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ABSTRACT 

This study aimed at evaluating the impact of School Health Programme (SHP) in 

primary schools with a focus on learning outcomes. The general objective of the 

evaluation study was to determine the learning outcomes of SHP to primary school 

children in the country, and its specific objectives were: to determine the contribution 

of SHP towards reduction of students‟ school dropout rate; to determine the 

contribution of SHP for improving academic performance to primary school children; 

and to examine the impact of SHP to the reduction of disease burden and overall 

improvement of health conditions of primary school children. The study was also 

guided by three hypotheses which were tested in the study. The hypotheses were: there 

is association between SHP and reduction of students‟ school dropout rate caused by 

diseases or health problems; there is association between SHP and improvement of 

academic performance to primary school children; and there is association between 

SHP and reduction of disease burden and overall improvement of heath conditions of 

primary school children. 

 

The approach used in this evaluation was summative, and the study used a quantitative 

observational cross sectional study as its evaluation design. The focus of measurement 

and evaluation in the programme theory was impact, and the dimensions used were the 

burden of disease, dropout rate, and learning outcomes which accounted for 

intermediate and dependent variables respectively.  The study used cluster random 

sampling technique in the selection of study units, where the clusters were divisions, 

and wards. Data were collected using structured questionnaires which were distributed 

to 100 primary schools, 50 schools from each district of study. The analysis of 

inferential statistics was done using Statistical Package for Social Science (SPSS) 

analysis tool Version 20 by doing cross tabulation and chi square test for the purpose of 

testing the hypotheses developed. Also, the analysis was done using Excel Worksheet 

where tables and charts (bar charts) were developed for the purpose of fulfilling the 

specific objectives of the study. 

 

The findings have revealed positive changes in both districts. In Misungwi district 

school dropout rate caused by diseases or health problems has decreased from 4.43% in 

the year 2011 to 0.00% in 2016. The percentage of students who passed STD VII final 

examination has increased from 63.21 in the year 2011 to 78.87 in the year 2016, and 

the burden of disease has decreased from 15.93% in the 2011 to 7.21% in 2016. In 

Kwimba district school dropout rate caused by diseases or health problems has 

decreased from 5.31% in the year 2011 to 0.00% in the year 2016. The percentage of 

students who passed STD VII final exam has increased from 54.01 in the 2011 to 77.34 

in 2016, and the burden of disease has decreased from 12.11% in the 2011 to 5.28% in 

2016.  
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Chapter 1 

INTRODUCTION 

 

1.1: Background 

Overview of school health services 

School health services/ programmes basically aim at making the schools a healthy 

setting for living, studying and working. They are mainly based on two pertinent 

premises, firstly, the relationship of quality of learning with the health conditions of 

students, and secondly, responsibility of the state to facilitate smooth physical and 

mental growth of children for their future role as productive members of the society. 

Furthermore, school health and nutrition programmes provide one of the most cost-

effective ways to promote health, education, and nutrition of school children 

particularly if they are developed as part of community partnerships and delivered by 

education sector. Such programmes have additional significance nowadays because 

they provide one of the most important ways to reach adolescents and the broader 

community with messages about communicable diseases, such as HIV/AIDS, and their 

prevention (UNESCO, 2010). 

 

Global experiences link success in school health programme with partnership between 

various departments and agencies, including education, health, and environment. The 

partnership between relevant departments and agencies provides an opportunity for 

concerted action to broaden the scope of school health programmes, and make them 

more useful and beneficial for the target groups. Effective school health programmes 

are believed to transform schools into child-friendly environment, and contribute 

significantly to the promotion of education to school children, and the community at 

large. Experts believe that investment on school health programmes yields higher social 

returns in the areas of education, health, productivity of human resources, and 

environmental protection in a given country (UNESCO, 2010). 
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WHO global school health initiative 

The World Health Organization‟s programme “Global School Health Initiative” is 

designed to improve the health of students, school personnel, families, and other 

members of the community (WHO, 1996). A global effort is evident from the report 

“Promoting health through Schools” which describes intervention programmes 

implemented from the year 1985 to 1996. Promoting the health of children through 

schools has been an important goal of WHO, UNESCO, UNICEF, and other 

international agencies since 1950s. From 1980s the work of WHO in school health has 

steadily increased, and its commitment to, and support for school health was further 

enhanced by the creation of the division of health promotion, education, and 

communication in the year 1994 charged with the role of strengthening the WHO‟s 

capacities to strengthen health through schools (WHO, 1996).  

 

UN support for School Health Programmes  

United Nation (UN) is committed to assist member states in the achievement of 

Millennium Development Goals (MDGs), Education for All (EFA), and other 

international norms and conventions aimed at improving quality of life of the people. 

On the occasion of World Education Forum in Dakar, Senegal in April 2000, four UN 

agencies (WHO, UNICEF, UNESCO and World Bank) signed a framework titled 

“Focusing Resources for Effective School Health Programme (FRESH) to affirm their 

commitment for the School Health Programmes. A number of UN agencies have been 

supporting different components of School Health Programme although a holistic 

approach has been missing. Those agencies include WHO, UNICEF, WFP, UNFPA, 

UNESCO, UNODC and UNDP (UNESCO, 2010). A new efficient and progressive 

approach to school health has now been developed by a partnership of agencies, 

including UNESCO, WHO, UNICEF, WFP, and the World Bank. This framework for 

action seeks to focus resources on effective school health through the FRESH 

concerted action programme (SHP toolkit, 2002). Currently, most of the developed 

countries have institutionalized school health programmes as an integral part of their 

education systems (UNESCO, 2010).  
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School health services in Tanzania 

School health activities in Tanzania are reported to start being implemented during 

colonial times early in the year 1921, where medical services were being provided to 

school children. In the year 1925, a Medical Officer was appointed to oversee school 

health services, and during that time mobile teams were used to provide treatments of 

minor illnesses and referrals for major ones, providing vaccination, inspection of the 

school environment, and examination of children on personal hygiene. By 1950's 

school health services were being provided throughout the country. In mid 1960s these 

services began to deteriorate, and by the year 1970 they moved out of implementation 

(Tanzania school health programme, Midterm report, 1982). 

 

As the health needs of the population were evaluated, three groups were identified as 

being at high risk. Those groups were, mothers of childbearing age, children under 5 

years of age, and school children ageing from 5 to 14 years. This last group (i.e. 5 – 14 

years) was included as one of the government's three priority populations based on four 

reasons, one, school children made up to 25% of the nation's population; two, after 5 

years of age, children are no longer eligible for services under the Maternal and Child 

Health (MCH) programme ( now called the Reproductive and Child Health or RCH 

services) and are generally lost to follow-up; three, there was significant morbidity 

among the school age population accounting for, among other things, much of the 

absenteeism in primary schools; and four, school age children are at the appropriate age 

for cultivating in them habits for healthful living. Because the programme of Universal 

Primary Education (UPE) was believed to reach about 95% of the eligible school age 

children, it was believed that the primary school system provided the appropriate 

infrastructure for the delivery of health services to children aged from 5 to 14 years. A 

survey conducted in the year 1978 confirmed that school health services were both 

needed and feasible and following the survey, school health programme was resumed 

(Tanzania school health programme, Midterm report, 1982). 
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1.2: Statement of the Problem 

Many children are attending school for longer periods of their lives. Moreover, young 

children are at a greater risk of various infections and diseases. It was estimated that the 

burden of disease for school children aged from 5 to 14 years old is 11% of the total 

global burden of disease. Similarly, malnutrition levels are reported to be worsened in 

school children, especially rural school children by the increase in parasitic infestations 

due to unsafe drinking water, and poor sanitation. Moreover, environmental related 

diseases such as malaria, cholera, and dysentery are also prevalent in school 

communities. These pose a challenge for environmental health and hygiene in relation 

to clean, safe drinking water, and good sanitation practices (SHP Toolkit, 2002).  

 

In most developing countries health services for the general public are reported to be 

poor, and overall knowledge about health care and hygienic practices is low especially 

in rural setting. While parents have the key responsibility to assure the health and well-

being of their children, most of them are unable to identify health problems of their 

children the situation that slows down their learning as well. Based on that situation 

private health care providers and government services are the partners who are 

expected to help parents deal with the health needs of their children.  

 

Moreover, since children spend most of their day hours in schools, and since healthy 

children make better students, schools can play an important role in helping parents to 

successfully assure the health and well-being of their children (Virginia School Health 

Guidelines, 1999). Thus schools can do more than many other institutions to improve 

wellbeing and competence of children. They have the responsibility to educate them 

and promote among them healthy and hygienic behavior, and guide them on how to 

protect themselves and others against diseases and other forms of ill-health by adopting 

health and hygiene promoting habits and practices. 

 

School health programmes are reported to contribute in improving health indicators 

among children as well as enhancing efficiency of the education system. 

Undernourishment due to poverty, illiteracy, and lack of awareness about health and 
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nutritional aspects contribute toward deterioration of health conditions of the children 

especially those who are coming from destitute families. In the absence of a 

comprehensive school health programme the following problems are likely to emerge: 

learning environment in schools will not efficiently improve; parents and teachers will 

not efficiently be aware of the prevalence of various diseases and disorders among the 

children; a number of children will face difficulty in their studies due to physical 

disorders and may leave the school; a considerable proportion of children will remain 

malnourished particularly from disadvantaged groups hence affecting their smooth 

physical and mental growth; increase in vulnerability to various diseases and infections 

to children, particularly in rural areas; higher dropout rate which may negatively affect 

the efficiency of education system; low overall health indicators among the current and 

next generations; and high social and economic disparities among different segments of 

the society (UNESCO, 2010). 

 

According to the 2012 census more than half of the Tanzanian population is under 20 

years of age. Also, according to the Tanzania Demographic and Health Survey of 2012 

about 70% to 80% of school age children are enrolled in primary schools. In secondary 

schools the percentage of children enrolled is reported to be less (i.e. not all students 

who finish primary school education are enrolled in secondary schools). Thus, primary 

schools clearly represent an important field for health promotion efforts targeting 

school age children.  

 

This study therefore evaluated the impact of School Health Programme in primary 

schools in Kwimba and Misungwi districts in Mwanza region with a focus on health 

and learning outcomes of primary school children. 

 

1.3: Evaluation Objectives and Hypotheses 

1.3.1: Objectives of Evaluation 

1.3.1.1: General Objective of Evaluation 

The general objective of this evaluation study was - to determine the learning outcome 

of School Health Programme (SHP) to primary school children in the country. 
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1.3.1.2: Specific objectives of evaluation 

The specific objectives of the study were; 

i) To determine the contribution of School Health Programme towards reduction 

of students‟ school dropout rate. 

ii) To determine the contribution of School Health Programme for improving 

academic performance to primary school children. 

iii) To examine the impact of School Health Programme to the reduction of disease 

burden and overall improvement of health conditions of primary school 

children. 

 

Note that School Health Programme here entails School health education, 

and health promotion; Preventive and curative school health services; 

School health environment; and School nutrition programme. 

 

1.3.2 Hypotheses 

From the above specific objectives of evaluation, the following hypotheses were 

developed to guide this evaluation: 

i) There is association between School Health Programme and reduction of 

students‟ school dropout rate caused by diseases or health problems. 

ii) There is association between School Health Programme and improvement of 

academic performance to primary school children. 

iii) There is association between School Health Programme and reduction of 

disease burden and overall improvement of heath conditions of primary school 

children. 

 

1.3. 2.1: Null Hypotheses  

The null hypotheses of the study were: 

i. There is no association between School Health Programme and reduction of 

students‟ school dropout rate caused by diseases or health problems. 

ii. There is no association between School Health Programme and improvement of 

academic performance to primary school children. 
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iii. There is no association between School Health Programme and reduction of 

disease burden and overall improvement of heath conditions of primary school 

children. 

 

1.4: Significance of the Evaluation 

Schools are important settings for comprehensive health promotion. Next to the family, 

the school exerts the most influence on the lives of children and youth (School health, 

Guidance document, 2010). Moreover, development of children and quality of their 

learning depends on a number of factors, including their own health status. A number 

of children can be saved from losing interest in their st udies and dropping out of 

school when their learning difficulties or disorders are detected through health 

screening, and addressed at early stages (UNESCO, 2010). Good health increases 

enrollment, reduces absenteeism, and brings more of the poorest and most 

disadvantaged children to school. Health promoting behavior inculcated by the school 

not only contributes in physical development and health care of students but also its 

spin-off improves awareness about health issues among the parents and local 

community as well. Strong relationship between health of students and their learning 

had inspired planners and educators in developed countries to launch health related 

interventions in schools, and gradually developing countries are also realizing the 

importance of school health programme for quality education and health of school 

children. 

 

According to Hall (1996) Tanzania is one of participating developing countries in 

“Partnership for Child Development” but no comprehensive study on the school health 

services has been conducted. Likewise, to date no study on the impact of school health 

programme has been conducted in the country. Thus this evaluation study intended to 

explore the long term achievements made so far in primary schools with regard to the 

implementation of school health programme with a focus on health and learning 

outcomes, exploring the challenges that affect programme implementation, and coming 

up with recommendations for programme improvement and sustainability. 
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Besides, this evaluation serves as a prerequisite in partial fulfillment of the 

requirements for the attainment of the award of Master of Science degree in Health 

Monitoring and Evaluation. 

 

1.5: Description of the Programme to Be Evaluated 

1.5.1: Expected Programme Effects/ Objectives 

1.5.1.1: The World Health Organization’s (WHO) Global School Health Initiative 

The WHO‟s global school health initiative of the year 1996 provides a strategy to 

utilize schools to promote health and reduce the burden of diseases worldwide. 

 

1.5.1.2: Principal Programme Goals 

The principal programme goals are; 

i. To improve the health of primary school children through first aid, preventive 

care, health education, provision of safe water, and improved sanitation. 

ii. To extend these benefits to the schools' villages through community 

participation, child-child extension, and public education. 

 

1.5.1.3: Principal Programme Objectives 

The principal programme objectives are; 

i. To teach and promote first aid screening and preventive care, and health 

education provided by primary school teachers to their students. 

ii. To develop a lasting, replicable logistic and support system for SHP. 

iii. To create a management information system for monitoring and evaluation of 

SHP. 

iv. To promote optimal health, within the school setting, of all persons in schools. 

v. To prevent diseases among all persons in schools. 

vi. To promote healthy growth and development to all school learners.  

vii. To promote early detection of defects and diagnosis of diseases amongst all in 

schools. 

viii. To promote learning process among school children. 
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1.5.2: Major Components of School Health Programme 

The major components of the programme are; 

i. School health education 

ii. School health services (preventive, curative, nutritional and food safety, 

counseling, psychological, and social services, safe water and sanitation 

services) 

iii. School health environment (physical, psychological, and social environments 

that are developmentally oriented, and culturally appropriate, and that enables 

students to achieve their potential) 

iv. Health promotion for school personnel 

v. School community projects and outreach 

vi. Nutrition and food safety 

vii. Physical education and recreation 

viii. Mental health, counseling, and social support 

 

1.5.3: Major Strategies 

There are five (5) strategies that call attention to critical areas for action in 

strengthening SHPs which are based on the Ottawa Charter for Health Promotion.  The 

strategies are; 

 To promote public policies for school health which provide resources for, and 

embody a commitment to enhanced health and education. 

 To foster supportive environments which are the result of assessment, and 

improvement of the physical and psychosocial environment of the school? 

 To encourage community action that supports the process of health promotion, 

and the linkages between the school and other relevant institutions 

 To promote personal skills development (through curriculum, the teaching, and 

learning process) that emphasizes specific health related behavior, as well as the 

skills needed to support health throughout life, and  

 To reorient health services in the school, and the community, so that they; 

i. Provide enhanced access to services within the school as well as referral to 

the external health system, 
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ii. Identify and implement specific health interventions that are best carried out 

through the school, and 

iii. Integrate curative and preventive interventions. 

 

1.5.4: Programme Activities and Resources 

1.5.4.1: Programme Activities 

Four major programme activities are; 

i. Promoting School health environment 

This entails provision of the following facilities which contribute in creating a 

conducive environment for the children in the school: Safe and clean drinking water 

(with regular water quality monitoring); gender and culturally appropriate sanitation/ 

toilet facilities; adequately spacious class rooms; comfortable seating arrangements; 

play grounds; a child friendly environment; and access for disabled and physically 

challenged. Also cleanliness of school environment is among the activities that are 

routinely conducted for the purpose of promoting school health environment. 

 

ii. School health education and health promotion 

Entails education about cleanliness, personal hygiene, and sanitation; preventive 

information against various non- communicable common diseases; prevention against 

communicable diseases; HIV and AIDS prevention education; guidance and counseling 

for adolescent students on puberty issues; anti-drugs and anti tobacco education; 

healthy food (balanced diet) and clean drinking water; and sports and physical 

education. 

 

iii. Providing School health services 

School Health Services are preventive and curative services provided for the learners 

and staff within the school setting. The purpose of the School Health Services is to help 

children at school to achieve the maximum health possible for them to obtain full 

benefit from their education. The services include conducting health screening such as 

eye screening services or medical checkup to students on regular basis, provision of 

drugs for prevention or treatment of birrhazea and intestinal worms, provision of first 
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aid services, conducting de-worming campaigns, and providing referrals to students 

with serious health problems to medical centers or health facilities for treatment or 

rehabilitation services. 

 

iv. Promoting School nutrition programme 

Entails providing food supplement for malnourished children, providing food as 

incentive to enhance enrolment and attendance, promotion of use of iodized salt, school 

feeding or school lunch programme for all students in schools.  

 

1.5.5: Programme Resources 

Resources for programme implementation are; 

 Education/ health promotion materials for SHP 

 Human resources (professional health care workers, and teachers) 

 Public and political will 

 Safe and clean water 

 Sanitation/ toilet facilities 

 Spacious class rooms 

 Play grounds 

 Healthy food (balanced diet) 

 Medical resources (drugs, medical supplies and medical equipment) 

 Other resources (money, time) 
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Figure 1.1: Programme Logic Model 

    

  

 

    

  

 

 

 

 

 

 

 

 

 

 

 

 

1.5.6: Stakeholder Analysis 

Implementation of School Health Programme involves a number of stakeholders who 

have varying influences on the programme. Stakeholders that are involved in the 

School Health Programme are the Ministry of Health (which provides policy, 

programme guideline, and oversees programme implementation), the Ministry of 

Education (which collaborates with the Ministry of Health to ensure programme 

implementation), Primary schools (which are the target population), district school 

health coordinators (who coordinate school health activities at the district level), the 

community (who support programme implementation, and also are the guardians/ 

parents of school children), and donors (who are involved in ensuring smooth running 

of the programme). The findings from this evaluation are expected to be utilized by 

stakeholders (especially those stakeholders with high role) for making programme 

improvement, and sustainability. 

INPUTS ACTIVITIES OUTPUT OUTCOME IMPACT 

-
Education/Health 

promotion 

materials 

-Professional 
Human resource 

-Public and 
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Table 1: Stakeholders Analysis and Engagement Matrix  

Name of 

stakeholder 

Role in the programme Role in the evaluation Level of 

stakeholder   

Ministry of 

Health 

Provides policy, programme 

guideline, and oversees 

programme implementation 

User of evaluation findings High 

Ministry of 

Education 

collaborates with the Ministry 

of Health to ensure programme 

implementation 

User of evaluation findings High 

Donors Providing financial and 

technical support for ensuring 

smooth running of the 

programme 

Users of evaluation findings  High 

District School 

Health 

Coordinators 

Coordinate school health 

activities at the district level 

Respondents in the evaluation 

who were expected to provide 

rich information required to 

inform the evaluation 

 

Medium 

Primary schools -Programme target 

beneficiaries focusing primary 

school children 

 

-Involved in programme 

implementation through 

primary school teachers 

 

 

Respondents in the evaluation 

who were expected to provide 

rich information required to 

inform the evaluation 

Medium 

 

 

 

Medium 

Community -Providing support for 

programme implementation 

Programme beneficiaries  Low 
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Chapter 2 

LITERATURE REVIEW 

 

2.1: Theoretical Part of Review 

2.1.1: Child Development and the Role of Schools 

Child development  

Development of children and quality of their learning depends on a number of factors, 

including their own health status. Health promoting behavior inculcated by the school 

not only contributes in physical development and health care of students, but also its 

spin-off improves awareness about health issues among the parents and local 

community as well. Strong relationship between health of students and their learning 

had inspired planners and educators many years ago in developed countries to launch 

health related interventions in schools. Gradually, developing countries are also 

realizing importance of school health programme for quality education and health of 

students, and they are introducing its various components in their education system 

(UNESCO, 2010). 

 

The role of schools 

Young children are at a greater risk of various infections and diseases. Likewise, many 

children are attending schools for longer periods of their lives, and since the school 

years are a formative time in the development of human being, the school setting 

provides an efficient means of improving the health of students, their self esteem, life 

skills, and behavior. In addition to providing a site where interventions against many 

specific diseases can efficiently and effectively be implemented, schools can also 

provide the setting to introduce health information to the community, and can lead the 

community by advocating policies and services that promote health. Schools have the 

responsibility to educate students and foster among them healthy and hygienic practices 

and behavior. Besides they need to inform students about various health risks, and 

guide them on how to better protect themselves and others against diseases and other 

forms of ill-health or disorders by adopting health and hygiene promoting behaviors 

and practices. This goes in line with providing education to students on health and 
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hygiene issues through integration of health and hygiene information messages into the 

curriculum (UNESCO, 2010). 

 

2.1.2: Contribution of School Health Programmes 

School health programmes (SHPs) can address many of the major challenges to health. 

These include HIV/AIDS and sexually transmitted diseases, unintended pregnancies, 

helminthes infections, poor nutrition and food safety, poor sanitation and water control, 

lack of immunization, poor oral health, malaria, respiratory infections, psychological 

problems, problems associated with lack of physical exercises, and alcohol, tobacco, 

and illicit drug use. School health programmes that coordinate delivery of education 

and health services, and promote a healthy environment could become one of the most 

efficient means available to significantly improve the well-being of the people in a 

specific country. As a result such programmes could become a critical means of 

improving the condition of human kind worldwide (UNESCO, 2010).  

 

On the other hand, school health programmes are reported to be underdeveloped in 

almost every nation. Scanty resources such as money, time, qualified professionals, 

public and political will, as well as supplies are said to affect school health programmes 

worldwide. Traditionally, school health programmes were defined as encompassing 

school health education, school health services, and a healthy school environment 

(physical and psychosocial aspects of environment). In the 1980s, the definition of 

school health programmes was elaborated in response to the changing roles of schools 

and changing responsibilities within schools. The following eight specific components 

of SHPs were identified which are;- school health services, school health education, 

school health environment, health promotion for school personnel, school-community 

projects and outreach, nutrition and food safety, physical education and recreation, and 

counseling and social supports (UNESCO, 2010). 
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2.2: Empirical Part of Review 

More recently some research studies and evaluations of comprehensive school health 

promotion programmes are beginning to report a link between the successful 

implementation of this approach and academic achievement. In an American 

retrospective examination of the relationship between the implementation of 

coordinated school health programmes and school-level academic indicators, it was 

found that schools with high levels of implementation had better school-level 

performance and progress ratings (Rosas et al, 2009). 

 

Experiences have also revealed that students in states which have policies that promote 

students‟ health, such as regular participation in physical education, appropriate 

nutritional culture, services to address students‟ physical or mental health needs and 

harassment prevention, demonstrated higher academic scores on the National 

Assessment of Educational Progress (NAEP) tests than students in states that did not 

have health-promoting policies. In Ontario, an examination of the effect of Ophea‟s 

Living Schools Initiative showed that increased focus on students‟ health in schools led 

to positive changes in their academic performance as measured by Education Quality 

and Accountability Office (EQAO) test scores (Guertin M., 2007). 

 

Moreover, studies have shown that SHPs can be the most efficient and cost-effective 

way to improve students‟ health and their academic performance. A study in the USA 

estimated that every 1 USD invested in schools on effective tobacco education saved 

18.80 USD in the costs of addressing health and non-health problems caused by 

smoking. The study further estimated that the benefit of every 1 USD spent on 

education for alcohol and other drug abuse prevention saved 5.69 USD. Furthermore, 

each 1 USD spent on education to prevent early and unprotected sexual behavior saved 

5.1 USD, and on average the money saved by society for each 1 USD spent on these 

three forms of health education was approximately 14 USD (Rothman et al, undated). 
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Throughout the world there are many examples of the school-based treatment of 

medical problems resulting in improved academic performance. In Jamaica, Jamaican 

children who were treated for moderate whipworm infections raised their test scores 

which had lagged by 15% up to the level of uninfected children. The same to school 

food programmes which had a marked effect on attendance and school performance 

(Levinger, 1994).  

 

The link between nutrition and learning is also well documented in Nigeria. Healthy 

eating patterns are essential for students to achieve their full academic potential, full 

physical and mental growth, and lifelong health and well-being. Poor nutrition has been 

shown to be an underlying cause for poor attendance, retention and achievement in 

education among children of school age. The school feeding service is recognized as a 

strong means of improving enrolment, attendance, retention, completion and learning 

achievement among pupils, therefore to assist with the realization of Universal Basic 

Education (UBE) and attainment of Millennium Development Goals (MDGs) in 

Nigeria, and to show government commitment to this cause, the Home-Grown School 

Feeding and Health Programme (HGSFHP) was launched in September, 2005 by the 

President of the Federal Republic of Nigeria (Implementation Guidelines on National 

School Health Programme, 2006). 

 

Experiences further reveal that SHPs have improved the health of large populations 

when implemented on a national scale. In the Republic of Korea, the prevalence of 

intestinal helminthes among children was reduced from 80% to 0.2% over 30 years 

through a school-community chemotherapy, health education, and sanitation 

programme. Also, a review of 35 evaluated studies of sexuality and HIV/AIDS 

education in schools found that the provision of sex education, including the provision 

of contraception, does not increase the initiation of sexual activity among young 

people. It shows that sex and HIV/AIDS education may delay the initiation of sexual 

intercourse, decrease sexual activity, and increase the adoption of safer sexual practices 

among sexually active young people. Thus the benefits of SHPs can accrue 

throughout the society. For the students, benefits include enhanced physical, 
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psychological, and social well being, and the ability to take full advantage of every 

opportunity for education; for school staff, benefits include improved morale and the 

ability to carry out their mission more effectively and improve their own health; for the 

family and community, benefits include increased health and economic capacity; for 

the schools and health systems, benefits include maximized efficient use of scarce 

resources; for the nation, benefits include having healthier and better educated people 

who can provide a stronger basis for economic development; and for the world at 

large, benefits can include progress to guaranteed fundamental human rights as 

elaborated in the universal declaration of human rights, and, on the Convention on the 

rights of the child (UNESCO, 2010). 

 

In Iran, the Ministry of Health and Medical Education, in collaboration with the 

Ministry of Education and Training has launched National Integrated School Health 

Screening Programme. The programme aims to identify children who have early signs 

of health problems. For example, during the year 2007-08, screening of 3.1 million 

students was completed whereby out of those students 12.48% had weight disorders, 

4.77% had visual disorders, 3.95% had head lice, 2.24% had behavioral disorders, and 

0.6% had hearing disorders, and those students found with health problems were 

referred to outpatient clinics or hospitals for medical care, and all services are offered 

free of charge (UNESCO, 2010). 

 

In Singapore, the CHERISH (Championing Efforts Resulting in Improved School 

Health) Award was launched in August 2000 to give recognition to, and encourage 

schools to establish comprehensive health promotion programmes for students and staff 

through the fostering of good physical, social, and emotional health for optimal 

learning. The CHERISH Award provides a framework for establishing comprehensive 

health promotion programmes in the school, and uses a whole school approach towards 

health promotion (UNESCO, 2010). 
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In Philippines, the „Fit for School‟ programme is being implemented since the year 

2003. Interventions that are implemented at school level include, daily supervised hand 

washing with soap prior to recess, daily supervised tooth brushing with fluoride 

toothpaste, and bi-annual de-worming of all children. The costs for the programme are 

reported to be comparatively low but benefits are high. Selected evaluation of the 

programme has confirmed the following impact: Infectious diseases including diarrhea, 

and respiratory infections were reduced by 30% to 50%; the progression of dental 

caries was reduced by 40% to 50%; the prevalence of helminthes (parasitic worm) 

infections was reduced by 80%; the number of children with below-normal height, and 

weight was reduced by 20%; and School attendance raised by 20% to 25%. Currently 

the programme is implemented by Philippines Department of Education in close 

cooperation with different units of local government. The department of education has 

also launched a new school health programme which seeks to address both malnutrition 

and academic performance in selected elementary schools all over the country 

(UNESCO, 2010). 

 

The conceptual framework below shows the relationship between independent 

variables, intermediate variables, and dependent variable. The presence and proper 

implementation of independent variables will lead to reduction of students‟ school 

dropout rate caused by diseases or health problems, reduction of disease burden and 

overall improvement of health condition, which will ultimately lead to improved 

learning outcomes of students.  

 

The conceptual framework portrays what has been explained in the literature review. 

The independent and intermediate variables are the focus of the evaluation specific 

objectives, while the dependent variable is the focus of the evaluation general 

objective.  
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Figure 2.1: A Conceptual Framework 

The conceptual framework below portrays the relationship between Independent variables, Intermediate variables, and 

Dependent variable, and it has been derived from the literature review. The successful implementation of independent 

variables will lead to achievement of intermediate variables, which will ultimately lead to achievement of dependent variable. 

The independent and intermediate variables provide a focus of the specific objectives of the study, while the dependent 

variable provides a focus of the general objective of the study. 

 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

(Source: Researcher construction, 2017) 
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Chapter 3 

EVALUATION METHODS 

 

3.1: Study Area 

This evaluation was conducted in two districts of Mwanza region which are Misungwi 

and Kwimba districts. The districts were chosen due to the convenience of evaluator, 

and since School Health Programme is practiced in the same way in all districts in the 

country the choice of any district for evaluation purpose would not affect 

generalizability of findings. Also, since the programme activities are provided in 

primary schools the study was conducted in the selected primary schools in both 

districts.  

 

3.2: Evaluation Period 

The evaluation period was four (4) months (with the exclusion of proposal 

development period) starting from mid February to June, 2017. This period included 

time for data collection, data processing, analysis, and report writing. The evaluability 

assessment was conducted during the period of proposal development between July to 

December, 2016 by looking on the resources such as money, time, and on the 

programme itself.  

 

3.3: Evaluation Approach 

The approach to this evaluation is summative. This is because the evaluation was 

focusing on the impact of school health programme, and it also intended to provide the 

judgment to the programme with regard to its contribution on health and learning 

outcomes of primary school students.  

 

The intended use of evaluation is for making improvement on the areas which have 

been revealed by the evaluation to affect programme implementation. The intended 

users of the evaluation are the stakeholders to whom the evaluation findings will be 

disseminated.  
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3.4: Evaluation Design 

The design used in this evaluation was Quantitative Observational Cross Sectional 

Study with the aim of obtaining quantitative data that helped to come up with the 

findings necessary for evaluating the impact of school health programme. 

 

3.5: Focus of Evaluation and Dimensions 

The focus of measurement and evaluation in the programme theory was the impact. 

The study focused at evaluating the impact of school health programme to health and 

learning outcomes of primary school children in the county. The dimensions were: - 

burden of disease; dropout rate; and health and learning outcomes.  

 

3.6: Measurement of Variables 

Table 3.1: Variables and their Measurements 

Category of 

Variable 

Variable Operational 

definition 

Type of 

variable 

Categories Level of 

measurement 

Dependent Learning 

outcome 

Students‟ trend 

of performance 

in Standard 

Seven final 

examinations 

Categorical Increasing, 

Decreasing, 

Varying 

Ordinal 

Intermediate School 

dropout 

Students‟ trend 

in school 

dropouts 

Categorical Increasing, 

Decreasing, 

Varying 

Ordinal 

Intermediate Burden of 

disease 

Trend of disease 

burden to 

primary school 

children 

Categorical Increasing, 

Decreasing, 

Varying 

Ordinal 

 

3.7: Population and Sampling 

3.7.1: Target Population 

The target population to whom the findings are generalized was Primary schools in 

the country. 

 

3.7.2: Source Population 

The source population was Primary schools in Mwanza region. 
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3.7.3: Study Population 

The study population was Primary schools in Misungwi and Kwimba districts. 

 

3.7.4: Study Units and Sampling Units 

Study units: the study unit on which data was collected was 100 primary schools. 

Sampling units: primary schools were selected among those available in the study 

population, where multiple selections were done by selecting all divisions first, then a 

subset of wards from the divisions, and finally schools from the selected wards. Thus in 

this study, I had primary, secondary and tertiary sampling units which were divisions, 

wards, and schools respectively. 

 

3.7.5: Sample Size 

3.7.5.1Sample Size Determination 

3.7.5.2 Basis for Sample Size Calculation:- 

 Unit of analysis: Primary Schools 

 Study area: Kwimba and Misungwi districts in Mwanza region 

 Sampling frame (Total number of primary schools in the 2 districts): 294 (Source: 

www.opendata.go.tz) 

         -Kwimba    – 151 

         -Misungwi – 143       Total – 294 

 

3.7.5.3   Sample Size to Estimate a Single Proportion (Using EPI tools- EPI 

calculator) 

The derived formula for infinite population was; 

n= [z
2 
x P (1-P)] / e

2      

 
Where; z = Value from standard normal distribution corresponding to desired 

confidence level       

            (z = 1.96 for 95% confidence interval) 

             P = Expected true proportion 

             e = Desired precision, and 

             n = Sample size 
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Inputs:- 

i. Estimated Proportion                                           0.11 

ii. Confidence level                                                  0.95 

iii. Desired precision                                                  0.05 

iv. Population size (Number of primary schools)      294 

 

Computation done on online EPI calculator 

RESULTS: 100  

 

Therefore the sample size from 294 sampling frame is 100 primary schools 

 

3.7.6: Sampling Procedure/ Technique 

The study used cluster random sampling technique whereby study units were 

obtained from the selected wards from each division. Wards were randomly selected 

from each division in the selected districts, and then schools were also randomly 

selected from each selected ward, 50 schools from each district. The clusters here were 

divisions, and wards. All divisions in both districts were involved in the random 

selection of wards. The divisions in Misungwi district were Mbalika, Inonelwa, 

Usagara, and Misungwi, while in Kwimba district the divisions were Igongwa, 

Nyamilama, Mwamashimba, Ibindo, and Ngulla. 

 

3.7.7: Inclusion and Exclusion Criteria 

The criteria used in the selection of study units were the presence of school health 

programme in a particular school, and the duration of the programme in a particular 

school (at least 5 years since starting implementing the programme). 

 

3.8: Data Collection 

Data collection method and procedure that was used in the study was structured 

questionnaires which were distributed to 100 primary school head teachers in 

Misungwi and Kwimba districts in Mwanza region.  
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3.8.1: Development of Data Collection Tools 

Data collection tool which was used in the study was questionnaires, the tool that was 

smartly prepared to answer the objectives of the study for the purpose of ensuring the 

validity of findings. The tool was also pre-tested before initiating data collection 

process for the purpose of ensuring its reliability, and the findings obtained in the pre-

testing stage were not involved in the analysis.   

 

3.8.2: Data Collection Fieldwork 

After having done pre-testing, data collection in the field involved distribution of 

questionnaires to selected schools where the school head teachers were provided with 

questionnaires for them to fill them out. Questionnaires were translated in Swahili 

language to facilitate smooth understanding by the respondents. In the distribution of 

questionnaires the evaluator contacted District School Health Coordinators (DSHCos) 

from Education departments in both districts where the study was conducted, who used 

Ward Education Coordinators (WECs) in the distribution and collection of 

questionnaires to and from primary school head teachers of the selected schools in their 

respective wards. This approach facilitated data collection process, and the researcher 

managed to get completely filled out questionnaires from all the respondents. All 100 

questionnaires which were distributed to the respondents were returned to DSHCos, 

and they were all filled out. Finally, the researcher received the questionnaires from the 

District School Health Coordinators of both districts for the analysis stage. 

 

Information was also collected from the DSHCos of the two districts where the study 

was conducted for the purpose of obtaining further information that complemented on 

what was collected from primary school head teachers.  Also a small portion of data 

was collected from DHIS2 tool for evaluation purpose. 

 

3.9: Data Management and Analysis 

3.9.1: Data Entry 

The collected data were summarized in Excel Worksheet, and were then imported into 

SPSS analysis tool, Version 20, for the analysis process.  
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3.9.2: Data Cleaning 

Data cleaning was done manually before entry into SPSS analysis tool for the purpose 

of identifying and working on incomplete, inconsistent or invalid data.  

 

3.9.3: Data Analysis 

The analysis of inferential statistics was done using SPSS analysis tool, Version 20, by 

doing cross tabulation and performing chi square test. This test was conducted for the 

purpose of determining whether or not there was association between School Health 

Programme and reduction of students‟ school dropout rate caused by diseases or health 

problems; whether or not there was association between School Health Programme 

and improvement of academic performance to primary school children; and whether or 

not there was association between School Health Programme and reduction of disease 

burden and overall improvement of heath conditions of primary school children. 

 

Also, the analysis was done using Excel Worksheet where tables and charts (bar charts) 

were developed for the purpose of determining the contribution of School Health 

Programme towards reduction of students‟ school dropout rate; determining the 

contribution of School Health Programme for improving academic performance to 

primary school children; and examining the impact of School Health Programme to the 

reduction of disease burden and overall improvement of health conditions of primary 

school children. 

 

3.10: Ethical Issues 

Clearance was done and a permit to proceed with evaluation was given to the 

researcher by the authority of Mzumbe University where the evaluator was pursuing his 

Master Degree programme. In the districts where the evaluation was conducted the 

respective Council directors were informed, and each was provided with a copy of a 

permit from the University, from which they granted permission for the researcher to 

proceed with his evaluation. Study participants were also informed on the purpose of 

information needed, and they were assured of confidentiality, the assurance which was 

written on the questionnaires. 
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3.11: Evaluation Dissemination Plan 

This evaluation report has been submitted at the Mzumbe University, Morogoro as a 

prerequisite in partial fulfillment of the requirements for the attainment of the award of 

Master of Science degree in Health Monitoring and Evaluation. 
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Chapter 4 

FINDINGS, ANALYSIS, AND INTERPRETATION 

 

4.1 Introduction 

This chapter provides the findings from the evaluation conducted in Kwimba and 

Misungwi districts, which evaluated the impact of school health programme to primary 

school children. The presentation of findings, analysis, and interpretation of inferential 

statistics focus at providing the conclusion based on the hypotheses and the specific 

objectives developed.  

 

The hypotheses of the study were: there is association between School Health 

Programme and reduction of students‟ school dropout rate caused by diseases or health 

problems; there is association between School Health Programme and improvement of 

academic performance to primary school children; and, there is association between 

School Health Programme and reduction of disease burden and overall improvement of 

heath conditions of primary school children, while the null hypotheses of the study 

were: there is no association between School Health Programme and reduction of 

students‟ school dropout rate caused by diseases or health problems; there is no 

association between School Health Programme and improvement of academic 

performance to primary school children; and, there is no association between School 

Health Programme and reduction of disease burden and overall improvement of heath 

conditions of primary school children.  

 

The specific objectives of the study were: to determine the contribution of School 

Health Programme towards reduction of students‟ school dropout rate; to determine the 

contribution of School Health Programme for improving academic performance to 

primary school children; and to examine the impact of School Health Programme to the 

reduction of disease burden and overall improvement of health conditions of primary 

school children. 
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4.2 Findings, Analysis and Interpretation of Data from Misungwi District 

4.2.1 School Health Programme and Reduction of Students’ School Dropout Rate 

The analysis here aimed at testing the null hypothesis which stated “there is no 

association between School Health Programme and reduction of students‟ school 

dropout rate caused by diseases or health problems”. In testing this hypothesis a Chi 

Square Test was conducted using SPSS analysis tool, Version 20, by doing cross 

tabulation of variables. Also Microsoft Excel was used to determine the contribution 

of School Health Programme towards reduction of students‟ school dropout rate. 

 

The SPSS output has shown the following results; 

Variable Codes Sub variable Total  P-

value 

  Contribution in 

reduction of Students' 

dropout rate 

YES 

Contribution in 

reduction of Students' 

dropout rate 

NO 

  

Programme 

Implementation 

Yes  41 1 42  

0.014 

 No  6 2 8 

Significance level (α) = 0.05 

 

From the results above with a p-value of 0.014 (which is less than significance level of 

0.05) the null hypothesis is rejected, and it is concluded that there is association 

between School Health Programme and reduction of students‟ school dropout rate 

caused by diseases or health problem. 

 

In determining the contribution of School Health Programme towards reduction of 

students‟ school dropout rate, the results from field data have been analyzed in tables 

4.1 and 4.2 below using Microsoft Excel. Only 17 schools out of 50 (equivalent to 

34%) in Misungwi district have reported students‟ school dropout due to either factor.  
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Table 4.1: Contribution of health conditions to the Students’ School dropout from 

the year 2011 to 2016 in Misungwi District 

YEAR 

TOTAL 

NUMBER 

OF 

STUDENTS 

WHO LEFT 

SCHOOL 

NUMBER OF 

STUDENTS 

WHO LEFT 

SCHOOL 

DUE TO 

DISEASES/ 

HEALTH 

PROBLEMS 

NUMBER OF 

STUDENTS 

WHO LEFT 

SCHOOL DUE 

TO OTHER 

FACTORS (Poor 

Parents’ socio-

economic status, 

child employment, 

absenteeism, 

informal parents’ 

migration, 

conflicts/ 

separation of 

parents, death, 

distance to school) 

%age OF 

STUDENTS’ 

DROPOUT 

DUE TO 

DISEASES/ 

HEALTH 

PROBLEMS 

%age OF 

STUDENTS’ 

DROPOUT 

DUE TO 

OTHER 

FACTORS 

2011 158 7 151 4.43 95.57 

2012 212 4 208 1.89 98.11 

2013 136 0 136 0.00 100.00 

2014 163 32 131 19.63 80.37 

2015 110 1 109 0.91 99.09 

2016 202 0 202 0.00 100.00 

TOTAL 981 44 937 4.49 95.51 

(Source: Field Data, 2017) 

 

Table 4.2: Students’ trend of School dropout from the year 2011 to 2016 in 

Misungwi District 

YEAR 

STUDENTS WHO LEFT SCHOOL DUE TO 

DISEASES OR HEALTH PROBLEMS 

STUDENTS WHO LEFT SCHOOL 

DUE TO OTHER FACTORS 

2011 7 151 

2012 4 208 

2013 0 136 

2014 32 131 

2015 1 109 

2016 0 202 

Total 44 937 

(Source: Field Data, 2017) 
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From Tables 4.1 and 4.2 above it is shown that the number of students who left school 

due to diseases or health problems has been decreasing year after year except for the 

year 2014. Similarly, Table 4.1 shows the percentage of students‟ school dropout due to 

diseases or health problems has been decreasing year after year except for the year 

2014. But on looking on the impact of the programme in a five year period from the 

year 2011 to 2016 we see that the programme has its contribution in reducing the 

number of students who left school due to diseases or health problems from seven (7) 

in the year 2011 to zero (0) in the year 2016. Likewise, the percentage of students‟ 

school dropout due to diseases or health problems has decreased by 4.43%, from 4.43% 

in the year 2011 to 0% in the year 2016.  

 

From these results it is evident that the programme has shown a positive impact and has 

its contribution in the reduction of students‟ school dropout caused by diseases or 

health problems, and leaving other factors such as poor parents‟ socio-economic status, 

child employment, absenteeism, informal parents‟ migration, conflicts/ separation of 

parents, death of parents, and distance from home to school as the leading causes/ 

factors to students‟ school dropout, the situations that School Health Programme has 

nothing to do with them. 

 

Figure 4.1: Students’ School dropout and associated factors from the year 2011 to 

2016 in Misungwi District 
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This chart provides a pictorial presentation of students‟ school dropout trend for a six 

year period starting from year 1 (i.e. 2011) to year 6 (i.e. 2016) whereby the students‟ 

school dropout rate due to other factors seems to be predominant as compared to 

dropout due to diseases or health problems. 

 

4.2.2 School Health Programme and Improvement of Academic Performance 

The analysis here aimed at testing the null hypothesis which stated “there is no 

association between School Health Programme and improvement of academic 

performance to primary school children”. In testing this hypothesis a Chi Square Test 

was conducted using SPSS analysis tool, Version 20, by also doing cross tabulation of 

variables. Also Microsoft Excel was used to determine the contribution of School 

Health Programme for the improvement of academic performance to primary school 

children. 

 

The SPSS output has shown the following results 

Variable Codes Sub variable Total  P-

value 

  Contribution in 

learning outcome 

YES 

Contribution in 

learning outcome 

NO 

  

Programme 

Implementation 

Yes  23 13 36  

0.041 

 No  13 1 14 

Significance level (α) = 0.05 

 

From the results above with a p-value of 0.041 (which is less than significance level of 

(0.05) the null hypothesis is rejected, and it is concluded that there is association 

between School Health Programme and improvement of academic performance to 

primary school children. 
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In determining the contribution of School Health Programme for improving academic 

performance to primary school children, the results from field data have been analyzed 

in table 4.3 below using Microsoft Excel. 

 

Table 4.3: Students’ trend of performance in STD VII final examinations from the 

year 2011 to 2016 in Misungwi District 

YEA

R 

NUMBER OF 

STUDENTS 

WHO DID STD 

VII FINAL 

EXAMINATION

S 

NUMBER OF 

STUDENTS 

WHO PASSED 

THE 

EXAMINATION

S 

%age OF 

STUDENTS 

WHO PASSED 

THE 

EXAMINATION

S 

COMMENTS (on the 

%age) 

2011 2968 1876 63.21 

 

2012 2557 1595 62.38 

Decreased compared to 

previous year 

2013 2449 1467 59.90 

 

Decreased compared to 

previous year 

2014 2495 1691 67.78 

 

Increased compared to 

previous year 

2015 2313 1971 85.21 

 

Increased compared to 

previous year 

2016 2603 2053 78.87 

 

Decreased compared to 

previous year 

(Source: Field Data, 2017) 

 

From Table 4.3 above it is revealed that the number of students who passed STD VII 

final examinations has been varying. It decreased in the years 2012 and 2013 and 

thereafter started increasing in subsequent years from the year 2014 to 2016. Similarly, 

the percentage of students who passed standard seven final examinations decreased in 

the years 2012 and 2013 and started increasing in later years from the year 2014 to 

2016. On looking on the impact of the programme in a five year period from the year 

2011 to 2016 we see the programme has its contribution in increasing the number of 

students who passed the examinations from 1876 in the year 2011 to 2053 in the year 

2016. This implies the number of students who passed standard seven final 

examinations has increased by 15.66% from 63.21% in the year 2011 to 78.87 in the 

year 2016. 
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From these results it is evident that the programme has shown a positive impact and has 

its contribution to the improvement of academic performance, and learning outcomes to 

primary school children by enabling many students to pass their respective standard 

seven final examinations.  

 

Figure 4.2: Students’ performance in STD VII final exams in six years from the 

year 2011 to 2016 in Misungwi District 

 

 

This chart provides a pictorial presentation of students‟ trend of performance in STD 

VII final examinations for a six year period starting from year 1 (i.e. 2011) to year 6 

(i.e. 2016) which shows improvement from year 4 (i.e. 2014) to year 6 (i.e. 2016).  

 

4.2.3 School Health Programme and Reduction of Disease Burden and Overall 

Improvement of Heath Conditions of Primary school children 

The analysis here aimed at testing the null hypothesis which stated “there is no 

association between School Health Programme and reduction of disease burden and 

overall improvement of heath conditions of primary school children”. In testing this 

hypothesis a Chi Square Test was conducted using SPSS analysis tool, Version 20, by 

doing cross tabulation of variables. Also Microsoft Excel was used to examine the 

impact of School Health Programme to the reduction of disease burden and overall 

improvement of heath conditions of primary school children. 
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The SPSS output has shown the following results 

Variable Codes Sub variable Total  P-

value 

  Contribution  in health 

outcome 

 

YES 

Contribution in health 

outcome 

 

NO 

  

Programme 

Implementation 

Yes  44 4 48  

0.032 

 No  1 1 2 

Significance level (α) = 0.05 

 

From the results above with a p-value of 0.032 (which is less than significance level of 

0.05) the null hypothesis is rejected, and it is concluded that there is association 

between School Health Programme and reduction of disease burden and overall 

improvement of heath conditions of primary school children 

 

In determining the contribution of School Health Programme to the reduction of 

disease burden and overall improvement of heath conditions of primary school 

children, the results from field data have been analyzed in table 4.4 below using 

Microsoft Excel.  
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Table 4.4: OPD attendances in Misungwi District from the year 2011 to 2016 

Year 

Number of Clients  attended %age attended 

<5 yrs 

5-14 

yrs 

15-60 

yrs 

Above 

60 yrs 

Total OPD 

attendance 

<5 

yrs 

5-14 

yrs 

 15-60 

yrs 

Above 

60 yrs Total 

2011 

        

5,726  

        

1,704  

           

2,625  

               

639  
          

10,694  

           

53.5

4  

            

15.93  
           

24.55  

              

5.98  
       

100.00  

2012 

        

7,256  

        

1,637  

           

3,569  

             

821  
          

13,283  

           

54.6

3  

            

12.32  
           

26.87  

              

6.18  
       

100.00  

2013 

        

9,018  

        

1,904  

           

5,008  

             

983  
             

16,913  

           

53.3

2  

            

11.26  
           

29.61  

              

5.81  
       

100.00  

2014 

      

73,483  

      

12,701  

         

38,422  

          

1,147  
        

125,753  

           

58.4

3  

            

10.10  
           

30.56  

              

0.91  
       

100.00  

2015 

      

91,763  

      

13,364  

         

40,083  

        

13,839  
        

159,049  

           

57.7

0  

              

8.40  
           

25.20  

              

8.70  
       

100.00  

2016 

      

83,259  

      

11,358  

         

49,264  

        

13,662  
        

157,543  

           

52.8

5  

              

7.21  
           

31.27  

              

8.67  
       

100.00  

(Source: HMIS Database) 

 

       From Table 4.4 above it is shown that the burden of disease to children ageing from 5 

to 14 years has been decreasing year after year from the year 2011 to 2016. In the year 

2011 the burden of disease to children ageing from 5 to 14 years (the group that 

constitutes primary school children) was 15.93% of total OPD attendance, while in the 

year 2016 the burden of disease in that age group was 7.21%. This shows a decrease of 

8.72% in disease burden from the year 2011 to the year 2016. Thus on looking on the 

impact of the programme in a five year period from the year 2011 to 2016 we see the 

programme has its contribution to a decrease in disease burden to children ageing from 

5 to 14 years, the group that is comprised of primary school children. The results 

further reveal that the burden of disease in other age groups from 15 years and above 

has increased in a five year period, and the burden is highly predominant in the group 

of under-fives.   

 

From these results it is evident that the programme has shown a positive impact and has 

its contribution to the reduction of disease burden and overall improvement of heath 

conditions of primary school children.  
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Figure 4.3: OPD attendances in Misungwi district from the year 2011 to 2016 

 

 

This chart provides a pictorial presentation of OPD attendances by age groups from 

year 1 (i.e. 2011) to year 6 (i.e. 2016) where the trend of disease burden to children 

ageing from 5 to 14 years (the group that represents primary school children) has 

shown to be decreasing year after year. Also in year 6 (i.e. 2016) the chart shows that it 

is the age group of primary school children (i.e. 5 to 14 years) which had the lowest 

disease burden as compared to other age groups.  

 

4.3 Findings, Analysis and Interpretation of Data from Kwimba District 

4.3.1 School Health Programme and Reduction of Students’ School Dropout Rate 

The analysis here aimed at testing the null hypothesis which stated “there is no 

association between School Health Programme and reduction of students‟ school 

dropout rate caused by diseases or health problems”. In testing this hypothesis a Chi 

Square Test was conducted using SPSS analysis tool, Version 20, by doing cross 

tabulation of variables. Also Microsoft Excel was used to determine the contribution 

of School Health Programme towards reduction of students‟ school dropout rate. 
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The SPSS output has shown the following results 

Variable Codes Sub variable Total  P-

value 

  Contribution in 

reduction of students 

dropout rate 

  

YES 

Contribution in 

reduction of students 

dropout rate 

 

NO 

  

Programme 

Implementation 

Yes  38 4 42  

0.037 

 No  5 3 8 

Significance level (α) = 0.05 

 

From the results above with a p-value of 0.037 (which is less than significance level of 

0.05) the null hypothesis is rejected, and it is concluded that there is association 

between School Health Programme and reduction of students‟ school dropout rate 

caused by diseases or health problems. 

 

In determining the contribution of School Health Programme towards reduction of 

students‟ school dropout rate, the results from field data have been analyzed in tables 

4.5 and 4.6 below using Microsoft Excel. About 26 schools out of 50 (equivalent to 

52%) in Kwimba district have reported students‟ school dropout due to either factor.  

 

 

 

 

 

 

 

 



39 
 

Table 4.5: Contribution of health conditions to the Students’ School dropout from 

the year 2011 to 2016 in Kwimba District 

YEAR 

TOTAL 

NUMBER 

OF 

STUDENTS 

WHO LEFT 

SCHOOL 

NUMBER OF 

STUDENTS 

WHO LEFT 

SCHOOL 

DUE TO 

DISEASES/ 

HEALTH 

PROBLEMS 

NUMBER OF 

STUDENTS 

WHO LEFT 

SCHOOL DUE 

TO OTHER 

FACTORS (Poor 

Parents’ socio-

economic status, 

child employment, 

absenteeism, 

informal parents’ 

migration, 

conflicts/ 

separation of 

parents, death, 

distance to school) 

%age OF 

STUDENTS’ 

DROPOUT 

DUE TO 

DISEASES/ 

HEALTH 

PROBLEMS 

%age OF 

STUDENTS’ 

DROPOUT 

DUE TO 

OTHER 

FACTORS 

2011 207 11 196 5.31 94.69 

2012 276 8 268 2.90 97.10 

2013 312 7 305 2.24 97.76 

2014 281 0 281 0.00 100.00 

2015 235 0 235 0.00 100.00 

2016 216 0 216 0.00 100.00 

TOTAL 1527 26 1501 1.70 98.30 

(Source: Field Data, 2017) 

 

Table 4.6: Students’ trend of School dropout from the year 2011 to 2016 in 

Kwimba District 

YEAR 

STUDENTS WHO LEFT SCHOOL DUE TO 

DISEASES OR HEALTH PROBLEMS 

STUDENTS WHO LEFT SCHOOL 

DUE TO OTHER FACTORS 

2011 11 196 

2012 8 268 

2013 7 305 

2014 0 281 

2015 0 235 

2016 0 216 

Total 26 1501 

(Source: Field Data, 2017) 

 

From Tables 4.5 and 4.6 above it is shown that the number of students who left school 

due to diseases or health problems has been decreasing year after year, and from the 

year 2014 to 2016 no student left school due to disease or health problem. Similarly, 
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Table 4.5 shows the percentage of students‟ school dropout due to diseases or health 

problems has been decreasing year after year. On looking on the impact of the 

programme in a five year period from the year 2011 to 2016 we see that the programme 

has its contribution in reducing the percentage of students‟ school dropout due to 

diseases or health problems by 5.31%, from 5.31% in the year 2011 to 0% in the year 

2016.  

 

From these results it is evident that the programme has shown a positive impact and has 

its contribution to the reduction of students‟ school dropout caused by diseases or 

health problems, and leaving other factors such as Poor Parents‟ socio-economic status, 

child employment, absenteeism, informal parents‟ migration, conflicts/ separation of 

parents, death of parents, and distance from home to school as the leading causes/ 

factors of students‟ school dropout, and these other factors are not dealt with in the 

programme.  

 

Figure 4.4: Students’ School dropout and associated factors from the year 2011 to 

2016 in Kwimba District 

 

 

The chart above provides a graphic presentation of students‟ school dropout trend for a 

six year period starting from the year 2011 to 2016 whereby the students‟ school 

dropout rate due to other factors seem to be predominant as compared to dropout due to 

diseases or health problems. 
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4.3.2 School Health Programme and Improvement of Academic Performance  

The analysis here aimed at testing the null hypothesis which stated “there is no 

association between School Health Programme and improvement of academic 

performance to primary school children”. In testing this hypothesis a Chi Square Test 

was conducted using SPSS analysis tool, Version 20, by also doing cross tabulation of 

variables. Also Microsoft Excel was used to determine the contribution of School 

Health Programme for improving academic performance to primary school children. 

 

The SPSS output has shown the following results 

Variable Codes Sub variable Total  P-

value 

  Contribution in 

learning outcome 

 

YES 

Contribution in 

learning outcome 

 

NO 

  

Programme 

Implementation 

Yes  42 0 42  

0.021 

 No  7 1 8 

Significance level (α) = 0.05 

 

From the results above with a p-value of 0.021 (which is less than significance level of 

(0.05) the null hypothesis is rejected, and it is concluded there is association between 

School Health Programme and improvement of academic performance to primary 

school children. 

 

In determining the contribution of School Health Programme for improving academic 

performance to primary school children, the results from field data have been analyzed 

in table 4.7 below using Microsoft Excel. 
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Table 4.7: Students’ trend of performance in STD VII final examinations from the 

year 2011 to 2016 in Kwimba District 

 

YEAR 

NUMBER OF 

STUDENTS WHO 

DID STD VII 

FINAL 

EXAMINATIONS 

NUMBER OF 

STUDENTS WHO 

PASSED THE 

EXAMINATIONS 

%age OF 

STUDENTS WHO 

PASSED THE 

EXAMINATIONS COMMENTS (on %age) 

2011 3107 1678 54.01   

2012 2784 1521 54.63 

Increased compared to 

previous year 

2013 2724 1529 56.13 

 

Increased compared to 

previous year 

2014 2388 1458 61.06 

 

Increased compared to 

previous year 

2015 2546 1867 73.33 

 

Increased compared to 

previous year 

2016 2485 1922 77.34 

 

Increased compared to 

previous year 

(Source: Field data, 2017) 

    

From Table 4.7 above it is shown that the number of students who passed STD VII 

final examinations has been varying. It decreased in the year 2012, and increased in the 

year 2013. Again it decreased in the year 2014 before started increasing subsequently 

in the years 2015 and 2016. However, the percentage of students who passed standard 

seven final examinations has been increasing consistently from the year 2011 up to the 

year 2016. Thus on looking on the impact of the programme in a five year period from 

the year 2011 up to the year 2016 we see the programme has its contribution to the 

increase of the percentage of students who passed the examinations by 23.33% from 

54.01% in the year 2011 up to 77.34% in the year 2016.  

 

From these results it is evident that the programme has shown a positive impact and has 

its contribution in the improvement of academic performance, and learning outcomes to 

primary school children, by enabling many students to pass their respective standard 

seven final examinations.  
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Figure 4.5: Students’ performance in STD VII final exams in six years from the 

year 2011 to 2016 in Kwimba District 

 

 

The chart above provides a graphic presentation of students‟ trend of performance in 

STD VII final examinations for a six year period starting from the year 2011 up to the 

year 2016 which shows the percentage increase in performance in succeeding years.   

 

4.3.3 School Health Programme and Reduction of Disease Burden and Overall 

Improvement of Heath Conditions of Primary school children 

The analysis here aimed at testing the null hypothesis which stated “there is no 

association between School Health Programme and reduction of disease burden and 

overall improvement of heath conditions of primary school children”. In testing this 

hypothesis a Chi Square Test was conducted using SPSS analysis tool, Version 20, by 

doing cross tabulation of variables. Also Microsoft Excel was used to examine the 

impact of School Health Programme to the reduction of disease burden and overall 

improvement of heath conditions to primary school children. 
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The SPSS output has shown the following results 

Variable Codes Sub variable Total  P-

value 

  Contribution in health 

outcome 

 

YES 

Contribution in health 

outcome 

 

NO 

  

Programme 

Implementation 

Yes  30 1 31  

0.015 

 No  14 5 19 

Significance level (α) = 0.05 

 

From the results above with a p-value of 0.015 (which is less than significance level of 

0.05) the null hypothesis is rejected, and it is concluded there is association between 

School Health Programme and reduction of disease burden and overall improvement of 

heath conditions of primary school children 

 

In determining the contribution of School Health Programme to the reduction of 

disease burden and overall improvement of heath conditions of primary school 

children, the results from field data have been analyzed in table 4.8 below using 

Microsoft Excel.  



45 
 

Table 4.8 OPD attendances in Kwimba District from the year 2011 to 2016 

Year 

Number of Clients  attended %age attended 

<5 yrs 5-14 yrs 15-60 yrs Above 60 yrs 

Total OPD 

attendance <5 yrs 5-14 yrs 15-60 yrs 

Above 60 

yrs Total 

2011    10,291       3,131       11,676           781       25,879  39.77 12.11 45.12 3.02 100.00 

2012    13,984       3,348       14,114           937       32,383  43.18 10.34 43.59 2.89 100.00 

2013    17,494       3,560       17,357        1,016       39,427  44.37 9.03 44.02 2.58 100.00 

2014    55,301       8,622       39,586        1,384     104,893  52.72 8.22 37.74 1.32 100.00 

2015  108,913     14,713       74,426       10,942     208,994  52.11 7.04 35.61 5.24 100.00 

2016    88,748       9,575       70,796       12,233     181,352  48.94 5.28 39.04 6.74 100.00 

(Source: HMIS Database) 
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From Table 4.8 above it is shown that the burden of disease to children ageing from 5 to 

14 years has been decreasing year after year from the year 2011 to 2016. In the year 

2011 the burden of disease to children ageing from 5 to 14 years (the group that consists 

of primary school children) in Kwimba district was 12.11% of total OPD attendances 

while in the year 2016 the burden of disease in that age group was 5.28%. This shows a 

decrease in disease burden by 6.83% from the year 2011 to 2016. Thus on looking on 

the impact of the programme in a five year period from 2011 to 2016 we see the 

programme has its contribution to a decrease in disease burden to children ageing from 5 

to 14 years, the group that covers primary school children. It is also revealed from the 

results that the burden of disease in age group of 15 to 60 years has also decreased in a 

five year period, while in the age groups of under-fives, and above 60 years the burden 

of disease has increased in a five year period. Like in Misungwi district, the burden of 

disease in Kwimba district is also highly predominant in a group of under-fives.   

 

From these results it is apparent that the programme has shown a positive impact and has 

its contribution in the reduction of disease burden and overall improvement of heath 

conditions to primary school children.  

 

Figure 4.6: OPD attendances in Kwimba District from the year 2011 to 2016 

 

 

This chart provides a pictorial presentation of OPD attendances by age groups from year 

1 (i.e. 2011) to year 6 (i.e. 2016) where the trend of disease burden to children ageing 
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from 5 to 14 years (i.e. the group that stands for primary school children) has shown to 

be decreasing year after year. Furthermore in year 6 (i.e. 2016) the chart shows that it is 

the age group of 5 to 14 years which had the lowest disease burden as compared to other 

age groups.  
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Chapter 5 

CONCLUSION AND RECOMMENDATIONS 

 

5.1 Introduction 

This chapter summarizes the findings from the study by providing conclusion and 

recommendations. The conclusion is based on the objectives of the study, while the 

recommendations made are based on the findings of the study. 

 

5.2 Conclusion 

The general objective of the study was to determine the learning outcome of School 

Health Programme to primary school children in the country. The specific objectives of 

the study were: to determine the contribution of School Health Programme towards 

reduction of students‟ school dropout rate; to determine the contribution of School 

Health Programme for improving academic performance to primary school children; and 

to examine the impact of School Health Programme to the reduction of disease burden 

and overall improvement of health conditions of primary school children. 

 

5.2.1 The Impact of School Health Programme to Primary School Children in 

Tanzania 

In assessing the impact of the programme to primary school students for the past five 

years starting from the year 2011 to 2016, the findings have revealed that the programme 

has shown a positive impact in ultimately improving the learning outcomes to students. 

 

5.2.2 The Contribution of School Health Programme to the Reduction of Students’ 

School Dropout Rate 

The question asked under this objective was „„has the School Health Programme 

contributed in reduction of students‟ school dropout rate due to diseases or health 

problems?‟‟, and the respondents were required to reply by saying YES or NO. The 

Students‟ trend in school dropouts due to diseases or health problems for the past six 

years from the year 2011 to 2016 in both districts of Misungwi and Kwimba has, in 

general, shown to be decreasing. Also the findings have revealed that most of the 
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reasons for students‟ school dropouts were other than diseases or health problems. The 

reasons were such as poor parents‟ socio-economic status, child employment, 

absenteeism, informal parents‟ migration, conflicts/ separation of parents, death of 

parents, and distance from home to school. For those students who left schools due to 

health problems were reported to have chronic illnesses the cases which are not handled 

by the programme. 

 

5.2.3 The Contribution of School Health Programme for Improving Academic 

Performance to Primary School Children 

The question asked under this objective was „„has the implementation of school health 

programme at your school contributed for the improvement of learning outcomes to your 

students?‟‟, and the responses required were either YES or NO. Moreover the findings 

have shown there is a positive impact which was realized by the programme in the 

improvement of students‟ performance in Standard seven final examinations in a period 

of five years from the year 2011 to 2016 in both districts.  

 

This was reported to be attributed by the following; 

i. Decrease in diseases/ health problems such as birrhazea, intestinal worms, skin, 

and eye diseases. 

ii. Proper management of eye conditions, including provision of eye glasses to 

students with poor sight. 

iii. Improvement in school learning environment. 

iv. Improvement in physical and mental wellbeing of students. 

v. Improvement in overall health conditions of students.  

vi. Decrease of pregnancies to female students 

 

The improvement in the health of the students has been reported to have led to 

enhancement of students‟ school attendances, and decrease in absenteeism and school 

dropout due to diseases or health problems, the condition that has also led to 

enhancement of their learning outcomes.  
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5.2.4 The Contribution of School Health Programme to the Reduction of Disease 

Burden and Overall Improvement of Health Conditions of Primary school children 

The question asked by the researcher under this objective was „„has the implementation 

of school health programme at your school contributed to disease control and overall 

improvement of health of school children?‟‟.  The responses were categorized as YES or 

NO. The trend of disease burden to children ageing from 5 to 14 years, which represent 

primary school children, has shown to be decreasing from the year 2011 to the year 2016 

in both districts. 

 

The programme was reported to have contributed to the following; 

i. Improvement in mental, physical, and social fitness to students. 

ii. Improvement in environmental health, and environmental cleanliness especially 

in school environments. 

iii. Disease control, and decrease in health problems/ diseases to students. 

iv. Increased management of Neglected Tropical Diseases (NTDs). 

v. Increased availability and accessibility of health services to students. 

vi. Increased awareness to students on health, and disease prevention and control. 

vii. Increased awareness to students on better health practices and personal hygiene. 

 

All these contributions have in general led to the reduction of morbidity and 

improvement of students‟ health.   

 

5.3 Challenges in the Implementation of the Programme 

Apart from the successes that have been recorded in the implementation of the 

programme, there are also some challenges which were reported by the respondents 

which may affect programme implementation. 

 

The following are the major challenges that were reported by the respondents; 

i. Inadequate fund for the implementation of the programme. 

ii. Inadequate availability of medical and non medical supplies associated with 

programme implementation. 
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iii. Lack of skills to teachers (who administer programme implementation in 

schools) on the drugs/ vaccines, and their administration. 

iv. Wrong beliefs by some of the parents that some of programme components 

(especially the vaccines which are provided to students) have negative effects to 

the reproductive system. 

v. Low/ poor involvement of community health workers on the implementation of 

programme activities. 

vi. Lack of health education to the community/ parents. 

vii.  Lack of water in schools especially during dry seasons. 

viii. Inadequate number of toilets in schools – there is no enough toilets to 

accommodate a big number of students in schools. 

ix. Absence of food to students especially on the occasions of drug intake. 

x. Occurrence of side effects to students after taking the drugs/ vaccines.  

 

5.4 Recommendations 

Based on the findings from the study, and on the responses from the study respondents, 

two sets of recommendations are made; one are the recommendations from the study 

respondents, and two are the recommendations from the researcher/ evaluator. 

 

The following recommendations were made by the study respondents who were primary 

school head teachers; 

i. Health education should be strengthened and continue to be provided to the 

community/ parents, especially on the importance of drugs/ vaccines which are 

provided or aimed to be provided to their children. 

ii. Empowerment should be made to teachers who administer programme 

implementation in schools, especially on the early management of diseases or 

health problems, on proper administration of drugs/ vaccines, and provision of 

monetary incentives. 

iii. There should be an increase of budget that is allocated for programme 

implementation, as the current amount is reported to be unsatisfactory. 
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iv. Food should be provided to school children, if not continuously, at least during 

drug/ vaccine intake as the absence of it is said to be among the contributing 

factors to development of side effects. 

v. There should be qualified health personnel at schools who will take care of 

students‟ health (as currently teachers are the ones who administer all 

programme components in schools). 

vi. Medical and non medical supplies which are associated with programme 

implementation should be supplied in sufficient amount to easy implementation 

of the programme. 

vii. Community health workers should be involved in the implementation of 

programme activities as they have the potential to make the programme accepted 

and successful, through their interaction with the community who are the 

parents/ guardian of school children. 

viii. There should be regular implementation of programme activities especially those 

activities/ components of the programme whose administration/ implementation 

schedule is not conventional. 

ix. First Aid boxes should be made available and accessible in all primary schools. 

 

Finally the researcher/evaluator recommends the following; 

i) There should be continuous assessment/monitoring of programme 

implementation process and progress, especially by coordinators/officers at the 

regional and national levels, so as to be able to identify current problems or to 

early detect issues or weak signals of issues that are likely to affect the 

implementation of the programme.  

ii) There should be periodic evaluation of programme implementation so as to be 

able to determine whether or not the programme realizes the expected 

programme outcomes. This will enable the making of appropriate changes 

necessary for programme improvement, effectiveness, and the ultimate 

realization of the expected programme impact. 

iii) For those factors that have shown to significantly contribute to students‟ school 

dropout, it is advised that the Government in collaboration with other key 
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stakeholders should come up with strategies that will ensure the students who are 

affected by those factors are immediately captured in education system instead of 

leaving them unsupported, and therefore missing the opportunity to education.   
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APPENDICES 

 

Appendix 1: A Questionnaire to Collect Data on the Implementation of School 

Health Programme in Primary Schools in Tanzania 

The aim of this questionnaire is to gather information that will enable the evaluator to 

make precise evaluation on the implementation of school health programme in Tanzania, 

and come up with recommendations for the improvement and sustainability of the 

programme for the betterment of our young population.  

Important: This questionnaire should be filled out by primary school head teachers in 

the primary schools which have been implementing the programme for a period of not 

less than five (5) years.  

 

PART A: MIXED INFORMATION 

Sex: (a) MALE. (b) FEMALE   (Please tick, √, where appropriate) 

Name of school: …………………..………District: ……………………………… 

Ownership: a) Public b) Private   (Please tick, √, where appropriate) 

Duration of service (i.e. for how long, in years, have you been working in that 

occupation/job): ……………………………………… 

 

PART B: SCHOOL HEALTH PROGRAMME AT YOUR SCHOOL 

1) For how long (in years) has School Health Programme been implemented at your 

school? --- 

2) What specific activities have been performed by the programme at your school? 

(Please mention them) 

…………………………………………………………………………. 

………………………………………………………………………… 

………………………………………………………………………… 

3) How frequent have those activities been implemented at your school? 

i) Monthly 

ii) Quarterly 

iii) Semi annually 
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iv) Other (specify) 

…………………………………………………………………………… 

[Please tick, √, where appropriate or specify under number (iv) if the 

programme activities are implemented in the other way not mentioned] 

 

PART C: CONTRIBUTION OF THE PROGRAMME IN REDUCTION OF 

STUDENTS’ DROPOUT RATE 

4) Has the School Health Programme contributed in reduction of students‟ school 

dropout rate due to diseases or health problems? 

i) YES      ii) NO  (Please tick, √,  where appropriate) 

 

5) Please show the Students‟ trend in school dropouts for the past six (6) years 

starting from 2011 to 2016 by filling in the table below; 

 

Year Number of students 

who left school 

Reasons for leaving the school (Please mention) 

2011   

2012   

2013   

2014   

2015   

2016   

  

PART D: CONTRIBUTION OF SCHOOL HEALTH PROGRAMME IN THE 

IMPROVEMENT OF LEARNING OUTCOMES OF PRIMARY SCHOOL 

CHILDREN  

6) Has the implementation of school health programme at your school contributed 

for the improvement of learning outcomes to your students? 

i) YES                             ii) NO     (Please tick, √,   where appropriate) 
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7) If YES, what do you think are the contributions of school health programme to 

the learning outcomes of students at your school? (Please mention). 

i) …………………………………………………………………………… 

ii) …………………………………………………………………………… 

iii) …………………………………………………………………………… 

iv) …………………………………………………………………………… 

 

8) If NO, what do you think should the school health programme do or incorporate 

so as to have contribution to the learning outcomes of school children? (Please 

mention) 

i) …………………………………………………………………………… 

ii) …………………………………………………………………………… 

iii) …………………………………………………………………………… 

iv) …………………………………………………………………………… 

v) …………………………………………………………………………… 

 

9) Please show the Students‟ trend of performance in Standard Seven final 

examinations at your school for the past six (6) years starting from 2011 to 2016 

by filling in the table below; 

 

Year Number of students who did 

standard seven (STD VII) 

examinations 

Number of students who passed the 

examination 

2011   

2012   

2013   

2014   

2015   

2016   

  

 



58 
 

PART E: CONTRIBUTION OF SCHOOL HEALTH PROGRAMME TO 

DISEASE CONTROL AND OVERALL IMPROVEMENT OF HEALTH OF 

PRIMARY SCHOOL CHILDREN  

10) Has the implementation of school health programme at your school contributed 

to disease control and overall improvement of health of school children? 

ii) YES                             ii) NO          (Please tick, √,   where 

appropriate) 

 

11) If YES, what do you think are the contributions of school health programme to 

disease control and overall improvement of health of primary school children at 

your school)? (Please mention). 

i…………………………………………………………………………………. 

ii………………………………………………………………………………….. 

iii………………………………………………………………………………….. 

12) If NO, what do you think should the school health programme do or incorporate 

so as to have contribution to disease control and overall improvement of health 

of primary school children? (Please mention them) 

i) …………………………………………………………………………… 

ii) …………………………………………………………………………… 

iii) …………………………………………………………………………… 

iv) …………………………………………………………………………… 

 

PART F: FACTORS THAT AFFECT THE IMPLEMENTATION OF THE 

PROGRAMME 

13) Have there been any difficulties/ challenges in the implementation of the 

programme? 

i) YES           ii) NO        (Please tick where appropriate) 
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NOTE: If your answer is YES continue with the following questions, if your answer is 

NO do not answer the questions that follow. 

14) What are those difficulties/ challenges? (Please mention them) 

i) …………………………………………………………………………… 

ii) …………………………………………………………………………… 

iii) …………………………………………………………………………… 

iv) …………………………………………………………………………… 

15) What do you think are the possible causes of those difficulties/ challenges? 

(Please mention them) 

i) …………………………………………………………………………… 

ii) …………………………………………………………………………… 

iii) …………………………………………………………………………… 

iv) …………………………………………………………………………… 

 

 

16) To what extent have those difficulties/ challenges affected programme 

implementation? 

i) Highly 

ii) Moderately 

iii) Low        (Please tick, √,  where appropriate) 

 

17) What do you suggest to be done so as to alleviate or solve those difficulties/ 

challenges? (Please mention). 

i) …………………………………………………………………………… 

ii) …………………………………………………………………………… 

iii) …………………………………………………………………………… 

iv) …………………………………………………………………………… 

 

THANK YOU VERY MUCH FOR YOUR COOPERATION! 
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Appendix 2: List of Primary Schools in Misungwi District where the Study was 

conducted 

NO. NAME OF SCHOOL WARD DIVISION 

1 Ng'wakiyenze Sumbugu Mbalika 

2 Ikula Sumbugu Mbalika 

3 Sumbugu Sumbugu Mbalika 

4 Manawa Misasi Inonelwa 

5 Misasi Misasi Inonelwa 

6 Pambani Misasi Inonelwa 

7 Nkanziga Misasi Inonelwa 

8 Ngeleka Fela Usagara 

9 Fullo Fela Usagara 

10 Fela Fela Usagara 

11 Busagara Usagara Usagara 

12 Isela Usagara Usagara 

13 Sanjo Usagara Usagara 

14 Nyang'homango Usagara Usagara 

15 Ng'wambola Misungwi Misungwi 

16 Mwamanga Misungwi Misungwi 

17 Mitindo Misungwi Misungwi 

18 Mbela Misungwi Misungwi 

19 Masawe Misungwi Misungwi 

20 Iteja Misungwi Misungwi 

21 Ibongoya Koromije Misungwi 

22 Koromije Koromije Misungwi 

23 Muya Koromije Misungwi 

24 Lukelege Koromije Misungwi 

25 Ng'wakalima Kanyelele Usagara 

26 Gambajiga Kanyelele Usagara 

27 Kanyelele Kanyelele Usagara 

28 Sumbuka Kanyelele Usagara 

29 Ngudama Bulemeji Usagara 

30 Kaunda Bulemeji Usagara 

31 Buganda Bulemeji Usagara 

32 Ikoma Kijima Inonelwa 

33 Isakamawe Kijima Inonelwa 

34 Kijima Kijima Inonelwa 

35 Mwamhuli Kijima Inonelwa 

36 Mwanangwa Mabuki Misungwi 
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37 Mabuki Mabuki Misungwi 

38 Lubuga Mabuki Misungwi 

39 Mapilinga Igokelo Misungwi 

40 Busolwa Igokelo Misungwi 

41 Igokelo Igokelo Misungwi 

42 Mwajombo Igokelo Misungwi 

43 Ng'ombe Igokelo Misungwi 

44 Bukumbi Idetemya Usagara 

45 Bulolambeshi Idetemya Usagara 

46 Kigongo Idetemya Usagara 

47 Ukiriguru Ukiriguru Usagara 

48 Kilimo Ukiriguru Usagara 

49 Mwagala Ukiriguru Usagara 

50 Nyabusalu Ukiriguru Usagara 
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Appendix 3: List of Primary Schools in Kwimba District where the Study was 

conducted 

NO. NAME OF SCHOOL WARD DIVISION 

1 Kakora Ngudu Igongwa 

2 Welamasonga Ngudu Igongwa 

3 Hillu Ngudu Igongwa 

4 Manguluma Ngudu Igongwa 

5 Budula Ngudu Igongwa 

6 Ngudulugulu Ngudu Igongwa 

7 Igoma Ngudu Igongwa 

8 Nyanhiga Mwakilyambiti Nyamilama 

9 Ikunda Mwankulwe Nyamilama 

10 Bulikinda Mwankulwe Nyamilama 

11 Gatuli Ng'hundi Nyamilama 

12 Hungumalwa Hungumalwa Nyamilama 

13 Ngwamapalala Ilula Nyamilama 

14 Kabale Ng'hundi Nyamilama 

15 Ibaya Hungumalwa Nyamilama 

16 Igumangobo Mwamala Mwamashimba 

17 Mwamitinje Kikubiji Mwamashimba 

18 Milyungu Mwamala Mwamashimba 

19 Kijida Mwamala Mwamashimba 

20 Mwamashimba Fukalo Mwamashimba 

21 Mhalo Bupamwa Mwamashimba 

22 Bupamwa Bupamwa Mwamashimba 

23 Kawekamo Fukalo Mwamashimba 

24 Nyang'honge Fukalo Mwamashimba 

25 Mwambisu Bupamwa Mwamashimba 

26 Mwalujo Mwamala Mwamashimba 

27 Malya Malya Ibindo 

28 Bujingwa Malya Ibindo 

29 Kitunga Malya Ibindo 

30 Lyoma Lyoma Ibindo 

31 Kiminza Lyoma Ibindo 

32 Shushi Mwandu Ibindo 

33 Isabilo Mwandu Ibindo 

34 Solwe Nyambiti Ibindo 

35 Samihuga Maligisu Ibindo 

36 Mita Iseni Ibindo 
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37 Nyanshana Iseni Ibindo 

38 Nyamigamba Bugando Ibindo 

39 Icheja Bugando Ibindo 

40 Nyangamila Bungulwa Ibindo 

41 Nhundya Bungulwa Ibindo 

42 Chanongu Walla Ibindo 

43 Kiligu Walla Ibindo 

44 Sumve Sumve Ngulla 

45 Nyamikoma Sumve Ngulla 

46 Ngubalu Mantare Ngulla 

47 Mwanenkeyi Mantare Ngulla 

48 Inala Ngulla Ngulla 

49 Nyamatala Ngulla Ngulla 

50 Mwabomba Mwabomba Ngulla 

 

 

 

 

 

 

 


