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ABSTRACT
The summer of 2017 has seen the Health team
decommission Afya Yetu, due to its
unsustainability and its underwhelming impact
on the community of Vingunguti. Along with the
careful analysis of the business model,
numerous forms of research have been taken to
assess the future direction of the Health project.
This research has adopted both a bottom-up,
community approach, as well as a top-down
approach when researching at a policy level and
considering the work conducted by NGOs.
Additionally, workshops were conducted in
maternal health, as well as children’s sanitation
using waterscope microscopes. From all the
work conducted this summer, it can be
concluded that numerous changes are needed
in the future to meet the current health care
demands in Vingunguti effectively.
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ABOUT CDI
The Cambridge Development Initiative (CDI) was founded upon the
belief that university students are vital contributors to sustainable
development initiatives. Furthermore, we believe that when students
from around the world work collaboratively on sustainable
development projects, they empower one another, become catalysts
for change in their communities, and develop the capacity to be
lifelong leaders. Our two branches, based in the UK and Tanzania, are
comprised of parallel executive committees and university student
volunteers who collaborate to design, implement, and evaluate
community-based development projects in Dar es Salaam. More than
80 students have worked together on innovative Education,
Engineering, Entrepreneurship, and Health programs over the past
three years. Throughout the year, the Tanzania team sustains the
projects locally, while the UK team expands the network of partners,
generates funding, and refines volunteer recruitment and training.
Each summer, the Tanzania and UK teams convene in Dar es Salaam
for two months of sustained project work. To ensure that we remain
entirely student-led, new student volunteers and project directors are
recruited after each summer.
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PROJECT AREA
According to the 2012 census the
total population of Vingunguti is
around approximately 100,000
and the area is largely comprised
of informal settlements. It is
located beside a waste
stabilization pond, and
consequently sanitation is a
significant issue for the
community.
The Vingunguti Ward is made up
of four zones: Kombo, Mtambani,
Mtakuja, Miembeni. Afya Yetu
aimed to cover all regions as there
is at least one Community Health
Worker assigned to each ward
with a total of seven Community
Health Workers. There was also
plans for there to be three Health
Ambassadors in the Kombo region,
located along the CDI Engineering
latrine routes, giving a total of 10
Afya Yetu Vendors. However, as
Afya Yetu has been dismantled,
the area looking to be served by

the health team is not decided.
When considering the types of
sanitation products used by
households, a survey conducted in
2015 found that: 44% of households
use hand soaps, 28% of households
use purification tablets, whilst
contraceptive products, fortified
foods and bed nets are not used
frequently. This is due to both
financial restraints, such as not
having enough disposable income
to prioritise sanitation products, as
well as consumption habits. For
example, mosquito nets are
sometimes used to cover the
chickens, whilst other products are
not brought as clothes may be
prioritised. This highlights why Afya
Yetu was initially put in place, but
also reinforces the need for
maternal health workshops and
sanitation workshops conducted
this year.
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BACKGROUND
2015-2017
This section is included to
highlight how the work in 201516 links to the work conducted
this summer. The health
handover document can
provide far greater depth than
this report about previous work
conducted by each year, and it
is highly recommended that it is
read. However, a brief
description of the work
conducted in 2015-16, including
an overview of the businesses
model, surveys and focus
groups can be

Afya Yetu
Afya Yetu, is a business model
that aims to sell ‘affordable and
accessible sanitation products to
the community with Community
Health Care Workers (CHW)
which are supplied through MDH.
Products were stored in a rented
site in Vingunguti. Bridge for
Change were tasked with the day
to day management of AY, as
well as a business manager who
works part time.

Graph 1: the structure of Afya Yetu

Impact evaluation from 2015-16:
The impact evaluation conducted in
2016 involved surveys, workshops,
dispensary data and focus groups. In the
surveys there were 167 respondents,
with the average respondent being 33
years old. Responses came from the
area surrounding the business premises
and were selected at random by the
interviewers. Results from the baseline
survey showed that Malaria (~146),
diarrhoea (~45), ‘stomach’ illness (~42),
and cholera (~36) were the top 4
mentioned illnesses. With UTI (~23) and
HIV ranking lower (~18). However, it is
worth noting that there were problems
with the enumerators in attendance and
data collection and quality. In response
to this, in 2017 we conducted more
research on the community through
surveys. This worked to fill in specific
gaps in the research, especially
research that fits with the work of the
innovation team and their work into
considering UTIs and bacteria.
Dispensary data was collected and
highlighted differences in community
perceived illnesses, and those reported
by dispensaries. Here, the main health

issues recorded were malaria and UTIs,
whereas the community members did
not rank this as highly. The second
dispensary had 40 people enter with
UTIs in the last month.
Focus groups were conducted with
community health workers where the
proposed Afya Yetu model was
discussed. A second focus group was
set up to describe the roles of sales
agents and salaries.
Finally, two children’s sanitation
workshops were conducted in
collaboration with WaSH and TAI. These
targeted children on the CDI latrine
routes but included children from the
surrounding area. There was little
impact evaluation on these workshops,
however it is estimated that
approximately 140 children attended the
first workshop, whilst around 70
attended the second. First session there
were approx. 140 children, however,
other sessions had around 70 children
(rough estimate not actually counted).

1 Introduction
Impact Evaluation
From 2016-17
Impact evaluation has been given
a stronger focus in 2017 due to a
role being designated specifically
for this purpose. Research before
arrival highlighted that Afya Yetu
in its form at the time, was not
functioning and running at a loss.
Our main task this summer was
thus to conduct research about
the faults with the model as well
as alternatives to fix, or build a
new model that complements
the old one. Figure 2 highlights
the initial theory of change
150
relevant to the start of the
100
summer.

Frequency of diseases
reported in 2016 study
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However, by the fifth week of the
project we decided that the
model was unable to function,
and instead, we needed to
prioritise the exploration of new
ideas; when considering UTIs,
water borne diseases and the
potential to work with
microscopes in workshops.

140 children attended
first TAI sanitation
workshop in 2015
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Figure 2: the theory of change produced at the start of summer.
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HEALTH IMPACT
OF LATRINES
The first impact evaluation
involved working with WaSH
as we had overlapping
concerns in relation to the
latrines implemented. The
Health team was particularly
interested in the impact of
the latrines on UTIs and other
waterborne diseases. This
also complemented WaSH’s
aim to better understand the
impact of the latrines on their
health. Thus, impact
evaluators from both WaSH
and Health worked together
to conduct research through
surveys and dispensary data.

For the Health team, there
were three aims: to better
understand the everyday
habits of the community that
work to prevent illnesses, to
investigate whether there is a
knowledge-action gap
between what people think
they should do and how they
act to prevent this, and finally,
to identify areas on health
care that are missing from the
community perspective.

3 Health Impact
of Latrines
Methods
We conducted two rounds of
surveys, one measuring the
health impacts of the households
who are connected to latrines
through the CDI network, the
other a control group who were
located by the café in Vingunguti.
There were 45 households
connected at the time of this
survey, we managed to collect
data from 44. The control group
survey used 41 respondents.
The survey was split into five
sections:
1. General Questions
2. SUA and Management
3. Use of Latrines
4. Health Precautions
5. Situational Judgement

For the control group, we used
questions 0,2,3, as the other
questions were only relevant to
those with CDI toilets. We used a
control group to try to compare
the health knowledge and action
to the treatment group.
Whilst section 3 is specific to
Health research, and section 4 is
specific to WaSH’s research, the
remaining sections overlap.

To handle sensitive questions, the
order of the questions was
designed specifically to ease
people into the questionnaire, by
asking non-sensitive questions in
sections 1 and 2, then moving into
the most sensitive sectionsection 3. Finally, section 4 used
situational judgement questions
which made questions less
sensitive as it used hypothetical
situations, which were fun to
answer and meant the survey
ended on a light tone.
Tick box answers used
throughout the survey. This
involved asking the question then
waiting to hear what responses
the participant gave. Based on
the answers given, the
appropriate boxes could be
ticked by the Tanzanian
volunteers conducting the
survey. If an answer didn’t fit any
of the boxes, they would be
included as additional comments
that could later be coded. This
was used to make it easier to
record the data, and in turn,
reduce the length of survey
conduction. It also enabled easy
analysis as data was already
coded and converted into
quantitative data.

3 Health Impact of
Latrines
Analysis
An impact handover document has
been created which gives details of
the exact methods of data
collection, and the survey findings
contains details of the methods of
analysis taken to reach our results. It
is hoped that by providing these
documents that it will aid
replicability in the future.
For the purpose of the impact
report, only those findings relevant
to the impact or potential impact
that the health team could have on
the community will be included.

Water supply, storage and
consumption.
In combined groups, 97.7% store
water in bottles or tanks, this
could be due to water shortages
and access, as 29% reported
problems with the water supply.
Additionally, 42% do not boil
water, 81% of whom reported this
was because of ‘habit’, whilst 14%
believe the water might be safe.
This is problematic as water
stored for long periods of time
will accumulate bacteria, which is
then not removed through
boiling. This can then cause
numerous health issues,
including UTIs which are
prevalent in Vingunguti. In terms
of impact, whilst water guard was
sold under

Afya Yetu, only three households
reported using water guard to
filter their water supply, and both
were from the control group,
which is not served by Afya Yetu.
This shows the current limited
impact Afya Yetu has had on the
health of the community in
Vingunguti. From these findings
the idea of a central water tank
and the implementation of using
chlorine to filter the water was
explored. However, as 29% of
respondents reported a saline
taste being a problem with the
water supply, the introduction of
chlorine which has a distinct
taste, may deter people from
using the filtered water.

Who was ill, where did they go,
what are the problems?
We asked people whether
anyone in their household had
been ill in the last 3 weeks, where
they had gone both if ill in the last
three weeks or just in times of
general illness, and finally, what
problems they face with the
current healthcare
system. Except for three women
who used pharmacies, all those in
both groups said they would use
dispensaries if they were ill.

3 Health Impact
of Latrines
In terms of dispensaries, the main
problems highlighted by the
Treatment Group was that it was
hard to get an appointment, too
little stock and too far away.
Meanwhile in the Control Group,
expensive products were the
main concern, along with too little
stock. Hard to get an
appointment followed, with
distance being the least
significant concern. This could
suggest that the Treatment
Group is further away from
dispensaries than the Control
Group. However, with such a
small sample giving answers for
this question it is hard to
interpret.

Knowledge-Action
gap
Bacterial knowledge and
prevention
After assigning a score out of six
to each participant when asked
‘How does bacteria spread?’, we
then also asked ‘What
precautions do you take to
minimise the spread of bacteria?’,
from this we assigned a score out
of three (due to the number of
tick boxes available), for each
participant.

We then compared these two
scores to see if those who scored
highly in understanding what
causes bacteria to spread, also
took precautions to minimise the
risk of bacterial illnesses.
After coding, and correlation
analysis, there seems to be no
relationship between those that
know what bacteria is, and those
that take preventative measures
to avoid bacteria and its illnesses.
In the Treatment Group, a
correlation of 0.172 was obtained,
whilst in the Control Group, a
correlation of 0.57 was obtained.
This suggests that the Control
Group has a stronger correlation
between those that are aware of
bacteria and those that take
preventative measures to avoid
bacteria. This means that more
who knew what bacteria was,
took preventative measures, and
those not knowing what bacteria
is, took less preventative
measures.
This suggest a limited impact of
CDI workshops compared.
However, as it is highly unlikely
these results are statistically
significant caution should be
taken in trusting these results.
Nonetheless, as neither have a
strong score in preventative
measures or understanding how
bacteria spreads clearly action is
needed.

Knowledge-Action gap
UTI knowledge and prevention
Finally, we compared people’s knowledge for the steps they
should be taking against UTIs (using questions in the style of 'what
would you recommend a friend to do?') vs what actions people
actually take towards preventing UTIs (using questions in the style
of 'do you do this?'). For information on how we conducted this
analysis see the survey findings document

Graph 4: shows the UTI prevention score from the
treatment (exposure) group and the control group

Though we cannot rigorously show a
Knowledge-Action Gap using our
data, we have shown that, based on
our assumption that knowledge is
translating into action, there is
increased action taken against UTIs
by the exposure vs the control group.
This is visible in the plot by a shift to
the right of the exposure groups
curve, and it is confirmed as
significant by a two-sample t test
(see steps and results in Excel chart).
This suggests that CDI workshops
could be improving people’s
knowledge/actions against UTIs
even though we cannot distinguish
the weighting of each.

3 Health Impact of
Latrines
Discussion
Looking at the reported problems, it is
evident that there is a demand for a
reliable source of water which is
easily accessible. Saline taste is a
reported problem, questioning
whether the potential instalment of a
water tank using chlorine tablets to
filter them may make this taste even
less desirable.
In terms of wider literature, the
findings in a paper by Nganyanyukaa
et al. (2014), supported our research,
showing that people didn’t boil water
despite knowing they should, and
also complained about saline tastes in
water. Water shortages were also
found, and in these times, people
were reliant on water from street
vendors.
In contrast, a paper by Coto and
Shinohara (2014) found that water
quality in Vingunguti in the summer
seasons is relatively clean and thus,
this is perhaps not a big issue to focus
on. However, nevertheless, as it is
reported that most people store
water in buckets, and around 45% fail
to boil water due to ‘habit’, it shows
that there is a need for some form of
filter, as once water is stored for long
periods of time, it is at risk of bacteria
growth in the warm, stagnant water.
People are unlikely to stop storing
water due to the amount that
reported water shortage issues in
their water supply

In terms of dispensaries,
accessibility to products as well
as affordability is clearly an issue.
As Dispensaries are clearly the
main place people go, further
research could look into
problems and opportunities in
pharmacies and health centres. It
also may be of interest to
conduct further research into
proximity of different areas in
Vingunguti to dispensaries.
In terms of bacterial knowledge
and prevention, more workshops
are needed to better educate
people not only on what bacteria
is, but how to prevent bacterial
illnesses, especially in the CDI
treatment group.

3 Health Impact
of Latrines
Problems and
Recommendations
A detailed explanation of the
problems and recommendations
is given in the impact handover
however, it is worth noting certain
problems. When considering the
knowledge-action gap, it is
unlikely that all of the knowledge
points follow through with actions
(e.g. check-ups). Also, some of
the answers about preventative
knowledge were a little
ambiguous e.g. “personal
hygiene” does not really show
specific knowledge of UTI
prevention, but could easily be a
generic answer give in response
to any health question because
the participant vaguely
remembers it. We cannot know
either way. Likewise, with the
action points, we do not know
that the reason they were taking
the action was or was not to
prevent UTIs.
The question trying to assess
knowledge and understanding of
UTIs was problematic (what is a
UTI? Can you explain?) as the
answers to the two parts, or to
other parts of the survey often
were vague or inconsistent for
the same participant suggesting
confusion and/or false answers.
Additionally, one issue that made
analysis difficult was the removal
of certain questions due to their
sensitive nature.

This was problematic as it meant
our analysis didn’t quite match up
with what we had planned, and
so the knowledge-action gap
couldn’t be analysed as
successfully. Another issue was
that whist the control group were
meant to be of similar household
characteristics, observations in
the control group highlighted it as
being a more affluent area; using
better housing material and
elevated and geographically
better positioned away from the
sewage pond. This makes it
difficult to compare findings from
the treatment group to the
control group as their baseline
characteristics are not the same.
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ALTERATIONS OF THE
AFYA YETU
BUSINESS MODEL
Assessing Afya Yetu
When considering the impact of
Afya Yetu, it has been particularly
difficult due to only two Community
Health Care Workers (CHW) being
active. However, we can still assess
the impact through looking into the
sales, and conducting cost benefit
analysis. These costs and benefits
are measured through spreadsheet
data which is collected throughout
the year by the Health team, Bridge
for Change and the Business
Manager. The data is then analysed
by the health team. Costs and
benefits are associated with CDI and
its volunteers, CHWs and the
community. The costs consist of
both financial and time costs.
Financial costs include renting
premises, paying a business
manager, buying products, training
sales agents, equipping sales
agents, providing branded material,
and finally, administrative costs.
Time costs involve the CDI UK and
TZ volunteers as well as the CHW.

Costs, should be compared to
benefits which again involve
financial and time scales. Financial
benefits include commission
earned by CHW, and money saved
by customers compared to market
price of equivalent products. Time
benefits are felt by the community
who have easier access to products.
Additionally, education given to
CHW due to AY and the consequent
reduction in health problems are
other benefits. The cost-benefit
analysis considers the first 11
months of the business up to July
2017. As an impact report, this
section will focus on the impact
Afya Yetu has had on the
community.

4 Assessing Afya
Yetu
Financial benefits
to the community
Buyers
The intended benefits were to
provide the community with cost
saving sanitation products, which
were easily accessible. However,
after conducting analysis on the
sales and price comparisons with
local community shops in
Vingunguti, it became evident that
many of our products did not offer
any financial benefit to customers.
Table 1 shows the minimum and
maximum saving for each product
when compared to the local
community shops in Vingunguti. A
minus figure indicates a loss to the
customer; in the case of condoms
this is because we sell them for
300TSH, yet they are given out for
free by NGOs. The only products
offering a savings are disposable
sanitary pads, and soap (providing
the mean price comparison is
taken).
Over the year Afya Yetu has been
functioning, the minimum savings
to customers based on overall
sales is 3,600TSH, whilst the mean
savings to customers based on
overall sales is 145,340TSH. These
figures account for products which
are more expensive than market
price, and thus are deducted from
overall savings. From this, we can
conclude that Afya Yetu is unable
to provide affordable health care
products to the community, as

disposable sanitary products are
the only product that seem to
benefit the community.
Another issue highlighted by the
CHW is that a lot of the products
initially introduced were not
wanted by the community. In
response to this, we aimed to trial
products such as toothbrushes,
toothpaste, Pampaa and
disposable sanitary pads which
were asked for. Despite
disposable sanitary pads being
somewhat successful, the others
failed to impact the community.

4 Assessing Afya
Yetu
Other Businesses
One concern of Afya Yetu, is that if
the business was to be successful it
runs the risk of competing with, and
potentially being detrimental to other
local businesses in the area. This is
problematic as a project should not
benefit some, whilst reducing the
livelihood of others. Thus, the impact
Afya Yetu has is potentially damaging
to the community.

Benefits to Community
Health Care Workers
In the January focus group, one thing
requested by the CHW was for more
pay as they felt they were not gaining
enough commission from sales.
However, as they are being paid by
NGOs, more payment was not
desirable, as well as not financially
possible. When looking at the
commission gained by the CHW, we
can see that the total commission
gained by 10 CHW over the course of
a year was 158,625 TSH. However, it
is worth noting that by the summer of
2017, only two CHW were active.

Other
We can also consider the other
benefits associated with Afya Yetu,
namely the additional
education given by CHWs as a result
of the business and the resultant
improvement in community health.

We are unable to quantify health
improvements solely due to Afya
Yetu because of the many other
factors involved, such as workshops
by other NGOs, or even CDI
workshops, or other forms of
education such as children teaching
parents and so on. Additionally, as
CHW rotate their customers,
perhaps only seeing each customer
once every 3 months, it is difficult to
ensure education on health care
and sanitation is delivered to the
community. As they also work
under the NGO, it is difficult to
change their routine to better
assess the impact of their education
advice.

Conclusion
Our Cost Benefit analysis
demonstrates that the impact of
Afya Yetu on all stakeholders is
minimal. Even if Afya Yetu was to be
functioning, it may risk damaging
the community through
undermining businesses. Based on
this limited impact, as well as the
unsustainable financial model, it
was concluded that Afya Yetu
should be dismantled. The research
conducted here can inform a better
vetting process for future programs
in all projects. This analysis also
inspired more detailed research into
the health care system on
Vingunguti from both a community
perspective (through surveys), and a
top down perspective. A more
detailed summary of this can be
found in the Survey findings.
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WORKSHOPS
The health team ran three
workshops over the final three
weekends of the summer. These
were conducted by CSI, using a
curriculum devised by
community engagement. The
curriculum covered the topics
of maternal health, UTIs,
cervical and breast cancer and
sexual health.

Method
Personal information including
the name and phone number of
the participant were collected. By
doing this it is hoped that in
January, the participants who
were happy to give phone
numbers can be contacted for a
follow up survey, which will be
conducted over the phone. The
questions for this and instructions
of analysis can be found in the
impact handover document.

At the end of the workshop, true
or false cards was used to test
the knowledge people had
obtained throughout the
workshop. As we were unsure of
the literacy rate, we thought this
would be a good idea as
everyone could get involved. We
picked two questions from each
topic, focusing on preventative
and treatment of each area. This
was to test people’s overall
knowledge of the course content
as well as to see if topics at the
start were more or less well
remembered than those at the
end. Additionally, as this
workshop was around 5 hours
long, this was also used to
refresh knowledge by offering
answers to the true or false
questions after the participants
have held up their cards.

5 WORKSHOPS
Additionally, for those who were
literate, a feedback form was
given, asking four questions; the
first three involved box ticking on a
scale of unlikely to very likely or
very unenjoyable to very
enjoyable, whilst the final question
was open-ended asking for any
additional feedback. To analyse
this, the data was coded and
converted into quantitative data.

Table 2: shows the coded
responses to question 4 which
asks for any improvements.

Findings
Observations taken helped to
confirm the need for the
workshops. For example, many
believed the time to get tested for
pregnancy was between 3-6
months after menstruation
stopped. CSI were able to then
offer advice about going to seek
medical advice as soon as you
notice a change in your body and
menstruation cycle. CSI clearly
made the audience feel
comfortable, which was evident in
their constant involvement and
jokes throughout. For example,
when asked what are the
symptoms of pregnancy,
members of the audience
commented ‘hating my husband’,
to which the rest of the room
laughed. CSI helped to explain
many symptoms of diseases that
the audience didn’t seem to
understand. For example, the
audience seemed to think most
symptoms of eclampsia were just
those of general pregnancy. Thus,
CSI played a key part in helping
the audience understand what
symptoms to look out for.

In terms of additional feedback
given, 19 commented on how
happy they were with the
workshop, whilst 17 commented
that they wished there were
more workshops in the future.
Out of these, two called for
workshops to be twice a week,
whilst two asked for three times a
year. The participants were
clearly enthusiastic, as the group
constantly answered questions,
sang and cheered. Two
participants actually attended the
workshop in both the first and
second week. Whilst there is a
chance they may have come for
food, there is nevertheless a clear
overall pattern showing that the
workshops seemed informative
and enjoyable. Table 2 shows the
coded data.

5 WORKSHOPS
Results from the true or false activity show that participants gained the most
knowledge on the topics of how to reduce the risk of cancer (79% getting this
answer correct), the importance of finishing the course of antibiotics (70%
correct), that sex once with someone infected with an STD is enough to get an
STD (67%), and how natural family planning can work as a form of
contraceptive (65%).

Table 3: shows the breakdown of
T/F questions and responses.

5 WORKSHOPS

Meanwhile, participants struggled to
understand that contraception is
irreversible-something we know is a
misconception present in Tanzania
(with only 42% answering correctly).
Interestingly, the second and third
highest scoring answers were from
the sexual health topic, indicating
that this was perhaps the best
understood topic. However, as
questions in the UTI topic and
Cervical Cancer topic were
misunderstood it is difficult to claim
this is the best understood topic.
Table 3 shows the breakdown of
responses. Note questions one and
four should not be included in
analysis due to confusion over the
where many did not understand what
was being asked.

Problems and
recommendations
Comprehension of the true or false
activity was perhaps the biggest
problem we faced. In the first
question people were unsure of how
the game worked. This was also the
case for question four, where Gloria
had to repeat the question and
reported a lot of confusion. For these
reasons questions one and four were
removed from the analysis. Whilst we
tried to cover the most important
content of each topic it remains
possible that our questions fail to act
as a proxy for comprehensive
understanding.

Another issue with the true or false
questions is that many copied what
friends were doing, whilst this was
always a risk, it was the best option
available. The differences in
answers suggests that this was not
too large an issue.
Finally, for the feedback sheet, one
issue was that only those who are
literate could fill in the feedback
form, as these are perhaps the more
educated of the participants this
could have potentially given a
skewed idea of how the workshop
went. However, the true or false
cards were an attempt to mitigate
this as much as possible. Gloria also
went through each question to help
those that wanted to fill it in. Overall
there were 22 feedback forms from
workshop one, and 20 from
workshop two meaning in total, 15
people didn’t respond.
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SANITATION
WORKSHOPS
Two sanitation workshops were
conducted in the final week of
the project. These workshops
used the Waterscope
microscopes to help children
understand how microscopes
can be used to observe plants,
animals and bacteria, and to
understand how disease is
spread through bacterial
transmission (hands, water,
flies). It also aimed to help
children understand methods
for preventing the spread of
disease (washing hands with
antibacterial soap; boiling
water). Through this interactive
workshop, the children could
learn how to use microscopes
and identify bacteria.

For impact evaluation, we used a
mixture of personal observations
and feedback forms at the end of
the session. The feedback forms
involved a focus group style,
where Nasma and Gloria went
around to different groups to ask
the children for their feedback on
the workshop using numerous
questions.

6 SANITATION
WORKSHOPS
Findings
When asked what they thought
about the microscope, seven
groups reported enjoying
learning how to magnify objects
and were excited to use them.
Two groups said they were
surprised at what they saw, whilst
one group reported feeling
prestige for getting to use the
microscopes.
Parts of the workshop that
people found easy to use
included magnifying the object,
moving the image left to right
and putting the sample on the
slide. However, they found
understanding how the object on
the slide became an image on a
laptop difficult to understand.
One group also reported making
the object clear hard to do. All
groups said they would like to
use the microscope more, and
one group even asked for
microscopes to be introduced
into school.
In terms of improvements,
answers included education
about general cleanliness
including themes such as
brushing teeth, washing their
bodies, and washing clothes.
Also, advice on working hard and
preventing disease.

Problems and
recommendations
In the first session, there were
around 50 children, 35 of which
were attending the session whilst
the remainder were just young
children who stayed to watch the
session but not to participate.
Whilst most of the children
seemed engaged and interested
in the session, it quickly became
evident this was far too many
children to control and to listen
fully to the teaching conducted by
Nasma and Gloria.
Additionally, the inability to control
all the children meant that not all
microscope activities could be
done, and the feedback form was
not done particularly well. In
attempt to mitigate this for the
second session, far fewer children
were allowed into the room,
meaning there were around 5
children per demonstrator, with 18
children attending in total. This
was far better and meant that all
microscope activities could be
done, although a different order to
the lesson plan was used; thus,
despite reaching fewer children in
the second workshop, it is
believed the impact will be more
as they were able to do all
activities, hear the teachers, and
have a go with the microscopes.

6 SANITATION
WORKSHOPS
It is therefore recommended to
use fewer children when doing
workshops and to be flexible with
a lesson plan to adapt to the
situation in hand. In terms of
impact, we are unable to track
retention of knowledge and thus
success of the workshop as we
were unable to conduct the
lesson in schools as the children
were on their holidays, and
instead had to conduct the
workshops in the local
community.
For future years, more time
should be left to plan this
workshop to ensure issues like
these can be avoided. Finally, it
was difficult to assess how
difficult or easy people found
using the microscope as only one
person per group, per activity had
a go at using the microscopes
whilst given full guidance. Future
workshops should perhaps allow
more time to let the children
better understand the
microscopes and how they work.

7
CONCLUSION
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The health team have focused primarily on researching the Afya Yetu
business model, alongside exploring new ideas to replace Afya Yetu in
the following summer. Surveys were conducted with the aim to better
inform the team of the current knowledge and daily habits of members
of the community, whilst workshops continued to be conducted in the
latter half of the summer to better educate the Vingunguti community
about how to reduce the chances of illnesses.
The survey highlighted a lack of action on the everyday level to reduce
the chances of bacterial spread and UTIs. From this research, it became
evident that CDI workshops in the WaSH area need a stronger focus on
health care. In terms of the maternal health workshops ran by the health
team, Impact Evaluations highlighted them as successful, engaging, and
something that the community would like to attend again in the future.
The sanitation workshops were similar in terms of positive feedback
from participants. Some children were even keen for the microscopes to
be used in schools. However, whilst many said they enjoyed learning
about bacteria and handwashing, it is difficult to assess the impact this
will have over time as they were members of the community and not at
school.
Finally, impact evaluations into Afya Yetu show a clear lack of impact on
the community, with even perhaps a negative impact if the business was
to become more successful. The dismantling of Afya Yetu will allow for
the opportunity for a stronger community impact through alternative
projects.
To conclude, establishing a long-term framework for the health project
is somewhat difficult considering the nature of the health team’s work
this summer. The proposals put forward by the health team should be
incorporated with heavy impact evaluation of both the new model as
well as its impact on the community. A framework should be put in place
next year which can then be used in subsequent years to enable
accurate monitoring and evaluation.
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Low risk of minor harm
HEALTH PROJECT

Low-Moderate risk of harm

DATA
SECURITY
M&E Officer:
Paolo Bova

Moderate-High risk
of severe harm
Risk of grave harm

The triangle above indicates the severity of the information. This
severity depends on the potential harms and level of risk of
matching information we collect to individual respondents.
For the Health Project the greatest potential harm exists in the
register data. In the wrong hands, name and phone information
can facilitate spam or if used to access other databases could
lead to minor cases of identity fraud.
We asses a 'low' risk of this register information falling into the
wrong hands.
People make their names and phone numbers frequently available
to the public on social media. Therefore, we see no reason why an
attacker would seek out our register. Most important, is that we
uphold a fair anti-spam policy ourselves and that we protect any
data we may encounter through the planned phone interviews.
We will separate register info from question responses and
encrypt sensitive info.
Note: When the health team undertook this year's household
survey, they asked for consent prior to beginning
surveys/interviews. Respondents could revoke their consent at
any time.
Note: Care has been taken to ensure this discussion does not
increase risk of informational harm.
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