Africa 2,979 5,593 13,649 27,141 60,646
Southern Africa 940 - 1,515 3,846 6,073 6,943
Western Africa 3,244 5,676 13,276 21,556 51,573
Middle Africa 1,546 2,365 5,240 8,005 18,708
Eastern Africa 3,123 5,654 14,045 22,983 55,015
Africa (Total) 11,832 20,802 50,056 85,758 192,884
Kenya 386 663 1,480 2,766 8223

Source: compiled from United Nations (2007) World population ageing 2007

Ageing has received very little attention in Africa for a ﬁumber‘ of reasons. Continuing
rates of high fertility and mortality and more recently HIV/AIDS are the priority issues
in population and health policies of various countries. Thus policies on ageing still take
a back seat. Out of 24 countries reviewed by HelpAge International, only 6 had working
national policies on ageing (HelpAge International, 2002). However, the presence of |
policy documents is not enough, as some of the countries that have national policies are
yet to impiement them (Aboderin, 2005). The struggling economies of most African
countries make ageing programmes a low priority in the development agenda whose
main fbcus is on the majority youthful population. In addition, investment in young

people often takes precedent over expenditure on older people (Benoit, 2001).

The assumption has been that the family, particularly in the predominantly rural
societies are in a position to support the needs of older people and that the aged still
fulfil an important traditional role, confinue to command respect and social influence as
elders. This assumption has led to lack of formal assistance given to older people (du
Guerny, 1997). In the absence of formal social protection and lack of earned income,
older people have no alternative other than to depend on their families. This could
explain the living arrangements of older people where the majority co-reside with their
family members in multi-generational households (Légaré et al, 2003; Lloyd-Sherlock,

2000). The traditional familial support is, however, no longer effective in supporting the

2 Northern Africa — Algeria, Egypt, Libya, Morocco, Sudan, Tunisia and Western Sahara; Southern
Africa — Botswana, Lesotho, Namibia, South Africa, and Swaziland; Western Africa — Benin, Burkina
Faso; Cape Verde, Cote d’lvoire, Gambia, Ghana, Guinea, Guinea-Bisau, Liberia, Mali, Mauritania,
Niger, Nigeria, St. Helena, Senegal, Sietra Leone, Togo; Eastern Africa — Burundi, Comoros, Djibouti,
Eritrea, Ethiopia, Kenya, Madagascar, Malawi, Mauritius, Mozambique, Reunion, Rwanda, Seychelles,
Somalia, Uganda, Tanzania, Zambia, Zimbabwe; Middle Africa — Angola, Cameroon, Central Africa
Republic, Chad, Congo, Equatorial Guinea, Gabon, Sao Tome and Principe
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needs of older people. Several factors such as increasing unwillingness of young people
to support their old kin, the weakening of societal norms and sanctions regarding care
and respect for older people, and economic inability of young people to care for the old,
have all led to diminishing intergenerational support and threatened the traditional
safety net for older people. The decline in traditional support is even stronger in urban
areas largely due to competing demands and also the influence of poverty (Aboderin,

2004; Kakwani and Subbarao, 2005; Légaré et al, 2003).

Older people in Africa are faced with a wide range of issues that affect their economic,

“health, and social wellbeing. Older people especially in sub-Saharan Africa are among

the poorest people in society (HelpAge International, 2002; Kakwani and Subbarao,
2005). The reasons for their low economic status include both life-course and national
level factors. Very few countries in Africa provi_deA social protection to older people.
Pensions cover a very small minority of the older population as most pension schemes
are accessible only to workers in the public sector. Therefore, older people in the rural
agricultural sectors and those in the urban areas working in the informal or private
sector do not contribute to the pension scheme and hence have no access to pensions.
Even for those older people who receive a pension, the value of the pension is often not
sufficient to meet their basic living expenses (Kakwani and Subbérao, 2005; Lloyd-
Sherlock, 2000). Countries such as South Africa, Botswana and Namibia prdvide non-
contributory pensions and other forms of social proteétion to. older people which most
economies of countries in sub-Saharan Africa cannot afford. For example non-
contributory pensions comprise 2 to 3% of the GDP of South Africa which is equivalent
to the total health expenditure in some sub-Saharan African countries (Kakwani and

Subbarao, 2005).

The diminishing capacity to engage in income geheration in terms of both physical
capacity and relevant skills in a changing labour market with no social protection to fall
back on, increases older people’s risk of poverty (Heslop and Gorman, 2002; ‘Lloyd- |
Sherlock, 2000). A lifetime of low economic status would also mean older people are
entering old age in poverty (Heslop and Gorman, 2002). Although older people in rufal
areas are generally thought to be poorer than their urban counterparts (Kakwani and
Subbarao, 2005), older péople in urban areas living in informal settlements or slums and

those engaged in the informal sector are worse off. The reduction in economic activity
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in the informal sector at older ages implies a lack of opportunity rather than a
willingness to withdraw from the labour force (Lloyd-Sherlock, 2000). In addition,
older people living in slums are disadvantaged due to the changing composition of the
“family and living arrangements of older people Wthh is more dramatic in urban areas
and also due to the chronic underemployment or unemployment (United Nations, 1977).

Research on older people living in slum areas is therefore important.

Older people in Africa are also faced with a dual burden of communicable and age-
related diseases. The socio-economic and environmental determinants of poor health
outcomes that older people have been exposed to during the course of their lives
'éontinue to be a factor.even durihg their old age. Low economic status prohibit access to
appropriate healthcare thus increases vulnerability to poor health. The low per capita
expenditure on health and other health policies such as cost recovery programs that
include cost-sharing through out-of-pocket expenditure have made healthca;e
inaccessible for the majority poor. On the other hand, most health policies in sub-
Saharan Africa do not focus on geriatric healthcare (Heslop and Gorman, 2002; Légaré
et al, 2003; Lloyd-Sherlock, 2000). |

HIV/AIDS has.also led to diversion of resources to HIV programs away from other
health programs that would otherwise have benefited older people. The extent of the

- HIV/AIDS infection among older people is less known because of lack of data and the
assumption that the age group is less at risk of éontracting HIV/AIDS, however, most of
the impact on older peoplle is indirect through their role of care-giving and support to
persons infected with HIV/A]DS and to children orphaned as a result of their parent(s)
dying of AIDS. '

1.5 Structure of the thesis

The thesis is divided into 9 main chapters. Chapter two will review existing literature
and present findings from previous studies conducted mainly in Asia and Africa on how
HIV/AIDS affects older people. The focus will be on the sbéial, health, and economic
consequences for older people who are providing care to people ill due to HIV/AIDS
and to orphaned children. A discussion on HIV/AIDS infection among older people is -
presented and includes broader forms of HIV/AIDS impact. The chapter concludes by
presenting a pathway of the impaét of HIV/AIDS on older people which has been

informed by existing studies. The last section presents research gaps in the literature.
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Chapter three sets the context under which the study was undertaken by giving an
overview of the HIV/AIDS situation in Kenya land the strategies undertaken to reduce
the spread of HIV and to mitigate the impact of the epidemic at both the macro and
micro levels. A historical perspective of the growth and development of Nairobi city
where the study took place is also presented in this chapter and discussed in the context
of the rapid urbanization that is occurring amidst poor socio-economic and health
outcomes among urban populations. The two slums where the study was conducted
have an on-going longitudinal demographic surveillance project and this study formed
part of a larger survey examining the interrelationship between migration, poverty and
wellbeing of older people living in these two communities. A description of the study
area, the on-going longitudinal project and socio-demographic characteristics of the

population in the study area is therefore provided.

The research design in Chapter four describes the methods used for data collection,
fieldwork activities, and the research protocol including data quality and research ethics
issues. Definition of key terminologies and concepts are presented including an

explanation of the various statistical methods of data analysis used in the study.

The fifth chapter eprores what the study participants perceive as HIV/AIDS concerns
or challenges facing older people. Logistic regression is then used to investigate the
individual characteriétics that are associated with reporting the main HIV/AIDS
concerns highlighted. Chapter six then focuses on the nature and circumstances of older
people who provide care to people with HIV-related illness. The type of ‘care, duration,
and the conteﬁt of care-giving are described drawing mainly from qualitative data.

. Chapter seven and eight examine the association between caré-giving and the likely
impact upon socio-economic and health status respectively by comparing older people
who are providing care with two comparison groups. An overall summary and
conclusion of the thesis is presented in the last chapter highlighting the major
contribﬁtions of the study. Suggestions for policy or programmatic recommendations

and priority areas for future research are noted.
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CHAPTER TWO

2 LITERATURE REVIEW
2.1 Introduction

The increasing proportion of older people in the global population and the HIV/AIDS
pandemic have both emerged as key issués in the development agenda, throwiﬁg up
new social, demographic, and economic challenges (HelpAge International, 2002;
VanLandingham et al, 2000). Most studies assessing the impact of HIV on the family or
household have not explicitly focused on how older people are impacted. A literature
search for studies published in 2006 or earlier conducted in Asia and Africa to assess
how HIV/AIDS affect older people identified a total of 16 studies. These studies vary
both in scope and research design. A brief description of these studies including the
sample size, methods of data collecti‘on,.and key aspects of the research design are
presented in Appendix 1. This chapter provides a synopsis of the findings from these
studies as well as from more recently published studies available at the time of writing

this thesis. ’

HIV/AIDS affects older people through various mechanisms broadly categorised into
indirect and direct pathways (Figure 2.1). An indirect pathway occurs _when older
people become caregivers to people ill due to HIV. /AIDS or if they care for orphaned
children. Older people are also affected by loss of support they would have otherwise
received from adult members of the family. Intergenerational reciprocity and the
traditional roles and responsibilities of older people have been challenged by HIV/AIDS
whereby the care and support that older people expect to receive from their adult '
children and other family members during their old age is under threat. The flow of
reciprocal support has been reversed since older people are now taking care of the sick

~ and orphans due to HIV/AIDS. Given that the majority of those infected with
HIV/AIDS are people in the economically productive ages, older people risk losing both
the current an