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Executive Summary 

Children with disabilities (CWDs) in Tanzania face systemic barriers in accessing 

healthcare, education, and inclusive community environments. In response, 

Faraja Forward Organization has initiated plans to implement a Mobile Health 

Program aimed at improving service delivery and support systems for CWDs and 

their caregivers across selected wards in Kilimanjaro and Arusha regions. To 

inform this intervention, a comprehensive baseline study was conducted across 

twelve wards in Moshi, Same, and Meru districts, covering healthcare access, 

education inclusion, caregiver capacity, community perceptions, and local 

support mechanisms. 

Key Findings: 

 Healthcare Access: Over 91% of families cited cost as a barrier to accessing 

healthcare for CWDs, while 30.43% reported traveling over 10 kilometers to 

reach the nearest facility, limiting timely treatment and follow-up care. 

 Education Inclusion: Only 26.09% of CWDs were enrolled in school, with 

challenges including inaccessible infrastructure, lack of specialized teachers, 

and poverty-related constraints. 

 Caregiver Capacity: Most caregivers were women with limited formal education. 

A staggering 95.65% had never received any training or support related to 

disability care, leaving them unprepared to meet their children's unique needs. 

 Community Perceptions and Family Support: Community attitudes were 

mixed. While many respondents expressed inclusive views, stigmatizing 

perceptions remain: 

o 84% of respondents agreed or strongly agreed that people with disabilities can 

contribute equally to society. 

o 63% believed people with disabilities can work as efficiently as others—though 

males were more optimistic than females. 

o 72% supported equal access to education and employment for persons with 

disabilities. 

o However, 53% agreed that persons with disabilities are often treated unfairly by 

society, and only 41% felt their community actively includes people with 

disabilities in social and cultural events. 

These findings indicate that while awareness is growing, stigma and exclusion 

persist, highlighting the need for targeted community sensitization and 

engagement efforts. 

 Policy and Support Structures: Despite the existence of supportive legislation 

such as the Persons with Disabilities Act (2010), local enforcement is weak. Many 
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wards lack disability committees or registries, and coordination among service 

providers remains fragmented. 

Way Forward: 

The baseline findings reinforce the urgent need for integrated, community-based 

interventions. The Mobile Health Program will be designed to: 

 Improve outreach through mobile clinics 

 Build the capacity of caregivers 

 Promote inclusive education and social inclusion 

 Strengthen local policy enforcement and coordination 

The data presented in this report will guide implementation, monitoring, and 

advocacy efforts ensuring that the program is both evidence-driven and 

responsive to the lived realities of children with disabilities and their families. 

. 
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1.0 INTRODUCTION 

 

1.1 Background to the Baseline Study 

Children with disabilities (CWDs) in Tanzania face multifaceted challenges that 

limit their full participation in society and undermine their rights to health, 

education, and protection. Recognizing the urgency of addressing these 

challenges, Faraja Forward Organisation commissioned a baseline study to 

explore the current situation of CWDs in selected wards of Kilimanjaro and 

Arusha regions. The study aims to inform you about the design and 

implementation of the Mobile Health Program, a targeted intervention intended 

to improve access to essential services and support systems for children living 

with disabilities. 

This baseline assessment was conducted across twelve wards in three districts: 

Moshi (Kahe Mashariki, Uru Mashariki, Mwika Kusini, Mwika Kaskazini ), Same 

(Same, Makanya, Mabilioni, and Hedaru), and Meru (Imbaseni, Maji ya Chai, 

Usa River, and Mbuguni). These areas were selected due to their demographic 

diversity and relevance to the planned rollout of the Mobile Health Program. 

The study provides critical insights into systemic barriers faced by children with 

disabilities and their caregivers. It highlights significant issues such as limited 

access to healthcare, with 30.43% of families reporting travel distances of over 

10 kilometers and 91.30% citing high treatment costs. Educational access is 

equally concerning, with only 26.09% of CWDs enrolled in school, primarily due 

to physical inaccessibility, lack of trained teachers, and associated costs. Social 

stigma, inadequate policy enforcement, and weak community structures further 

compound these challenges. 

Caregivers predominantly low-income women with limited formal education 

often lack the training and resources needed to support their children, with 

95.65% indicating no prior training. Although community-based efforts such as 

parent support groups and interventions by organizations like CCBRT. SIBUSIO 

exist, their reach and impact are limited due to poor coordination, low 

awareness, and insufficient funding. Moreover, the Persons with Disabilities Act 

(2010) remains poorly enforced, with most districts lacking disability registries 

or active support committees. 

By establishing baseline data in key areas such as health care access, caregiver 

capacity, educational inclusion, and community support systems, this study 

lays the groundwork for a more effective and responsive Mobile Health Program. 

The findings will guide strategic planning, program design, and advocacy efforts, 

ultimately aiming to foster a more inclusive and supportive environment for 

children with disabilities in the project area 



 

2 

 

 

1.2 Objectives of the Baseline Study 

i. To establish baseline data on access to health care services for children 

with disabilities. 

ii. To assess the capacity of parents and caregivers to care for children with 

disabilities. 

iii. To evaluate the existing systems and structures for the care and 

protection of children with disabilities. 

iv. To identify environmental and systemic barriers that contribute to the 

disabling environment for children with disabilities. 

v. To assess the availability and quality of inclusive education and 

vocational training opportunities for children with disabilities. 

vi. To evaluate the effectiveness of community and family support systems, 

including counseling, advocacy, and education programs. 

vii. To assess community attitudes towards persons with disability 
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2.0 THEORETICAL FRAMEWORK 

 

2.1The Critical Disability Theory 

This study is guided by the Social Model of Disability and Critical Disability 

Theory (CDT). CDT posits that: 

Disability is a social construct and not an inevitable consequence of disease or 

bodily dysfunction. 

Disability is best understood as a dynamic system of interrelationships among a 

bodily dysfunction, an individual’s response to this dysfunction, and the 

surrounding environment. 

The negative social effects experienced by individuals with disabilities are 

primarily caused by the physical and institutional environment, as well as 

societal attitudes towards those who deviate from perceived norms of 'normality.' 

In line with the CDT model, disability is seen not solely as an individual's 

impairment but as a condition significantly shaped by broader social, economic, 

and environmental barriers. These barriers restrict the participation and 

inclusion of persons with disabilities in various aspects of life. 

Key environmental factors identified include: 

 Physical Barriers: Inaccessibility of infrastructure, transportation, and 

healthcare facilities. 

 Social Barriers: Stigma, discrimination, and negative societal attitudes towards 

individuals with disabilities. 

 Economic Barriers: Poverty and lack of financial resources necessary for 

accessing essential services. 

 Institutional Barriers: Deficiencies in policies, systems, and structures meant 

to support individuals with disabilities. 

By applying this framework, the study aims to identify and analyze the 

environmental and systemic factors that hinder access to healthcare, education, 

and community support for children with disabilities. This approach will inform 

interventions aimed at creating an inclusive and enabling environment. 
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3.0 METHODOLOGY 

3.1. The Methodological Process 

The baseline survey utilized a mixed method approach.  Quantitative and 

qualitative data were collected through questionnaires, documentary reviews 

and key informant interviews respectively.   

3.2 Research Design 

The study employed a cross-sectional research design to ascertain the 

relationships among components.  The cross-sectional survey was chosen for its 

adaptability and its emphasis on analysis and conclusion formulation.  The 

design is cost-effective: it requires minimal time to implement and may be 

modified based on the situation. (Johnson et al., (2007).  A mixed methods 

approach proved advantageous by leveraging the strengths and mitigating the 

weaknesses of both qualitative and quantitative methods, and it is widely 

acknowledged as a distinct research paradigm (Hughes, 2020).  A cross-sectional 

quantitative household survey (Olsen & St George, 2004) was conducted to 

gather information on respondents' characteristics, behaviours, attitudes, 

subjective norms, and perceived practices concerning the Mobile Health Program 

for Children with Special Needs in the Moshi, Same, and Meru Districts.  

Furthermore, Key Informant interviews were carried out to examine certain 

findings in greater depth and to triangulate the survey results. 

3.3 Description of the study Area 

The research was conducted in two districts (Same and Moshi) in Kilimanjaro 

region and one district (Meru) in Arusha region.  The districts are situated in the 

northeastern region of the country and have closely related climatic conditions. 

Moshi experiences a tropical wet climate, has a semi-arid climate characterized 

by low unpredicted rainfall, and Meru has a tropical savanna with distinct rainy 

and dry seasons.  Both districts encounter a maximum temperature of 28°C in 

Moshi and a minimum temperature of 17°C in Meru. (Chang’a, et al., 2021) 

The study further based on 12 selected wards as follows: 

• Moshi District: Mwika Kaskazini, Uru Mashariki, Kahe, and Mwika Kusini. 

• Same District: Same, Makanya, Mabilioni, and Hedaru. 

• Meru District: Imbaseni, Maji ya Chai, Usa River, and Mbuguni. 

 

The selection of these areas based on the recent Census report on disability in 

Tanzania which shows that Kilimanjaro region leads in terms of people with 

disability at 15.3%. 

https://journals.sagepub.com/doi/abs/10.1177/1558689806298224
https://www.taylorfrancis.com/chapters/edit/10.4324/9781003115397-4/paradigms-methods-knowledge-patrick-hughes
http://www.yes-competition.org/media.collegeboard.com/digitalServices/pdf/yes/4297_MODULE_05.pdf
https://www.scirp.org/journal/paperinformation?paperid=110316
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Figure 1: Map of Kilimanjaro and Arusha Regions showing study areas 

Source Baseline Survey (2025) 
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3.4 Population, Sample and Sampling Strategies 

The study targeted households living with Children with Disabilities, community 

members, District Social Workers Officers (DSWO), Ward Community 

Development Officers (WCDO), Ward Executive Officers (WEO), Village executive 

Officers (VEO) and Community Health Workers (CHW). 

 To obtain a representative sample of quantitative data, random selections were 

made within the target areas.  The first step was to acquire lists of households 

with impaired children from the Ward Community Development Officers in each 

district.  After collecting these lists, a random selection approach with 

stratification was used to ensure fair representation throughout the selected 

wards and villages. Given the likelihood of incomplete or missing household 

listings in some areas, a random walking approach was employed as an 

alternative sampling method.  This technique was driven by the physical 

arrangement of the locations and aided by area maps, which were also applied 

for interviewer training and fieldwork preparation.  Preliminary visits to the 

selected wards were made to develop and test the most effective process for 

household identification and random selection.  

Once a family was chosen for inclusion in the sample, an adult respondent from 

that household was interviewed to give pertinent information. A total of 69 heads 

of households were surveyed from twelve sampled wards: four from each of the 

three districts under study.   

 In the same communities, 212 people were randomly chosen through a 

convenient sampling approach and questioned to measure their attitudes 

towards people with disabilities. This was done in every area close to studied 

households with disabled children.  Furthermore, a basic examination of 

infrastructure in schools and health centers was carried out to assess their 

responsiveness to the needs of people with disabilities, notably in terms of 

accessibility and inclusive service delivery. 

Samples for qualitative data included 3 District Social Workers Officers (DSWO), 

12 Ward Community Development Officers (WCDO), 12 Ward Executive Officers 

(WEO), 12 Village executive Officers (VEO) and 12 Community Health Workers 

(CHW); making a total of 51 Key Informant Interviews  

This study included a sample of 332 research participants, consisting of 69 

heads of households, 212 community members, and 51 key informants. 

3.5 Data Types and Data Collection Techniques 

The data Collection Process Started in the last week of March and ended in the 

second week of April in 2025. Data collection involved both primary and 

secondary data. Quantitative data were gathered via a structured questionnaire, 

whereas qualitative data were acquired through interviews, and documentary 
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review.  A structured questionnaire was developed and digitized utilizing Kobo 

Toolbox, an accessible online platform for hosting and processing survey data 

(Lakshminarasimhappa, 2022).  The validated questionnaire was made publicly 

accessible and integrated with a mobile data collection application, the Open 

Data Kit (ODK).  This digital method enabled swift and effective data collection 

and storage, thus decreasing reliance on paper-based processes and alleviating 

related logistical challenges (Poloju et al., 2022).  Qualitative data collection 

involved audio-recording of interviews with a digital voice recorder to ensure 

precise documentation of participant responses. 

3.5.1 Household Survey questionnaire 

Quantitative survey data were obtained via telephone interviews employing the 

computer-Assisted Telephone Interviewing (CATI) method and through in-person 

data collection using the Tablet-Assisted Personal Interviewing (TAPI) method.  

Structured questionnaires were administered to parents and caregivers of 

children with disabilities to collect data on several dimensions, including access 

to healthcare and education, care givers and parents’ capacity, and the 

challenges faced in supporting children with disabilities. 

3.5.2 Key Informant Interviews (KIIs) 

A structured in-depth interview was designed to gather data from District Social 

Workers Officers (DSWO), Ward Community Development Officers (WCDO), 

Ward Executive Officers (WEO), Village executive Officers (VEO) and Community 

Health Workers (CHW) gather qualitative insights on systems and structures for 

care, education, and protection. 

3.5.3 Document Review 

The baseline study employed a review of multiple sources to gather relevant data 

about children with disabilities. Key documents included reports of abuse filed 

at police gender desks, registers of children with disabilities maintained at both 

municipal and village levels, and minutes from village committee meetings 

focused on the provision of services to people with disabilities. Additionally, the 

Persons with Disability Act No. 9 of 2010 was used to inform and guide the 

formulation of certain questions within the study. To gain a broader 

understanding of the current state of disability in the region, the study also 

reviewed the 2022 State of Persons with Disability Report issued by the Office of 

the Chief Statistician, with a particular focus on access to healthcare services in 

the Kilimanjaro and Arusha regions. Reports, policies, and records pertaining to 

health care services, education, and child safety in the study areas were 

examined. 

https://www.ilaindia.net/jila/index.php/jila/article/view/596
https://www.researchgate.net/profile/Kiran-Poloju/publication/359992761_NEW_METHOD_OF_DATA_COLLECTION_USING_THE_KOBO_TOOLBOX_1/links/628ddfa835f9c61b7f924c13/NEW-METHOD-OF-DATA-COLLECTION-USING-THE-KOBO-TOOLBOX-1.pdf
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3.6 Data Analysis and Presentation 

Quantitative data were analyzed using the Statistical Package for Social Sciences 

(SPSS), a computer-based software used for both descriptive and inferential 

statistical analysis (Rahman & Muktadir, 2021). Descriptive analysis largely 

comprised the frequency and percentage distribution of each response on the 

categorical variables. 

Data obtained from Key Informant Interviews (KIIs) were transcribed verbatim 

and analyzed using Atlas.ti software, in combination with thematic analysis 

techniques. These techniques were informed by both pre-identified themes 

aligned with the study objectives and additional themes that emerged from the 

existing literature. 

Transcripts were initially reviewed to identify relevant information. The data were 

manually categorized using a predominantly inductive approach and organized 

into overarching themes. While major themes and concepts had been defined 

prior to analysis, the process remained open to the emergence of new themes 

through iterative readings of the transcripts. During the analytical phase, 

researchers moved fluidly between the full data set, coded excerpts, field notes, 

and emerging issues to ensure consistency and depth in interpretation. 

Participant quotations were presented throughout the results section to provide 

a narrative representation of key findings. 

3.7 Ethical Considerations and Research Authorization 

Research authorization was formally requested through local partners across all 

participating districts. Prior to data collection, the principal investigator convened 

meetings with district social work officials to explain the study's objectives and 

procedures. In adherence to ethical standards, verbal consent was obtained from 

each participant, followed by the signing of consent forms before any interviews or 

questionnaires were conducted. 

Special ethical considerations were observed given the involvement of people with 

disabilities. Participants were informed that their responses would remain 

confidential and anonymous. In line with ethical guidelines, no photographs or 

identifiable visual documentation of people with disabilities were taken during the 

study. Furthermore, adults who were not prepared or willing to participate at the 

time of the survey due to personal, emotional, or logistical reasons were respectfully 

exempted from participation across all districts. 

3.8 Limitation of the Study 

This Baseline study had multiple limitations that may have influenced the data 

collection procedure and the overall breadth of findings.   

https://www.academia.edu/download/79116055/300-302.pdf
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Initially, certain families were reluctant to engage, primarily due to shame and 

cultural norms that result in concealing children with disabilities. This hesitance 

constrained the inclusivity and representation of the study population.   

Secondly, the geographical terrain, especially the hilly regions, presented 

considerable obstacles in reaching households with children with disabilities, so 

limiting coverage in certain distant places.   

Moreover, data collection coincided with the Eid El Fitr holidays, a time when 

numerous families were engaged in festivities, complicating the execution of 

interviews and surveys as intended.   

Notwithstanding these challenges, all measures were taken to guarantee the 

reliability and authenticity of the acquired data. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

10 

 

4.0 FINDINGS AND DISCUSSION 

4.1 Baseline Data on Access to Healthcare Services for Children with 

Disabilities 

Key Findings from 2022 PHC Data 

Disability Prevalence 

o Kilimanjaro Region: 

 Highest national disability rate (15.3%) 

 Gender disparity: Higher prevalence among females (16.3% vs. 14.3% males) 

 Visual impairments are the most common (3.9%) 

o Arusha Region: 

 Moderate disability prevalence (9.8%) 

 Severe urban overcrowding (36% of households occupy single-room homes) 

Systemic Barriers to Healthcare Access 

o Insurance Coverage: Alarmingly low (Kilimanjaro: 7.2%, Arusha: 3.2%) 

o Rural-Urban Disparities: Unequal distribution of healthcare services 

o Housing Constraints: 

 Overcrowding limits rehabilitation space 

 Female-headed households experience the poorest living conditions 

Intersectional Vulnerabilities 

o Poverty Cycle: 93-97% lack insurance, leading to catastrophic out-of-pocket 

expenses 

o Gender Gap: Female caregivers face compounded socioeconomic challenges 

o Infrastructure Deficits: Schools and clinics lack disability-adapted facilities 
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4.1.1 Access to Primary and Specialized Healthcare Services 

This study assessed the availability, accessibility, and quality of healthcare 

services for children with disabilities, with caregivers as the primary 

respondents. 

Availability of Health Services 

Findings indicate that: 

 46.38% of households primarily rely on Health Centers, suggesting a 

preference for mid-tier facilities offering more comprehensive services than 

dispensaries but fewer than hospitals. 

 23.19% utilize Regional Referral Hospitals, indicating access to specialized 

care for complex disabilities. 

 14.49% depend on Dispensaries (basic-level care with limited disability 

expertise). 

 Another 14.49% access District Hospitals, which offer intermediate services 

but may be geographically inaccessible in rural areas. 

Implication of the data  

The findings suggest that Health Centers are the most relied-upon healthcare 

facility by caregivers of children with disabilities (46.38%). These mid-tier 

facilities strike a balance between accessibility and service availability, offering 

more than dispensaries but lacking the specialization found in hospitals. 

However, a notable portion of households still depend on Dispensaries (14.49%), 

which are typically ill-equipped to meet the complex needs of children with 

disabilities. This reliance indicates a service gap in the availability of disability-

specific expertise at lower-tier facilities. 

The use of Regional Referral Hospitals (23.19%) and District Hospitals (14.49%) 

demonstrates some access to specialized care, though these facilities may be 

out of reach for many rural households. Strengthening referral pathways and 

upgrading lower-level facilities with disability-focused capacity is essential to 

ensuring more equitable service delivery. 

.  
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Figure 2: Available Health Service Levels (n=69) 

 

Source: Baseline Survey (2025) 

4.1.2 Distance to Health Facilities 

 37.68% of households are within 1-5 km of a facility moderately accessible but 

still challenging for caregivers. 

 30.43% must travel over 10 km, a significant barrier in rural areas with limited 

transport. 

 28.99% are 6-10 km away, posing difficulties in regions with poor 

infrastructure (e.g., Same and Moshi districts). 

 Only 1.45% reside within 1 km, indicating minimal proximity to care. 

Table 1: Distance to Health Services (n=69) 

Distance Frequency Percentage 

1-5 km 26 37.68% 

>10 km 21 30.43% 

6-10 km 20 28.99% 

<1 km 2 1.45% 

Total 69 100% 

 

Source: Baseline Survey (2025) 

32

16

10

10

0 5 10 15 20 25 30 35

Health Centre

Regional referral Hospital

Dispensary

District Hospital



 

13 

 

Implication of the data   

Proximity remains a major challenge: over 59% of households live more than 

6 km away from the nearest healthcare facility, with 30.43% reporting distances 

greater than 10 km. In rural regions such as Same and Moshi districts, this 

poses significant obstacles due to poor infrastructure and limited transport 

options. These findings align with broader evidence that geographical barriers 

disproportionately affect vulnerable populations, especially children with 

disabilities who may require frequent or ongoing access to care and treatment 

services. 

Types of Health Services Accessed 

 General check-ups (44.93%): Most common, reflecting basic healthcare needs. 

 Physiotherapy (40.58%): Critical for mobility impairments. 

 Assistive devices (33.33%): Moderate coverage, but gaps remain. 

 Speech therapy (8.70%) and occupational therapy (2.90%): Severely limited 

access. 

 

Table 2: Health Services Accessed (n=69) 

Service Frequency Percentage 

General medical check-ups 31 44.93% 

Physiotherapy 28 40.58% 

Assistive devices 23 33.33% 

Speech therapy 6 8.70% 

Occupational therapy 2 2.90% 

Note: Percentages exceed 100% due to multiple responses. 

Source Baseline survey (2025) 

 

Implication of the findings  

The study reveals relatively high reported access to general medical check-ups 

(44.93%) and physiotherapy services (40.58%), suggesting that some basic health 

needs for children with disabilities are being addressed. However, it is important to 

note that "access" in this context often refers to a single or infrequent 

encounter with services, rather than sustained or ongoing care. For example, the 

40.58% reporting physiotherapy access does not necessarily indicate that these 

children were receiving regular treatment at the time of the survey. Many instances 
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represent isolated visits, sometimes occurring only once in a child's lifetime, due to 

financial constraints, logistical barriers, or discontinuation of services. 

This limited and inconsistent access is even more pronounced in the case of essential 

rehabilitative and developmental therapies, such as speech therapy (8.70%) and 

occupational therapy (2.90%). These therapies are critical for children with 

communication, motor, or cognitive impairments, yet the extremely low access rates 

reflect a severe lack of investment in multidisciplinary care models that are 

inclusive of the diverse needs of children with disabilities. 

Access to assistive devices was reported by 33.33% of respondents. While this figure 

is relatively encouraging, it still highlights significant unmet needs—especially for 

children with mobility limitations or communication challenges. Many caregivers 

reported either delayed provision of devices or receiving equipment that was ill-

suited to their child’s specific condition. 

These findings underscore the need for a more integrated and sustained model of 

disability care within the primary healthcare system—one that ensures not only 

the availability of specialized services, but also their affordability, continuity, and 

alignment with each child's developmental needs. 

 

Challenges in Accessing Healthcare 

1. High treatment costs (91.30%): Primary barrier for caregivers. 

2. Long distances (88.41%): Exacerbated in rural areas. 

3. Long wait times (63.77%): Reduces care-seeking frequency. 

4. Lack of service information (40.58%): Highlights are needed for community 

outreach. 

5. Negative provider attitudes (4.35%): Discourages care utilization. 

Table 3: Healthcare Access Challenges (n=69) 

Challenge Frequency Percentage 

High cost of treatment 63 91.30% 

Long distance to facilities 61 88.41% 

Long waiting times 44 63.77% 

Lack of service information 28 40.58% 

Negative provider attitudes 3 4.35% 

Other 2 2.90% 

Note: Percentages exceed 100% due to multiple responses. 

Source Baseline survey (2025) 
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Qualitative data from Key informants  

While quantitative data indicate that 40.58% of respondents accessed 

physiotherapy services, key informant interviews reveal that such access is often 

sporadic or discontinued due to financial and logistical barriers. 

For instance, one caregiver from Usa River explained: (informally) 

"I used to take my child to CCBRT [Comprehensive Community-Based 

Rehabilitation in Tanzania] three years ago, but it was too costly for me. I had to 

stop because I could no longer afford transportation and treatment fees." 

Additional testimonies highlight similar challenges: 

 Long intervals between sessions: Some caregivers reported that their children 

received physiotherapy only once or twice over several years, rather than as part 

of a consistent treatment plan. 

 Discontinuation due to costs: Even when services were initially available, high 

out-of-pocket expenses forced families to abandon treatment. 

 Distance as a deterrent: Several respondents mentioned that traveling to 

specialized centers (such as CCBRT or regional hospitals) was unsustainable due 

to time and transportation costs. 

Implication. 

1. Financial Barriers as a Primary Obstacle 

The most significant challenge reported by caregivers was the high cost of 

treatment, cited by 91.30% of respondents. This finding aligns with broader 

national and international evidence showing that out-of-pocket healthcare 

expenditures disproportionately impact low-income families, particularly those 

caring for children with disabilities who often require specialized and long-term 

services. Many families in the study area lack access to insurance coverage or 

disability-specific health financing mechanisms, making essential therapies 

unaffordable. 

This barrier is further illuminated through qualitative accounts, such as that of 

a caregiver in Usa River, who discontinued her child’s physiotherapy at CCBRT 

due to transportation and treatment costs. Such testimonies reveal that even 

when services are available, financial constraints can severely limit continued 

access, undermining the long-term effectiveness of interventions. 

2. Geographic and Transportation Barriers 

The second most reported barrier—long distances to health facilities 

(88.41%)—is particularly relevant in rural districts like Same and Moshi, where 
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infrastructure is limited and public transportation options are scarce. Caregivers 

must often travel long distances to access specialized services located in urban 

centres such as Arusha or Moshi Municipality. 

Qualitative data reinforces this: many caregivers noted that the time, effort, 

and transport costs involved in traveling to centres like CCBRT rendered regular 

visits impractical. For children who require frequent physiotherapy, 

occupational therapy, or other rehabilitative services, this barrier effectively 

excludes them from consistent care. 

3. Systemic Health System Constraints 

A significant number of respondents (63.77%) reported long wait times, which 

reduce the frequency of care-seeking behaviour and exacerbate caregiver fatigue. 

For families juggling multiple responsibilities and limited income, long queues 

further discourage engagement with health services. 

Moreover, 40.58% of caregivers reported a lack of information about 

available services, highlighting a critical gap in community outreach and health 

education. This indicates that caregivers may not be fully aware of what services 

exist, where they are located, or how to access them—particularly for specialized 

care like speech or occupational therapy. 

4. Provider Attitudes and the Quality of Interaction 

Although only 4.35% cited negative provider attitudes, even a small number 

of such incidents can significantly impact caregivers’ trust in the system. 

Negative or dismissive attitudes toward disability can discourage families from 

seeking help, leading to isolation and underutilization of available services. 

5. Discontinuity and Inconsistency in Care 

The finding that 40.58% of caregivers reported accessing physiotherapy services 

must be interpreted cautiously. As key informant interviews reveal, such access 

is often sporadic, inconsistent, or one-time only. Caregivers frequently 

reported long gaps between therapy sessions, or complete discontinuation due 

to financial and logistical challenges. These inconsistencies dilute the 

effectiveness of treatment, as rehabilitation for children with disabilities requires 

ongoing, routine care to yield meaningful developmental outcomes 
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4.2 Capacity of parents and caregivers to care for children with disabilities. 

4.2.1 Socio-Demographic Characteristics of Caregivers and Children with 

Disabilities 

This section presents key findings on caregiver profiles and characteristics of 

children with disabilities from the baseline survey. 

4.2.1.1 Marital Status of Caregivers 

The data indicates that most caregivers (65.22%) are married, suggesting that 

most children with disabilities benefit from two-parent household support 

systems. However, a significant proportion face caregiving without spousal 

support: 

 13.04% separated 

 13.04% single 

 8.70% widowed 

Implication: While married couples may have greater caregiving capacity, nearly 

35% of caregivers manage alone, highlighting the need for targeted support 

programs for single-parent households. 

(Refer to Figure 7: Marital Status of Respondents, n=69) 

4.2.1.2 Caregiver Relationships 

Parents constitute the primary caregivers across all districts (76.81%), with 

notable variations: 

 Moshi District has the highest parental care (37.68%) 

 Meru District follows at 26.09% 

 Same District at 13.04% 

Guardians and other caregivers represent smaller proportions (14.50% and 

8.70% respectively), suggesting limited extended family or formal caregiving 

support. 

(Refer to Table 12: Relationship with Children with Disabilities, n=69) 

4.2.1.3 Educational Attainment 

The data reveals significant gender disparities in caregiver education: 

 65.22% of female caregivers have only primary education 

 21.74% of male caregivers have primary education 

 <10% of all caregivers have secondary education 

 4.35% have higher education 
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(Refer to Figure 3: Respondents' Educational Background, n=69) 

 

4.2.1.4 Marital Status and Household Support Structures 

The data shows that  most caregivers (65.22%) are married, suggesting that 

many children with disabilities live in two-parent households. This arrangement 

potentially provides increased emotional, financial, and logistical support in 

caregiving. However, the remaining 34.78% comprising single (13.04%), 

separated (13.04%), and widowed (8.70%) caregivers face unique 

vulnerabilities. These caregivers often manage the demands of care without 

shared responsibilities, which may increase the risk of burnout, financial strain, 

and limited availability for additional income-generating activities. 

Implication: Single caregivers, particularly those who are female and in low-

income rural settings, may face compounded caregiving challenges. This 

underscores the need for targeted social protection measures, psychosocial 

support, and community-based respite services to alleviate their burden. 

1. Caregiver Relationships to Children with Disabilities 

The finding that parents constitute the majority of caregivers (76.81%) 

reflects the significant role of the nuclear family in the care of children with 

disabilities in the study regions. The data, disaggregated by district (Moshi: 

37.68%, Meru: 26.09%, Same: 13.04%), highlights the uneven distribution of 

caregiving responsibilities, possibly linked to local demographics or access to 

services. 

Smaller percentages of children are under the care of guardians (14.50%) or 

others (8.70%), indicating that alternative caregiving support systems 

whether through extended family or institutional mechanisms are limited. 

This may become a concern in cases where parents are deceased, absent, or 

incapacitated. 

Implication: The strong reliance on parental care, with limited backup systems, 

suggests the importance of strengthening community networks, fostering 

peer support groups, and promoting inclusive caregiving policies that 

extend beyond the nuclear family. 

2. Educational Attainment and Gender Disparities 

The data presents a clear educational gap among caregivers, with the majority 

of female caregivers (65.22%) having only primary education, compared to 

21.74% of male caregivers. This disparity reflects broader structural 

inequalities in educational access and has significant implications for caregiving 

capacity. 
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Caregivers with lower education levels may face challenges in: 

 Navigating complex health and social service systems, 

 Understanding medical and rehabilitative information, 

 Advocating for disability rights and entitlements, 

 Accessing information on inclusive education and care strategies. 

Only 4.35% of caregivers have attained higher education, indicating a 

limited pool of caregivers with the educational resources to provide 

informed, structured, and proactive care. 

Implication: There is a pressing need for capacity-building programs tailored 

to caregivers with low literacy, including training in home-based 

rehabilitation, rights awareness, and accessing public services. These 

interventions should be gender-sensitive, recognizing the disproportionate 

caregiving burden borne by women. 

4.2.1.5 Occupational Profile 

Caregiving responsibilities intersect with economic activities: 

 Agriculture predominates (58.83% total, with 41.18% female) 

 Casual labor (19.12%, predominantly female) 

 Small businesses (14.70%, majority female) 

 5.88% of female caregivers unemployed 

 Only 1.47% in formal employment 

Implication: The predominance of informal sector work among caregivers 

suggests financial vulnerability and limited access to employment benefits. 

(Refer to Figure 4: Source of Income Among Caregivers, n=69) 

4.2.2 Child Disability Characteristics 

Caregiving Burden 

 95.65% care for one child with disabilities 

 2.90% care for two children with disabilities 

Implication: Most families concentrate resources on single cases, though a small 

percentage face compounded caregiving demands. 

(Refer to Figure 9: Number of Children with Disabilities Cared For, n=69) 

Gender Distribution 

 59.42% male children 
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 37.68% female children 

 1.45% care for both genders 

Implication: The gender disparity may reflect reporting biases or actual 

prevalence differences requiring further investigation. 

(Refer to Table 9: Sex Distribution Among Children with Disabilities, n=69) 

Age Profile 

Children show a mean age of 9.96 years (SD=5.59), with: 

 Median age: 10 years 

 Broad age ranges from young children to adolescents 

Implication: Service planning must accommodate diverse developmental needs 

across this age spectrum. 

(Refer to Table 10: Age Distribution Among Children with Disabilities, n=69) 

Disability Types 

The most prevalent conditions include: 

 Physical disabilities (55.07%) 

 Intellectual disabilities/Autism (18.84%) 

 Multiple disabilities (14.49%) 

 Sensory impairments (8.70%) 

Implication: The disability profile suggests a need for varied interventions 

including mobility support, cognitive therapies, and multi-disciplinary care. 

(Refer to Figure 5: Types of Disabilities Among Children, n=69) 

4.2.3 Caregiver Capacity and Challenges 

Training Deficits 

 95.65% received no caregiving training 

 4.35% uncertain about training received 

Implication: Nearly all caregivers lack formal training, potentially compromising 

care quality and child outcomes. 

Key Challenges 

Caregivers face multiple, intersecting difficulties: 

1. Financial strain (89.86%) 
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2. Limited specialized healthcare access (78.26%) 

3. Knowledge gaps in disability care (65.22%) 

4. Lack of assistive devices (53.62%) 

5. Stigma and discrimination (18.84%) 

"We used to go to CCBRT for therapy, but the costs became too much. Now we just 

manage at home." (Caregiver, Usa River) 

Implication: These systemic barriers require comprehensive interventions 

addressing economic support, service accessibility, and community education. 

(Refer to Table 11: Challenges in Caring for Children with Disabilities, n=69) 

Conclusion 

The data reveals a caregiving landscape characterized by: 

 Predominantly female caregivers with limited education 

 High reliance on informal sector livelihoods 

 Significant unmet needs for training and support services 

 Multiple barriers to quality care provision 

These findings underscore the necessity for: 

1. Economic empowerment programs for caregivers 

2. Decentralized disability services (mobile clinics) 

3. Targeted training initiatives 

4. Community-based support networks 

5. Anti-stigma campaigns 

    Qualitative findings from Key informants  

4.2.4 Caregiving Constraints and Local Solutions 

Key informant interviews revealed critical challenges in balancing caregiving 

responsibilities with economic survival, particularly for children with severe 

mobility impairments: 

1. Economic Participation Barriers 

As explained by local officials: 

"Many parents lack capacity to care for non-ambulatory children. They face an 

impossible choice - stay home to provide care or go to work to earn 

income." (Ward Executive Officer, Mwika Kaskazini) 



 

22 

 

This dilemma is exacerbated by: 

 Absence of respite care services 

 Limited adaptive childcare options 

 Physical demands of lifting/moving children 

2. Gaps in Training Programs 

A Village Executive Officer noted: 

"There are occasional trainings for adults with disabilities, but parents caring for 

disabled children are consistently overlooked in these initiatives." (VEO, 

Mabilioni) 

This exclusion persists despite parents being: 

 Primary daily caregivers 

 Responsible for therapeutic follow-through 

 Key decision-makers in child development 

3. Emerging Community Solutions 

The Uru Kishimundu model demonstrates local innovation: 

"Mimi niliona wanateseka nikawashauri waunde kikundi na wamepata mikopo 

ya serikali." 

("I saw their suffering and advised them to form a group – they've now accessed 

government loans.") 

(Community Development Officer, Uru Kishimundu) 

This intervention has enabled: 

 Collective childcare rotations 

 Income-generating group enterprises 

 Access to government livelihood funds 

4.2.5 Policy Implications: 

1. Economic Inclusion: Develop caregiver-friendly livelihood programs with: 

o Flexible work arrangements 

o Childcare-integrated workspaces 

o Targeted financial products 

2. Training Reforms: Restructure disability programs to: 

o Prioritize caregiver skill-building 

o Combine therapeutic and economic training 
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o Utilize peer-to-peer learning models 

3. Scale Local Innovations: Document and replicate community solutions like: 

o Caregiver collectives 

o Shared resource pools 

o Social protection linkages 

4.3 Existing systems and structures for the care and protection of children 

with disabilities 

Evaluation of Systems and Structures for Care and Protection of Children with 

Disabilities 

4.3.1 Implementation Status of the Persons with Disability Act (No. 9 of 

2010) 

Our assessment of compliance with key provisions of the Act revealed significant 

implementation gaps: 

1. Disability Committee Formation 

 Only Meru District had initiated formation of disability committees following 

advocacy by Faraja Forward 

 In other districts (Moshi and Same), there were: 

o No functional disability committee at any administrative level 

o Widespread confusion between disability committees and MTU KUWA social 

service committees 

As explained by the Village Executive Officer: 

"We often assume that the MTAKUWA committee handles disability issues as 

well, but we now realize there is a need for a separate structure. It's not clear 

how the two are supposed to work together or separately." (VEO, Uru 

Kishimundu) 

2. Registry of Persons with Disabilities 

 No district maintained a comprehensive registry at: 

o Village level 

o Ward level 

o District level 

3. Business Designations 

 Zero designated business areas for people with disabilities across all study 

districts 
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4.3.2 Violence Reporting Systems 

Through police gender desks and social workers, we found: 

 No consolidated records of violent cases involving children with disabilities 

 Existing reporting mechanisms fail to: 

o Disaggregate data by disability status 

o Provide accessible reporting channels 

o Offer disability-sensitive response protocols 

4.3.3 Systemic Neglect of Caregivers 

The evaluation uncovered: 

 Complete absence of programs targeting parents/caregivers with disabilities 

 No accommodation of caregivers' needs in: 

o Social Protection Schemes 

o Economic empowerment programs 

o Service delivery frameworks 

Table 4: Key Findings Summary 

Compliance Area Implementation Status 

Disability Committees Only Meru District initiating formation 

Disability Registry Not existing at any level 

Business Designations No implementation 

Violence Reporting No disability-disaggregated data 

Caregiver Support No targeted programs 

Source: Baseline Survey (2025) 

Recommendations 

1. Immediate Actions 

 Develop standardized guidelines for committee formation 

 Create disability registry templates for local governments 

 Conduct awareness campaigns on committee mandates 

2. Medium-Term Measures 
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 Train MTUKUWA committees on disability inclusion 

 Establish violence reporting protocols for children with disabilities 

 Pilot caregiver support programs in high-prevalence areas 

3. Policy Revisions 

 Amend implementation guidelines to clarify: 

o Committee composition 

o Reporting requirements 

o Monitoring mechanisms 

 Allocate specific budgets for disability structures 

Key Quantitative Findings on Government Support Awareness (n=69): 

1. Service Awareness Gap: 

o 95.65% (66 respondents) reported no available government support services 

o 4.35% (3 respondents) were uncertain about service availability 

2. Statistical Breakdown: 

o Absolute majority (66/69) confirmed service absence 

o Only 3 respondents couldn't confirm service status 

3. Data Implications: 

o Near-universal lack of accessible services (96%) 

o Minimal awareness even among uncertain respondents (4%) 

o It can also mean that government is invested in support of Grown-up persons 

with disability and forgetting those who care for children with disability. 

Data Source: Figure 10, Baseline Survey (2025) 

This systematic evaluation demonstrates critical gaps in legal implementation 

and service provision, particularly regarding child-specific protections and 

caregiver support systems. The findings underscore the need for urgent 

administrative action and policy refinement to realize the Act's intended 

protection. 
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4.4 Environmental and systemic barriers that contribute to the disabling 

environment for children with disabilities. 

The study identified multiple systemic barriers preventing children with 

disabilities from accessing essential care and protection. Quantitative findings 

reveal the following key challenges: 

Key Barriers Reported (n=69) 

1. Financial Constraints (82.61%) 

o The most prevalent barrier affecting 57 out of 69 caregivers. 

o Limits access to medical care, assistive devices, therapy, and education. 

2. Lack of Awareness About Available Services (81.16%) 

o 56 respondents were unaware of existing support services. 

o Even when services exist, poor information dissemination restricts utilization. 

3. Inadequate Policies and Regulations (59.42%) 

o 41 caregivers cited weak policy implementation. 

o Gaps in enforcement leave children without legal protection. 

4. Discrimination and Stigma (20.29%) 

o 14 respondents reported social exclusion. 

o Negative attitudes hinder access to education, healthcare, and community 

participation. 

5. Other Barriers (1.45%) 

o A small percentage (1 respondent) noted unlisted challenges. 
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Table 5: Barriers to Care and Protection (n=69) 

Barrier Frequency Percentage 

Financial constraints 57 82.61% 

Lack of awareness about services 56 81.16% 

Inadequate policies and regulations 41 59.42% 

Discrimination and stigma 14 20.29% 

Other (Specify) 1 1.45% 

Note: Percentages exceed 100% due to multiple response selections. 

Source: Baseline Survey (2025) 

Qualitative Context: 

Key informants emphasized how poverty intersects with infrastructure gaps. 

For example: 

“Many parents can’t afford transport to bring children with disabilities for therapy. 

Even when they arrive, the clinic doors are too narrow for 

wheelchairs.” (Healthcare worker, Moshi DC) 

2. Lack of Awareness About Services (81.16%) 

 56 respondents were unaware of existing support programs (e.g., government 

aids, NGOs). 

 Poor information dissemination exacerbates exclusion. 

Qualitative Context: 

A Village Executive Officer (VEO) noted: 

“Parents hide their children at home, not knowing there are schools or clinics that 

could help them.” 

This aligns with quantitative findings, showing how myths and 

isolation (reported by 20.29%) reinforce low service uptake. 

3. Inadequate Policies and Regulations (59.42%) 

 41 caregivers cited weak policy enforcement (e.g., inclusive education laws, 

anti-discrimination protections). 

 Gaps leave CWDs without legal safeguards. 

Qualitative Context: 

Teachers’ exclusionary practices—observed in the Mbuguni parent’s 

account—highlight policy failures: 
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“The teachers don’t let other children play with him [...] He hadn’t even written 

anything in his book.” 

4. Discrimination and Stigma (20.29%) 

While only 14 respondents explicitly reported stigma, qualitative data reveals 

its hidden prevalence: 

 Cultural myths frame disability as a “curse” (VEO, Kishimundu). 

 Overprotection and neglect in schools (Mbuguni parent). 

Discrepancy Note: 

The low quantitative reporting (20.29%) likely underrepresents stigma due 

to social desirability bias (caregivers may avoid admitting discrimination). 

Qualitative narratives are thus critical to uncover lived experiences. 

5. Environmental Barriers (Complementary Qualitative Data) 

While not quantified separately, key informants stressed: 

 Physical inaccessibility: Lack of ramps, narrow doorways. 

 Compounding effects: Poverty + stigma + infrastructure neglect. 
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Table 6: Synthesis of Findings 

Barrier Quantitative 

Data 

Qualitative Insights 

Financial 

constraints 

82.61% 

(n=57) 

“No money for transport or 

devices” (Community healthcare 

worker in Hedaru) 

Lack of 

awareness 

81.16% 

(n=56) 

“Parents hide children, unaware 

of services” (VEO Maji ya Chai) 

Weak policies 59.42% 

(n=41) 

Teachers exclude CWDs despite 

policies (Parent, Mbuguni) 

Stigma 20.29% 

(n=14) 

Disability viewed as a “curse”; 

social isolation (VEO, Imbaseni) 

Infrastructure 

gaps 

Not quantified Clinics/schools lack ramps, 

accessible toilets (Maji ya Chai, 

Same,)  

“The magnifying machine for 

teaching children with eyesight 

problem is broken for years if we 

could get someone to help, we 

would really appreciate” a 

special needs teacher in Same 

district 

Source Baseline Survey (2025) 

Key Takeaway: 

 Financial and awareness barriers dominate, but stigma and policy 

gaps amplify exclusion. 

 Qualitative data exposes hidden challenges (e.g., emotional toll of neglect) 

missed by surveys. 

Recommendations 

1. Targeted Sensitization: Combat myths via community dialogues (aligns with 

stigma findings). 

2. Policy Enforcement: Train teachers, healthcare workers on inclusion (supports 

59.42% policy gap). 

3. Poverty-Alleviation Programs: Subsidize assistive devices, transport 

(addresses 82.61% financial barrier). 
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4.5 Availability and quality of inclusive education and vocational training 

opportunities for children with disabilities 

To evaluate the effectiveness of community and family support systems, 

including counseling, advocacy, and education programs. 

This objective aims to assess the availability and accessibility of inclusive 

education and vocational training opportunities for children and young people 

with disabilities in the study regions. The findings reveal a concerning reality: 

the majority of children with disabilities are still being left behind in terms of 

formal education. 

According to the 2025 Baseline Survey, only 26.09% of children with disabilities 

were reported to be enrolled in school, while a striking 73.91% were not 

enrolled. This indicates that despite growing national and international 

emphasis on inclusive education, access remains a major challenge. It also 

reflects a systemic failure to implement inclusive education policies at the 

grassroots level in a way that effectively reaches marginalized children. 

Note: While a few children (less than 5%) were reported to be below school-going 

age, this was not a significant factor influencing the overall enrollment rate. 

Key Barriers to School Enrollment 

To understand the reasons behind the low enrollment rates, parents and 

caregivers were asked to identify the challenges preventing their children with 

disabilities from attending school. The table below presents the main barriers: 

Table 7: Barriers to school enrolment 

Reason for non-enrollment Frequency Percentage 

(%) 

Lack of accessible school 

infrastructure 

38 55.07 

Shortage of specialized teachers 30 43.48 

High cost of education 29 42.03 

Transport challenges 26 37.68 

Discrimination from teachers and 

peers 

4 5.80 

Note: Respondents could select multiple reasons. 

Source: Baseline Survey (2025) 
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Analysis and Interpretation 

The most frequently cited barrier was the lack of accessible infrastructure 

(55.07%). This finding reflects a widespread absence of disability-friendly 

facilities such as ramps, widened doors, and adapted toilets. Inaccessible 

physical environments serve as the first line of exclusion, effectively preventing 

many children from entering or staying in school. 

The shortage of specialized teachers (43.48%) emerged as another significant 

challenge. Teachers with the skills and training to support diverse learning needs 

are critical to inclusion. Their absence often means that children with disabilities 

do not receive the tailored support they require, resulting in poor learning 

outcomes or total exclusion. 

Financial barriers were also highly significant. Over 42% of respondents 

reported that the cost of education—including fees, uniforms, learning aids, 

and therapies—was too high. Special education often entails additional costs 

that families living in poverty cannot afford. This points to the urgent need for 

more government and donor-supported funding mechanisms, including 

scholarships, subsidies, or school feeding programs. 

Transport challenges were reported by 37.68% of respondents. In many rural 

or semi-urban areas, the lack of safe and disability-friendly transport prevents 

children from accessing schools, even when such institutions exist nearby. 

While less frequently mentioned, discrimination within schools (5.8%) is 

nonetheless deeply concerning. Discriminatory attitudes from peers and 

teachers can be emotionally damaging and can lead to exclusion even when 

physical access and educational resources are in place. This indicates the 

importance of complementing physical and financial interventions with 

sensitization and anti-stigma programs at the community and school levels. 
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Plate 1: A classroom at Same Inclusive School - Same District 

 

Source: Baseline Survey (2025) 

Broader Implications 

The data paints a clear picture: access to education for children with disabilities 

is hindered by a combination of structural (plate 1), financial, and attitudinal 

barriers. These barriers not only limit educational participation but also affect 

long-term opportunities for personal development, vocational skills acquisition, 

and independence. 

The findings strongly support the need for a multi-sectoral and rights-based 

approach to inclusive education—one that goes beyond policy and addresses 

practical realities on the ground. Effective interventions should be aimed at: 

 Upgrade school infrastructure to meet universal design standards. 

 Increase training and deployment of specialized educators. 

 Reduce financial burdens on families through public funding. 

 Improve transport solutions tailored to the needs of children with disabilities. 

 Promote community awareness and eliminate stigma through inclusive policies 

and public education campaigns. 

The current state of education access for children with disabilities underscores 

a critical equity gap. While a small proportion of children have been reached 

through inclusive education initiatives, the majority remain excluded. Although 

a minor portion of the sample were not yet of school age, this factor was not a 

significant contributor to the overall enrollment gap. These findings provide a 
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strong evidence base for targeted investments and policy reforms to ensure that 

education for all truly includes children and youth with disabilities. 

4.6 Effectiveness of community and family support systems, including 

counseling, advocacy, and education programs. 

According to the 2025 Baseline Survey, a significant proportion of parents 

(73.91%) perceive their community as just moderately supportive in the 

upbringing of a child with disabilities.  A notable minority (15.94%) perceives the 

community as entirely unsupportive, whilst quite a small fraction (10.14%) 

regards their community as highly supportive. 

Key Forms of Support from the Community 

Parents and caregivers were asked to identify the kind of support they wish to 

receive from the community.  The table below displays the primary form of 

support identified 

Table 8: Key Forms of Support from the community 

Forms of Support Frequency Percentage 

Financial assistance 56 81.16 

Access to health care and rehabilitation 

services 
50 72.46 

Awareness programs on disability 

rights 
47 68.12 

More inclusive schools and facilities 39 56.52 

Note: Percentages exceed 100% due to multiple response selections. 

Source: Baseline Survey (2025) 

According to table 8 above, Parents of children with impairments articulated a 

significant demand for several sorts of community help.  The predominant 

request was for financial assistance (81.16%), succeeded by Access to health 

care and rehabilitation services (72.46%).  A considerable proportion emphasized 

the necessity for awareness programs regarding disability rights (68.12%) and 

the establishment of more inclusive schools and facilities (56.52%). 

To evaluate the effectiveness of community and family support systems, 

including counseling, advocacy, and education programs, qualitative data 

revealed that intermittent training is offered to parents of children with 

disabilities in Maji ya Chai and USA River wards, as well as through CCBRT in 

Kilimanjaro. However, access to these programs depends heavily on the parents' 
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ability to attend. As noted by a Village Executive Officer from Ngurdoto 

Village, "The training is available, but many parents struggle due to distance, 

costs, or lack of awareness. Even when programs exist, participation is often low." 

On the other hand, a representative of people with disabilities emphasized 

that opportunities for training and support do exist—if individuals and families 

know how to access them. She shared her own experience: "I’ve attended 

countless training courses and now lead a disability organization. I even ran for 

Parliament to represent women in Arusha these chances are there, but many don’t 

know about them or how to benefit." Her proactive engagement likely granted her 

greater access, highlighting disparities in awareness and outreach 

Key findings: (refer table 13) 

Only 33.93% of female respondents believe a person with a disability can be an 

effective leader, compared to 60.06% of male respondents. This reflects gendered 

and ableist assumptions about leadership. 

Recommendations: 

 Develop Disability Leadership Programs that mentor youth with disabilities 

and create visible pathways into community leadership roles. 

 Engage Local Government and CSOs to ensure people with disabilities are 

represented in ward-level committees, disability councils, and other 

governance structures. 

 Train Leaders and Influencers (teachers, religious leaders, ward officers) on 

inclusive leadership to shift narratives from charity to rights and capability. 

 Normalize Social Participation and Inclusion in Everyday Life 

Key findings  

Less than half of the community strongly supports the social participation of 

PWDs, with stigma still reported as a barrier (especially 18.91% of women and 

38.87% of men acknowledging societal unfairness). 

Recommendations: 

 Organize Inclusive Community Events where children and adults with 

disabilities participate in sports, arts, and cultural activities alongside their 

peers. 

 Empower Disability Advocacy Groups to lead public sensitization events that 

highlight the value of inclusion in both formal and informal spaces. 

4.7 Attitudes and perceptions on persons with disability 

Promote Inclusive Leadership and Representation 
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 Involve Religious and Cultural Leaders in promoting messages of dignity and 

belonging for people with disabilities during sermons and public gatherings. 

 

Address Misconceptions About Work Efficiency and Economic Participation 

Key findings: 

 Only 34.52% of female respondents believe PWDs can work as efficiently as 

others, suggesting stereotypes about productivity and capability. 

Recommendations: 

 Promote Inclusive Workplaces and Success Stories from local entrepreneurs, 

artisans, or employees with disabilities to change perceptions through 

visibility. 

 Partner with Employers and Vocational Canters to create internships or 

apprenticeships for youth with disabilities. 

 Facilitate Experience-Sharing Forums where employers and community 

members can hear from businesses that have successfully employed people 

with disabilities. 

Bridge the Gender Gap in Perception and Advocacy 

Key findings  

 Across most indicators, women demonstrate more cautious attitudes than men, 

possibly due to limited exposure or internalized gender norms. 

Recommendations: 

 Create Women-Focused Dialogue Platforms that explore disability from 

caregiving, social, and empowerment perspectives. 

 Train Female Champions to advocate for inclusive practices in schools, 

households, and health facilities. 

 Use Female Role Models with Disabilities in storytelling and awareness 

campaigns to reshape perceptions. 
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5.0 RECOMMENDATIONS 

 

Based on the findings from Kilimanjaro and Arusha regions, the following 

recommendations are proposed to enhance the accessibility, efficiency, and 

impact of Mobile Health Programs (MHPs) for children with disabilities (CWDs) 

and their caregivers. 

5.1. Enhance Geographic Coverage & Accessibility 

Key Issues Identified: 

 Over 30% of households travel more than 10 km to access health services. 

 Rural areas, particularly Same and Moshi districts, suffer from severe service 

and infrastructure deficits. 

 55.07% of CWDs face school inaccessibility due to physical barriers—

indicative of similar healthcare access limitations. 

Recommendations: 

 Extend Mobile Clinic Routes to underserved and remote villages using route-

mapping and community feedback mechanisms. 

 Partner with Local Dispensaries and health posts to serve as consistent 

referral hubs for MHPs, ensuring continuity of care. 

 Introduce Scheduled Visit Calendars that are communicated via SMS and 

community noticeboards to improve service predictability 

5.2 Reduce Financial Barriers to Access 

Key Issues Identified: 

 High cost of treatment and assistive devices reported by over 90% of 

caregivers. 

 Extremely low health insurance coverage among CWDs (7.2% in Kilimanjaro, 

3.2% in Arusha). 

Recommendations: 

 Subsidize Mobile Health Services, including consultations, medication, and 

assistive devices, using donor and government support. 

 Integrate NHIF Enrolments into MHP activities, with on-site registration for 

CWDs and awareness on available benefits. 

 Provide Transport Vouchers or Travel Grants for low-income families to 

access mobile clinics explore feasibility with local transport associations. 
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 Adopt the Uru Kishimundu Model, linking parents of CWDs to loan groups 

and microcredit schemes tailored for disability care needs. 

5.3. Improve Service Delivery & Specialized Care 

Key Issues Identified: 

 Significant demand for physiotherapy (40.58%) and speech therapy (8.70%) 

with minimal availability. 

 95.65% of caregivers have no formal training in caring for CWDs. 

Recommendations: 

 Deploy Multidisciplinary Teams with specialists including physiotherapists, 

speech therapists, and occupational therapists in mobile units. 

 Train Community Health Workers (CHWs) in basic disability care and 

therapy follow-up routines. 

 Implement Telehealth Solutions via mobile platforms to connect rural 

caregivers with specialists for advice and care guidance. 

5.4. Strengthening Awareness & Community Engagement 

Key Issues Identified: 

 Widespread lack of knowledge about available services (81.16%). 

 Persistent stigma and social isolation, reported by 20.29% of caregivers. 

Recommendations: 

 Launch Door-to-Door Sensitization Campaigns led by CHWs, religious 

leaders, and disability champions to raise awareness of MHP schedules and 

services. 

 Use Radio, SMS, and Community Media to disseminate educational content 

and real-time updates on MHP visits. 

 Foster NGO Collaboration, involving organizations like CCBRT and SIBUSISO, 

to expand reach and complement efforts, reducing duplication a 

5.5. Ensure Sustainability through Policy Integration and Local Ownership 

Key Issues Identified: 

 Absence of local disability registries and weak policy enforcement 

mechanisms. 

 95.65% of caregivers report no government support structures in place. 

Recommendations: 
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 Institutionalize MHPs into district and ward-level government health plans, 

with clear budget allocations. 

 Establish and Maintain Disability Registries at village and ward levels to 

track needs, services received, and gaps. 

 Advocate for Stronger Implementation of the Persons with Disabilities Act 

(2010), mandating disability-inclusive mobile health initiatives in all local 

health policies. 

5.6. Integrate Health Services with Inclusive Education and Social Welfare 

Key Findings: 

Key Issues Identified: 

 73.91% of CWDs are out of school due to combined physical, financial, and 

systemic barriers. 

 Caregivers, mostly women with limited education (65.22% primary-level), 

require both economic and social support. 

Recommendations: 

 Coordinate Health Screenings with Inclusive Schools, ensuring early 

identification and support for CWDs. 

 Offer Caregiver Support During MHP Visits, including group counselling, 

training in income generation, and parental rights education. 

 Link Families to Social Welfare Programs, such as TASAF, for economic 

relief and disability-specific grants. 

 Support Inclusive Learning Environments by supplying assistive devices 

and improving physical accessibility in schools. 
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6.0 CONCLUSION 

 

This baseline study on access to healthcare services for children with disabilities 

(CWDs) in the Kilimanjaro and Arusha regions reveals deep-rooted and 

interconnected barriers that continue to limit the full realization of rights for 

CWDs and their caregivers. From financial hardship and geographic 

inaccessibility to systemic service gaps and entrenched social stigma, the 

findings underscore a multidimensional crisis that demands a coordinated, 

inclusive response. 

Key findings point to prohibitively high costs, long travel distances, and severe 

shortages in essential therapies such as speech and occupational therapy. The 

burden of care falls overwhelmingly on women—most with only primary 

education—who navigate these challenges with minimal support or training. 

Meanwhile, more than 70% of CWDs remain out of school, largely due to 

inaccessible infrastructure, insufficient staffing, and unaffordable school-related 

expenses. 

The absence of functional disability committees, limited implementation of the 

Persons with Disabilities Act (2010), and ongoing societal stigma highlight policy 

and cultural gaps that continue to reinforce exclusion. While some community 

attitudes are shifting positively—particularly regarding the potential of persons 

with disabilities to contribute meaningfully to society—significant disparities in 

perception, especially along gender lines, still hinder broader inclusion. 

The findings affirm the urgent need for a multisectoral, equity-driven approach 

that integrates: 

 Health system reforms to ensure proximity, affordability, and specialization 

of care. 

 Inclusive education systems that are universally designed and financially 

accessible. 

 Comprehensive caregiver support mechanisms, including training, 

economic empowerment, and social services; and 

 Robust policy enforcement and community engagement to dismantle stigma 

and institutionalize disability inclusion. 

As Tanzania works toward achieving the Sustainable Development Goals (SDGs) 

and upholding the Convention on the Rights of Persons with Disabilities (CRPD), 

these efforts must be grounded in a rights-based framework that places children 

with disabilities at the canter of policy, planning, and service delivery. 
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This study serves not only as a diagnostic tool but also as a catalyst for collective 

action. It calls on policymakers, service providers, educators, development 

partners, and communities to reimagine a society where disability is not a source 

of marginalization but a dimension of human diversity—and where every child, 

regardless of ability, has the opportunity to survive, learn, and thrive. 

 

6.1 Way Forward for Faraja Forward’s Mobile Health Program 

To sustainably improve healthcare, education, and inclusion for children with 

disabilities (CWDs) in Kilimanjaro and Arusha, the following actionable steps are 

proposed: 

1. Immediate Priorities (0–6 Months) 

A. Launch Mobile Health Clinics 

 Pilot Sites: Begin in three underserved wards (e.g., Usa River, Maji ya Chai). 

 Services: Provide basic health check-ups, early disability screenings, 

physiotherapy, and distribution of assistive devices like wheelchairs, crutches, 

and hearing aids. 

 Health Linkages: Collaborate with local dispensaries and health facilities and 

community health care workers for referrals and follow-up care. 

B. Train & Empower Caregivers 

 Capacity Building: Conduct monthly workshops to equip caregivers with 

knowledge on disability care, nutrition, home physiotherapy, and support 

strategies (targeting the 95.65% currently untrained). 

 Peer Support Groups: Establish caregiver groups modelled on the successful 

Uru Kishimundu approach to encourage mutual support and information 

sharing. 

C. Community Awareness Campaigns 

 Information Dissemination: Use radio broadcasts, SMS alerts, and posters in 

Swahili and local dialects to inform communities about mobile clinics and 

disability rights. 

 Stigma Reduction: Deploy Community Health Workers (CHWs) for door-to-

door visits to raise awareness, challenge misconceptions, and foster inclusion 

(targeting stigma levels of over 20%). 

D. Localized Income-Generating Projects 

 Pilot Enterprises: Support low-income families of CWDs with small 

business ventures—such as poultry keeping, tailoring, or gardening. 
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 Start-Up Support: Offer in-kind startup kits, technical guidance, and 

micro-grants. 

 Community Savings: Facilitate village savings and loan groups to promote 

financial resilience. 

2. Medium-Term Actions (6–18 Months) 

A. A. Expand Mobile Clinics 

 Geographic Expansion: Scale mobile services to cover all 12 target wards, 

prioritizing rural areas where travel exceeds 10 km to the nearest facility. 

 Specialist Integration: Add speech and occupational therapists to support 

cognitive and communication needs. 

B. Strengthen Education Inclusion 

 School Collaboration: Partner with inclusive schools such as Same Inclusive 

School to promote the enrolment and retention of CWDs. 

 Assistive Technology Provision: Supply Braille materials, hearing aids, visual 

tools, and communication boards; train teachers in their effective use. 

 Inclusive Teaching Facilities: Improve school infrastructure—ramps, 

accessible toilets, wide entrances, ergonomic desks—to foster accessibility. 

 Games and Recreational Support: Equip schools with adaptive sports 

equipment and organize inclusive play days to encourage participation and 

reduce stigma. 

 Teacher Training: Provide workshops on inclusive education methods, 

classroom management, and disability-sensitive teaching strategies. 

C. Advocate for Policy Enforcement 

 Disability Committees: Encourage every district to form Disability 

Committees, learning from Meru District’s example. 

 Pilot an online registration of household of children with disabilities with GPS 

markers for future easy access to support and future advocacy.  

 Health Financing: Advocate for NHIF coverage waivers for children with 

disabilities (current coverage is <8%) to increase access to healthcare services. 

3. Long-Term Sustainability (18–36 Months) 

A. Government Integration 

 Policy Alignment: Advocate for inclusion of the Mobile Health Program in 

District Health Plans and public health budgets for long-term support. 
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 Disability Registry: Develop digital systems to register and monitor CWDs, 

enabling better planning, tracking, and service coordination. 

B. Economic Empowerment 

 Loan Access for Caregivers: Advocate for inclusion of caregivers in 

microfinance and loan schemes tailored to their needs. 

 Microfinance Partnerships: Work with SACCOs and NGOs to provide low-

interest, accessible loans to caregivers of CWDs. 

 Vocational Training for CWDs: Expand opportunities for older CWDs (14+) 

through vocational canters like those in Mwika Kaskazini, offering practical 

skills and pathways to independence. 

C. Scale-Up & Replicate 

 Regional Replication: Share successful models and tools with other regions 

such as Dodoma and Mwanza. 

 National Advocacy: Push for the nationwide adoption of mobile disability 

services, influencing national health and education policy. 

Critical Success Factors 

 ✅ Community Ownership: Engage caregivers, children, and local leaders in 

the design, implementation, and monitoring of all activities. 

 ✅ Data-Driven Monitoring: Regularly track indicators such as clinic usage, 

stigma reduction, caregiver training completion, and school attendance of 

CWDs. 

 ✅ Inclusive School Environments: Foster accessible, supportive learning 

spaces with proper infrastructure, teaching materials, and inclusive 

recreational activities. 

 ✅ Assistive Tools & Play: Integrate assistive technologies and adaptive games 

to ensure both learning and social development are addressed. 

 ✅ Cross-Sector Partnerships: Leverage cooperation among health, education, 

social welfare sectors, and community-based organizations. 
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APPENDICES 

 

Appendix 1: Reference Figures and Tables 

Figure 3: Respondents Educational Background (n = 69) 

 

Source: Baseline Survey (2025) 

 

 

Figure 4:Source of Income among Care givers for children with disabilities (n=69) 

 

Source: Baseline Survey (2025) 
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Table 9:Sex distribution among children with disabilities cared by parents (n=69) 

Gender Frequency Percentage 

Male 41 59.42 

Female 26 37.68 

Male and Female 2 1.45 

Total 69 100 

Source: Baseline Survey (2025) 

 

 

Table 10: Age distributions among children with disabilities cared for by parents 

(n=69) 

 

Mean Median Mode Standard deviation 

9.96 10.00 * 5.59 

Source: Baseline Survey (2025) 

 

 

Figure 5: Types of disabilities among children cared for by care givers (n=69) 
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Table 11: Challenges parents face in caring for children with disabilities (n=69) 

Value Frequency Percentage 

Financial difficulties 62 89.86 

Limited access to specialized health services 54 78.26 

Lack of knowledge of disability care 45 65.22 

Lack of assistive devices 37 53.62 

Stigma and discrimination 13 18.84 

Other (Specify) 6 8.7 

Key: Percentage exceeds 100% due to multiple selection variables 

Source: Baseline Survey (2025) 
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Figure 6: Responses on whether the parents have received government support 

(n=69) 

 

Source: Baseline Survey (2025) 

 

 

Figure 7: Marital Status of respondents (n=69) 

 

Source: Baseline Survey (2025) 
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Table 12: Relationship with Children with Disabilities (n=69) 

  

 Districts Meru  Moshi  Same  

Relationship (Freq.) (%) (Freq.) (%) (Freq.) (%) 

Parent 18 26.09% 26 37.68% 9 13.04% 

Guardian 2 2.90% 6 8.70% 2 2.90% 

Caregiver 1 1.45% 4 5.80% 1 1.45% 

Total 21 30.44% 36 52.18% 12 17.39% 

 

Source: Baseline Survey (2025) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

48 

 

Table 13:community perceptions towards people/children with disabilities (n=212) 

No. Statement Gender 
SDA 

(Freq/%) 

DA 

(Freq/%) 

N 

(Freq/%) 

A 

(Freq/%) 

SA 

(Freq/%) 

1 1. People with disabilities can 

live independently with the right 

support. 

Female 3 (2.36%) 1 (0.94%) 1 (0.47%) 
19 

(17.45%) 

20 

(18.87%) 

 
 Male 3 (2.36%) 1 (0.94%) 2 (1.89%) 

34 

(32.08%) 

24 

(22.64%) 

2 People with disabilities can 

contribute equally to society if 

given the right support 

Female 4 (3.3%) 3 (2.36%) 4 (3.3%) 
20 

(18.87%) 

13 

(12.26%) 

 
 Male 2 (1.89%) 6 (5.19%) 

11 

(10.38%) 

31 

(29.25%) 

14 

(13.21%) 

3 Disabled individuals should have 

equal access to education and job 

opportunities 

Female 1 (0.95%) 2 (1.9%) 1 (0.95%) 
13 

(12.38%) 

25 

(23.33%) 

 
 Male 2 (1.43%) 1 (0.95%) 2 (1.9%) 

18 

(16.67%) 

42 

(39.52%) 

4 People with disabilities can work 

as efficiently as others. 
Female 3 (2.86%) 6 (5.24%) 9 (8.57%) 

20 

(18.57%) 
5 (4.76%) 

  
Male 5 (4.29%) 

16 

(14.76%) 

14 

(13.33%) 

25 

(23.33%) 
5 (4.29%) 

5 A person with a disability can be 

as effective a leader as anyone 

else 

Female 3 (2.83%) 3 (2.83%) 2 (1.42%) 
19 

(17.92%) 

16 

(15.09%) 

  
Male 2 (1.89%) 6 (5.66%) 4 (3.3%) 

32 

(30.19%) 

20 

(18.87%) 

6 People with disabilities should 

participate in all social activities 

alongside non-disabled people. 

Female 6 (5.69%) 
11 

(10.43%) 
7 (6.64%) 

11 

(9.95%) 
8 (7.58%) 

  
Male 4 (3.79%) 

18 

(16.59%) 

11 

(9.95%) 

21 

(19.91%) 

10 

(9.48%) 

7 I would feel comfortable having 

a close friend or partner with a 

disability. 

Female 2 (1.42%) 3 (2.37%) 5 (4.27%) 
23 

(21.33%) 

12 

(10.9%) 

  
Male 5 (4.27%) 5 (4.27%) 3 (2.37%) 

24 

(22.75%) 

28 

(26.07%) 
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No. Statement Gender 
SDA 

(Freq/%) 

DA 

(Freq/%) 

N 

(Freq/%) 

A 

(Freq/%) 

SA 

(Freq/%) 

8 Students with disabilities should 

be integrated into regular classes, 

not separated. 

Female 2 (1.9%) 8 (7.11%) 7 (6.16%) 
13 

(11.85%) 

14 

(12.8%) 

  
Male 6 (5.21%) 

15 

(13.74%) 

12 

(11.37%) 

18 

(17.06%) 

14 

(12.8%) 

9 My community supports and 

includes people with disabilities 

in social and cultural events. 

Female 3 (2.83%) 6 (5.19%) 
17 

(16.04%) 

12 

(11.32%) 
5 (4.72%) 

  
Male 6 (5.66%) 7 (6.6%) 

17 

(16.04%) 

27 

(25.47%) 
7 (6.13%) 

10 People with disabilities are often 

treated unfairly by society. 
Female 5 (4.25%) 7 (6.6%) 5 (4.25%) 

12 

(11.32%) 

15 

(13.68%) 

  Male 10 (8.96%) 
16 

(14.62%) 

10 

(9.43%) 

16 

(14.62%) 

13 

(12.26%) 

 

Source: Baseline Survey (2025) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Faraja Forward Tanzania (FFT) is a registered Non-Governmental Organization (NGO) dedicated to improving the social and
health care conditions of children with disabilities and their families in remote Tanzanian villages. The organization is currently
implementing the Mobile Health Program, which aims to enhance access to healthcare services, strengthen caregiver capacity,
and advocate for the rights and protection of children with special needs in Moshi, Same, and Meru Districts. To support this
initiative, a baseline study is being conducted to establish benchmark data on the current situation of children with disabilities
in these areas, providing essential insights for program design, implementation, and evaluation.. You are requested to
participate in this survey and your information will be kept with highest confidentiality.
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Appendix 2: Household Survey Questionnaire to Caregivers/parents to 

Children with Disability 



Parent

Caregiver

Sibling

Gaudian

4. What is your relationship to the child with disabilities?
Uhusiano wako na mtoto mwenye ulemavu

Male

Female

5. Your Gender
Jinsia yako

18-25

26-35

36-45

46-55

56 and above

6. What is your age group?
Kundi lako la Umri

No formal education

Primary education

Secondary education

Vocational training

College/University

7. What is your highest level of education?
Kiwango chako cha elimu

Married

Single

Separated

Widow/widower

Divorced

Cohabitating

8. Marital Status
Hali ya ndoa
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Employed

Farmer

Business

Casual labour

No job

9. Your Occupation/Source of income

One

Two

Three

More than three

10. How many Children with disability do you take care of?
Je, unalea watoto wangapi wenye ulemavu ?

Male

Female

Male and Female

11. What is the gender of disabled child/children you are taking care of?
Jinsia yao/yake?

12. Umri wa mtoto

Physical disability

Intellectual Disability (Autism)

Sensory impairment (Hearing and Visual)

Multiple disabilities

Other (Specify)

13. What type of disability does he/she/do they have?
Je, Mtoto/watoto wana aina gani ya ulemavu?

13. (a) Others (specify)
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Less than 1 km

1-5 km

6-10 km

More than 10 km

14. How far is the nearest health facility from your home?
Je, kuna umbali gani kutoka kituo kinachotoa huduma za afya?

Dispensary

Health Centre

Designated Hospital (DDH)

District Hospital

Regional referral Hospital

15. What is the level of the health service available to you?
Ni aina gani ya kituo cha kutoa huduma za afya kilichopo karibu na wewe?

Yes

No

16. Do your child/children have access to specialized health care services fort heir disabilities?
Je, mtoto/watoto wako wanapata huduma maalumu za afya za watu wenye ulemavu?

General medical check-ups (Vipimo vya kawaida)

Physiotherapy (Matibabu ya viungo)

Occupational therapy (huduma saidizi mf. kula,kuvaa, n.k)

Speech therapy (matibabu ya kuongea)

Assistive devices (e.g., wheelchairs, hearing aids) (Nyenzo za kujimudu)

None

Other (Specify)

17. If yes, What type of health services does your child access? (Select all that apply)
Kama jibu ni ndiyo, ni hudumu zipi maalumu/kitaalamu anazopata?

17 (a)Other specify

Regularly (at least once every 3 months)

Occasionally (once or twice a year)

Rarely (only when very sick)

Never

18. How often do you visit a health facility for medical check-ups or treatment?
Ni mara ngapi hutembelea vituo vya huduma za afya kwa ajili ya vipimo vya afya?
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Long distance to health facilities

High cost of treatment

Negative attitudes from health workers

Long waiting times

Lack of information on available services

Other (Specify)

19. What are the main challenges in accessing health care services? (Select all that apply)
Unapata changamoto zipi katika kuzifikia huduma za afya?

19(a) others (specify)

Yes

No

20. Have you ever experienced discrimination because of your child's disability
Je ulishapata unyanyapaa wowote kwasababu mtoto wako anaulemavu?

At school

At work

In health facilities

In public space

Within the families

Other (specify)

20 (a). If yes, where did you experience discrimination? (Select all that apply)
Kama jibu ni ndiyo ni wapi wali/alinyanyapaliwa?

20 (a) i).Others specify

Yes, fully accessible

Partially accessible

Not accessible at all

21. Do public places in your community (e.g., markets, schools, hospitals) have facilities for people with disabilities?
Je, maeneo ya umma ( kama vile sokoni, shule) yana miundombinu ya walemavu?
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Assistance with daily activities

Financial support

Emotional support

Access to education and skills training

Moral support

Other (Specify)

22. What kind of support do you need most from your family and community? (Select all that apply)
Je ni msaada gani unahitaji kutoka kwenye familia ama jamii yako?

22. (a) Others (specify)

Yes

No

23. Have you received any training on how to care for a child with disabilities?
Je, Ulishapata mafunzo yeyote ya namna ya kumtunza mtoto mwenye ulemavu?

Financial Support

Counseling Services

Training on disability care

Community based support groups

No support received

Other (Specify)

23 (a) If ye,What kind of support have you received in caring for the child? (Select all that apply
Kama ni ndiyo, ni aina gani ya usaidizi/mafunzo uliyopata?

23(a) (i) Others specify

Financial difficulties

Lack of assistive devices

Limited access to specialized health services

Stigma and discrimination

Lack of knowledge on disability care

Other (Specify)

24. What are the biggest challenges you face in caring for the child? (Select all that apply)
Ni changamoto gani hupata kwa kumtunza mtoto/watoto wenye ulemavu?

24 (a) Others (Specify)
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Yes

No

Not sure

25. Are there any government programs that support children with disabilities in your area?
Je kuna programu zozote katika eneo lako za serekali za kusaidia watoto wenye ulemavu?

Yes

No

I don't know

26. Are there any child protection systems available in your area?
Je kuna mifummo ya kuwasaidia watoto wenye elemavu katika eneo lako?

Lack of awareness about available services

Inadequate policies and regulations

Discrimination and stigma

Financial constraints

Other (Specify)

27. What barriers prevent children with disabilities from receiving adequate care and protection? (Select all that apply)
Je, ni vikwazo vipi huzuia watoto wenye ulemavu wasipate usaidizi toshelevu?

27 (a) Others specify

Yes

No

28. Is your child enrolled in school or vocational training?
Je, mtoto wako ameandikishwa shule au chuo?

28 (a) If Yes, which school or College?
Kama ni ndiyo, shule/chuo gani?

Lack of accessible schools

High cost of education

Discrimination from teachers and students

Lack of specialized teachers

Transport challenges

28 (b). If no, what are the reasons? (Select all that apply)
Kama ni hapana, kwasababu zipi kati ya hizi?
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Yes

No

Not sure

29. Does the school have disability-friendly facilities (e.g., ramps, accessible toilets, special education units)?
Je, shule inamiundombinu rafiki kwa watu wenye ulemavu (mfano ngazi tambalale, vyoo na kitengo cha elimu maalumu)?

Yes, very supportive

Somewhat supportive

Not supportive at all

30. Do you feel accepted and supported by your community in raising a child with disabilities?
Je, Unajihisi kukubalika na kusaidiwa na jamii kumtunza mtoto mlemavu?

Awareness programs on disability rights

More inclusive schools and facilities

Financial assistance

Access to health care and rehabilitation services

Other (Specify)

31. What forms of support would you like to receive from the community? (Select all that apply)
Ni aina gani ya usaidinzi ungependa kupata kutoka kwa jamii?

31 (a) Others specify

Record your current location

latitude (x.y °)

longitude (x.y °)

altitude (m)

accuracy (m)
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Same

Moshi

Meru

1. District
Wilaya

Same

Makanya

Mabilioni

Hedaru

2. Ward
Kata

Mwika Kaskazini

Uru Mashariki

Kahe Mashariki

Mwika Kusini

2. Ward
Kata

Imbaseni

USA River

Maji ya chai

Mbuguni

2. Ward
Kata

3. Village/Street

Faraja Forward Tanzania (FFT) is a registered Non-Governmental Organization (NGO) dedicated to improving the social and
health care conditions of children with disabilities and their families in remote Tanzanian villages. The organization is currently
implementing the Mobile Health Program, which aims to enhance access to healthcare services, strengthen caregiver capacity,
and advocate for the rights and protection of children with special needs in Moshi, Same, and Meru Districts. To support this
initiative, a baseline study is being conducted to establish benchmark data on the current situation of children with disabilities
in these areas, providing essential insights for program design, implementation, and evaluation.. You are requested to
participate in this survey and your information will be kept with highest confidentiality.
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Male

Female

4. Gender

5-12

13-17

18-25

26-35

36-50

51 and above

5. What is your age group?

No formal education

Primary education

Secondary education

Vocational training

College/ University

6. What is your highest level of education?

Formal employment

Business/self-employment

Farming

No source of income

Others (Specify)

7. What is your main occupation?

1. SD 2. DA 3. N 4. A 5. SA8. Please indicate your level of agreement
with the following statements by
selecting a number on the scale from 1 to
5, where: 1 = Strongly Disagree 2 =
Disagree 3 = Neutral 4 = Agree 5 =
Strongly Agree

1. People with disabilities can live
independently with the right support.

2. Persons with disabilities can
contribute equally to society if given the
right support

3. Disabled individuals should have equal
access to education and job
opportunities.

4. People with disabilities can work as
efficiently as others.
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5. A person with a disability can be as
effective a leader as anyone else.

6. People with disabilities should
participate in all social activities
alongside non-disabled people.

7.  I would feel comfortable having a
close friend or partner with a disability.

8. Students with disabilities should be
integrated into regular classes, not
separated.

9. My community supports and includes
persons with disabilities in social and
cultural events.

10. People with disabilities are often
treated unfairly by society.

Record your current location

latitude (x.y °)

longitude (x.y °)

altitude (m)

accuracy (m)
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Appendix 4 interview Guide for key informants  

Hojaji kwa Maafisa wa Serikali za Mitaa, Viongozi wa Kijiji, Watoa Huduma za 

Afya, na Wafanyakazi wa Kijamii  

1. Huduma zipi za afya zinapatikana kwa watoto wenye ulemavu katika eneo lako?  

2. Kwa mujibu wa rekodi zenu, watu wangapi wenye ulemavu wamepokea faida ya 

fedha za 10% zilizotengwa na Halmashauri yenu? 

 3. Ni changamoto zipi za kimsingi zinazowakabili watoto wenye ulemavu katika 

katika kupata elimu kwenye eneo lako?  

4. Tofauti na changamoto za kielimu, ni matatizo yapi ya kihisia na kijamii 

unayoyagundua kwa watu wenye ulemavu?  

5. Kati ya changamoto unazokumbana nazo katika kutoa huduma hizi, ni zipi 

zinazokua kubwa zaidi?  

6. Wazazi/walezi wa watu wenye ulemavu wanapata mafunzo na msaada gani kwa 

sasa? (Taja aina ya mafunzo, msaada na mtoa huduma)  

7. Je, kuna maeneo maalumu ya biashara au fursa za kibiashara zinazowasaidia 

watu wenye ulemavu katika eneo lako?  

8. Je, kuna kamati ya wilaya au kijiji inayoshughulikia huduma za kijamii kwa watu 

wenye ulemavu? Ikiwa ndiyo, elezea vikao viwili vya mwisho vilikua lini?  

9. Na je kamati hizi kama zipo zimepewa mafunzo yeyote kuhusu huduma za watu 

wenye ulemavu? 1 

0. Kwa maoni yako, ni mapungufu yapi ya sera unayoyaona katika mfumo wa 

kusaidia watoto wenye ulemavu?  

11. Je, kuna rejista maalumu inayofuatilia watu wenye ulemavu katika eneo lako?  

12. Je watu wana mtazamo gani kuhusu watu wenye ulemavu? 


