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ABSTRACT 

This evaluation study on Gender Based Violence prevention services was conducted 

during February to May 2015, involving the marginalised populations in Arusha 

District Council. The purpose of the evaluation was to assess the progress of 

implementation of services to identify how services are integrated within Health 

Integrated Multi-sectoral (HIMS) programme to address gender equality.  The 

programme was established in 2003 with main goal focused to promote gender equality 

to marginalised communities through mainstreaming thus contribute to poverty 

reduction. Gender Based Violence (GBV) is a worldwide public problem which cuts 

across all ages, classes, cultures and nationalities. The determinants occur at the 

individual, community and societal levels within all social, economic, religious and 

cultural groups. The evaluation employed both quantitative and qualitative as mixed 

methods for data collection. Tools used to collect data included semi-structured 

questionnaire, interview guide, document review, and observations. 

 

A non-probability purposive sampling was used to select GBV clients, TOTs, 

stakeholders and key informants. While the probability simple random technique was 

used to choose 35 out 45 participants for quantitative data. The approach was a 

formative process evaluation aimed to explore information on GBV preventive services 

provided and challenges encountered by the programme. The overall evaluation 

revealed that 30% participants were trainers (TOTs), 10% were programme staff, 20% 

stakeholders and 40% beneficiaries. The services provided included: training 

accounting to 17%, social services to vulnerable groups 46%, health care 29%, and 

other services 8%. However, the programme performance majority 45% ranked good. 

The qualitative revealed that awareness of GBV services are known to participants 

evidenced by testmonies. It was concluded that participants are aware of services 

provided by the programme and it has contributed in improving their social, economic 

and health status. Lastly, it is recommended that this programme has to be integrated 

into the district development plans for future sustainability. 
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CHAPTER ONE 

INTRODUCTION AND PROBLEM STATEMENT 

 

1.1 Background information 

Gender Based Violence (GBV) is a worldwide public problem which cuts across all 

ages, classes, cultures and nationalities. Globally it was estimated that about 1·6 million 

people died from violence which corresponds to 28·8 per 100 000 population (WHO, 

2000).  Some studies conducted worldwide have reported that GBV ranged from 10-

69% for women who reported with experienced type of physical violence by an 

intimate partner in their lifetime. The World Health Organisation in a multi-country 

surveys conducted in 12 countries from 1995 to 2004 showed high rates of GBV as 71 

percent in rural Ethiopia and between 21 and 47 percent in other countries. The report 

indicated that domestic violence was a common one with prevalence ranged from 18 to 

53 percent respectively.The determinants occur at the individual, community and 

societal levels within all social, economic, religious and cultural groups.  

 

According to Krug et al. (2002), gender violence might have severe effects on a victim; 

cause of ill health, disabilities and increased vulnerability to physical and mental health 

problems and death (Mugawe & Powell, 2006).  Not only that, the cost of violence is 

first and foremost a human rights issue but it is also important to measure its impact on 

health, welfare and on production. Having increased data on the macro-economic costs 

of gender-based violence in different sectors is important to assist governments to put 

gender budgets in place and channel adequate resources to support services. It is also an 

argument for prioritizing financial support for violence prevention activities, which, if 

effective, was cut down the need for welfare and support services in the long term 

addressing MDG 3 to promote gender equality. 

Tanzania is among Sub-Saharan  countries where gender violence  has been identified  

as a public health problem causing effects in the societies with a marked increased rates 

specifically in rural communities; despite of many interventions in-place in response to 

gender violence. The trend has shown increased rates; more than 39 per cent of women 
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aged 15-49 have experienced physical violence since age 15 years. Almost one-third of 

women (33 per cent) aged 15-49 have experienced physical violence in the previous 12 

months.  

 

The overall prevalence of domestic violence in Tanzania among women aged 15-49 

was 45%. While the prevalence of physical violence in Mara was the highest 72%, 

Dodoma 71%, and Tanga was the lowest 16%.While sexual violence prevalence was 

highest in Rukwa about 32% and lowest in Shinyanga with 5% respectively (DHS, 

2010).  Arusha region is marked with high rates of GBV associated with societal 

culture and traditions which oppress women to get their rights. Although many efforts 

to put violence on the global public health agenda culminated in 1996 with the adoption 

of a resolution by the World Health Assembly which declared violence a major global 

public health issue and called for increased action.  

 

In response to Gender Based Violence the Government of Tanzania has established 

mechanisms for gender policy formulation, coordination, monitoring and evaluation of 

implementation of gender development policy, gender mainstreaming programmes and 

plans. The mechanisms include establishment of a Ministry responsible for gender 

development, setting up Gender Desks in Ministries, Independent Departments, 

Regional and District Authorities. The rationale for the NSGD is to guide further 

implementation of the Women and Gender Development Policy, Conventions, Laws 

and Programmes within the context of the National Strategy for Growth and Reduction 

of Poverty   (NGDS, 2002). 

 

Furthermore, the public health sector is directly concerned with violence not only 

because of its huge effect on health and health services, but also because of the 

significant contributions that can and should be made by public health workers in 

reducing its consequences. Public health can benefit efforts in this area with its focus on 

prevention, scientific approach, potential to coordinate multi-disciplinary and multi-

sectoral efforts, and roles in assuring the availability of services for victims. Public 

health should complement existing approaches to violence by focusing on changing the 

behavioural, social, and environmental factors that give rise to violence. Public health 

also plays an important part in assuring that necessary health services are available in 
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communities. Moreover, the role of communities in preventing violence should become 

a common theme to solve their own health problems through awareness rising. 

 

1.2 Statement of the problem 

The government of Tanzania has made commitments to support any initiatives focused 

at alleviating gender inequality in economic, education, training and employment at all 

levels. Despite the various measures being undertaken to address gender equality, the 

government still faces a number of challenges that continue to hamper its capacity in 

implementing its role to support all sectors to attain their missions with gender 

responsiveness. 

 

Apart from these efforts the integration of gender violence prevention in health services 

it has been recognized as a success to help people take better care of their health and of 

their family with several other outcomes including reduced levels of physical and 

psychological violence. GBV problems do exist in rural and urban populations and 

much of violence problems identified cause social distress specifically to women and 

children.  

Use of community-based efforts has shown positive signs to stimulate community 

action focus on care and support of victims. Several approaches have been used to 

influence interactions inside families and reduce negative influences from individual 

and societal approaches that target on economic conditions and cultural norms. The 

mass media has been useful to communicate social influences on behavioural change in 

response to GBV prevention.  

Gender based violence  is also identified as a public problem in  Arusha rural 

communities and Female Genital Mutilation (FGM) being the  most common cultural 

practice  observed in marginalised communities specifically among the Maasai. 

According to the World Health Organisation, it was estimated that about 100 to 140 

million women worldwide have been subjected to FGM.  

Moreover, it was also estimated that 3 million girls were at risk of undergoing the 

procedure practised every year in 27 African countries including Tanzania (WHO, 
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2010). Its effects have a direct impact to increased maternal and infant mortality rates. 

The experience has shown that FGM puts women and children at risk of life threatening 

complications during birth and psychological problems throughout her life. Not only 

that  but also the impact  fosters the spread of HIV/AIDS by limiting one’s ability to 

negotiate safe sexual practices, disclose HIV status, and access services due to fear of 

reprisal. The main causes of violence being socio-cultural practices and low knowledge 

on gender and poor socioeconomic status. Apart from many interventions, HIMS in 

collaboration with partners have been using various strategies widely to fight against 

the practice of FGM, through negotiation with traditional leaders, use of ex-

circumcisers and TBAs. This strategy has worked successfully in some villages; for 

example in Lepurko and Loosimingori in Arusha rural district whereby the FGM 

practices are commonly carried out. 

In 2010, the organisation selected 85 ex-circumcisers and TBAs and trained them on 

effects of FGM and harmful practises which affect health of girls and women. In view 

of its consequences HIMS programme has taken initiatives to mobilise stakeholders and 

communities through advocacy and awareness rising to safeguard human rights. Some 

strategies included awareness creation and dialogue sessions, training workshops which 

assisted trainers to become role models for advocating the GBV prevention to enhance 

behaviour change.  

Some FGM traditional practitioners were able to surrender their tools used for FGM 

practices to the district authorities. The positive attitude attributed to influencing other 

communities to be core decision makers on matters concerning FGM; this has led the 

organisation to continue supporting communities in response to GBV and prevention of 

health, socio-economic impacts. The programme managed to rescue GBV and FGM 

victims with efforts made to obtain a temporary house for them to be cared and 

supported for security purposes (HIMS programme, report 2012). 

The linkages between gender-based violence and gender inequality are increasingly 

recognised by development actors and the need for an increased focus on violence is a 

priority. The following is a list of HIMS partners; Inherit your rights, Police gender 

desk, social workers, CBO’s, FBO’s and CSOs, namely ACE, FSP/SOS, Action AID at 
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MSTCD, DED,DMO, WRATZ, Schools, churches, communities and interested 

individuals. All partners are also supporting some initiatives in collaboration with 

HIMS programme to prevent factors contributing to influencing the traditional practices 

such as poverty, ignorance, traditions and customs. To address gender equality as a 

central component to achieve MDG 3,there should be ways to look at the direct 

implications for progress on other goals because of their impact on girls’ and women’s 

access to education, health and development.  

1.3 Evaluation questions 

The evaluation intended to answer the following questions: 

To what extent have the GBV prevention services been realised to achieve   the 

programme goal and its relevance to the national plans? 

1. What types of GBV prevention services are offered by the HIMS programme? 

2. Are programme staffs trained to deliver effective GBV prevention services? 

3. Is the programme being delivered in a culturally sensitive manner? 

4. To what extent have the GBV prevention services influenced the behavioural 

change among programme staff and beneficiaries? 

5. To what extent has the programme made consideration of human rights and 

violence effects to communities and intervened? 

6. To what extent have stakeholders and partners been involved in programme 

activities? 

7. What challenges has the programme encountered and what steps have been 

taken to mitigate the effects of the challenges? 

 

1.4 Objectives of evaluation 

The broad objective of evaluation was to assess how GBV prevention services are   

integrated in Health Multi-Sectoral (HIMS) programme to reduce violence among 

marginalised communities in Arusha District Council. 

Specific objectives were to: 

1. Assess the level of awareness on Gender Based Violence (GBV) among 

programme       staff and stakeholders. 
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2. Assess relevance of service delivered by the programme according to plan, 

national guideline and policies. 

3. Assess the extent to which the programme considered human rights to promote 

gender equity in rural communities. 

4. Assess perception, acceptability and availability of the programme services 

among beneficiaries in intervention areas 

5. Determine the contextual factors that influence the programme positively or 

negatively on implementation process  

6. Identify the programme strengths and challenges faced by staff members, 

stakeholders and solutions made. 

 

1.5 Scope of evaluation 

The evaluation has considered different stakeholders who are involved in 

implementation of programme activities.  It focuses on GBV prevention services 

provided to beneficiaries,   benefits and relevance of programme to targeted groups and 

extent of achievements made so far to support vulnerable groups to improve their 

livelihood. 

 

1.5.1 Significance and rationale 

The vision 2025 for Tanzania Mainland has stipulated equality between men and 

women as laid down in the Constitution. It also recognises gender equality and the 

empowerment of women in all socio-economic and political relations and cultures as 

the strategies to attain the vision. The significance of this evaluation is to enable the 

evaluator to meet Mzumbe University requirements for MSc HME award. The 

evaluation is expected to provide additional theory and practical knowledge on GBV 

response and prevention services. The evaluation findings documented are expected to 

indicate the level of programme performance in achieving objectives. It also identifies 

areas of the programme that could need improvement and suggest possibilities for 

programme expansion.  

 

However, the challenges identified from the evaluation expected to be useful in 

initiating strategies for interventions with alternative possibilities for future 
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improvement implementation. The local communities and public being the direct 

beneficiaries from programme to share efforts through services provision and 

dissemination of good lessons to other communities.  

 

The evaluation of GBV is significant to national and global priority which needs 

collaborative efforts with government and other sectors with commitment to reduce 

effects associated with gender violence. The findings can also be included in the 

national policy frameworks as a Strategy for Growth and Reduction of Poverty. 

Promotion of gender equality is among the WHO recommendations that emphasise the 

importance of mainstreaming approaches to address gender norms, roles and relations 

in all societies (WHO, 2010). 

 

The rationale for selecting HIMS programme area was based on many reasons which 

included; increase of reported GBV cases in communities; such as Female Genital 

Mutilation, forced marriages, divorce and polygamy. Among other reasons the 

programme is on-going based on its plans with expected outcome in reduced effects of 

GBV at community level .However, the use of community-based efforts can stimulate 

community action focusing on care and support of victims. Moreover, the programme 

has potentials to coordinate multi-disciplinary role in assuring the availability of 

services for victims are in place to support marginalised communities.In addition, many 

of the partners as well as decision makers and partners involved in this programme can 

also use the findings to improve services offered to  communities in response to GBV 

prevention. 

 

Several approaches can be used to influence interactions inside families and reduce 

negative influences from individual and couples. This includes societal approaches 

focusing on economic conditions, cultural norms and broad social influences such as 

sensitisation meetings, mass media to communicate the behavioural change in response 

and prevention of GBV. Such responses should involve multiple sectors in the 

community, from law and justice, education and health.  Some factors such as fear, 

victim-blaming, stigmatisation, discrimination and cultural taboos often keep survivors 

of GBV from seeking assistance. There should be efforts to ensure that health and 

social services are available and accessible.  Therefore, gender responsive and 
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prevention services for survivors can be integrated and coordinated into other 

interventional programmes as suggested by WHO (2011). 

 

1.6 Description of the programme 

The Health Integrated Multi-Sectoral Services (HIMS) is a Non-governmental 

Organisation (NGO) located in Ngaramtoni ward in Arusha district council. The 

organisation was officially registered in 2003 under the Society of Ordinance with the 

Certificate of Registration SO. NO.12642 on 30-07-2004.The programme goal is to 

ensure better quality of life; prolonged productive lifespan and economic self-

sufficiency hence reduce gender disparities through effective integrated health services 

to marginalised communities. It serves about 50,000 people in areas of health care, 

counselling on HIV/AIDS, supporting vulnerable groups, youth in school and out of 

schools. The interventions are mainly focused on the fight against gender 

discrimination in response to gender equality to achieve MDGs. The driving force 

behind the interventions was to initiate viable strategies to respond to and prevent all 

forms of GBV to support national Gender policy and framework. 

 

The programme works in three main areas which are crosscutting; Gender 

mainstreaming, HIV/AIDS prevention and environmental conservation. The goal is to 

facilitate individuals in the war against Ignorance, Diseases, Poverty, HIV and AIDS 

and Environmental Degradation and thereby contribute towards the country’s 

Millennium Development Goals (MDGs).The organisation targets marginalised groups 

in the areas of education, health and socio-economic empowerment with Gender 

Mainstreaming through participatory approach. Through integration of health services 

and use of gender analysis tools, the programme was able to identify gender gaps 

thereby proposing appropriate strategies to bridge gaps on HIV/ AIDS awareness, both 

medical and socio-cultural perspectives. The programme operates in 3 regions with 

coverage of 10 districts namely; Arumeru, Arusha, Karatu, Longido, Monduli, 

Ngorongoro, Rombo, Same, Babati and Simanjiro.The programme involved various 

stakeholders included; CBOs and Socio-economic groups. The programme is being 

supported mainly by the donor “Roding Missionsausschuss” from Germany, individuals 



9 

and interested partners from different organisations. The beneficiaries being individuals 

and communities from marginalised populations 

 

The programme also works in collaboration with various partners to implement its 

activities such as train of trainers to support home based care for people living and 

affected with HIV/AIDS, and initiate strategies to rescue GBV survivors. Other 

activities include educating youth on reproductive health, environmental sanitation life 

skills on entrepreneurship and sexual health.  It also provides support to youth living in 

poor conditions and single mothers including pregnant teenage mothers.  

The programme expected the following outputs.  

 Increased awareness on GBV response and prevention among communities 

 Increase awareness on HIV/AIDS and legal rights to the population  

 Improved people’s knowledge on GBV prevention and its consequences 

 Identified  gender discriminative customs, cultural traditions, beliefs and taboos that 

hinder community development to promote gender equity 

 Mobilising the influential people, leaders and other stakeholders in the community to 

develop strategies on human rights in response to GBV 

 Identified  funding agencies to support the organisation  

 

While the expected outcomes included; increase awareness on GBV response and 

prevention services, women empowerment on gender equality, accessibility to health 

services and human rights.  HIMS has also achieved to; 

 Establish network and collaboration with other change agents and  developmental 

partners  

 Empower women with information on health services provided by the programme in 

response and prevent gender based violence 

 Reduce disparities in communities contribute towards the country’s Millennium 

Development Goals 

 Promote health and economic status to marginalised population 

 Establish savings and credit schemes through short term loans to support  vulnerable 

groups to improve their socioeconomic status to reduce poverty  
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 Provide professional advice and counselling to community organisations, groups 

CBOs & NGOs local, national and international. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Theoretical review 

Different scholars have designed models and theories to address gender violence 

prevention and response. Such theories include the theory of change which assumes 

that contextual factors are critical while unequal gender power relations and related 

social norms are root cause of gender based violence. This is also supported by the 

statement from Hon Hillary Clinton (2012) who stated that “Achieving our objectives 

for global development will demand accelerated efforts to achieve gender equality and 

women’s empowerment. Otherwise, peace and prosperity will have their own glass 

ceiling.’’  Gender Based Violence is any discriminative condition which is directed at 

an individual based on his or her biological sex, gender identity, or perceived adherence 

to socially defined norms of masculinity and femininity. In view of its effects, GBV is 

also a constraint to individual and societal development and has high human and 

economic costs. 

 

The United Nations (2004) described Gender Based Violence as any violence that 

targets individuals or groups on the basis of their gender which plays on norms and 

gender exclusions to break people down both physically and emotionally and 

encompasses all women, men, girls and boys. Likewise, GBV is also known as a source 

of manifestation of gender inequalities which hamper the gross violation of the rights of 

women and girls to development, equality and peace.  

 

Nevertheless, gender violence has been indicated as the determinant of medical, 

physical and psychological ill-health involving women and children with devastating 

effects. Moreover, it was stated that female survivors are found to be more at risk of 

unwanted pregnancies, reproductive tract infections for having multiple partners and 

less use of condoms (IFPP, Campbell & Self, 2004). 
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Definition of key words  

a) Gender refers to the socially constructed characteristics of women and men – such 

as norms, roles and relationships of and between groups of women and men. It 

varies from society to society and can be changed.  

b) Gender norms, roles and relations influence people’s susceptibility to different 

health conditions and diseases and affect their enjoyment of good mental, physical 

health and wellbeing. They also have a bearing on people’s access to and uptake of 

health services and on the health outcomes they experience throughout the life-

course http://www.who.int/gender-equity-rights/understanding/gender-

definition [accessed 20th June 2015]. 

c) Gender equality concerns women and men and it involves working with both girls 

and boys to bring about changes in attitude, behaviour, roles and responsibilities at 

home, in workplace and in the community. 

d) Gender integration involves identifying and then addressing gender inequalities 

during strategy and project or programme design, implementation, monitoring and 

evaluation. 

e) Gender analysis is a tool for examining the differences between the roles that 

women and men play in the communities and societies, the different levels of 

power and opportunities and the impact of these differences on their lives       (Ruth 

Levine et al., 2009). 

f) Female empowerment is achieved when women and girls acquire the power to cut 

freely, exercise their rights and fulfil their potential as full as equal member of 

society (WHO, 2010). 

 

There are some forms of gender- based violence that are an obstacle to achieving the 

goals of the MDGs.  
i. Intimate partner violence is the most common form of violence reported by WHO 

study in ten countries, included 24,000 women of reproductive age, was found 

between 15per cent and 71 per cent of ever-partnered women had been physically 

or sexually abused by intimate partners and one woman in four is physically or 

sexually abused during pregnancy.  

http://www.who.int/gender-equity-rights/understanding/gender-definition
http://www.who.int/gender-equity-rights/understanding/gender-definition
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ii. Women battered during pregnancy run twice the risk of miscarriage and four times 

the risk of having a baby with low birth weight; and violence may also be linked to 

a sizable portion of maternal deaths.  

iii. Physical and sexual abuse is often behind unwanted pregnancies, sexually 

transmitted infections, including HIV and complications in pregnancies. 

iv. Female genital mutilation/cutting (FGM/C) estimated 70 million to 140 million 

girls and women have undergone some form of FGM/C. It causes physical and 

psychological harm that can be extremely severe and is often irreversible. FGM/C 

has consequences that affect girls and women throughout their lives and is an 

infringement of the human rights of girls and women (WHO, 2010). 

v. Child marriage reported by UNICEF, more than 64 million young women 20–24 

years old are married before aged 18 half of them in South Asia. There are many 

health risks and violence issues associated with child marriages. Early pregnancy 

and motherhood have significant risks for the mother and her baby. Married girls 

usually perform the bulk of domestic work in their households, and are forced to 

abandon formal education. Because of their youth and powerlessness they are 

vulnerable to both domestic violence and sexual abuse, including non-consensual 

sex with their husbands. They are unlikely to be able to negotiate condom use and 

are at risk of contracting sexually transmitted infections, including HIV 

vi. Trafficking violence associated with poverty as a driving force behind migration 

which is a survival strategy for increasing numbers of poor women and their 

families in developing countries. In looking for better options, some women are 

approached by ‘recruiters’ with false promises of employment or marriage, or 

coerced with violence and threats. An estimated 800,000 people are trafficked 

across borders every year: 79 per cent are women and girls - it is an illegal, 

lucrative business earning traffickers billions of dollars. There are reports of 

trafficked women and girls being raped, drugged, assaulted or threatened with 

violence (WHO, 2011). 

vii. Social violence and femicide affect more women living in poverty and adolescent 

girls are especially vulnerable to gender-based violence when carrying out essential 

daily activities such as taking public transport to work, street vending, collecting 

water or firewood. In countries where there is widespread social violence, girls and 
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women are especially vulnerable to sexual harassment and rape in public spaces 

and can result in death. The brutal murder of women solely because of their gender 

is on the increase in many countries around the world.  The author highlighted with 

examples that in Honduras an estimated 390 women were killed in 2011, and in 

Guatemala, 337 women were murdered in the first half of 2012, many had been 

sexually abused and tortured. Women who are targeted are the most vulnerable, 

young, often indigenous women, and women workers. In a backlash against the 

women’s movement, women human rights defenders are also increasingly being 

targeted (WHO, 2011).  

viii. The negative effects of GBV go beyond the health consequences and negatively 

affect family stability, structure, and livelihoods and ultimately the negative 

impacts on overall socioeconomic development Social violence and femicide. 

 

2.1.1 Global initiatives to eradicate Gender Based Violence 

There are notable global and regional initiatives that are working together or singly to 

fight or eradicate GBV. Some of these initiatives are; declaration on the elimination of 

violence against women of 1993 and regional initiatives like the Maputo protocol of 

2007 as well as the East African community Treaty of 1999.  

 

The treaty provides that each member state shall take such other measures that shall 

eliminate prejudices against women and promote the equality of the female gender in 

every respect. In different perspectives the United Nations (1992) recommended that 

the primary responsibility for action on violence against women and girls: rests with 

national governments and they are legally bound to, and hold the ultimate responsibility 

for, the implementation of laws, policies and services related to violence against women 

and girls discrimination while addressing changes of behavior. 

The convention on the elimination of all forms of discrimination against women 1979 

(CEDAW) was the first international human rights instrument to recognise women 

rights as human rights. In following the CEDAW instrument with prohibition against 

torture for human rights; The UN (1992) recommended that Gender based violence 

which impairs or nullifies the enjoyment by women of human rights and fundamental 
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freedoms under general international law or under specific human rights conventions is 

discrimination within the meaning of article of the convention. Further, protection of 

women against gender based violence was proclaimed at the fourth international 

women conference held in Beijing in 1995. 

 

Moreover, gender policy framework has addressed gender-based violence as a central 

component in achieving the specific MDG3 targets for promoting gender equality and 

empowers women. Through the process there should be ways to look into the direct 

implications for progress on other goals because of its impact on girls’ and women’s 

access to education, health and development. The linkages between gender-based 

violence and gender inequality are increasingly recognized by development actors and 

the need for an increased focus on violence as a priority. 

The United Nations (2011) guiding principles that recognise the need for people to 

achieve their full potential, their lives must be free from violence. This is through the 

strategy which incorporates the overarching priorities to ending gender-based violence 

explained as follows: 

 Prevention of gender-based violence from occurring in the first place, and from 

recurring, by working with local grassroots organisations, civil society, and key 

stakeholders in the Community. 

 Protection from gender-based violence by identifying and providing services to 

survivors once the violence occurs. 

 Accountability to ensure that perpetrators are prosecuted and to end impunity by 

strengthening legal and judicial systems. 
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The UN also proposed various GBV indicators described in the table1. 

Table 2.1: Types of Gender violence and indicators used to address GBV 

 
Type of Gender Violence  Indicator 

Intimate partner  

Violence 

Proportion of women aged 15-49 who ever experienced 

physical violence from an intimate partner 

Female genital mutilation 

(FGM)/cutting 

Proportion of women aged 15-19 who have undergone 

female genital mutilation/cutting 

 

Child marriage 

Proportion of women aged 18-24 who were married 

before age 18 

Trafficking in women 

and girls 

Number of women and girls assisted by organisations 

providing specialised services to trafficked individuals, 

in a destination, region or country 

Femicide Proportion of female deaths that occurred due to gender 

based causes 

Justice and security Proportion of prosecuted GBV cases that resulted in a 

conviction 

Social welfare 

 

Number of women and children using GBV social 

welfare services 

Humanitarian emergencies Per cent of rape survivors in the emergency area who 

report to health facilities/workers within 72 hours and 

receive appropriate medical care 

 Health Proportion of GBV survivors who received appropriate 

care 

Education Per cent of schools that have procedures to take action 

on reported cases of sexual abuse 

 

Source: UN Trust Fund in Support of Actions to Eliminate Violence Against Women 

post 2015 framework 

 

In Tanzania the constitution does expressly provide right for women but there are 

policy directives and programmes which address issues of gender based violence. For 

example, Tanzania poverty reduction, lists violence against women as one of its 

indicators of poverty; a feature that is rare among PRSPs in other countries. In addition 

there are some ministerial initiatives. For instance, the Ministry of Community 

Development, Gender and Children have established the National committee on GBV. 

Moreover, Gender Based Violence is a criminal offence in Tanzania mainly under part 

XV of the Penal Code (Constitution 1997). 

 

TDHS (2010) and National Health Survey (2011) documented that many studies 

conducted in Tanzania have indicated unacceptably high levels of Gender Based 

Violence. The negative effects of GBV go beyond the health consequences and 
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negatively affect family stability, structure, and livelihoods, which ultimately has a 

negative impact on overall socioeconomic development Tanzania; like many other 

developing countries gender based violence showed an increased trend; much as TDHS 

(2010) has also indicated unacceptably high levels of Gender Based Violence. 

Furthermore, the TGNP has continued to organise consultative discussions and 

meetings with more than 30 female Act members. This involves updating the strategy 

and continued facilitation of responsive and coalition joint activities, TGNP has also 

organised ways to promote advocacy work around gender budgeting, HIV/AIDS, GBV, 

anti-water privatisation, and post-election violence. The Tanzania Media Women 

Association (TAMWA); is another gender proactive organisation that plays a very 

active advocacy role in discouraging violence against women. 

 

WHO (2010)  believes that gender-specific interventions form part of acceptable 

mainstreaming approaches, and that gender-specific interventions can also be classified 

in the gender-accommodating category as they may be intentionally directed at 

addressing gender norms, roles, and relations, and thus promote the health of women 

(or men) depending on the context. It was further reported that to reduce GBV in 

developing countries there should be the needs to increase emphasis on stopping it from 

occurring in the first place as primary prevention.  

 

As noted by the World Health Organisation, the strongest evidence of effectiveness for 

the primary prevention of GBV is with respect to school-based programmes to prevent 

violence within adolescents’ dating relationships. Additional promising primary 

prevention strategies are emerging, including microfinance combined with gender 

equality training; promotion of communication and relationship skills within 

communities; reducing access to alcohol; alcohol harm reduction; and changing cultural 

gender norms. Preventing the recurrence of violence and mitigating its consequences 

are essential to any comprehensive effort to reduce GBV.  

 

2.2 Empirical review 

The World Health Organisation conducted an evaluation on gender violence prevention 

in rural communities. The evaluation report on gender violence prevention in rural 
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communities identified; lack of awareness on gender to be a factor for violence in 

communities and major challenges included: gender blindness, lack of technical 

capacity and inadequate funding. Other factors in the evaluation report were 

organisational setup that increasingly allowed for greater collaboration between clusters 

and units and across strategic objectives, increasing gender sensitivity within the 

organisation and from country partners; and the increasing availability of data and 

growing technical capacity (WHO, 2008 - 2009). 

 

Furthermore, WHO (2011) identified  some   lessons learned from evaluation  report  

which suggested early childhood interventions, such as home visits, reduce 

maltreatment of children and are among the most promising interventions for long-term 

reduction in violence among young people. Moreover, parenting and family therapy 

programmes also have positive, long-term effects on violent and delinquent behaviour 

and are cost effective. The programmes that emphasise life-skills and social 

competency are promising approaches to address interpersonal violence, and treatment 

for mental disorders and behavioural therapy programmes can reduce suicidal 

behaviour. The report also indicated that few programmes have been rigorously 

assessed and showed that there is an imbalance in focusing on community and societal 

strategies which have been underemphasised by comparison with programmes 

addressing individual and relationship factors. 

 

The situation of GBV has been described by Loi VM et al. (1999) in a qualitative study 

on domestic violence which reported the factors associated with GBV including 

alcohol, drug abuse, gambling, stress, frustration, mental illness and preferences for 

male children. However, the study revealed issues of forced sex in marriage mentioned 

by women while men did not consider it for serious discussion. The study concluded 

the domestic violence occurs in both urban and rural settings and all social strata.    

 

Furthermore, Yoshihama (1994) reported that GBV Worldwide ranged from 10-69% 

for women who report to experience type of physical violence by an intimate partner in 

their lifetime. This is also supported by WHO Multi-country study on women’s health 

and domestic violence against women reported that prevalence rates of sexual violence 

ranged between 6-59%. Between 30-50% of women had experienced violence reported 
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to be both physical and sexual violence. For example, among 613 women in Japan who 

had at any one time been abused, 57% had suffered physical, psychological, and sexual 

abuse. 

 

Similarly, research conducted in Nepal (2011) reported that almost half of women 48% 

had experienced violence at some time in their lives, and 28% had experienced violence 

in the past 12 months. The emotional violence was most commonly reported at 40.4%, 

followed by physical violence 26.8%, sexual violence 15.3% and economic abuse/ 

violence (8%). Social exclusion was less commonly reported, but 11% of women had 

been denied access to health services, and 8% had been denied access to places of 

worship. The Zambian, DHS data indicated that 27 % of ever-married women reported 

being beaten by their spouses/partners in the past year; this rate reached 33 % of 15-19 

year-olds and 35 % of 20-24 year-olds. About 59 % of Zambian women have ever 

experienced any violence since the age of 15 years (Kishor & Johnson, 2004).  

 

In Kenya surveys showed that 47% of ever-married women reported having ever 

experienced emotional, physical, and/or sexual violence from their spouses among the 

highest rates in the world. While violence towards pregnant women in Kenya was 

estimated to be 13.5% a higher prevalence than many conditions routinely screened for 

during pregnancy. The study also pointed that more women in the age group of 15-49 

years in Kenya, 43% reported having experienced some form of gender based violence 

in their lifetime, with 29% reporting an experience in the previous year; 16% of women 

reported having ever been sexually abused, and for 13%, this had happened in the last 

year prior to the particular study (Kenya DHS, 2003). 

 

Moreover, studies conducted in Uganda have reported about 60 per cent of women 

experience domestic violence throughout their lives, making it difficult for them to 

participate in the development process,  “it is keeping us in poverty” Tina Musuya, 

Centre for Domestic Violence Prevention, Uganda (Irish Aid partner report,2011). 

Furthermore, WHO (2001/2002) studies on intimate partner conducted a study on 1,820 

women in Dar es Salaam and 1,450 women in the Mbeya District and found that 41 

percent of ever-partnered women in Dar es Salaam and 87 percent in the Mbeya District 

had experienced physical or sexual violence at the hands of a partner at some point in 
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their lives. In both areas, 29 percent of those who experienced physical intimate partner 

violence experienced injuries, with over a third of them having been injured in the past 

year (WHO, 2005). 

 

In response to gender violence, Tanzanian government has shown its commitment to 

address the problem by being a signatory to several international instruments related to 

gender, The Convention on the Elimination of all forms of Discrimination Against 

Women (CEDAW, 1985), which has been instrumental in fighting the effects of 

discrimination, including violence; the Beijing Platform for Action (BPA, 1995)  

through the Ministry of Community Development, Gender and Children was 

established in 1990 as the national machinery for spearheading gender development in 

the country and varies strategies are in-place. The importance of involving other sectors 

was recognized as important such as national health sector policy which stipulates on 

prevention and response to gender based violence aimed at strengthening the 

MOHSW’s capacity to prevent and respond to GBV through a policy guideline to direct 

the health sector and establish effective linkages with the community and multi-sectoral 

actors.  

 

The broad objective was to provide a framework for comprehensive medical 

management and referral of GBV survivors for pertinent services at all levels for both 

adults and children (MoH/SW, 2010). 

 

The Law of Marriage Act prohibits a spouse from inflicting corporal punishment on 

his/her spouse. The law has little impact, however, because it does not protect 

unmarried couples from domestic violence; and it does not define corporal punishment, 

thereby excluding many forms of domestic violence, such as economic deprivation 

(Tanzanian Women Lawyers’ Association, 2004). 

2.3 Conceptual framework 

The CDC (1999) framework was used to describe what evaluators should do following 

the six steps.The framework begins by engaging stakeholders, identifying and engaging 

the stakeholders; those involved in programme operations, those affected by the 

programme, and primary users of the evaluation.  This was followed by description of 
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the programme whereby stakeholders talked about the evaluation and agreed on what 

the programme is. The focus and evaluation design of the programme was useful to 

answer all questions for all stakeholders. The use of credible evidence through collected 

and gathered information put the evaluation plan into actions. It was also important to 

collect raw data and related materials to make a good evaluation. It is however 

important that data have to be considered with care, from a number of different 

stakeholders’ perspectives, to reach conclusions that are justified. Lastly, ensure use 

and share lessons learned with the aim to improve the effectiveness of programme 

interventions. 

2.4 Stakeholder analysis 

The main purpose for stakeholder’s involvement is to assist gathering of information of 

the project, resources mobilisation and provide support during the evaluation. 

Stakeholders range from internal, external and inter phase with powers to influence the 

implementation to reduce gender violence. Rossi, Lipsey and Freeman (2004) described 

“stakeholders as individuals, groups, or organisations that tend to have vested interests 

on how well a programme functions.” The involvement and participation of 

stakeholders is important in any programme to ensure acceptance and utilization of the 

evaluation findings for improving the programme implementation.  

 

Through the stakeholder’s involvement there is increased credibility to ensure that 

findings are correct and used as intended. The views of stakeholders are expected to 

assist addressing important elements of the programme objectives, implementation of 

activities and outcomes. Different stakeholders have different information needs 

because they make different types of decisions. Their role is to influence communities 

and when evaluation meets their need that provides a chance of the findings being used 

to make programme improvements. The information generated from the evaluation can 

be disseminated to stakeholders through meetings and on-going activities and final 

published report as indicated in Table 2.2. 
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Table 2.2: Stakeholder’s and their roles in programme 

Source: HIMS programme 

2.5 Programme logic model 

A logic model is a simplified model of an intervention that indicates why and how the 

programme was work, and the relationship among the resources to be utilised by the programme 

and desired outcomes to be achieved. It is used as conceptual framework that identifies and 

illustrates relationships among relevant organisational, individual, and other factors that may 

influence the programme in the successful achievement of goals based on indicators and 

Stakeholder Roles in the 

programme 

Role in evaluation Interest in evaluation                 Ways of 

Communication 

HIMS 

programme 

Overall  

coordination  

and 

implementatio

n of HIMS     

programme 

activities 

Provide scope of 

evaluation 

Support evaluation 

Resource allocator; 

Capacity builder  

Coordinator; 

Implementer of 

decisions from 

evaluation findings 

-Use evaluation findings 

to improve the 

programme 

-Play key role in 

facilitating evaluation to 

achieve findings that are 

helpful for improving  

programme  services           

 -Improved wellbeing 

and reduced  gender  

violence 

E-mails, letters, 

meetings 

Reports, Telephone 

workshops, field 

visits, interviews 

MoCDGD & 

Related 

ministries 

 

Approve  

plans, 

decision 

maker 

Provision of 

guidelines  

and protocols 

Provide information  

that adds 

knowledge to 

effective use of 

GBV plans and 

support  evaluation 

Reliable and usable GBV 

evaluation results to 

make decisions in 

improving the 

programme service 

delivery 

Reports, letters 

emails meetings 

workshop and 

Training 

Partners and 

district 

authorities 

 

Support 

programme 

implementatio

n 

 Provide Legal 

rights 

-Decision maker; 

Provide information 

on  implementation 

Facilitate training 

and supervision 

-Collaborate facilitating 

utilisation of evaluation 

findings 

Consider quality services  

and ensure support of 

supplies and materials 

Meetings ,Interview, 

Telephone 

Training , reports  

and  emails 

 

NGOs and 

CSOs 

Collaborative  

partners , 

training and 

tracing GBV 

victims and 

perpetrators 

Information  that 

adds knowledge to 

provide effective 

care and support 

Reinforce linkage 

between partners  

Support evaluation 

information 

dissemination 

Meetings, training 

workshops, reports, 

interviews 

Communities Key service 

users and 

informed 

decision takers  

Work towards 

reduced GBV  

Provide GBV Data  

and Information 

Participate in 

evaluation process 

Increased awareness on 

GBV, human  rights,  the 

benefits of  services and 

how to promote social 

wellbeing in 

communities 

Meetings,  seminars 

Group discussions, 

interviews , poster, 

(IEC materials) 
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objectives. In this evaluation the logical framework was used because it enables the way to 

review progress and take corrective actions for programme improvement. Since the logical 

framework method involves engaging stakeholders to clarify objectives and design activities of 

a programme. It also helps to identify expected causal links (input, process, output, outcome, 

and impact) including coverage and reach across beneficiaries.  In this framework, performance 

indicators at each stage can be determined and factors which affect achievement of objectives, 

could be identified (World Bank, 2004). The framework is illustrated by Figure 1. 
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Figure 2.1: Programme Logical Model 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
GOAL : PREVENTION AND RESPONSE TO GBV 

Reduce Gender Violence among marginalised  rural communities in  Arusha 

  

LEADERSHIP 

Inspire community leadership by empowering members to effect 

changes in theirown comunities 

TRAINING 

Train the peer educators on GBV and human rights. Recruit 

community leaders to facilitate discussions on GBV 

interventions 

 

AWARENESS 

Raise awareness about verbal, physical psychological and sexual 

violence 

EDUCATION Conduct peer education sessions and 

facilitate conversations with their peers in communities and 

Empower communities for social change  

REGULARLY SCHEDULE FOR GBV MEETINGS, TRAINING 

&SEMINAR 

 Increased coordination and information sharing among partner 

organisations.  

 Adopting the curriculum for the targeted audience. 
  Stakeholders satisfied with collaborative efforts 

 

S 

Increased knowledge of community on GBV 

response and prevention 

Increased likelihood interventions to prevent GBV 

 

  Increased awareness on GBV causes, effects and associated 

factors 

 Improved communities social welfare 

Decreased use of acceptance derogatory languages and   

harmful cultural practices 

 Decreased stereotyped depiction of violence victims 

 Decreased incidence of GBV  

 Promoted gender equality  

 communities 

ADVOCACY and LOBBING 

Adapt the evidenced based interventions for rural communities 

Advocate for behaviour change  response to GBV Use of logic 

model help communities develop safe and effective ways to 

prevent violence situations 

ESTABLISH PARTNERSHIP FOR GBV PRVENTION 

SERVICES COLLABORATION 

Establish a network of agencies to share information and open a 

dialogue regarding 

 

 

 

 

 

 

Build coalition of community and CSO to address 

GBV to the targeted population in communities 

.Coordinate stakeholder’s and local leaderssteering 

meeting for GBV  prevention 

 

 

 

 

IMPROVED LIVELYHOOD 

 

 

 

INPUTS  OUTPUTS/OUTCOMES 

Financial 

Human 

resources 

Existing 

infrastructure 

Training materials, 

IEC, guidelines 

Supplies and 

equipment  

STRATEGIES/ACTIVITIES 

Source: Developed from literature review 
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CHAPTER THREE 

EVALUATION METHODOLOGY 

3.1 Introduction 

This chapter describes the evaluation approach and design used. It explains the 

methodological approaches which were adopted in collecting and analysing the 

findings. The chapter includes evaluation approach, design, study area, study 

population and unity, variables, sampling techniques, sample size, sampling technique, 

sources of data, data collection methods, analysis techniques, quality assurance and 

ethical consideration. 

 

3.2 Evaluation approach 

Process evaluation was conducted in a participatory way which focused on how the 

beneficiaries accept the programme services, responsiveness to their needs and 

accessibility of GBV integrated health services assessed through the methodological 

framework. The process aimed to answer questions related to resources, activities, and 

outputs and how these work together to support the desired outcomes. Process 

evaluation supplements the monitoring of inputs and outputs and is characterised by an 

explanatory dimension, enabling the understanding of how the organisational context 

may affect the programme (CDC, 1999).  

 

The evaluation results are intended to inform midcourse corrections in the programme 

to improve programme effectiveness. Based on theoretical models evaluation approach 

was used to judge the worth of a programme while the programme activities are 

ongoing.The bottom up approach was useful in addressing issues of behaviour change 

and actions to be taken in response and prevention of GBV to marginalised populations 

useful for the evaluation as suggested by Chein (2005) indicated in Figure 2. 
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Figure 3.1: Evaluation Theory 

 

Source:  Adopted from Chen, H.T. (1990-2005). 

The importance of evaluation theory; It seems to be useful particularly to HIMS 

programme to link stakeholders’ implicit and explicit assumptions on what actions are 

required to solve a problem and why the problem will respond to the actions. The 

strategy is employed with aim to facilitate stakeholders clarifies contextual factors and 

mechanisms essential for their programme success. The conceptual framework answers 

questions “Why does the intervention affect the outcomes? (Change model) and how 

are the contextual factors and programme activities are organised for implementing the 

intervention and supporting the change process? (Action model). Therefore the 

programme theory serves as a conceptual framework for evaluating the effectiveness 

(Chen, 2005). 
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3.3 Evaluation design 

The process employed a descriptive cross-sectional designed at one point in time. This 

process involved staff, stakeholders and beneficiaries from 6 villages supported by the 

programme. Because the evaluation was a participatory based on gender responsive and 

sensitive to culture a need for mixed methods for data collection and analysis were 

used. The aim was to ensure quality and credibility of findings done through 

triangulation with the use of different data sources. Triangulation was used to reach a 

comprehensive and detailed understanding of the intervention and its context as well as 

ascertain validity and generalisability. 

3.4 Evaluation period 

The evaluation was conducted from February to May, 2015, after the evaluation 

assessment the preliminary findings were used as the basis for this evaluation. 

 

3.5 Study area 

Health Integrated Multi-sectoral Service (HIMS) programme is located in Ngaramtoni 

division in Arusha rural district about 25kms from Arusha city.  The programme is 

owned by Ekenywa dispensary that serves about 100 people in marginalised population. 

The evaluation was conducted in 3 villages selected randomly, namely Mti mmoja, 

Sombetini and Chemichemi in the area supported by HIMS programme. 

3.6 Study population 

The assessment   included adults aged 18-55 years as targeted population drawn from 

marginalised communities to represent rural populations in Arusha region.  The 

coverage area involved 2 wards, 6 villages and 3 health facilities. This considered the 

external validity so that the evaluation findings are generalised to other rural population 

3.7 Study units of analysis 

The study units were individuals who are programme beneficiaries, service providers 

and staff selected randomly from wards and villages in programme areas. 
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3.8 Study variables and their measurements 

The study employed dependent and independent variables to show the relationship and 

how they are applied in the HIMS programme to prevent gender violence. The 

dependent and independent variables were analysed to fulfil the objectives and 

evaluation questions. The scale of measuring variables mainly focused on gender 

violence prevention services as dependent. While independent variables considered as 

factors influenced by demographic characteristics, behaviour, economic status, human 

rights, organisation plan, awareness and socio- cultural perspectives. See illustration 

below. 

Figure 3.2: Illustration shows the relationship between dependent and 

independent variables 

 

 

 

Source: Field data 

 

In reference to Figure 3 on variables, it is assumed that factors such as; economic, 

organisational, demographic and socio-cultural factors had negative influence on the 

programme to provide effective gender based violence prevention services.  



29 

3.9 Sample size and sampling techniques 

Purposive sampling was used in qualitative method to select 35 clients receiving GBV 

integrated services. Purposive sampling technique is one of the most common sampling 

techniques and preferred method of sampling for many qualitative designs (FHI, 2006).  

The technique was useful because of small sample that cannot draw a conclusion due to 

socio-demographic and organisational factors expected to influence effectiveness of 

services delivery. The quantitative method used a probability simple random sampling 

technique to select 35 individuals which included; service providers, programme staff, 

stakeholders and GBV trainers. As Yates et al. (2008) described  

 

“Sampling is the process whereby information is obtained from selected parts of an 

entity, with the aim of making general statements that apply to the entity as a whole”. 

This technique was opted because each individual was chosen randomly and entirely by 

chance, such that each individual had the same probability of being chosen at any state 

during sampling process. The criteria for inclusion was adhered to adults involved in 

programme services who were  able to provide information and ready be interviewed 

while children and  old people  were excluded. 

3.10 Types and sources of data 

Primary data were collected by the use of questionnaire and structured interview guide 

while secondary data were obtained from document review and observation. The aim 

was to explore information from, providers, stakeholders and beneficiaries/clients on 

services provided by the programme. However, the use of indicator such as proportion 

of TOTs attended a training a workshop and type of sessions provided and supervisory 

visits performed.  The dimension matrix was used as indicated in Table 3.  

 

Table 3.1 was used with consideration of variables and indicators to describe the 

linkage of services   provided by the programme based on objectives.  
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Table 3.1: Dimension and indicators Matrix 

 

 

Source Field data 

 

3.10.1 Data collection methods 

The evaluation used mixed methods which employed both quantitative and qualitative 

to collect data to complement each other and get comprehensive findings. The aim was 

to increase the breadth and depth of inquiry results and interpretations by analysing 

them from the different perspectives using different methods and paradigms as 

suggested by Kidder and Fine (1987) ; and Rossman and  Wilson (1985). The methods 

were used sequentially to measure overlapping but also different facets of the 

evaluation with an enriched data that elaborate understanding of evaluation. 
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There were tools used for data collection which included:  document review reports, 

interview guide and semi-structure questionnaire developed and pretested prior to data 

collection for consistency with corrections made. The qualitative data were collected 

from 4 key informants who were stakeholders and 3 focus group discussions conducted 

to beneficiaries using semi-structured interview guide. The questionnaire used to collect 

the quantitative data from trainers and programme staff. Observations were made at 

sites, during discussions and when services are being delivered where possible. 

3.11 Quality assurance  

The quality of the data was assured through careful design, pre-testing of the 

questionnaire, proper training and close supervision of the data collectors. All collected 

data were examined for completeness and consistence. The principal investigator 

entered the data after careful cleaning and editing. To ensure quality assurance the need 

to consider issues of validity which refers to the question whether there is evidence to 

support the assertion that the methods are really measuring the abstract concepts that 

they purport to measure? Another aspect of validity concerns the quality of the 

researcher’s evidence regarding the effect of the independent variable on the dependent 

variable (Polit & Beck, 2004). 

 

(a) Internal validity 

The use of random sampling techniques; the homogeneity of the selected group of men 

making up the sample; and blocking of some of the possible extraneous variables by 

including and measuring them such as demographic characteristics of participants. 

Internal validity refers to the extent to which the findings of a study are a true reflection 

of reality, rather than the result of extraneous variables (Burns & Grove, 2005).  

(b) External validity 

The evaluation ensured the external validity through random selection of sample size 

which is more representative, and the comparison of the findings with other studies 

found in the literature. As Fisher and Foreit (2002) described the external validity as the 

extent to which the results can be generalised to other settings or groups. 
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(c) Reliability 

The use of interview and the use of a structured questionnaire were some of the 

methods used to improve reliability. The reliability is used to clarify problems 

commonly resulting when the respondents do not understand the question, are asked 

about something they do not clearly recall, or asked about something of little relevance 

to them (Fisher & Foreit, 2002). However, Polit and Beck (2004) considered reliability 

as accuracy and consistency of information obtained in a study and the term is most 

associated with the methods used to measure research variables. The use of a face-to-

face interview and the use of a structured questionnaire were some of the methods used 

to improve reliability in the evaluation. 

 

3.12 Data management and analysis 

Primary data were obtained using a structured questionnaire and semi- structured 

interview guide and secondary data were obtained through review of existing 

documents and records. The evaluation employed, ATLAS Ti for qualitative and STATA 

statistical package for quantitative data were used for classifying and tabulation during 

data analysis. The questionnaires were classified in terms of the answers that were 

similar so as to reduce the work of analysis of each questionnaire. Data which were 

collected through the interviews were analysed by comparing various answers which 

were provided by the respondents with regard to their being authentic and in terms of 

validity. 

 

3.12.1 Data entry 

Quantitative data was entered in a computer using Microsoft excel programme pre-

coded questionnaire. Data entry and management: This was done using a computer 

software; Microsoft Excel spreadsheet for database. 

 

3.12.2 Data cleaning 

Data cleaning was done by the use of Microsoft word excel programme before analysis 

to correct errors.    A code book was created thereafter data was processed and then 
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STATA was used for quantitative data entry followed by data cleaning.  ATLAS Ti was 

used for qualitative data. 

3.12.3 Data analysis 

Descriptive data analysis for the quantitative was computed into figures, charts and 

further analysed using univariate and bivariate analysis for the selected variables which 

helped the evaluator to analyse, organise, and present the descriptive information. The 

qualitative data were translated and transcribed and code created followed by narrative 

themes from the respondents. The results produced expected to help better 

understanding and create more comprehensive view of the phenomenon being studied.  

 

Data interpretation was first done independently after analysis using STATA and SPSS 

statistical packages for categorical and discrete data using different formats. The 

conclusions were drawn based on the findings of evaluation. 

 

3.13 Ethical issues 

Ethical clearance was obtained from Mzumbe University and permission to conduct 

evaluation was also obtained from Arusha district authority DED/DMO and programme 

director. Informed consent, verbal or written, was obtained from the respondents and 

clear explanations were done for voluntary participation. The responses obtained were 

to remain anonymous and the evaluator ensured that every participant’s response was 

kept confidential and maintained throughout data collection period. 
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CHAPTER FOUR 

EVALUATION FINDINGS AND DISCUSSION 

4.1 Introduction 

This chapter present findings and discussion according to evaluation objectives. It 

begins with presenting the results regarding characteristics of the respondents followed 

by specific evaluation questions. The presentations of findings are descriptively based 

on GBV awareness, knowledge assessment, performance and relevancy of services to 

prevent GBV with case scenarios lessons.  The discussion of findings is based on key 

findings and objectives of evaluation with arguments made related to other evaluations 

done in different countries with similar findings. The aim is to increase depth thus back 

up the evaluation 

 

4.2 Presentation and analysis of evaluation findings  

4.2.1 Quantitative results 

(a) Respondents characteristics 

The evaluation involved  7 males (20%)  and 28 females (80%) among them included; 

trainers, beneficiaries, staff and stakeholders.  Majority 18 (50%)of women  involved 

were single parents with primary  level  of education.  

Table 4.1: Percentage distribution of participants N =35 

Category  Frequency Percentage 

Trainers 11 31.4 

Staff 3 8. 5 

 Stakeholders 7 20.0 

 Beneficiaries  14 40.0 

 Total 35 100% 

Source : Field data 2015 

Table 4 shows that majority of participant 14 (40%) were beneficeries, 11 (31.4%) 

trainers, 7 (20%) stakeholders and 3 (8.5%) were staff.  
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4.2.1.1 Age distribution of participants 

Figure 4.1:  Age distribution 

 

Source: Field data 2015 

 

Figure 4, indicates 15 ( 45% ) of participants were in age group ranged from 31-35 

years with the lowest 8 (25%)  ranged from 26-30 years. 
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4.2.1.2 Duration of work in the programme 

Figure 4.2: Work duration 

 

Source: Field data 2015 

Majority of participants more than 20 (55%) have worked with HIMS programme for 

2-3 years while 4 (15%) have worked for more than 5 years and few 11(30%). 

 

(b) Knowledge of GBV  

Majority of paticipant 17 (45% )were aware of laws specific law of marriage 1979 

where 11 ( 35%)  were not aware of other laws and the rest were not aware of any law. 

Bivariate analysis was done and showed that women were less likely to be aware of 

laws protecting them from GVB because they had low level of education, low level of 

exposure to socialisation, and media.  Low levels of autonomy led them to poor social 

networking.  Among few women who where aware of the existence of laws against 

GBV were unable to state the contents of the laws. 
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Figure 4.3: Knowledge of surviros services 

 

Source: Field data 

 

(c) Knowledge of services provided to GBV survivors 

About  8 (25%) were aware of services provided to the surviors of GBV while most 

where unable to make specific services, few 4 ( 10% )knew some basic needs such as 

shelter, house, food, cloths and  2 (5%) knew the police gender desk at a district police 

station, 10 ( 30%) new about hospital services and the rest didn’t know. 

 

(d) Type of GVB Gender Violence known to participant  

 

Table 4.2: Type of violence  

Types of violence                         

frequency 

% 

Pschological                                   17 

Pyhsical                                         16 

Sexual                                           11 

45 

30 

25 

Source: Field data 
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Almost 17 (50%) participants  reported  to have experienced  violence sometimes in 

their lives. The common  was pyschologial 16 (45%), pyhsical  11(30%), sexual 8 

(25%). They reported that perpetrators were intimate partners and family members. 

Single mothers experienced low GBV  commonly; sexual , physical and emotional.The 

effects and consequences of GBV  were mentioned to include trauma, sexually 

transmitted diseases and HIV/AIDS. Psychological  impact  led to depression and 

suicidal ideation. 

 

(e) Description of services delivered by HIMS programme 

Figure 4.4: Service provided by programme 

 

Source: Field data 

 

Among GBV integrated services provided by the programme included; Social services 

which account for 16 (46%), followed by hospital services 10 (29%), training services 6 

(17%) and other services 3 (8%)   

These services provided by programme can be seen in photograph 3 with case scenario 

2 documented.  

(f)The extent to which the programme used guidelines and operational plans 
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Figure 4.5: Programme guidelines and operational plans  

 

Source: Field data 

Majority 24 (70%) said “No” while 11 (30%) said “yes.” From the findings there were 

no guidelines that were observed to be used for the programme activities  

 (g) The extent to which programme activities are supervised 

 

Figure 4.6: Supervision of programme activities 

 

Source: Field data 
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Figure 4.6 shows 15 (45%) of supervision was done monthly while 11 (30%) done 

weekly and the rest quarterly and annually. 

 (h) Extent of programme performance 

 

Figure 4.7: Shows extent of programme performance 

 

Source: Field data 

 

Figure 4.7 shows programme performance 6(17.1%), excellent 16 (46%) good 

13(37.1%) and none mentioned poor. This indicates that the performance is good  

 

4.2 Qualitative results 

This part included responses from FGDs, observations and interviews from key 

informants. The discussions revealed the extent to which the beneficiaries saw the 

relevancy of programme and it was evidenced by the performance which assisted the 

targeted groups to meet their basic human needs. Four (4) main themes were identified 

which included types and factors associated with GBV. 
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4.2.1 Awareness of GBV 

(a) Key informants interview with beneficiaries 

The respondents when asked to define GBV, they mentioned the types rather than 

explaining .Most of the interviewees expressed that the issues regarding GBV cannot be 

described openly, that is an in-house problems. One man declared that “no woman in 

our society is able to tell the leaders of households that I was forced to sexual act by my 

partner or husband, she will be cursed and punished by the traditional or elders.” 

 

Some stakeholders perceived GBV as occurring frequently in their society specifically 

in Arusha Rural because of culture and poor economic status among some marginalised 

populations. Other factors mentioned were excessive use of alcohol, law level of 

education, lack of employment, lack of awareness of the legal right and policies. Male 

key informant participants were aware of issues and its prevalence while women were 

shy and unaware.  

 

Interview with health care provider at Mto wa Mbu Health centre. 

The provider reported to have increased rape cases compared to past two years 2013-

2014.The factors are associated with excessive alcohol taking, exchange of sexual 

partners, and polygamy. “This is a high-way area with many tourist and visitors doing 

business. The area has High prevalence of HIV/AIDS and other Sexual transmitted 

diseases,” provider commented. The provider suggested that there should be a good 

reporting system to enhance referral pathways and improve GBV services for survivors. 

 

(b) Focus Group Discussion with participants  

Participants were from different ethnic groups with mixed tribes, participants were 

asked on awareness of laws against GBV. One of the FGD participants said, “I have 

had the GBV perpetrator would get punishment of 30yrs in prison.” A lady of 35yrs 

who was raped by a man outside her home reported to the police while the perpetrator 

escaped the incidence.  From the discussion participant explained, “there is lack of 

support from authorities even though when we complain no action is taken rather they 

let the perpetrators go free because the law is not strict enough. (FGD participant, 

single mother 45yrs). 
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 (c) HIMS programme achievements and lessons learnt from the field 

In the verge to fight against FGM, HIMS used a negotiation strategy of talking with the 

circumcisers and TBAs and training them on effects of FGM/TBA practices. The 

outcome was amazing on how this strategy has contributed to reduction of FGM, 

deliveries at home, early marriages and forced marriages. The group comprised of the 

former ex circumcisers and TBAs who were trained on FGM effects and changed their 

practices.  The TBA were also trained on the importance of safe delivery and 

encouraged them to refer the women to the nearest health facility for delivery. 

 

Figure 4.8: Community dialogue session with the ex-circumcisers and TBAs 

 

 

 

 

 

 

 

 

 

 

Source field data  

Figure 4.8 Shows a community dialogue session with the ex-circumcisers and TBAs.  

 

The discussion was mainly on issues related to FGM and maternal deaths occurring 

during child delivery. There has been a positive change on reduction of maternal death 

since the inception of the group. The women have educated the other women in the 

community on effects of FGM, Safe delivery from the health facility and the 

importance of girl child education. The community has recorded positive results as the 

girls are being taken to school; there is a reduction of forced marriage cases and cases 

of FGM in the community. They now work as agents of change against FGM. 
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4.2.2 The GBV associated factors  

During the focus-group discussions participants were able to mention common types of 

gender based violence with associated factors which included; domestic or Intimate 

Partner Violence which was connected to polygamy and sexual violence. However, 

participants in female FGD mentioned that polygamy is still practiced in Maasai society 

and other rural areas as well. Such factors mentioned included the following: 

 Women’s lack of knowledge about law and their rights.  

 Low education levels of women and their partners/husbands. 

 Low household income and  

 Social cultural, poverty and ignorance make women more vulnerable and expose 

them to GBV risks such as polygamy dowry, female genital mutilation, early 

marriage and lack of autonomy and agencies to respond to GBV. 

 The structural levels and positions in communities are male dominated. 

 Excessive alcohol taking and smoking (drugs, bangi, Maurujuana, tobacco). 

 

They contended “in our culture the norms remain grounded in traditional society. 

Polygamy and forced marriages at young ages were the common factors associated 

with domestic violence.” 

Physical violence such as slapping, pushing, throwing things, kicking, beating, burning, 

chocking, dragging and threatening using a weapon such as knife or sharp instruments 

were most commonly in other societies as expressed by FGD with single mothers of 

Farijika Group who explained that “Most of our men used excessive physical force 

during sexual intercourse and forced to engage in sexually degrading acts. The use of 

physical muscularity and excessive alcohol causes conflicts and made us got separated 

and became single mothers.” 

 

During discussion they were able to mention some services known to them such as 

hospital, police station and community leaders where they can find help.  It was further 

noted that lack of awareness about where to go first after violence incidence because 

women fear of husband and family retribution or rejection, and stigma turning to 

providers for care as a barrier to seeking care.  
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Furthermore, women of particular age from community settings are not allowed to 

speak openly about their live experiences that may be socially stigmatizing among the 

groups such as old ages. 

 

4.2.3 Services provided by HIMS 

a) Microfinance credits 

During discussions the stakeholders mentioned that microfinance credits were among 

initiative strategies which enabled them to improve their economic and health status. 

When asked to comment upon services and things they would like to see changed in the 

programme they said, “More support in microfinance credits is needed to improve our 

living conditions such as loans with low interest rate.” The beneficiaries explained that 

“to some extent the programme succeeded to support individuals who were GBV and 

HIV survivors.” This was evidenced by Amani group Single mothers in Ngusero 

Sombetini Villages who expressed their appreciations to the HIMS programme. The 

group has 10 single mothers who joined together to fight against discrimination and 

GBV to single women and HIV/AIDS in their community. They own several individual 

projects like rearing cows, chicken, pigs, and hotel/club business. The programme 

assisted them to acquire knowledge on their rights, solving land issues, inheritance 

issues, education support, loans, and knowledge on organic farming, buying and selling 

shares. 
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Figure 4.9: Amani group project for income generation 

 

Source: Field data 

Figure 4.10: Chemi Chemi women group in their business with HMS director 

 

 

 

 

 

 

 

 

 

 

 

  Source: Field data 

 

HIMS also support entrepreneurs from Chemichemi and Farijika women groups. 

The group comprises 11 active members. They have individual income generating 

activities like making sandals, selling fruits, making soap, tailoring, selling snacks, 

chapati, selling clothes; dresses and employment. The organisation encourages them to 

start small businesses and start small groups’ loans to support each other and ensure the 
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group income grows. They have been trained on book keeping, on loans, buying 

utensils as a group and hiring them out during occasions and save the money as group 

funds. The organisation has also trained the group on team building and support for 

each other.  

 

b) Care support for disabled 

The programme has provided a house with two rooms  to rescue the GBV survivors  

and this was very positive observation  The Amani group has also helped in 

volunteering to help the needy; Naomi and Nengai who stay with Angelica one of the 

group members. 

 

Case 1 scenario: A case of a girl named Nengai  

Nengai is a 43-year old Maasai lady who was born with physical disability. She is the 

1
st
 born in a family of 9 children. She was the only child living with disability in the 

family. As it is always the case in the Maasai tradition, those living with disabilities are 

seen as outcasts, bring bad omen in the “BOMA”/family/household and this could be 

sufficient  reason for traditional dissociation. The birth of Nengai brought a lot of 

psychological torture to the entire family especially the mother. Her 70-year old mother 

experienced a lot of stigma and rejection or rather social isolation.  

 

Nengai was rejected in her patrilineal family and matrilineal family. Nengai was 

neglected thrown into the streets and she was raped and got infected with HIVs. Since 

her mother was very sick, Nengai had nobody to take care of and was under nourished 

staying in the hut alone the whole day without meals.  As we continued to research 

further, we were told by the neighbours that she has been locked inside in a very dirty 

room and having no fresh air and food. The paradox of her situation is that application 

of ARVs requires eating well but she did not get food. It therefore follows that her 

deteriorating condition could be not only the effect of HIV and AIDS but the use of 

ARVS minus food. HIMS works with vulnerable groups, Nengai falls within the range 

of our target. It is therefore for this reason that HIMS considered to take immediate 

measures to support Nengai.   The organisation under the Single mothers Amani group 

HIMs took her housed her and takes care of all her needs. Since she is HIV positive the 

organisation took her under the counseling programme and facilitated her initiation to 
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ARV. Since then the organisation has been funding her medication and her overall 

upkeep. 

Case scenario: 2: A case of Naomi 12 years 

Naomi is a totally crippled girl with cerebral plexus. She used to stay with her aunt who 

used to starve her with intentions of letting her starve to death.  She was kept by this 

aunt in a house with goats and sheep and was not given food or any attention. HIMs 

picked her when she was 12years old weighing 12kgs under severe malnutrition, took 

her for medication in Meru Regional hospital where she was admitted with no care 

from her relatives.  Through a lot of challenges from the aunt and the process of taking 

her as she was a minor, HIMS was able to take Naomi, house her with Nengai and up to 

date the organisation has been taking care of the two, doing monthly shopping, paying 

Angelica for taking care of them and providing the housing for them. 

Figure 4.11 HIMS director with disabled 

 

Source: Field data  

 

Photo 4.11 shows GBV victims (Nengai and Naomi) with Amani group members at the 

rescue house for female survivors supported by HIMS programme. 
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Case scenario: 3: Two Maasai girls aged between 15 and 16 years 

The Maasai ethnic group uses Esoto ngoma dance which is commonly used to initiate 

ritual, through this dance men look for their lovers and start paying dowry as agreement 

made by two families. Then girls are forced to get married contrary to their will. For 

example, during May 2015, HIMS programme in collaboration with NGO known as 

Embuan Development Organisation (EMBUDEO) located at Loliondo ward in 

Ngorongoro district rescued two pregnant Maasai girls with a history of forced 

marriage. These girls had never attended any school because of social-cultural issues 

around them. The two were forced to marry and dowry paid as part of family 

prestigious and earning source. After marriage they managed to escape from their 

families while pregnant and found a place where they could stay and access their basic 

needs.  

 

4.2.4 Strengths and challenges of programme 

Table 4.3: SWOT analysis for HIM organisation 

Strengths  

 Registered organisation 

 Organisation deals with three crosscutting 

components 

 Empowerment of vulnerable group and 

marginalised people 

 Voluntary organisation 

 Health services provided with qualified personal 

 Moral commitments 

 Ownership of physical address 

 Multi-disciplinary team 

 Availability of temporary rescue house 

Weakness 

 Lack of data base 

 Inflowing of constitution 

 Lack of operational plan and budget 

 Lack of strategic plan 

 Insufficient 

 Inadequate permanent human resources 

Opportunities 

 Good networking and partnership (civil  society, 

government, international bodies)  

 Presence of volunteers 

 Proposal write up 

 Existing of individual support 

 Newly existing partnership organisation 

Threats 

 Inadequate resources (non-human resource) 

like office, fund, computer and guide line 

for training and transportation facilities. 

 lack political commitments 

 

Source: HIMS programme 

 

Table 4.3 outlined programme strengths, weaknesses, opportunities and threats of the 

organisation. This indicated that although the there are many strengths observed and 

documented, there are several challenges observed by this evaluation which included: 
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There is no clear organisational structure which could provide a clear direction of 

organisation linkage to its goal. There are no resources including human resources to 

provide services, only volunteers who are temporarily workers. There are no working 

facilities such as computers where some data and reports can be stored for future use. 

No reliable office specific for programme and staff. The findings suggest that the 

programme has to concentrate on few objectives that could lead the organisation to 

have a clear strategic plan with short term operational plan to realise its objectives. 

Although the programme director through her initiatives is the only person to support 

and coordinate all programme activities, sustainability of the programme is still 

unknown and questionable. The findings suggest more initiative strategies to be 

advocated to partners, policy makers to secure funds for the programme. The efforts to 

secure funds could enable the organisation operations, hire, and recruit personnel to 

undertake programme activities effectively. 

 

4.5 Discussion of evaluation findings 

The evaluation found that on average the programme outcomes for the key 3 results 

areas are positive in the sense that the goals have been accomplished to some extent.  

The programme has done a lot to save human life with the positive signs as evidenced 

by participants’ testimonies/success stories for homeless supported individuals.  

(Rescuer house) “They counted that” without HIMS support they could not have 

managed to improve their entrepreneurial skills and do what they have done” Most 

beneficiaries requested for continued and expanded support where and if possible. 

 

The evaluation also reveals that the culture of marginalised communities has direct 

influence to their socio-economic status.  The need to create awareness is of paramount 

importance in a sense that GBV is still being practised in communities.  The effects 

have led women and girls to be the victims and lose their dignity as well as human 

rights. However, the findings indicate that some of strategies failed due lack of funds 

which could work better through the enhancement of community ownership over 

programme support activities. Although there was a lack of funds, to some extent the 

programme managed to achieve the two thematic areas which were gender 

empowerment. Overall programme performance indicates that generally there have 

been good improvements since its establishment in 2003.  The findings from baseline 
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survey showed there was an increase from 10% - 20% overall performance. The 

reasons for increase were enforcement of a gender, government health policy, increased 

awareness on human right and increased level of participation in the programmes a sign 

of positive achievement.  

 

The overall findings from programme evaluation  has revealed that there was increased 

awareness of trainer’s 31% beneficiaries 40% stakeholders 20% and staff 8.6% .This is 

also supported by evaluation conducted in Viet Nam (2009) which commended that 

“While increased awareness of health care providers in hospitals has been an important 

step in responding to GBV, a critical complementary step was establishment of the 

Women‘s Center for Counseling and Health care (WCCH), where the total number of 

women presenting to WCCH has increased dramatically in the last six years, from 108 

in 2003 to more than 380 per quarter in 2009; about 33% are for GBV issues. From the 

findings GBV issues were discussed, also trainers and staff from the programme who 

had been trained had opportunity to share with others. The findings suggest that for 

programme improvement there should be approaches to utilize national GBV protocols 

and guidelines. 

 

Also, findings on socio economic status indicated that overall household income has 

increased and health status has improved among marginalised population. Moreover, 

findings on programme performance have shown substantial contribution towards 

reduction of gender disparities among the communities.  This was supported by the 

increase in number of GBV victims who raise their voices towards gender violence 

prevention.  It has also contributed towards the increased opportunities for single 

woman to engage themselves into entrepreneurship activities, for example Amani, 

Chemichemi and Farijika groups as shown in photo 2 and 3. 

 

The programme evaluation revealed that the overall GBV awareness has increased 

among beneficiaries as evidenced through interviewee and participant observations. 

However, the lessons learnt from the programme evaluation are expected to be used in 

other subsequent interventions to assist the two programme make informed decisions, 

and formulate the policy and guidelines to father implementation.  In addition, these 

evaluation findings could be used as a reference document for further evaluation or 
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similar work.  The findings also could provide suggested indicators for improvement of   

benchmarks for funder support, implementers, beneficiaries and stakeholders. 

 

In the discussion with different stakeholders and beneficiaries, it was discerned that the 

knowledge and skills gained from the programme on human right, gender equality and 

entrepreneurship have empowered women groups.  Furthermore, findings revealed that 

there was limited extent of training and resources, but despite these facts GBV awareness 

increased among targeted group. However, the observations made from younger health care 

providers seem to be more sensitive and responsive to GBV issues.  

 

From discussion with groups of single mothers and parents there were able to express 

that the programme has changed their family lives “My children are in school from 

support of programme now I am able to pay school fees and other basic needs 

required.” These views indicate that the programme has enabled to improve their 

wellbeing. 

 

The statement above is supported by that of Hon President Barack Obama during his 

MDGs remarks in New York, September 22, 2010 which stated that; “We also know 

that countries are more likely to prosper when they tap the talents of all their people. 

And that’s why we’ re investing in health, education and rights of women and working 

to empower the next generation of women entrepreneurs and leaders , because when 

mothers and daughters have access to opportunity that’s when economies grow, that’s 

when Governance improves.” 

 

4.6 Evaluation dissemination plan 

The evaluation findings will be disseminated according to plan which will be used as a 

tool for planning, executing, implementation and monitoring programme activities. It is 

composed of a logical argument   and time frame to accomplish activities. 
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Table 4.4:  Dissemination Plan for the Evaluation Findings 

 

Source: Field data  

 

Table 4.4 shows how evaluation findings should be disseminated to different audience 

and means of communication. The dissemination of findings is essential to be known to 

all parties involved whereby these findings could assist the programme implementers 

and other stakeholders to plan ways to replicate and solve challenges identified. 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS AND IMPLICATIONS 

5.1 Introduction 

This chapter presents the summary, conclusion and Policy implications of the 

evaluation.  The summary shows key study findings.  The conclusion has been drawn 

from evaluation findings and recommendations to address the GBV problems. 

 

5.2 Summary  

The evaluation aimed to assess GBV services integrated to HIMS programme and their 

implications to promote gender equality in marginalised populations in Arusha district 

council in Arusha region. A mixed method was used whereby both quantitative and 

qualitative were used. From the findings, there were good lessons as described by 

participants during the interview. The programme has contributed positively to raising 

awareness of   beneficiaries and communities on the effects of Gender Based Violence. 

This has shown that the increased number of women who GBV are victims understand 

the human rights with empowerment to raise their voices towards prevention and 

response to GBV. The programme also contributed in increasing women’s 

opportunities to engage themselves in entrepreneurship and small scale business to 

overcome poverty. For example, the Farijika women group said, “We are better 

improving our economic status as we are able to use knowledge and practical skills to 

individual projects which enable our children to survive hence attending schools.” 

 

The evaluation explored socio-cultural and economic  related factors which influence 

gender  based violence  that include excessive alcohol taking among men and women in 

communities, increased dependant and orphans, divorce, polygamy, forced marriages at 

young ages and more men escape from their family responsibilities.  

 

Traditions and cultural issues are the mainly identified such as FGM for the Maasai 

communities as a common practice to make the family respected and increases prestige 

to the clan in a social arena. Furthermore, the assessment examined the economic 

factors that influence men’s involvement in GBV within the  context of income status 
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of an individual and occupation status as they contended that “ for circumcisers is a 

source of income  once the procedure is successfully done the families organise 

ceremonies and celebrations for indigenous groups” with perception that  unmutilated 

woman is dirty making  her desire for sexual act also to look for men“  As one of 

Maasai lady expressed  in Swahili anatembea na konokono inaleta ugonjwa wa  

kilawalawa na hamu ya kupenda ngono na wanaume.“ 

 

They further comment that HIV/AIDS is now on increased rate and killing our people ‘’ 

Ugonjwa wa waswahili .” Through probing some were able to mention factors which 

might be contributing to the problem such as polygamy, FGM, early marriages 

associated with culture thus favour men to have more than one partner, ignorance and 

poverty. 

 

The evaluation looked on services provided by HIMS whereby 57% participants said 

training was useful to support people with HIV/AIDS through counselling. Through the 

knowledge acquired enabled   women and their partners to make efforts in securing 

loans for constructing the modern houses, paying children’s school uniforms and fees 

thus livelihood improved.  

 

Although few staff showed a high level of awareness of GBV issues, regardless of 

gender, marital status, and prior GBV training, younger staff were more likely to 

recognise problems of GBV and violent behaviour against women. Overall, there is 

wide understanding of types and consequences of violence against women. Compared 

to baseline survey done in 2013, they were more likely to perceive the severity and 

health consequences of GBV.  Through women’s voice some agreed that incidence of 

GBV is increasing, and that the relationship between husband and wife is the critical 

factor. 

 

Since HIMS programme has no reliable source of funding; funds are sourced from the 

director and interested individuals’ personal income. This has led to a big challenge in 

the implementation of the organisation objectives and in addressing the health issues 

affecting the community. The needs in the community are devastating especially in the 

Maasai land where young primary school girls are looking for a refuge to run away 

from FGM, forced marriage and enjoy their life and education like any other children. 
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Evaluation recommended the need to increase GBV awareness to promote gender 

equality.  

 

5.3 Conclusions 

Generally the evaluation revealed that socio-cultural and poor economic status is the 

major influence of behaviour change. The GBV services are required to be integrated in 

other programmes, institutions and other sectors to promote gender equality. However, 

the good lessons can be shared while perceived barriers and hindering factors being 

mitigated or removed. The evaluation revealed the increased awareness among 

communities on GBV, entrepreneurship knowledge and skills.  

 

It was also urged that the programme is relevant to replicate and continue to support 

other vulnerable groups. This was also evidenced by beneficiaries and other participants 

who declared that they have benefited from HIMS through the support provided. 

Moreover, in literature there are some situations described with examples similarly to 

the situation where the evaluation was done. From discussions, groups expressed that 

the programme has changed their life compared before the programme. Generally, all 

participants acknowledged HIMS initiatives to secure a house to rescue the GBV 

survivors who are disabled and pregnant teenagers with provision of all basic need as 

necessities. Therefore, the programme has good reasons to share the lessons to other 

districts which need to be known by other NGO’s, Partners and Related ministries.  

 

5.4 Policy implications 

Factors leading the programme to successes were attributed to stakeholder’s 

participation in programme implementation commitment of HIMS director, team spirit, 

communication and feedback ways.  Furthermore, the approach used to provide support 

vulnerable, targeted groups with materials instead of cash money observed as factor 

played in programme success. However, the initiatives from other volunteers and good 

wishers have assisted to maintain the programme to-date. The lessons learnt in the 

communities were to continue sensitizing communities on the effects of GBV. 

Promoting gender equality and ending violence against women and girls require multi-

sectoral efforts to engage men and boys as partners and agents for behaviour change. 
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Although views could be that men are suspect and perpetrators of GBV, also they could 

be part of the solution. Similar findings were established by UNFPA strategic 

framework which stated that ‘’ Involving men and boys as partners and agents of 

change and as a vital campaign strategy has been clearly reiterated by the United 

Nations Secretary-General while inaugurating the UNITE to End Violence against 

Women Campaign in New York in February 2008.” 

 

Programmatic implications as from the findings if the programme could institute the 

following activities such as sensitisation on GBV among vulnerable groups, 

entrepreneurship knowledge and skills, empowerment on human rights and support of 

disabled could make the programme produce good outcomes. These achievements 

could be good lessons which could be adopted by other programmes. Also, the findings 

are expected to assist decisions makers in planning, promoting gender equality to 

reduce GBV among marginalised communities. If modalities to secure funds could not 

be enhanced the programme would not be sustainable in future. 

 

Figure 5.1: Proposed conceptual framework to prevent GBV. 
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The framework proposed 4 elements which could enable the programme implementers 

to monitor programme activities. 

5.5 Limitations 

There were limitations encountered during the study which include: There were no 

baseline indicators that could be obtained from the programme. This was overcome 

through site visits and report review. Difficult to reach in some programme areas due to 

geographical location was overcome by organised stakeholder’s meeting. There were 

language barriers to some interviewee whereby a Swahili translator was hired to assist 

during interviews 

5.6 Areas for further research /evaluation 

From the findings there is a need for further research in the other areas of programme 

where a big picture of the problem could be identified 

 

5.7 Evaluation recommendations 

The following are recommendations, the programme should: 

 Use GBV national guidelines and protocols to  increase knowledge and  awareness 

to more  population and those have not  been trained 

 Programme and partners should address potential GBV drivers with enforcement of 

laws and policies to empower communities. 

  Programme should have a strategic plan with M&E unit  

 Programme should ensure  beneficiaries and stakeholders  are involved in the 

process of design , planning , implementation and monitoring   

 

5.8 Communities and civil societies 

 Social mobilisation and sensitisation meetings to raise awareness on GBV and 

effects including impact. 

 Avail local by- laws to GBV Perpetrators to strictly punish them to end violence in 

societies. 
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 Local government to support NGOs and interested parties to support GBV 

prevention and response services. 

 Improved networking and communication within the individual, community and 

other programmes, institutions and GBV advocate use of media, newspapers, leaders 

and decision makers meetings. 
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APPENDICES 

 

ANNEX: 1: Arusha district map 
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ANNEX 2: Evaluation tools 

i. Structured questionnaire for programme staff 

Introduction 

This questionnaire is designed to elicit information on Gender Integrated programme and 

the way activities being implemented to prevent gender violence. Your answers and 

suggestions will be used to revise and update programme implementation plans and 

Guidelines.  

Please indicate the appropriate answer in the box provided 

1) Sex of participant 

1. Male  

2. Female  

2) Age group in years 

1. 20-25 years  

2. 26-30 years  

3. 31-35 years  

5. 36-40 years  

6. 41- 45 years  

7.46 -50 years 

8.51 <above 

3) Marital status 

1.Single 

2.Married 

3.Divorced 

4.Widowed 

5.Cohabit 
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4) Level of education 

1. Primary 

2. Secondary 

3. University 

3. 4. Others 

5) What is your position in this programme 

1. Manager/Administrator 

2. Coordinator 

3. Social worker 

4. Secretary 

5. Trainer 

6. Clinician 

7. Nurse 

8. Others specify----------------------------------------------- 

6) How long have you worked for the organisation/programme 

1. <1 year 

2. 2-4 years 

3. >5years 

 

7) What type of activities being performed by programme? 

1) 1.Training communities 

2) 2. Social support, HBC, entrepreneurship 

3) Health education  

4) Others specify------------------------------------------------- 

 

8) Are there operational plans or guidelines used by the programme? 

1. Yes 

2. No  

a) a)  If Yes   provide the list------------------------------------------------- 

b) If No state the reasons------------------------------------------- 

 

9) Who are partners involved in the programme? 

1. Hospital staff 

2. Community development members 

3. Social workers 

4. All,1,2,&3 

5. Others specify------ 
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10) How often does the programme staff supervise services 

1. Weekly  

2. Monthly 

 3. Quarterly 

4. Annually 

5. Others specify--------- 

 

11) Who is responsible for conducting supervision?  

1. Manager 

2. Coordinator 

3. Trainers 

4. All above 

5. Others specify---- 

 

12) Is there any scheduling calendar for supervisory visits? 

  1. Yes  

  2. No  

 

13) Are there supervisory tools used to assess service delivery by Gender programme? 

   1. Yes  

   2. No   

 

If no explain the reasons------------------------------------------ 

 

14) Is there any feedback report provided after supervision? 

      1. Yes    

      2. No   

 

15) What contributions the programme has made to improve your knowledge and skills in 

your work Performance?  

1. Training          

2. Seminars or workshop 

3. Internship 

4. Others mention---------------------------- 
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16) How do you rank performance of this programme? 

1. Excellent   

2. Good        

3. Satisfactory 

4. Poor           

 

17) What challenges does the programme encountered during the implementation 

process?  

 Please mention………………………………………………………………  

 

18) What solutions the programme have made to improve the situation? 

  Please explain…….................................................................................................... 

 

19) In your opinion and experience in this position suggest alternative strategies that 

can help to improve future implementation of 

programme?............................................................................................................. 

 

20) Do you have any questions?............................................................................ 

“THANK YOU FOR YOUR COOPERATION” 
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 ii: Guide for key informant interviews – stakeholders and beneficiaries 

Title: _________________________________________________________________ 

Introduction 

1. Introduce Investigator and team (who you are and the organisation) 

2. Explain the purpose of the visit: “We want to understand issues of gender violence 

response and prevention in your community. We will be doing similar interviews with 

different groups.” 

3. Explain how all answers will be treated confidentially: “We will treat all answers with 

respect and will not share theme except as general answers combined from all people 

who talk to us. We will not give names of individuals, to make you feel comfortable 

talking with us. Participation in the discussions is completely voluntary and you do not 

have to answer any questions that you do not want to answer.” 

4. Ask members whether they are willing to participate in the interviews. 

Questions 

1. What do you understand on gender violence? Which forms of gender violence do you 

know? (PROBE)   

2. Which of these cases do you think occur in your area? How frequent do they occur? 

3. What are the causes for gender violence? 

4. How does the programme support the gender violence prevention? (PROBE) 

5. What type of gender prevention services does the programme offer to this society? Who 

is involved? 

6. What type of training the programme has offered to you? (PROBE)When and where did 

you receive the training? 

7. Where do GBV cases report soon after the offence has happened? (PROBE)What actions 

taken for the cases? 

8. What are the effects that gender violence has to?  

a) The survivors and their families, 

b) The offenders and their families,  

c) The community,  
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d) The governmental bodies? 

9. Are there challenges with the programme services encountered? (PROBE) 

10. What can the programme do better to improve services on gender violence prevention 

within your district and the country? Which improvements could be made? What has to 

be changed? (PROBE) 

 

Thank you for taking time to answer the questions 
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iii. Interview guide for health providers 

Title: __________________________________________________________________ 

Health facility: ________________________________________________________ 

Introduction 

1. Introduce Investigator and team (who you are and the organisation) 

2. Explain the purpose of the visit: “We want to understand issues of gender violence 

response and prevention in your community. We will be doing similar interviews with 

different groups.” 

3. Explain how all answers will be treated confidentially: “We will treat all answers with 

respect and will not share them except as general answers combined from all people who 

talk to us. We will not give names of individuals, to make you feel comfortable talking 

with us. Participation in the discussions is completely voluntary and you do not have to 

answer any questions that you do not want to answer.” 

4. Ask members whether they are willing to participate in the interviews. 

 

 Names---------------------- Signature of interviewee ----------------------------- 

 

Questions 

1. What types of violence prevention services do you offer in this clinic? 

2. Which forms of gender violence do you know? (PROBE) 

3. Do you receive patients complaining of violence? If yes, what nature are the cases you 

receive? 

4. On average, how many cases do you receive a year? Has there been a change over in the 

past 2 years? If yes, can you give an explanation of the causes of the increase or decrease? 

5. Do these patients come soon after they have been offended or not? If not, what do you 

think are the causes in delays of reporting? 

6. What do you do when such patients come to you? What are the steps you take? 

7. What type of training does the programme has offered to you? (PROBE) 

8What kind of additional training is required? (PROBE) 
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9. Are you the first person survivors turn to? If yes, which steps do you take and whom do 

you recommend them to report to next? If not, whom have they been reporting to first? 

10. Do you have enough personnel to handle such cases?  

11. In your opinion, how are cases of gender violence commonly handled within the 

community if the survivors are not reporting to you? 

12. Who should be the key players in collecting evidence and handling cases of gender 

violence? 

13. How can the processes be improved? (PROBE) 

 

 

Thank you for taking time to answer the questions 
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iv: Guide for focus group discussions – community members female or male only 

Location: ______________________________________________________ 

Date: _________________________________________________________ 

Time discussion started: _________________ time ended: ______________ 

Participants total: _____________ women: __________ men: ____________ 

Introduction 

1. Introduce facilitators (who you are and the organisation). 

2. Introduction community members. 

3. Explain the purpose of the visit: “We want to understand issues of gender violence 

response and prevention in your community. We will be doing similar interviews with 

different groups.” 

4. Explain how all answers will be treated confidentially: “We will treat all answers with 

respect and will not share them except as general answers combined from all people 

who talk to us. We will not give names of individuals, to make you feel comfortable 

talking with us. Participation in the discussions is completely voluntary and you do not 

have to answer any questions that you do not want to answer.” 

Ask community members whether they are willing to participate in the group 

interviews. 

Discussion questions 

1. What type of services does the programme provide on gender violence prevention? 

2. What problems have women and men experienced regarding gender violence in your 

community? (PROBE) Examples list and rank together. 

3. What do you understand on gender violence? 

4. When and where does gender violence occur? (PROBE) 

5. Who are the perpetrators? What happens to the perpetrators? 

6. What are the problems that the women and girls face after the attacks? (PROBE 

physical, social, psychological, problems) 

7. How do survivors and offenders of gender violence cope after the attack? 
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8. How do community members respond when gender violence occurs? What is done to 

prevent violence? What is done to help survivors? How could these efforts be 

improved? Do support networks exist within the communities? 

9. What social and legal services exist to help address these problems? (PROBE health, 

police, legal counselling) Who provides these services? How could these efforts be 

improved? How accessible are they? 

10. Has the problem of gender violence gotten worse, better, or remained the same over the 

last 2 years?  PROBE to find out the reasons why they think the changes occurred 

    Closing 

1. Thank people for their time and ideas and express how helpful it has been to the 

facilitators. 

2. Explain the next steps: “we will look at all information and will make a report on the 

findings which will be disseminated among representatives of the community who will 

then pass it on to you. 

 


