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“Kila kitu kina mama, dawa yake na salama” 

Every creature has its mother, its medicine, and its peace 

-Kiswahili Proverb 
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ABSTRACT 

This research examines the fidelity of the Care Group intervention in promoting 

life-saving water, sanitation, and hygiene (WASH) behaviors among pregnant and 

lactating women in Kibera, Kenya. The program evaluation utilized the appreciative 

inquiry approach to evaluate how the women perceive their respective Care Group 

experiences, while the FOAM framework was conducted to examine the underlying 

behavioral determinants to sanitation change among the women. Field data were 

collected through administration of 75 appreciative inquiry questionnaires, 209 survey 

interviews, and 1 focus group. These methodologies were employed to 1) evaluate the 

utility of the Care Groups in providing an enabling environment promoting health 

knowledge and practice, and 2) analyze the underlying determinants to sanitation 

behavior change that hinder or catalyze the mothers’ ability to practice the WASH 

curriculum. Key findings illustrate that the Care Group model is effective in empowering 

and motivating women to provide healthcare to their families, environmental 

determinants foster the value of WASH education among mothers, and that mothers 

would like the opportunity to access more WASH meetings within their Care Groups. 
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INTRODUCTION 

“Furaha ya mtoto aijua mzazi” 

It is the parent who knows the child’s joy 

 

Working in collaboration with a community-based non-profit organization, 

Carolina for Kibera (CFK), this research focuses on investigating the efficacy of health 

programs operating in resource-poor areas to promote life-saving WASH behaviors 

among pregnant and lactating mothers. This was achieved through conducting an 

evaluation of CFK’s Care Group intervention, where I was employed to analyze how the 

program facilitates an enabling environment to learn WASH information, as well as to 

investigate the underlying determinants to sanitation behavior change hindering or 

catalyzing the mothers’ ability to practice the program’s curriculum. It is therefore the 

aim of this practicum to contribute to the increased fidelity of the Care Group program, 

resulting in the reduction of diarrheal disease in children under the age of five 

throughout the settlement of Kibera.  

 In order to better understand the full scope of this research and the issues 

relating to WASH throughout the settlement, key contextual background information on 

Kibera is also presented. The environmental framework through which Care Group 

members access their WASH information is analysed through discussions of the 

settlement’s history, legal framework, and issues relating to water governance, while 

the organizational structure of CFK and its Care Group program is also included. The 
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relevance of this research within the greater development framework is further 

elaborated upon through a comprehensive literature review on waterborne illness and 

WASH initiatives in the Global South. 

Following this analyses, this report presents the problem statement and 

practicum objectives. An in-depth discussion on the design and implementation of all 

methodologies is also employed, followed by the data analysis, conclusion remarks, and 

program recommendations. It is intended that this report will contribute to increasing 

the impact and scalability of the Care Group intervention, as well as contribute to the 

global discourse on innovative water and sanitation programs.   

 

I. HOST ORGANIZATION: CAROLINA FOR KIBERA 

“Pendo la mwana liwa miguuni kwa nina” 

The love of a child is on the lap of the mother 

 

1.1 ORGANIZATION AND VISION  

The evaluation was conducted in partnership with Carolina for a Kibera, an 

international 501(c)(3) non-profit organization established in 2001 by founder and ex-

marine Rye Barcott. The organization operates both on the ground in Kibera and at the 

University of North Carolina at Chapel Hill through the university’s Center for Global 

Initiatives. CFK’s mission is to “develop local leaders, catalyse positive change and 

alleviate poverty in the Kibera slum of Nairobi”, and operates with the core belief that 
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“Living in a slum does not define a person’s character or capacity for success. Slums are 

unsafe and dirty; the people who live there are not” (Carolina for Kibera, 2016).  

          The organization utilizes a three-pronged approach – health, social, and economic 

– to strategize and operate a number programs in Kibera, including Daughters United, 

Care Groups, education programs, and WASH community-outreach activities. The 

organization does not focus on one single issue, as “Kibera is not a single-issue place” 

(CFK Approach, 2015, p.1). Each of these programs has been designed to achieve the 

idea of cascading leadership, where, after a program is established, community leaders 

assume full responsibility and leadership over the activities. CFK approaches all projects 

with the aim to work collaboratively to offer opportunity, not charity. This ensures the 

sustainability of community projects by the community members themselves. Although 

a small organization, CFK reaches more than 55,000 Kibera residents each year, either 

through direct community activities, scholarships, or construction of public clinics, by 

working through a vast network of local and international partnerships, including 

international non-governmental organizations (NGOs), Kenya government officials, 

community health workers (CHWs), local gatekeepers, and school officials.  
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II. GEOGRAPHIC BACKGROUND 

“Ucheshi wa mtoto ni anga la nyumba” 

The laughter of a child is the light of a house 

 

2.I KENYA 

 Straddling the Indian Ocean coast in East 

Africa, Kenya sits on the equator bordered by the 

countries of Somalia, Ethiopia, South Sudan, Uganda, 

and Tanzania. The geography of the country consists 

of plateaus, low rising plains, highlands, mountains, 

and the famous Great Rift valley. Of Kenya’s total 

224,960 square miles, over 5,000 square miles are 

from water reserves, especially within the Rift Valley. 

These lakes include Lake Naivasha, Lake Bogoria, Lake 

Victoria, Lake Baringo, Lake Turkana, and Lake Nakuru, placing Kenya within the Great 

Lakes region of Africa (Kenya, 2005, p. 1). 

The latest census estimated the total population of Kenya to be ~46 million 

people, with 43% of all Kenyans estimated to be below the age of 15, and the median 

age of the nation’s citizens to be 19.5 years old. The nation’s legacy of rich cultural 

heritage is exhibited through its representation of over 40 distinct tribes, ranging in size 

from the 7 million Kikuyu people to the 500 El Molo (Kenya Demographics Profile, 2016).  

Figure 1: Map of Kenya  
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Although 75% of Kenyans rely on agriculture to make a living, only a small portion, 

approximately 20%, of the total land area is suitable for farming due to the arid or 

semiarid nature of much of the soil in the country (Gow, 1995, p. 7). 

According to the 2016 African Economic Outlook Report, “Kenya is set to 

experience rapid urbanization in the foreseeable future” (African Economic Outlook 

Report, 2016, p. 24.) The African Development Bank projects the real GDP to reach 6.5% 

in 2017, as increased rainfall continues to enhance agricultural production, international 

oil prices remain low, improved security measures have boosted tourism, and the Kenya 

shilling remains strong. As the economy strengthens, so does the ability for 

metropolitan areas like Nairobi to provide better opportunities and service deliveries 

compared to their rural counterparts. The influx of peoples migrating from rural to 

urban centres is expected to quadruple by 2045, and the World Bank projects that the  

country will reach a “spatial tipping point” by 2033 as more than half of the population 

is expected to be living in urban areas (African Economic Outlook Report, 2016, p. 36). 

Figure 2: Projected Proportion of Kenya’s Rural Urban Population (Fenger, 2011) 
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Implications for Kenya’s urbanization process strongly affects the 

characterization of housing around metropolitan centres. The inability of poor and low-

income families who have migrated from rural areas to access land or housing in the 

formal sector has resulted in population explosions in informal settlements throughout 

the country. In many of these settlements, residents do not own any legal titles to the 

land they live on, and are viewed by the government as squatters. Because of this non-

legal status, services and infrastructure are largely absent and human rights, such as 

access to clean water, are overlooked (Kenya Economic Outlook, 2016).  

2.2 KIBERA 

During the British colonial period in Kenya, the Uganda Railway Line was founded 

in 1899. Its construction resulted in the founding of the city of Nairobi where the railway 

headquarters and colonial offices were subsequently placed. Nairobi was intended to be 

a home for migrant workers 

and colonialists, the former of 

which were granted short-

term indentured labor 

contracts to work on the 

railway and fill low-level 

administrative positions 

(Furedi, 1973, p. 275-290).  

During the period of 

1900-1940, British colonists passed the 1922 Vagrancy Act -- a piece of legislature 

Figure 3: Kibera Borders 
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created to limit the movement of the indentured laborers and Kenyan natives through 

arrests, evictions, and spatial segregation (Clayton, 1975). Africans were forced to live in 

“Native Reserves” on the outskirts of Nairobi, where they were granted permits to live 

in selected areas according to their native ethnic groups.  

Kibera’s history is rooted 

in one of these such “Native 

Reserves” when, in 1912, 

Nubian soldiers who had fought 

for the British imperialists were 

granted temporary rights to 

settle on the then-densely 

forested plot of land (Mitullah, 1998, p. 191). 

The British were largely uninterested in granting permanent residency and upkeeping 

the settlement, and after independence, it became clear that the new Kenyan 

government also had no intention of granting land rights to the Nubians. Instead, it was 

declared in 1969 that the state owns the land, and all residents are merely temporary 

squatters. Following independence in 1964, rural-urban migration to Nairobi exploded 

as Kenyans felt greater incentives to move to metropolitan cities (Ekdale, 2011, p. 6-11). 

Over half of the estimated 4 million people living in Kenya’s capital are crammed 

into informal settlements buttressing the metropolitan. Kibera, widely  

recognized to be the world’s second largest slum, hosts approximately 500,000 -1.5 

million people living on a plot of land the size of New York’s Central Park. The inability to 

Figure 4: Kibera Settlement 
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track the precise population stems from the transient nature of people migrating in and 

out of Kibera (The Unseen Majority, 2009). 

Presently, the community is divided into 13 villages, although their distinct 

borders are hard to trace (figure 3). Housing in the informal settlement is extremely 

congested, with most residences standing 12 x 12ft and built of corrugated tin roofs and 

dirt floors, holding up to eight or more tenants. Kibera provides a significant amount of 

cheap labour to neighboring urban Nairobi, but despite this economic importance, few 

public services, including water delivery, waste management, and electricity, are 

distributed throughout the settlement. Most residents lack land tenure, and inadequate 

water supply and sanitation services pose serious environmental challenges (Ekdale, 

2011, p. 13-16). 

 

III. THE ISSUE: WATER, SANITATION, AND HYGIENE 

“Kuzaliwa kumoja, Maisha mengi” 

People are born in the same way, but their lives may be different 

 

3.1 WASH IN THE GLOBAL SOUTH  

“The General Assembly…recognizes the right to safe and clean drinking water and 

sanitation as a human right that is essential for the full enjoyment of life and all human 

rights.” 
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The explicit recognition of the human right to clean water and sanitation was 

formally adopted by the United Nations General Assembly in 2010 through Resolution 

A/RES/64/292 (Resolution 64/292, 2010, p. 1-3). On the heels of the 2015 Millennium 

Development Goals deadline, this resolution was implemented to address the 

staggering rates of morbidity and mortality caused from water, sanitation, and hygiene 

(WASH)-related diseases, which are estimated to contribute to 10% of the total global 

burden of disease (Pruss-Ustin et. al., 2008, p.7). 

 

Although extremely preventable and treatable, waterborne illnesses such as 

diarrheal disease persist as global killers. Diarrhea has been defined by the World Health  

 

Figure 5: Distribution of Cause Specific Deaths in 

Children Under 5 (based on data from Wardlaw et. al., 

2010, p. 5) 

Figure 6: Regional Distribution of Deaths Caused by 

Diarrhea (based on data from Wardlaw et. al., 2010, p. 

6) 
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Organization as “the passage of three or more loose or liquid stools per day”, or passing 

more than normal for an individual (Diarrheal Disease, 2013). This illness is a symptom 

of an intestinal tract infection caused by ingestion of bacterial, parasitic or viral 

organisms, often from fecal-oral transmission. As Jamison et. al. cites, the infection 

spreads through contaminated food and water or through person-person contact, 

resulting in 1.7 billion diarrhea cases each year (Jamison et. al., 2006, p. 415). 

Unequipped with the immunological resources to prevent and fight the illness, diarrheal 

disease persists as the second leading killer of children under the age of five, accounting 

for the deaths of more than 2,000 children each day (figure 5) and 800,000 annually 

(Wardlaw et. al., 2010, p.5). In addition to causing mortality, diarrhea is also the leading 

cause of malnutrition in children.  

Contributing to this global burden of waterborne illness are issues relating to the 

access and availability of improved water, sanitation, and hygiene resources, specifically 

in the global South, where it is estimated that 80% of the total diarrhea mortality occurs 

in Southeast Asia and Africa alone (figure 6). As stated by the WHO/UNICEF Joint 

Monitoring Programme (JMP), the difference between improved and unimproved 

sources is classified as whether or not, “through nature of its construction or through 

active intervention”, outside fecal contamination is separated from human contact 

(Refining the Definitions, 2015). (For example, flush toilets are considered an improved 

source, while open defecation sites are unimproved sources.) 
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While 2.6 billion people are estimated to have gained access to improved 

drinking sources since 1990, 663 million people worldwide continue to lack access to 

clean drinking water, with the majority of this population living in Sub-Saharan Africa 

(figure 7). 

A 2015 JMP report estimated that 2.4 billion people worldwide lack access to 

improved sanitation facilities, such as flush toilets or ventilated improved pit (VIP) 

latrines, further compounding the risk factors of waterborne illnesses such as diarrheal 

disease. Resulting from a combination of increased population growth and slow 

development progress, less than 17% of the population of sub-Saharan Africa has gained 

access to basic sanitation facilities since 1990, resulting in the increase of the practice of 

open defecation in this region. In terms of hygiene behaviors, available data from 38 

Sub-Saharan African countries report that the total population practicing handwashing 

“is at best 50%” (Key Facts from JMP Report, 2015). 
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3.2 WASH AND WATER GOVERNANCE IN 

KENYA  

 The CIA World Fact Book reports that 

as of 2015, 82% of the urban population of 

Kenya has access to an improved drinking 

water source, while only 57% of the rural 

population is able to access clean water. In 

terms of sanitation facility access, only 30% of 

the entire population of Kenya has access 

to improved sanitation facilities. It is 

further reported that the country’s degree of risk of major infectious diseases is “very 

high”, with bacterial and protozoal diarrheal topping the list of food and waterborne 

diseases. As the figure illustrates, ¾ of the global child deaths due to diarrheal disease 

occur in just 15 countries, with Kenya topping that chart at number 10 (Wardlaw et. al., 

2010, p. 15) 

 Kenya’s water governance is plagued with a history of weak institutional 

arrangements, as its provision of water throughout the country is consistently 

characterized by low coverage, unreliability, corruption, and maintenance neglect. The 

failures of the state to provide this basic human right disproportionately affect the rural 

and urban poor, where in the latter population it is estimated that 40% of the 

Figure 8: National Distribution of Annual Child Deaths Due 
to Diarrhea (Wardlaw et. al., 2010, p. 15) 
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population of Nairobi does not receive a 24-hour supply of household water 

(Brocklehurst, 2005, p. 1-7). Over 50% of water distributed into the capital from the 

Nairobi Water Utility company is defined as “unaccounted-for” due to physical leakages, 

water theft, and failures to bill (p. 8). This weak institution further compounds the cases 

of illegal water connections, where it is reported that only about 42% of the total 

households in Nairobi obtain their water legally. Urban poor, including Kiberans, largely 

rely on illegal connections, high-priced private kiosks, or physical collection from the 

Nairobi River (p. 9).  

 

3.3 WASH AND WATER GOVERNANCE IN KIBERA  

Diarrheal disease persists as a leading killer of children under the age of five in 

Kibera, second only to upper respiratory infection. The United Nations Economic and 

Social Council (UN-ECOSOC) found that 24% of all households in Kibera have year-round 

access to piped water, forcing households to utilize rain catchments, or access their 

household water from the polluted Nairobi River. This latter form of water access is 

considered to contribute heavily to the burden of waterborne illness in Kibera, as most 

of the informal sewers in Kibera are “dug so shallow that when it rains they fill up and 

overflow into Nairobi River” (Mercy, 2008, p. 9). 

A 2008 report on Sanitation and Hygiene in Kibera Slums argues that “the water 

catastrophe” in Kibera is more so a crisis of governance, rather than a crisis of water 

scarcity (Mercy, 2008, p. 16). Weak policies and poor water management have resulted 

in the virtual absence of water, sanitation, and hygiene services for residents of Kibera, 
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as it is estimated that only 25 km of piped water networks exist throughout the entire 

settlement. The Water and Sanitation Program (WSP) cites several reasons for this 

inequitable distribution in Kibera: weak institutional capacity of Nairobi Water Utility, 

reluctance of the company to produce water into the settlement due to the fear that 

much of it will be stolen, low payment rates by kiosk operators, and the provisional bias 

of public services to more affluent areas “where both political influence and revenue 

collection are greater” (Brocklehurst, 2005, p. 8).  

Although access to clean water and sanitation facilities are limited throughout 

Kibera, the promotion of simple, cost-effective WASH behaviors can greatly reduce the 

burden of waterborne illness, especially among children. It is estimated that 

handwashing with soap before food preparation, before consumption, after defecating, 

and after disposal of children’s feces can greatly reduce the incidence of diarrhea by 42-

47% (Curtis et. al., 2003, p. 275). Through their Care Group intervention, CFK targets 

expecting mothers to promote critical handwashing moments during pregnancy and 

within the first 28 days of their baby’s lives. It is during the early stages of fetal and child 

development that children are extremely vulnerable to “adverse and chronic effects of 

intestinal diseases” caused by poor sanitation and hygiene practices (Spears, 2013).  
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IV. THE CARE GROUP MODEL 

“Mama kwa mwanawe, mtoto kwa mamaye” 

A mother is for her child, the child is for its mother 

 

4.I MISSION 

Data estimate approximately 130 million live births occur worldwide each year. 

Four million of these babies die within their first weeks of life, half of which die within 

the first 24 hours after birth (You et. al., 2015, p. 2276). According to the World Health 

Organization (WHO), 4.5 million under-five deaths occurred within the first year of life in 

2015, accounting for 75% of all under-five deaths. WHO further cites the African region 

as having the highest risk of a child dying before completing the first year of life, where 

55 out of 1000 live births die in the first year. This is five times higher than the European 

region, where only approximately 10 out of every 1000 live births do not complete their 

first year of life. In terms of maternal health, 500,000 women worldwide die each year 

due to pregnancy complications. Approximately 90% of these maternal and under-five 

deaths are concentrated in developing countries, including Kenya. (p. 2279). Global 

health professionals agree that nearly 6 million women and children can be saved each 

year through low-cost, community-based interventions.  

Formed by the World Relief organization and further established by Food for the 

Hungry, the Care Group model was created by international organizations in response to 

these high rates of maternal and child mortality in the global South. Further global 
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drivers for its adoption in over 20 countries, including its implementation in Kibera, 

include the Millennium Development Goals and the Sustainable Development Goals, 

which promote the ideal of good health and wellbeing for all. 

Adopted into their strategic plan in 2014, CFK operates the Care Group model as 

a free community health intervention targeting several maternal and child health issues 

plaguing Kibera. In addition to providing modules on family planning, exclusive 

breastfeeding, antenatal care, and vaccinations, this intervention also focuses on the 

promotion of WASH education to address the high rates of waterborne morbidity and 

mortality throughout Kibera. The WASH curriculum distributed through the Care Groups 

include the topics of critical handwashing moments, causes/prevention/treatment of 

diarrheal disease, disposal of feces, and water treatment.  

4.2 ORGANIZATION 

 The Care Group Model, as illustrated below, is a community mobilization network 

which incorporates various levels of organization and instruction. Each structural layer 

of the Care Group oversees the next layer, creating a multiplying effect. Traditionally, 

the intervention integrates community health workers (CHWs) to train local women and 

former traditional birth attendants (TBAs) to become Care Group Promoters, who are 

then tasked with the responsibility of recruiting 10-15 neighborhood women to become 

members of the intervention. This traditional Care Group model structure includes a tier 

of Supervisors, who act as mediators between the intervention’s coordinators and the 

Promoters. The CFK model, however, has chosen to eliminate this operational level and 

instead utilizes CFK’s Head of Department (HOD) of Health Services, Mark Muasa, to 



PAGE 24 

 

provide oversight to the other levels within the model. Further, the Promoters act as 

Supervisors for the levels below them. The elimination of this “middle man” was in 

response to the amount of resources, both human and physical, available to CFK, and 

has proven to be an effective strategy.  

Despite only being in operation since 2014, CFK’s Care Groups currently reach an 

estimated 500 Kibera women. Meetings are held by Promoters 2-4 times a month, and 

usually take place within the homes of the Promoters themselves to save on venue 

costs. The sessions last from 1-2 hours and facilitate maternal and child health 

curriculum adopted from the Core Group manual, which was created by several NGOs 

including the US Agency for International Development (USAID) and World Relief (WR).  

 

 

 

 

V. PROBLEM STATEMENT AND OBJECTIVES  

 

 

 

 

Figure 9: Traditional Care Group Structure (Perry et. al., 2015, 
p. 2) 
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VI. PROBLEM STATEMENT AND OBJECTIVES 

“Mtoto katika nyumba chechemi ya furaha” 

A child at home is a fountain of joy 

 

5.1 PRACTICUM OBJECTIVES  

 My work this summer evaluating Kibera’s Care Group intervention was 

conducted in response to Mark Muasa’s concern for intervention fidelity in terms of 

facilitating WASH knowledge and behavior education, as a recent program evaluation 

conducted by Curamericas and the Ronald McDonald House Charities revealed several 

WASH knowledge-behavior gaps among the mothers. I was therefore tasked with the 

responsibility of working with CFK to understand ways we could foster the capacity of 

the Care Groups to better educate mothers on the importance of practicing life-saving 

sanitation and hygiene behaviors. To achieve this goal, the following two research 

objectives were designed:   

Objective 1: Contribute to increasing the effectiveness of the Care Groups in facilitating 

WASH curriculum through analysis of the underlying behavioral determinants to 

sanitation behavior change  

 One of the concerns shared with me regarding the WASH curriculum promoted 

through the Care Groups is the applicability of its lessons within the women’s day-to-day 

lives. For example, women are educated on critical handwashing moments which are to 

be performed with running water and soap. Without access to either or both of these 
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resources, this activity which is taught within the curriculum cannot be performed. It is 

therefore the goal of this objective to evaluate the women’s underlying behavioral 

determinants to sanitation behavior change that hinder or catalyze the practice of the 

Care Group curriculum.  

Objective 2: Evaluate the utility of the Care Groups in providing an enabling environment 

promoting health knowledge and practice 

 CFK’s commitment to providing an enabling environment for women to learn 

life-saving maternal and child healthcare information was outlined to me by Yunus 

Mohammad, the organization’s community outreach officer. Care Group meetings are 

designed to create a comfortable, welcoming environment empowering its members to 

become healthcare leaders within their own households. Education lies at the 

foundation of the intervention, and it is the intent of CFK to promote a robust and 

holistic health curriculum that fits the needs of the women it serves. This objective was 

therefore designed to examine the environment of the meetings themselves, as well as 

evaluate the members’ knowledge on key maternal and child healthcare information to 

inform on any knowledge gaps that need to be addressed within the curriculum.  

5.2 CONTEXTUAL/CONCEPTUAL FRAMEWORK 

The conceptual/contextual framework developed for my field practicum (figure 

10) graphically depicts the social, political, and economic structures, relationships, and 

intended outcomes of my research in Kibera. To adequately evaluate the effectiveness 

of CFK’s Care Groups in terms of WASH knowledge and behavior, the overall picture of 
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the environment in which these groups operate must also be understood. The 

framework has therefore been divided into the environmental, group, and individual 

layers to better navigate the complexities of Kibera and to understand how these 

different dimensions affect WASH behavior among Care Group mothers.  

        The environment includes the political, economic, and social structures 

encompassing Kibera society, and how these disciplines affect the healthcare delivery 

systems, or absence thereof. Effective and continual M&E of these layers is vital to 

understand the continual and complex flux of the informal settlement in order to adapt 

the planning and implementation of the Care Groups accordingly. This element of the 

framework was carried out primarily through literature reviews and in-field 

ethnographic observations.  

         The second structure to consider is at the group level, which sets out to understand 

the organizational and operational components of the Care Groups. This aspect was 

primarily conducted through an investigation of the enabling environment promoting 

WASH knowledge and behavior, and is key to understanding the strengths and 

weaknesses of the communication strategy utilized by the Care Groups.  

         The final structure considered within the practicum framework was at the 

individual level, and investigated the underlying behavioral determinants to sanitation 

change among the Care Group mothers. What norms, social support systems, attitudes, 

and beliefs govern the women’s perception of WASH in Kibera, and how do these 

determinants catalyse or hinder the opportunity, ability, and motivation to practice 

these life-saving behaviors promoted within the Care Group model? For this area of the 
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evaluation, the FOAM framework was primarily utilized, and will be elaborated upon 

during discussion on evaluation methodologies. 

         The entirety of the conceptual/contextual framework is encompassed in the 

ongoing activity of M&E, which is vital for CFK to understand how and why different 

institutional levels of the environment, the group, and the individual interact with one 

another and ultimately affect the efficacy of the Care Group intervention to promote 

WASH. 
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VII. EVALUATION METHODOLOGY 

“Mzazi hakati tamaa” 

A parent never gives up 

 

6.1 FOAM FRAMEWORK 

 FOAM (focus on opportunity, ability, and motivation) is a conceptual framework 

designed “to help in the development, monitoring, and evaluation of handwashing 

behavior change programs” (WSP). The framework was designed in 2007 by WSP’s 

Global Scaling Up Handwashing Project to understand the low rate of hand hygiene 

practices reported across the globe. A study in Kenya found that while 71% of 

participants understood the importance of handwashing following defecation, only 31% 

actually performed the behavior. FOAM therefore provides researchers and program 

coordinators an understanding of the behavioral determinates resulting in these 

knowledge-behavior gaps, promoting the ability of interventions to generate sustainable 

increases in hygiene behaviors (Coombes et. al., 2010, p. 6-12).  

 Figure 11: FOAM Framework 
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 The FOAM framework presents four main categorical variables influencing 

individual choices to perform WASH behaviors: opportunity, ability, and motivation. The 

determinant of opportunity sets out to investigate whether or not a person is equipped 

with the resources to perform a behavior through analysis of availability/accessibility, 

product attributes, and social norms. Because this research into the Care Groups 

included a broad analysis of topics other than just hand hygiene, the variable of product 

attributes was eliminated. The opportunity determinants were revealed through 

investigation of the following questions: What sanitation and hygiene social norms exist 

in the mother’s lives? And are sanitation and hygiene products/ services available and 

accessible to the Care Group members? 

 The two ability determinants in FOAM are knowledge and social support. For this 

part of the analysis, indicators were designed to answer the following questions: What 

knowledge resources exist promoting WASH knowledge and practice? And How do 

family member, friends, neighbors, and other social support systems effect the 

sanitation and hygiene practices of group members? 

 The final categorical variable in FOAM is motivation, and seeks to understand the 

attitude and beliefs, expectations, intentions, and threats towards performing hygiene 

behaviors. It was through this analysis that indicators were framed to understand 

members’ attitudes and belief towards WASH in Kibera, their perceived expected 

outcomes to practicing these behaviors, and why or why not they intended to do so. 

 Figure 12 below illustrates these indicators which were employed within the 

survey and focus group to perform the FOAM evaluation with the Care Groups.  
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FOAM Determinant Indicator 

 
 
 
 
 

Opportunity 

Availability of soap and water 

Type of toilet facility used 

Main source of household drinking water 

Availability of year-round household water 

Resources used to wash hands 

Water treatment methods 

Presence of special place to put soap 

Care Group WASH meeting availability  

Main means of defecation for children 0-59 months 

Means of disposing child’s feces 

Social mores of hygiene and environmental 
cleanliness 

 
 
 
 
 

Ability 

Understanding of what water, sanitation, and 
hygiene means 

Causes of diarrhea 

Diarrhea prevention methods 

Symptoms of diarrhea 

Effectiveness of Care Group WASH meeting 

Topics discussed at meeting 

Presence of handwashing resources in households of 
friends, families, neighbors 

Encouragement of WASH behaviors in community 
institutions  

Role of CHWs 

 
 

Motivation 

Attitudes towards water, sanitation, hygiene 

Perceived importance of WASH knowledge 

Effects of WASH on personal and child health 

Perceived outcomes of practicing sanitation and 
hygiene 

 

 

 

 

Figure 12: FOAM Indicators 
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6.2 FOCUS GROUP 

Design 

In order to address objective 1, the FOAM framework was employed through the 

implementation of a focus group with five Care Group members. The purpose of the 

focus group was to hold an open forum for these women to discuss their own perceived 

opportunities, abilities, and motivations, as outlined by the FOAM framework, to 

practice the WASH behaviors taught through the curriculum, and how these 

determinants hinder or catalyse this behavior change.   

A total of 15 questions were introduced throughout the entirety of the focus 

group, including questions on access to sanitation and hygiene products and facilities 

(clean water, latrines, soap, etc.), what support systems they have throughout their 

communities to use, learn about, and access these products, how they perceive their 

friends’ and families’ WASH knowledge and behavior, and what they believe are the 

different threats and opportunities to practicing WASH best practices for themselves, 

their children, and their community. 

Implementation 

Yunus Mohammad chose the five focus group participants based on their 

reputation as dedicated Care Group members, their high level of participation within 

their Care Group meetings, and their length of membership extending over one year. 

Respondent characteristics of the focus group participants are detailed in the table 

below. 
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 n= Percent 

Age 

    Less than 18 years 0 0% 

    18-35 years 4 80% 

    36-49 years 1 20% 

    Will not disclose 0 0% 

    Total  5 100% 

Length of Membership 

    Less than 1 month 0 0% 

    1-5 months 0 0% 

    6-11 months 0 0% 

    1-2 years 5 100% 

    Total 5 100% 

Pregnancy Status 

    Pregnant 3 60% 

    Not Pregnant 2 40% 

    Unsure 0 0% 

    Total  5 100% 

 

We held the focus group at the Tabitha Health Clinic conference room, a familiar 

facility where all the participants were encouraged to bring their children. The session 

lasted approximately one hour. With the consent of the members, the focus group was 

recorded and saved in a discreet location with a code name to ensure the privacy of the 

participants. Most the session was conducted in English, but to ensure that the women 

were comfortable in the discussion, Swahili was also encouraged. Therefore, I worked 

closely with a translator during the session, and afterwards to help with the 

transcription.  

Table 1:  Focus Group Participant Characteristics 
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It is important to note that the focus group activity resulted in the design of the 

appreciative inquiry questionnaires – a methodology I had not intended to use. Towards 

the end of the focus group session, the women began discussing how they were 

interested in my evaluation and wanted CFK to hear about their experiences with their 

own respective Care Groups. This discussion subsequently led to the design and 

implementation of the appreciative inquiry questionnaires, which will be discussed in 

detail below.  

6.3 APPRECIATIVE INQUIRY 

Design 

 As discussed above, a questionnaire was designed in response to the focus group 

participants’ desire to talk to CFK about their respective Care Group experiences.  In 

order to align this methodology with the overall goal of the evaluation, I adopted an 

appreciative inquiry approach to the design of the questionnaire. Indicators were 

created to reflect Cooperrider’s principle of “positive change core”, where affirmative 

topic choices were created to promote a positive and collaborative body of answers 

contributing to the capacity of the Care Groups to promote WASH knowledge and 

behavior. Keeping in-line with Cooperrider’s guiding framework, each question was 

designed to reflect the “Four D’s”: Discovery, Dream, Design, and Destiny (Vogt, 2003). 

 This methodology was therefore utilized to investigate what the mothers value 

most about their Care Group experiences, and how CFK can work to promote the 

strengths of the intervention’s enabling environment into the future. The appreciative 
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inquiry questionnaires also provided a space for members to speak candidly about any 

suggestions they may have that would improve their individual memberships.  

 

Implementation 

 The appreciative inquiry questionnaires were administered to 75 women with 

Care Group memberships of at least one year and were embedded within the last 

section of the survey interviews. Respondent characteristics of the appreciative inquiry 

respondents are illustrated in figure 14 below.  

Each question was approved by Yunus to ensure their alignment with the 

evaluation objectives Due to language barriers, Yunus Mohammad and I recruited five 

Promoters to conduct the questionnaires throughout the villages of Kianda, Soweto 

West, and Gatwekera. These five Care Group Promoters were chosen due to their long-

standing relationship with CFK and their dedication to the intervention. Each of these 

women have been working with the Care Groups since their implementation in 2014, 

and they themselves each operate up to 5 different neighborhood Care Groups per 

week. They were trained on how to facilitate the questions, how to record the free-

response answers, and how to ensure the mothers of their total anonymity. Together, 

we reached 5-7 women per day. Each questionnaire was numerically coded and stored 

in a locked cabinet at the CFK office. They were categorically organized according to the 

qualitative responses, and raw data were collected in an Excel spreadsheet. 

 

 



PAGE 37 

 

 

 

 

 

 

 

 

 

 

6.4 SURVEYS 

Design 

 In order to address objectives 1 and 2, surveys were conducted with 209 Care 

group members to achieve a significant sample size of the total membership of 500 

mothers. Respondent characteristics of survey respondents are detailed in figure 15 

below.  

 

 

 

 n = Percent 

Age 

    Less than 18 years 2 3% 

    18-35 years 67 89% 

    36-49 years 4 5% 

    Will not disclose 2 3% 

    Total  75 100% 

Length of Membership 

    Less than 1 month 0 0% 

    1-5 months 0 0% 

    6-11 months 54 72% 

    1-2 years 21 28% 

    Total 75 100% 

Pregnancy Status 

    Pregnant 19 25% 

    Not Pregnant 55 73% 

    Unsure 1 ~2% 

    Total 75 100% 

Table 2: Appreciative Inquiry Respondent Characteristics 
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With the help of Yunus Mohammad, indicators were designed to evaluate both 

the women’s knowledge of the WASH curriculum and the underlying behavioral 

determinants to sanitation behavior change as mapped out by the FOAM framework.  

The surveys were divided into four sections (not including the appreciative inquiry 

questionnaire), and included 25 total indicators (not including respondent 

characteristics), relating to WASH knowledge and behavioral determinants. Questions 

on the causes, symptoms, and treatment of diarrheal disease were used as indicators to 

assess women’s knowledge on WASH, while household characteristics, water treatment 

and fecal disposal methods, and frequency of critical handwashing moments were used 

as indicators to evaluate the underlying behavioral determinants to sanitation change.   

 

 n = Percent 

Age 

    Less than 18 years 4 2% 

    18-35 years 190 91% 

    36-49 years 12 6% 

    Will not disclose 3 1% 

    Total  209 100% 

Length of Membership 

    Less than 1 month 23 11% 

    1-5 months 53 25% 

    6-11 months 64 31% 

    1-2 years 69 33% 

    Total 209 100% 

Pregnancy Status 

    Pregnant 107 51% 

    Not Pregnant 98 47% 

    Unsure 4 ~2% 

    Total 209 100% 

Table 3: Survey Respondent Characteristics 
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Implementation 

Because the appreciative inquiry questionnaires were randomly included into 75 

of the surveys, the same five Promoters who conducted the questionnaires also 

administered the surveys. To ensure full coverage of each of the three villages where 

the Care Groups operate, Yunus chose three promoters to conduct the surveys in 

Gatwekera (the largest of the villages CFK targets), one promoter to work in Kianda, and 

one to work in Soweto West.  

Following recruitment, I conducted a training session on May 30, 2016, at 

Tabitha Health Clinic with the promoters to explain the overall goal of the survey, what 

was expected of them as interviewers, the survey structure, and the time frame in 

which the surveys were to be conducted.  They were instructed to conduct two practice 

surveys the following day (Tuesday, May 31st) and return them to CFK to be reviewed 

by Yunus and myself. During this review period, we gathered all the promoters and held 

a follow-up meeting to discuss any obstacles, questions, or concerns they had with 

conducting the survey. We also held a mock-interview with the promoters to assess the 

strength of their translations of the survey into Kiswahili. Each promoter was then given 

the task of completing a total of 40 interviews over the course of five days. In total, they 

carried out 211 surveys which were then delivered to me.   
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6.5 ETHNOGRAPHIC OBSERVATIONS 

Implementation 

The most interactive of the methodologies employed this summer were 

ethnographic observations, which were utilized throughout every practicum activity 

conducted. However, ethnographic observations were specifically utilized to achieve 

Objective 2 through supporting the appreciative inquiry results. I was invited to attend a 

total of 10 Care Group meetings to observe the enabling environment and 

communication strategies utilized to facilitate WASH knowledge and behavior.  

In order not to hinder the success of the meetings, I encouraged the Promoters 

to facilitate the sessions in Swahili and to continue as if I were not even there. I often sat 

in the corner of the meeting place and recorded many components of the sessions, 

including: number of participants, number of participants who arrived late, number of 

participants who had to stand, frequency of topics discussed, etc.  

6.6 METHODOLOGICAL CONSIDERATIONS 

 Overall, the amount of support that I received from Yunus Mohammad in 

executing the different methodologies yielded terrific results and insights into the 

structure and strategic communication plan of the Care Groups, as well as the 

underlying determinants to, and knowledge-transfer of the Care Groups. It is important 

to note, however, that certain obstacles did arrive throughout the different processes. 

Due to the personal nature of the survey and appreciative inquiry questionnaire, which 

probed into the ways the mothers provide healthcare for their children, the promoters 
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shared with me on a couple occasions the unwillingness of certain mothers to 

participate in the exercises. Particularly in discussing the appreciative inquiry 

questionnaire, promoters revealed to me that some mothers felt uncomfortable 

discussing the negative experiences with their Care Groups, which provided them with 

free healthcare knowledge and support for themselves and their children. Also, there 

were a few times where I could not keep the focus group discussions on topic, and we 

veered onto different tangents, spending no less than twenty minutes discussing how 

the Care Group mothers wanted me to ask CFK to implement a microfinance club for 

them. There were other instances where the Care Group mothers believed I had the 

power to influence CFK’s decisions on several issues, including when they would ask me 

to discuss with CFK the possibility of compensating the mothers for attending the Care 

Group meetings. 

VIII. KEY FINDINGS 

“Afya ni taji hakuna aijuaye isipokuwa mwenye maradhi” 

Health is a crown and no one knows it save a sick person 

 

Objective 1: Contribute to increasing the effectiveness of the Care Groups in facilitating 

WASH curriculum through analysis of the underlying behavioral determinants to 

sanitation behavior change  

 In order to foster the capacity of the Care Groups to promote a relevant, 

effective WASH curriculum, an assessment of the underlying behavioral determinants to 
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sanitation change was conducted. This evaluation was guided by the principles of the 

FOAM framework, in which the opportunity, ability, and motivation of the mothers to 

practice improved WASH behavior was analyzed.        

 

Opportunity 

The behavioral determinant of opportunity can be understood as the effects the 

social and economic environment of Kibera have on catalysing or hindering sanitation 

behavior change as taught throughout the Care Group curriculum. This opportunity 

analysis was conducted through identifying the social norms governing water, 

sanitation, and hygiene practices of the Care Group mothers, and through evaluating 

the availability and accessibility of sanitation and hygiene products/services in these 

women’s neighborhoods.         

 The social norms discussed throughout the focus group focused on the mores of 

self-hygiene and environmental cleanliness that motivate the women to practice WASH 

behaviors. Throughout this discussion, the words hygiene, wash (as in hands and body), 

and clean/cleanliness, were utilized to describe interactions with their surrounding 

environment and hygiene among their own bodies.  

As reported by one respondent: 

“What I think sanitation means is the cleanliness around you – we just talk about 

the general cleanliness around you… And then hygiene is a bit deeper than 
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sanitation, personally. It is something personal. You do it for yourself to obtain 

it.” 

The topic of environmental cleanliness included discussion among the mothers of how 

important it is to wash hands after contact with toilets and latrines, because as one 

mother stated: “If they are dirty, you can be sick.” The women further conversed on the 

importance of hand hygiene when in contact with the physical environment of Kibera. 

This was explained by one mother: 

“…When you go outside and you come back, you must wash your hands. When 

you use the bathroom, you need to wash your hands. When you go to feed the 

baby, you wash your hands. Everyone knows this.” 

There was consensus on how the proper use of toilets, riversides, and dams can 

promote a healthier environment and reduce sickness within the community. In terms 

of drinking water, 100% of the women reported that they boil or add chlorine to ensure 
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Figure 13: Water Treatment Methods 
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its potability. As one mother commented:     

 “Drinking water? Yeah, you should boil or add chlorine. Everyone knows it.”    

This social norm of treating drinking water is further identified by analyzing data from 

the survey. As figure 16 shows, boiling water and adding chlorine were indicated as the 

most utilized treatment methods among the survey respondents.     

 Both focus group data and survey results further informed on the access and 

availability of sanitation and hygiene products and services throughout Kibera. When 

asked what they felt is the best thing about living in Kibera, all five women referenced 

the accessibility and affordability of various goods and amenities. In terms of soap, the 

women discussed its visibility and affordability within their markets. Describing this 

accessibility, one woman stated: 

“It has prices, it is affordable… It is affordable to any person.” 

These responses are further corroborated within the survey data, as 98% of the woman 

surveyed indicated using soap when washing their hands (figure 17).  

0% 10% 20% 30% 40% 50% 60% 70% 80%

Running water only

Settled water only

Running water and soap

Settled water and soap

Resources Used to Wash Hands

Figure 14: Resources Used to Wash Hands 
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 The underlying determinant of access and availability to water in Kibera is more 

complicated to understand, as it is largely contingent on the interaction of economic 

and environmental factors. As the figure 18 shows, 94% of the 209 survey respondents 

access pipe borne water for their household uses. Of these women, however, only 66%  

reported they have year-round accessibility to Kibera’s water services.  

 

 

 

 

 

 

 

 

 

 

 

 

Access/Availability in Household 

 n= Percent 

Main source of HH drinking water 

     Pipe borne water 202 94% 

     Sachet/bottled water 4 2% 

     Hand pump well 4 2% 

     Bore hole 0 0% 

     Rain from roof 4 2% 

     River/stream/swamp/ 
     dam/pond 

0 0% 

     Will not disclose   

     Total 214* 100% 

Year-round water availability in HH 

     Yes 138 66% 

     No 71 34% 

     Total 209 100% 

Toilet facility used by HH 

     Bush/field 18 8% 

     Flush 49 21% 

     VIP latrine 53 23% 

     Covered pit latrine 57 25% 

     Uncovered pit latrine 32 14% 

     Public toilet 15 6% 

     Flying toilet 7 3% 

     Total 231* 200% 

Resources used to wash hands 

     Running water only 4 2% 

     Settled water only 2 ~0% 

     Running water and soap 176 74% 

     Settled water and soap 56 24% 

     Total 238* 100% 

*Respondents indicated more than one response 

Table 4: Access/Availability of WASH Resources in Household 
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As discussed in the focus group, Nairobi Water and Sewage recently began 

providing water services to Kibera in the form of a main 2-pipe system. Since its 

implementation, this system has been largely bought out by private vendors, who, in 

some way or another, obtained complete control of the water entering Kibera from the 

water company. The privatization of water in Kibera has resulted in “unbelievable” (as 

one focus group participant described it) fluctuations in prices. Private vendors 

capitalize on regional water scarcities – mainly due to drought – and force Kiberans to 

pay upwards of 10 times the price of water that Nairobi urban residents pay. As one 

focus group participant commented: 

“If there is a scarcity of water, then the prices go up very high.” 

While water may be available, it is not entirely accessible to the women due to its cost.  

The opportunity analysis of underlying behavioral determinants to sanitation 

behavior change revealed the following: 

• Women live in a community where the importance of environmental cleanliness 

and personal hygiene are understood 

• Soap is identified as easily accessible, available, and widely used 

• While water is identified as being available in Kibera, its accessibility is largely 

contingent on its affordability 
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Ability 

 The behavioral determinant of ability can be understood through answering the 

following two questions: What educational resources exist promoting WASH knowledge 

and practice? And how do family members, friends, neighbors and other social support 

systems affect the sanitation and hygiene practices of group members?   

 In terms of knowledge and social support provided by the Care Group meetings, 

figure 19 illustrates survey responses from the 209 participants regarding the ability of 

the WASH curriculum to facilitate sanitation behavior change through evaluation of the 

following indicators: WASH meeting attendance, length since last WASH meeting was 

provided, perceived effectiveness of meeting, and topics discussed. 

Knowledge and Social Support from Care Groups 

 n= Percent 

Perceived importance of WASH for one’s self and children 

    Very Important 196 93% 

    Somewhat important 12 6% 

    Not very important 0 0 

    Does not wish to answer 1 ~1% 

    Total 209 100% 

Has attended a Care Group Meeting on WASH 

    Yes 180 86% 

    No 29 14% 

   Total 209 100% 

Length since last WASH meeting 

    Within the past month 88 42% 

    1-2 months ago 63 30% 

    2-3 months ago  17 8% 

    More than three months ago 37 18% 

    Does not remember 4 2% 

    Total 209 100% 

Perceived effectiveness of WASH meetings 

    Very effective 193 93% 

    Somewhat effective 13 6% 

    Not very effective 0 0% 
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    Does not remember 3 1% 

    Total 209 100% 

Topics discussed in WASH meetings attended 

    Critical handwashing moments 99 53% 

    Causes of diarrhea 86 46% 

    Symptoms of diarrhea 88 47% 

    Treatment of diarrhea 78 41% 

    Handwashing with soap 59 31% 

    Disposal of baby’s feces 23 12% 

    All of the above 82 44% 

    None of the above 1 1% 

    Other  1 1% 

    Total  517 276% 

Indicated desire to learn more on WASH 

    Yes 70 33% 

    No 139 67% 

    Total 209 100% 

 

As the table illustrates, 93% of participants indicated their meetings on WASH to 

be “very effective”. In terms of topics discussed at these meetings, the CFK Care Group 

WASH curriculum includes the education of critical handwashing moments, 

causes/symptoms/treatment of diarrhea, handwashing with soap, and disposal of 

baby’s feces. As figure 19 shows, however, relatively low percentages of respondents 

reported learning about these issues throughout their WASH meetings. Data further 

show that only 44% of women were educated on all WASH curriculum topics. 

 An interesting trend revealed itself through analysis of the surveys, in which 32 

Table 5: Knowledge and Social Support from Care Groups 
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of the 70 respondents who indicated they wanted to learn more about WASH described 

the topics they were interested in (figure 20).  

As illustrated in figure 19, 86% of Care Group women surveyed have attended a 

meeting on WASH, with 93% of these surveyed women indicating WASH education to be 

“very important” for the health of themselves and their children. It is therefore critical 

for the Care Groups to capitalize on this reported high attendance rate and desire 

among Care Group women to educate themselves on WASH through broader coverage 

of topics during meetings. Increasing the efficacy of this knowledge base to promote 

water, sanitation, and hygiene best practices promotes the ability of the mothers to 

achieve wellbeing for themselves and their children.   

 In terms of the effect of social support systems on the promotion or discouraging 

of sanitation and hygiene practices, focus group participants discussed the role of 

community health workers (CHWs) in disseminating important knowledge and resources 

to households throughout Kibera. Their door-to-door education on critical handwashing 

Figure 15: WASH Topics Mothers Identified as Wanting to Know More 

About 
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moments was reported by the participants as being a valuable resource to learn about 

WASH. The women also referenced a recent campaign facilitated by CHWs in which 

handwashing kits, including soap and soap holders, were delivered to hundreds of 

households throughout Kibera.  

 The other two social support systems highlighted in the focus group were media 

campaigns and school education, as described by one mother” 

“There are so many resources where you can hear such things [on WASH]. Like 

radios—they did a campaign for the hygiene education. In school, we were 

taught about it. In groups, we are taught about it.” 

 The ability of the women to access knowledge resources and support can be 

understood as the role the Care Group education plays in disseminating WASH 

knowledge, as well as the fostering of support from CHWs, media campaigns, and 

schooling. This ability analysis has identified the following: 

• Care Group women have the ability to learn about WASH in their Care Groups, 

but curriculum could be scaled up to cover more subject matter; meetings can 

also be provided more frequency to increase WASH education 

• CHWs are valued among the mothers as a source of support promoting 

sanitation behavior change 

• Various other social support systems exist that foster proper sanitation and 

hygiene practices taught in the WASH curriculum  
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Motivation  

 The motivation analysis of the underlying determinants to sanitation behavior 

change was conducted to understand the beliefs and attitudes representing the 

women’s perceptions on proper sanitation and hygiene practices.  

 Focus group participants expressed a positive attitude towards WASH behaviors, 

citing their abilities to promote wellbeing and reduce financial burden. In terms of 

proper disposal of child’s fecal matter, one mother described the following scenario: 

“When you are removing the diaper, some parents here in Kibera take the poop 

and just throw it in the streets. Sometimes a child will come and play with the 

water [in the streets], making them sick.” 

This belief in the ability of practicing improved WASH behaviors to reduce illness was 

also described in a discussion of keeping the house and surrounding environment clean. 

As described by another mother: 

“Near the river or dam there [are] people who throw their garbage. People can 

be sick if it’s not clean… So, if you properly use the toilets, the riversides around 

your area, no one can be sick and it’ll be a healthier environment.” 

Motivation to practice sanitation and hygiene was also understood in financial terms as 

having the ability to reduce expenditures on treatment and hospital bills. An anecdote 

was shared by one of the focus group participants, and described how her mother 

would always be stressed out when a child became ill with diarrhea because of the costs 
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of treatment. Her experiences as a child witnessing this familial burden was expressed 

as her motivating factor to ensure the cleanliness of her body and her household:  

“…I am not a mother yet, but I know because I used to see my mom. She used to 

be so stressed out. You avoid that stress, you keep yourself clean, your house 

clean, and you avoid everything.”  

It can therefore be understood that these mothers identified practicing WASH behaviors 

as having the positive outcomes of preventing illness and reducing financial stress. This 

motivational analysis, although brief, highlights the positive attitudes of mothers 

towards WASH education, and should be capitalized by CFK through increased 

facilitation of meetings pertaining to the issues of sanitation and hygiene. As figure 19 

illustrated, only 42% of the 180 women who indicated they had attended a WASH 

meeting reported that it was offered within the last month, with most respondents 

indicating their WASH meeting had occurred 2 or more months ago. Scaling up the 

provision of WASH meetings would therefore meet the needs of these women, who 

have reported positive attitudes and outcomes relating to sanitation behavior change. 

This analysis has therefore highlighted the following:  

• Mothers are motivated to access WASH education within their Care Group 

meetings 

• Mothers positively perceive WASH behavior as a means to reduce waterborne 

morbidity within their families 

• Mothers intend to practice sanitation and hygiene to reduce financial burden 
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Objective 2: Evaluate the utility of the Care Groups in providing an enabling environment 

promoting health knowledge and practice 

 Objective 2 was designed to investigate how the Care Group members perceive 

their respective meeting experiences in which WASH knowledge is promoted. What do 

these women value most about the enabling environment of the intervention, and how 

can CFK improve and/or sustain these positive experiences within the operational 

framework? Insight into the experiences of the Care Group members highlights various 

operational strengths and weaknesses of the intervention, and will enable CFK to better 

target the maternal and child healthcare needs of Kibera’s mothers.   

 Investigation of how, why, and to what degree the Care Groups are valued 

among the mothers was achieved through analysis of the appreciative inquiry 

questionnaire, which consisted of the following four questions: 

1- What attracted you to want to join your Care Group? 
2- What do you hope your Care Group family will accomplish within your 

community? 
3- What aspects of your Care Group family are the most effective in sharing 

maternal and child health information? 
4- What recommendations do you have for CFK to allow for the continued 

effectiveness of your Care Group family? 
 

To effectively analyze the questionnaires, I categorized responses for each question into 

a series of themes. Graphic illustrations of these themes are provided below, followed 

by an analysis of each appreciative inquiry indicator.  
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A total of 106 distinct responses were identified for the question of what 

attracted the women to join their Care Groups, which were subsequently assigned into 

4 major thematic areas. As illustrated in figure 21, respondents overwhelming identified 

their belief in the ability of the Care Group program to provide healthcare information 

for themselves and their children. Mothers cited their desire to know how to prevent 

and treat illness for their children, how to avoid painful pregnancies, and safe ways to 

dispose of their baby’s feces. Education on obtaining healthcare services was also cited 

as a driver, as women acknowledged the Care Groups announce places to obtain free 

vaccinations, free cervical screening, and where to acquire certain medicines. 17 

responses indicated that family members or friends had recommended the woman to 

join a Care Group, either for education or because they themselves had tried it and 
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Figure 16: Appreciative Inquiry Question 1 Responses 
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found it effective. Convenience was also cited as a driver, and was described in terms of 

the proximity of the Care Groups to the women’s houses, the absence of any monetary 

commitment, and the ability to bring their children to the meetings.    

 The enabling environment illustrated in these responses directly correlates with 

CFK’s vision, as women view the Care Group environment as promoting both healthcare 

information and convenience to the women seeking its services.  

 

 

 

 

 

 

 

A total of 127 responses were identified for the question of what aspects of the 

Care Group program is viewed as most effective in sharing maternal and child health 

information, which were subsequently assigned into 3 major thematic areas. As 

illustrated in figure 22, women indicated their appreciation of the ability of the Care 

Group Promoters to facilitate knowledge in a manner that was easy to understand. 

Respondents contrasted their experiences going to the clinics and not being able to 

0 10 20 30 40 50 60 70

Encouraged Participation

Topics Easy to Understand

No Judgement

2. What Aspects of Your Care Group Family are Most 

Effective in Sharing Maternal/Child Health Information?

Figure 17: Appreciative Inquiry Question 2 Responses 
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understand the language used by nurses or physicians to the ease of learning the 

material promoted in the Care Group meetings. Appreciation of the Promoters’ 

facilitation skills was also identified, as responses indicated their meetings foster a 

participatory environment where everyone is encouraged to introduce themselves, ask 

questions, and offer personal anecdotes. The ability of the Promoters to promote a 

participatory atmosphere is further corroborated from the ethnographic observations, 

where each meeting I attended I observed the mothers being asked to introduce 

themselves (and their children if present) and to share their insights, questions, and 

concerns throughout the entire meeting. This appreciation of the inclusive nature of the 

Care Group meetings extended into a third identified theme from the questionnaire 

responses, and included the mothers’ appreciation of the lack of judgement present 

when discussing the health of their pregnancies and children. A number of responses 

acknowledged past experiences at clinics and hospitals where the women were 

ashamed to discuss their healthcare habits or lack thereof. The Care Groups, however, 

were indicated to be a safe space with the sole goal of promoting healthy pregnancies 

and active children. As one woman described in her response: 

“No one feels shame here. We only come to learn what is best for our families.” 

 The enabling environment described through these responses highlights the 

ability of the Care Groups to foster an inclusive, participatory, and judgement-free space 

to discuss maternal and child healthcare topics such as WASH, directly aligning with 

CFK’s vision for the program. 
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A total of 140 responses were identified for the question of what the mothers 

hope their Care Groups will accomplish within their communities, which were 

subsequently assigned into 3 major thematic areas. The perceived ability of the Care 

Groups to promote healthcare knowledge was again overwhelming indicated as a value 

women prescribe to their program experiences. 60 of the total responses for this 

question related to the respondents’ desire for the Care Group program to reduce the 

numbers of unsafe healthcare practices through education, with 27 of these responses 

indicating the ability of the Care Groups to empower women to learn and become 

educated on life-saving healthcare material. 56 of the total responses for this question 

indicated the hope for the Care Group program to ensure the health of their children 

through the lessons learned during the meetings. As one woman described in her 

response: 
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Figure 18: Appreciative Inquiry Question 3 Responses 
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“The Care Groups are providing learning for mothers who want to know how to 

care for the health of their families. Thank you CFK for giving me the knowledge 

on baby care.” 

24 women also discussed their desire for the Care Groups to promote healthy 

pregnancies, with a number of responses again describing personal experiences with 

their own past pregnancies. Respondents indicated their appreciation of the Care 

Groups’ attention to antenatal care, vitamin supplements, and danger signs during 

pregnancy.            

 Responses highlighted in this question overwhelming describe the mothers’ 

belief in the ability of the Care Groups to promote healthy, active communities through 

dissemination of the Care Group curriculum.  
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Figure 19: Appreciative Inquiry Question 4 Responses 
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While acknowledging the ability of their groups in providing them with maternal 

and child health care knowledge, appreciative inquiry participants also identified three 

obstacles within the organizational structure of the meetings when responding to the 

question of whether or not they had any recommendations for CFK. All of the 44 

responses to this question can be grouped into the three groups of “larger venue 

spaces”, “interactive materials”, and “financial incentives” and “larger venue space”, 

where the absence of these were identified as hindering the educational success of the 

intervention.           

 Issues relating to the venue were mentioned by 11 participants throughout the 

questionnaire, and were further identified during ethnographic observations. Fields 

notes indicate that of these ten meetings observed, eight were held at the homes of the 

Care Group promoters, specifically in the main living area where tables, boxes, and TV 

stands were transformed into seating areas for the women. Issues with these home 

meetings were identified as relating to inadequate provision of chairs, as one women 

reflects in her questionnaire response, 

“Sometimes we do not have enough chairs to sit on and standing is not enough.” 

Physical space was also viewed as inadequate to accommodate all Care Group 

members, as another woman states,  

 “Because our houses are so small, we would like a hall for our meetings.” 

This issue is further corroborated through observation of field notes: 
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Tuesday, May 17th. 2pm. Meeting took place at Helen’s home – in living room, not 

enough seats for every mother, some had to stand in doorway. Quick count identifies 13 

of the 25 mothers standing in doorway. 

Of the observed meetings that took place in public locations, including a schoolhouse 

and community meeting space, adequate chairs were provided and all women were 

able to fit within the venue.         

When asked to provide any recommendations to CFK that can allow for the 

continued effectiveness of their Care Group experience, 7 respondents also indicated 

their desire for media materials to better facilitate the health knowledge during the 

meetings. While it was indicated by Mark Muasa that informational cue cards had been 

recently distributed amongst the Care Group Promoters, ethnographic observations of 

the meetings revealed no use of these materials. The structure of the meetings was 

largely lecture-based, and no use of supporting educational tools was observed. These 7 

respondents indicated that the incorporation of videos, plays, and visual handouts (such 

as the cue cards) would increase the ability of their Care Groups in sharing healthcare 

information. As one member commented,  

“[The Care Groups] should provide handouts with pictures to enable us to understand 

better.” 

 While understanding the resource limitations of the Care Groups, it is 

nonetheless important to reveal these obstacles to effective knowledge provision as 

indicated by the members themselves. These issues should be used as constructive 
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insights to investigate creative means to better facilitate the needs of the Care Group 

women. Suggestions posed during informal interviews with Promoters included having 

the mothers bring a chair with them to the meetings, or holding Care Group sessions in 

church courtyards. In terms of media, the questionnaire highlighted the members’ 

desire for more expressive channels to facilitate knowledge. This need can be met 

through effective implementation of the cue cards, and further monitoring of other 

supporting tools.  

The desire to receive financial motivation to attend meetings was also revealed 

in the field. When speaking with one of the mothers after a meeting, she discussed how 

difficult it was to leave her market stand for an hour (or longer, depending on the 

proximity to the venue) to attend her Care Group. This struggle was further explained by 

Katherine Wagude, a CFK employee in the health department, who explained that the 

women often come late to their meetings or are absent from them all together because 

they cannot afford to be away from their businesses. The questionnaire responses 

revealed an array of economic coping strategies presented by the women that would 

motivate them to attend their group sessions, including microfinance clubs, small craft 

workshops, handing out diapers/pampers, and helping the women to access health 

insurance cards. Addressing the economic needs of the members, whether through 

provision of these microfinance clubs or small bead and tailoring workshops, may allow 

CFK to better serve the community women with critical health information.  
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This section provided insight into how Care Group members perceive their 

individual experiences within the intervention. Discussion of both the appreciative 

inquiry questionnaire and ethnographic field notes revealed the success of the Care 

Groups in fostering an empowering and educative environment for the community 

women.  Analysis of these methodologies also allowed a better understanding of the 

perceived barriers to receiving education on health topics. Through acknowledging and 

addressing these operational strengths and weaknesses, CFK can further promote the 

success of its Care Group model.  

IX. DISCUSSION OF RECOMMENDATIONS 

“Afya haina kima” 

Health is priceless 

 

The evaluation into the CFK Care Group model revealed a number of strengths 

and weaknesses informing on the ability of the intervention to promote WASH 

knowledge and behavior to its 500 member women. Through investigation of its 

operational framework and communication strategies, it was revealed that the women 

value their membership for the Care Group’s ability to facilitate life-saving maternal and 

child health information and empowering them to provide healthcare for their children. 

Because the Care Groups are viewed as an effective space to promote the agency of 

mothers to be healthcare leaders within their households, as women value the inclusive 

and participatory nature of the lesson facilitation, CFK should consider scaling up the 
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intervention into other Kibera villages outside of Gatwekera, Soweto West, and Kianda. 

While perceived as an effective intervention in highlighting the importance of maternal 

and child healthcare, CFK should take in to consideration the women’s acknowledgment 

that more creative facilitation mediums (skits, films, cue cards) would increase the 

effectiveness of their education, specifically the graphic cue cards which have reportedly 

been distributed to the Promoters but are not widely used.  

To ensure consistent and on-time attendance to the meetings, CFK should 

further consider aiding the women in creating cash flow networks, such as small beading 

clubs or microfinance/merry-go-round groups. The provision of these financial safety 

nets may work to strengthen social bonds throughout the Care Group neighborhoods, 

allow women to control their own capital, and further empower women within the 

household.  

 Investigation into the underlying determinants to sanitation change further 

informed on the community resources hindering or catalysing individual choices to 

perform WASH behaviors as taught within the Care Group meetings. These results 

highlight the positive attitudes projected by the mothers in wanting to learn WASH 

information to generate positive health outcomes for themselves and their children, as 

well as the ability of the Care Groups and other institutions to promote healthcare 

support networks throughout the community. The reported underlying determinants 

therefore foster the opportunities, abilities, and motivations to put in to practice the 

water, sanitation, and hygiene materials learned within their meetings. However, 

women indicated a disconnect between their desire to learn about WASH and their 
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ability to access Care Group meetings on the life-saving topics. CFK should therefore 

consider scaling up the provision and frequency of WASH meetings to meet the 

mothers’ needs. Because women also identified topics they want to know more about 

pertaining to water, sanitation, and hygiene, it is also recommended that Promoters 

may want to implement a short evaluation exercise following each meeting to 

understand if the lesson material was relevant and comprehensive, or perhaps lacking in 

some aspects.  

X. INTO THE FUTURE 

“Fahari ya nchi ni vijana wake” 

The pride of the nation is its youth 

 

 It is the hope that this report will better inform Carolina for Kibera on the fidelity 

of their Care Groups through the eyes of the mothers whose children’s lives depend on 

it. The above recommendations are intended to provide CFK with the tools to foster and 

sustain their impact into the future—to continue existing as a livelihood strategy valued 

among hundreds of mothers. Simple, cost-effective WASH interventions such as this 

possess the ability to generate serious impact in the lives of mothers, children, and the 

community as a whole. My time spent with CFK has educated me on the 

resourcefulness, sense of community, and immense pride vibrating throughout the 

informal settlement, and while Kiberans may not have the same access to public 

services as other communities, these people are not invisible. They possess the same 
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human rights as any other global citizen, and as stated by Carolina for Kibera: Slums are 

dirty. The people who live there are not. 
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Appendix 
 

CARE GROUP SURVEY 2016 

 
SECTION I: RESPONDENT CHARACTERISTICS 

 
RC.I 

What is your age? 
 

I = Less than 18 years 
2= 18-35 years 
3= 36-49 years 
4= Will not disclose 

 

 
 
RC.2 

What is your marital status? 
 

I = Single 
2= Married (monogamous) 
3= Married (polygamous) 
4= Widowed/Divorced/Separated 
5= Other (specify) 
_______________ 

 

ENUMERATOR: The questionnaire should be administered to Care Group mothers who are pregnant and/or 

who have children 0-24 months old 

INFORMED CONSENT 

Read to Respondent 

Hello. My name is (NAME), and I work with Carolina for Kibera (CFK). We are conducting a survey and 

would appreciate your participation. I would like to ask you about your health and the health of your 

youngest child under the age of two years. This information will help Carolina for Kibera to plan health 

services and assess whether it is meeting its goals to improve mothers and children health here in Kibera. 

This survey usually takes 30 minutes to complete. Whatever information you provide will be kept 

confidential. 

Participation in this survey is voluntary and you can choose not to answer any individual question or all of 

the questions. You can stop the survey at any time. However, we hope that you will participate in this 

survey since your views are very important. 

Will you participate in this survey? Yes ___ No___ (If No, thank the person and end the visit) 

Thank you.  

Village_________________ 

Length of Care Group Membership ______________ 

Name of Interviewer _______________________ Date __________ 
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RC.3 

What is your religion? 
 

I = Muslim 
2= Christian 
3= Other 

 

 
RC.4 

Are you currently pregnant? I = Yes 
2= No 
3= Not sure 

 

 
RC.5 

When was your last pregnancy I = Over 2 years ago 
2= 1-2 years ago 
3= Less than a year ago 
4= This is my first pregnancy 

 

 
 
 
RC.6 
 

How far are you from the health 
facility that provides maternal 
and child health services? 
 
If unable to approximate 
distance, write name of the 
facility below 
 

NAME OF FACILITY 

I = Less than or equal to I kilometer 
2= 2 kilometers 
3= 4 kilometers 
4= Greater than 4 kilometers 

 

SECTION 2: Diarrheal Disease 

 
 
DD.7 

In the last 2 weeks, did any child 
in this household 0-24 months 
suffer from diarrhea? 
 
When a child goes to toilet at 
least 4 times within 24 hours 

 
 
I = Yes 
2= No If No, skip to DD.13 

 

 
DD.8 

How many children 0-24 months 
old have suffered from diarrhea 
in the last 2 weeks? 

I = One 
2= Two 
3= Three 
4= Four and above 

 

IF ONLY ONE CHILD BETWEEN 0-24 MONTHS SUFFERED FROM DIARRHEA IN THE LAST 2 
WEEKS IN THIS HOUSEHOLD, CONTINUE WITH THE INTERVIEW. IF MORE THAN ONE CHILD 
SUFFERED FROM DIARRHEA, SELECT RANDOMLY ONE OF THE CHILDREN AND CONTINUE 

 
 
DD.9 

Was the child who suffered 
from diarrhea in the last 2 
weeks given less than usual to 
drink, about the same, or more 
than usual? 

I = Nothing to drink 
2= Much less to drink 
3= Somewhat less to drink 
4= About the same amount 
5= More than usual 
6= I do not know 

 

 
 
DD.10 

Was the child who suffered 
from diarrhea in the last 2 
weeks given less than usual to 
eat, about the same, or more 
than usual? 

1= Never gave food 
2= Much less to drink 
3= Somewhat less to drink 
4= About the same amount 
5= More than usual 
6= I do not know 
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DD.11 

Was the child who suffered 
from diarrhea in the last 2 
weeks given a drink made of 
special packet (ORS)? 

I = Yes 
2= No 
3= I do not know 
 

 

 
 
DD.12 

Where did the child who 
suffered from diarrhea in the 
last 2 weeks get referred to for 
treatment? 

I = Nowhere 
2= Government hospital 
3= Private 
hospital/Clinic/Dispensary 
4= Traditional healer 
5= Drug peddlers (Pepper doctor) 
6= Chemist 

 

 
 
DD.13 

What are the symptoms that 
indicate the need to take the 
baby to the health facility 
immediately?  
 
You can choose more than one 
option 

I = Stops breastfeeding 
2= Has difficulty breathing 
3= Feels hot or unusually cold 
4= Becomes less active 
5= Body becomes yellow 
especially on the eyes, palms and 
soles 
6= I do not know 

 

 
 
 
DD.14 

What are the causes of 
diarrhea? 
 
You can choose more than one 
option 

I = Cockroaches 
2= Drinking contaminated water 
3= Eating contaminated food 
4= Mosquito bites 
5= Smoking 
6= Too much sugar 
7= Other (specify) ____________ 
8= I do not know 

 

 
 
 
DD.15 

How can you prevent diarrhea? 
 
You can choose more than one 
option 

I = Stop smoking 
2= Use mosquito nets 
3= Drink/eat uncontaminated 
water/food 
4= Wash your hands at critical 
moments 
5= Always drink pure water 
6= Other (specify) 
______________ 
7= I do not know 

 

 
 
DD.16 

What are the symptoms of 
diarrhea or how do you detect 
diarrhea? 
 
You can choose more than one 
option 

I = Frequent stooling 
2= Change in color of your stools 
3= Mucous, blood or fat in stools 
4= Vomiting 
5= General body weakness or 
tiredness 
6= I do not know 

 

SECTION 3: WATER, SANITATION, AND HYGIENE 
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WS.I 

What is the main source of 
drinking water in your 
household? 

I = Pipe borne water 
2= Sachet/bottled water 
3= Hand pump well 
4= Bore hole 
5= Rain from the roof 
6= 
River/Stream/Swamp/Dam/Pond 
7= Other (specify) _____________ 
 

 

WS.2 Is water available from your 
main source throughout the 
year? 

I = Yes 
2= No 

 

 
 
WS.3 

What do you do to the water 
your household uses for 
drinking to make it safe to 
drink? 
 
You can choose more than 
one option 

I = Boil 
2= Add chlorine/Camphor 
3= Strain through cloth 
4= Let it stand and settle 
5= Other (specify) ______________ 
6= Nothing 

 

 
 
 
WS.4 

What kind of toilet facility do 
members of your household 
use? 
 
You can choose more than 
one option 

I = Bush/field 
2= Flush 
3= Ventilated improved pit latrine 
4= Covered pit latrine (with slab 
5= Uncovered pit latrine (without 
slab) 
6= Other (specify) ______________ 

 

 
 
 
WS.5 

What is the main means of 
defecation for children 0-59 
months? 

I = Flush toilet 
2= VIP latrine 
3= Covered toilet 
4= Uncovered toilet 
5= Backyard/bush/stream/river 
6= Potty 
7= Other (specify) ______________ 
 

 

 
 
WS.6 

The last time (NAME OF 
CHILD) passed stool, how did 
you dispose of the child’s 
feces? 

I = Threw into flush toilet 
2= Threw into VIP/covered latrine 
3= Threw into uncovered toilet 
4= Threw at 
backyard/bush/stream/river 
5= Other (specify) _____________ 
 

 

 
 
WS.7 

When do you usually wash 
your hands? 
 
You can choose more than 
one option 

I = After visiting the 
toilet/defecation 
2= After cleaning babies bottom 
3= Before food preparation 
4= Before eating 
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5= Before feeding children 
6= Other (specify) _____________ 
 

 
 
WS.8 

What do you use to wash your 
hands? 

I = Running water only 
2= Settled water only 
3= Running water and soap 
4= Settled water and soap 
5= Other (specify) _____________ 
 

 

WS.9 If water and soap, do you 
have a special place you put 
the soap for hand washing? 

I = Yes 
2= No 
 

 

SECTION 4: WASH CARE GROUP MEETINGS 

CG.1 Have you been to a Care Group 
meeting on Water, Sanitation, 
and Hygiene? 
 
 

I = Yes 
2= No If No, skip to CG.5 

 

CG.2 How long ago was this 
meeting? 

I = Within the past month 
2= Within the past two months 
3= Within the past three months 
4= Three or more months ago 
5= I do not remember 

 

CG.3 How effective do you feel the 
meeting was in teaching about 
Water, Sanitation, and 
Hygiene? 

I = Very effective 
2= Somewhat effective 
3= Not very effective 
4= I do not remember 

 

CG.4 What topics were discussed at 
the Care Group meeting on 
Water, Sanitation, and 
Hygiene?  
 
You can choose more than one 
option 

I = Critical hand washing moments 
2= Causes of diarrhea 
3= Symptoms of diarrhea 
4= Treatment of diarrhea 
5= Hand washing with soap 
6= Disposal of baby’s feces 
7= All of the above 
8= None of the above 
9= Other (specify) 
______________ 
 

 

CG.5 Are there any topics that were 
not covered that you would 
like to learn about Water, 
Sanitation, Hygiene? 

I = Yes (specify) 
_________________ 
2= No 

 

CG.6 How important do you feel 
learning about Water, 
Sanitation, and Hygiene is for 
you and your baby? 

I= Very important 
2= Somewhat important 
3= Not very Important 
4= I do not wish to answer 
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SECTION 5: Appreciative Inquiry 

AI.I What attracted you to want to join 
your Care Group? 
 

 

AI.2 What do you hope your Care Group 
family will accomplish within your 
community?  
 

 
 

AI.3 What aspects of your Care Group 
family are the most effective in 
sharing maternal and child health 
information? What other health 
information do you feel could 
increase this effectiveness? 
 

 

AI.4 What recommendations do you 
have for CFK to allow for the 
continued effectiveness of your 
Care Group family? 
 

 

 

 

END.  
THANK THE RESPONDENT AND CONCLUDE THE SESSION. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  


