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ABOUT THE PROJECT:

The Natron Healthcare Project aims to bring basic healthcare to two Masai communities 
in a remote region of Longido district in northern Tanzania.  Our project area comprises 
two villages, Makat and Wosiwosi – about 3,000 people.  When we initiated the project 
in 2009, there was no reliable healthcare service for great distances and this caused 
people extreme hardship:  if you could not walk eight hours to a government clinic, you 
had to get better - or die.  In particular, many small children and pregnant women 
suffered from this situation.  

Rather than impose a new system, we chose to work with existing medical and social 
organisations in the area to facilitate, improve and expand their services.  We also work 
with the village communities to encourage their understanding of health issues and to 
support their right to adequate, accessible care.    

While fund-raising remains a necessity, we aim to keep the project contained and locally 
sustainable.  Our goal is a grass roots, integrated health service led by the 
requirements and requests of the communities with minimum outside financial support.

Dr. Osmund Swai conducts an eye care workshop in Makat, May 2013

ABOUT THIS REPORT:  This report comprises an executive summary, a summary of 
achievements for 2013, a statement of goals for 2014, and a financial report.  
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2013 EXECUTIVE SUMMARY:

2013 marks the sixth year for the NHP, and we see this as a significant milestone, as we 
had given ourselves five years to see if we could “make a go” of it.  The five-year mark 
gives us a better context in which to view the successes and failures of the project.  We 
also take this opportunity to confirm our commitment to continue for another three 
years.

The report below is based on direct feedback to us from our partners, and includes a 
field report from Makat Village compiled by our facilitator and friend, Bazili Kessy, filed 
on January 9, 2014.

Overall, 2013 was a good year, with local organizations providing consistent and 
necessary services, and therefore moving us toward our goal of “sustainability.”  For 
instance, Flying Medical Service’s clinics into Makat have been regular throughout the 
year due to proper maintenance of the airstrip by the village and a smoother 
bureaucratic relationship with the Longido District Medical Office.  After two years of 
sporadic deliveries, the World Food Program now makes its government-required 
three-monthly deliveries of food to the school in Makat.   Feedback from Bazili’s report 
suggests that parents are now keener to send their children to school because of meal 
provision.

One key addition to the roster of local services (and we aim to make it a sustainable 
one), was the mobile eye clinic, funded by NHP, conducted by Dr. Samuel Wilson  and 
his team, and facilitated by Dr. Steve Friberg.  Dr. Osmond Swai accompanied the team 
to the communities and held eye-care workshops.  88 patients were seen, most with 
trachoma, pterygium and conjunctivitis. Of the four cataract patients recommended for 
surgery, two travelled to the Kilimanjaro Christian Medical Centre for successful surgery.

Projects initiated by NHP over the past five years continue to run relatively smoothly. 
The water catchment system installed in 2012 appears reasonably well managed, 
although fair distribution of water in the peak of dry season remains a challenge for the 
village and the school.  Distribution of de-worming meds and anaemia testing still rely 
on full funding from us, but now require minimum managerial input.  The anaemia tests 
continue to provide local healthcare workers, including Dr. Friberg, with important 
feedback on peri- and post-natal maternal health.  Nurse Evaline has completed her 
NHP-funded two-year training to be a Nurse Practitioner, and is, at-writing, awaiting her 
results; qualification will allow her to better support Dr. Swai at his busy practice in Gelai 
Lumbwa.  12 triple-seated (and long-promised) school desks, funded by the 
Godalming Rotary, finally arrived at the small Wosiwosi Primary School.

We have also endeavoured to set up a small pharmacy in Makat, with a small donation 
made by Giraffe Events/Challenge Worldwide.  In November, 2012, Mr. Oberlin Materu, 
the primary school head teacher, accepted basic supplies as a gift for him to start the 
business.  However, Bazili reports that the donation caused confusion, as the villagers 
did not want to pay for the medicines; or they took the medicines “on account” but then 
did not pay for them.  As a result, Materu was not able to restock.
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A key NHP goal now has some qualification:  communities themselves are becoming 
more pro-active in their pursuit of “adequate, accessible care.”  For instance, as of 
December 2013, FMS is holding regular clinics in Wosiwosi, at the request of the 
village leader; he had walked nearly 50 kms to meet with the FMS crew servicing a 
community to the north.  A field report from Makat finds the village eager for further 
health workshops from Dr. Penny and open to discussing health issues.  

A significant achievement for Makat Village is the excellent performance of the Makat 
Primary School.  This small, rural school ranked 8th out of more than 30 schools in the 
District, and was topped only schools in the towns of Namanga and Longido. 14 out of 
20 students passed.  Possibly, the improved teachers’ accommodation and addition of a 
second classroom (thanks to Challenge Worldwide in 2012) has made for a better 
setting.  Improved nutrition for students likely plays a role.  Yet, there can be no doubt 
that the total dedication of headmaster Oberlin Materu and his small staff is responsible. 
More good news:  eight girls matriculated in the 2013 class – compared to zero in 2012. 
It remains to be seen how many of these girls will (be able to) continue their studies in 
secondary school; and if this leap in numbers is indicative of any real ideological shift in 
the community.

Our partnerships in Tanzania with Dr. Friberg, Dr. Swai, and FMS remain strong.  We 
are sad, however, to lose Dr. Jonathan Budenu, who moved from his post as District 
Medical Officer of Longido in December, 2013; we have yet to establish contact with the 
new DMO, Dr. Mremi.  We also said good-bye to a stalwart ally, Elliot Kinsey of the 
Friedkin Conservation Fund/Tanzania Game Trackers, but have had the pleasure of 
working with his replacement, Aurelia Mtui and the continued commitment of FCF’s field 
officer, Joseph Kulunju.  FCF/TGT has undergone significant changes at the upper 
management level in 2013, including the potential loss of leases in the Natron area. 
However, we retain a strong, mutually supportive relationship. 

In UK, we decided to formally sever our ties with Giraffe Events/Challenge Worldwide 
due to consistently poor communications and a divergence of principles about delivery 
of aid to remote communities such as ours.  GE/CW had funded and constructed the 
rain water catchment system and a second classroom at Makat in 2012, as well as 
providing other, small forms of support.

We also very sadly lost the support of the Dutch charity, Emolife, who had provided the 
bulk of our funds.  They were very clear that we “had done nothing wrong- all was 
perfect” but given the difficult economic climate in Holland, they felt they must support 
only Dutch charities.

While neither Penny nor Mel was available to travel to Tanzania in 2013, we 
accomplished plenty on the home front:  formal charity status and a designated bank 
account in the UK, the formation of a Board of Trustees, a revamped website, a 
smoother accounting system, and the recruitment of two volunteers, one of whom, 
Dr. Jo Moore, MRCGP, will spend February and March, 2014 in Tanzania; five weeks of 
this will be under the auspices of the NHP.
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For more than year, Dr. Jo has been a salaried GP at the Battersea Fields Hospital in 
south London working mainly with Somali immigrants, and in particular Somali women. 
Often working with a translator and encountering initial mistrust, Dr. Jo says:  “I have 
learnt that kindness is understood universally and I have developed a passion for the elimination of 
barriers in healthcare and the provision of honest and evidence based information for all.” 

Our financial well-being in 2013 hinged primarily on the £14,354 we received from the 
Dutch charity, Emolife at the tail end of 2012.  This came after a three-year wait, and 
the amount was based on a budget we’d submitted relating to the years 2011-2014.  We 
quickly instigated payments for the mobile eye clinic, Nurse Evaline’s training, and other 
pending, earmarked expenses.  We were also able to repay ourselves for various 
personal loans made the previous years (again, only for specifically earmarked 
expenses).  Some funds remain from this donation, sufficient for another eye clinic and 
further nurse training.  Godalming Rotary has supported the anaemia project for four 
years, and, as this account runs down, we aim to involve the Longido Rotary in more 
local fund-raising support.   Personal donations amounted to nearly £3,000, one third 
of which was a single gift.  At the close of 2013, we also wrote off a number of personal 
loans to the project, including £615 owed to Penny by Giraffe Events/Challenge 
Worldwide (carried over from 2012).  With our Board of Trustees we agreed to set aside 
5% of future donations to fund administrative costs.  

Looking ahead to 2014, we plan further healthcare workshops in March with Dr. Penny 
and Dr. Jo; while these will mainly focus on the communities, we will include modules 
for women’s health and think to repeat some for  “Teaching the Teachers.”   Tracking 
and streamlining our existing programs will continue (e.g. de-worming, anaemia, school 
lunches, training, mobile eye clinic).  We will also review the 2013 goals we failed to 
achieve, and reassess our ability to achieve them in 2014.   Further attention and 
review to these goals may also allow us to either drop them or adjust them.  

In 2014, fund-raising becomes a priority.  We aim to produce a costed wish-list of items 
that individuals or small groups might sponsor.  Now that we are a legitimate charity 
with we also aim to pursue grants for specific project programs.  We are currently 
reviewing our budget, which must take into account not only costs for 2014, but on-
going costs through 2016.  This will be available by March 2, 2014.

Our work in 2013, with the support of our partners and donors, brought us closer 
to our goal of local sustainability and stability as a charity.  In 2014, we renew our 
focus on health education for communities and healthcare workers.  We also 
attend to urgent fund-raising needs.

 

SUMMARY OF ACHIEVEMENTS FOR 2013
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As a measure of progress and failure, we compare our accomplishments directly 
against the goals we set for ourselves in our 2012 report, and report on their current 
status. 

Our stated goals for 2013 were:

• Improve maternal health care:

- distribution of iron to combat maternal and childhood anaemia
- ensure maintenance of Makat airstrip for FMS, who provide pre- and 

peri-natal care, as well as evacuations
- train traditional birth attendants (TBAs)
- look for ways to provide pregnant Makat women with fluoride-free 

water
- educate women about contraception

Status:  Improving maternal health remains a priority for NHP.  

Due to personal circumstances, neither Penny nor Mel was able to visit Tanzania; as 
result some of these goals were not met.  

In the current situation, we do believe the issue of maternal health would not be 
adequately covered without our direct, on-the-ground involvement in both villages.  This 
is something for us to consider for future sustainability.  The lack of dedicated, reliable 
and available health education partners does prevent us from “handing off” extremely  
important topics such as contraception and awareness of maternal nutrition.  

We sought out two organisations who at one point had trained Traditional Birth  
Attendants; they no longer do so, as the Government of Tanzania is now supposed to  
provide this training.  However, it would appear that no such training currently takes 
place in Longido District.  

We are dropping the goal of iron distribution, as FMS includes this as part of their  
maternal care.

We are postponing our goal of providing fluoride-free water for pregnant women.

Penny and Dr. Jo Moore will be addressing the issue of contraception in workshops 
scheduled in both Wosiwosi and Makat for March, 2014.

The village (in particular the school students and village leader) has done a good job 
maintaining the airstrip; however, there are no recorded evacuations of women.  We do 
not yet know if any women died, and if so, would evacuation have been life-saving.

• Work with a consultant and Makat village to create a sustainable management 
plan for the milling machine.
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Status:  Again, this requires our presence on the ground.  The milling machine is a key 
resource for women; when it is working, it now only makes money locally (people from 
other villagers come to use it and then to conduct trade), but it means the women do 
not have to walk to the milling machine in Engaresero, a full day’s hard journey.  

The problem with the machine remains fuel supply and proper maintenance.  However,  
since these require transportation, we feel that we may be able to tie the management  
of the machine in with a village-supported transport system to bring supplies for the 
school lunch program and other small businesses.  Bazili’s report suggests that the 
village sees transport as a key priority, not least because the teachers have no means 
of travel.  According to the report, one local man does own a vehicle but “can’t drive at  
the moment.”

Mel intends to visit in the second half of 2014, and dedicate effort to this straggling 
issue.

• Continue to work with Makat village, BT, FCF and WFP to ensure a streamlined, 
nutritionally balanced school lunch program.

Status:  WFP has provided regular deliveries of food to the Makat Village Primary 
School, as required by the Government.  In 2012, the village had complied completely 
with WFP pre-requisites, building themselves the designated kitchen and food storage.

As noted from Bazili’s recent report:  

The WFP deliver their supply every three month and the last delivered was on 20th 
Nov 2013, their supply  are 10 bags of maize 100kg @ and 5 bag of beans 100kgs 
@also 60 litres of cooking oil

All this has been deliver direct to the school by their own cars.

It was also agreed with the village leaders and the women [that the school 
registrations increased] because of the food program. 

The funds donated by British Telecom in 2012 remaining in our account for school lunch 
were used through FCF to purchase and deliver food in May but then not again until  
early January, 2014.  The most recent supplies included:

Uji  (grain cereal)                 200kg
Makande (grits)      100kg
Beans               140kg
Soap               2 dozen

 Cooking oil      20 litres
Matchboxes     1 dozen 
Salt                1 dozen
Onion              24kg
Carrots              24kg
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Oranges           200pcs

As there will be no further donations from BT, we must raise funds elsewhere to  
continue our supplementary program.

Give that WFP is now providing a reliable supply of staples, we aim to focus on nutrition 
and provision of Vitamin A, as these are not nearly adequate in a beans and maize diet.  
We are currently investigating enriched uji (local grain cereal) or Sprinkles, a food 
additive.

We would also like to ensure better co-ordination between ourselves and any village 
initiative and the WFP.  And while FCF has been very helpful in facilitating our part of  
the school lunch program, we would like to move away from dependence on them for  
transport.  We also need to ensure that proper records are kept by the village.     

• Review the efficacy and sustainability of the anti-rabies vaccination program.

Status:  given the immense logistical difficulties encountered by Mel and Soyet in the 
first round of anti-rabies vaccinations (2011), we have decided to put this aside for the  
moment.  We simply lack the funds to make this work in a meaningful capacity.  
However, both Penny and Mel will check-in with both communities to see if there are 
further reports or suspicions of rabies, and if the communities still understand the 
protocols for suspected attacks.

• Create a formal, funded base-line study for brucellosis prevalence in Makat and 
Wosiwosi.

Status:  This has not happened.  However, we remain committed to investigating ways 
to determine prevalence in the communities and support more accurate diagnosis and 
proper treatment.   A 2012 study, “Brucellosis among Hospitalized Febrile Patients in  
Northern Tanzania” shows: 

… that brucellosis is an underappreciated and often misdiagnosed cause of febrile illness 
among hospitalized patients in sub-Saharan Africa. Simple, rapid diagnostic tests with 
adequate performance characteristics on acute specimens are needed to assist with the 
identification of patients with brucellosis. To better prevent human brucellosis, it is 
important to target control of brucellosis in animal reservoirs, including the use of the 
Brucella species-specific B. melitensis Rev 1 and B. abortus S19 and RB51 vaccines. 

The report also notes a 50% misdiagnosis of malaria for brucellosis patients.  

We continue to look for partners to help with funding for education at the village level.  
Either Penny or Mel will conduct more milk-ring tests to establish the prevalence of  
brucellosis in local herds.
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• Work with our medical partners to create a TB awareness, diagnosis and 
compliance program.

We have approached a healthcare partner who may be able to provide a small amount  
of funding to conduct an awareness campaign and education module.  We would like to  
also approach the new DMO to understand his plan to tackle TB in remote areas.  With 
FMS now serving both Wosiwosi and Makat, the supply of TB meds is secure – a major  
plus.  However, compliance to the drug-taking regime is key and there is no official  
oversight or follow-up by any of the current healthcare services.  We feel that education 
and the selection of a local compliance volunteer are still necessary.  This remains a  
priority for Mel in 2014.  

• Work with our medical partners to create a formal study of anaemia rates, and 
work together to find culturally and socio-economically effective solutions.

Status:  In November 2012’s visit Penny worried that the distribution and usage of the 
110 Copack test kits (each able to test the haemoglobin level for 200 people) in 2011,  
seemed to have petered out. The DMO himself had wanted to retain “ownership” of the 
project, but had been too busy to oversee it. He therefore agreed that she approach 
one of his staff members to recruit a nurse who could take this on with a small incentive  
payment. 

Working under Sister Loveness, the Maternal and Childhealth Coordinator, a young 
nurse Mr. Josiah Muruve seemed just the person. He has good English, and computer  
skills that he can use (when there is access to the internet) to communicate with Penny 
and attach lists of patients who have been tested. Throughout 2013 he has proved his  
constancy to the project. Penny has shown him how we can review and analyse results.  
He has chased clinics that have not been using the tests, encouraged those that are, by  
giving them feedback after Penny has analysed them, and been able to discover some 
missing packs and tests that were discovered in a cupboard somewhere. In addition we 
have used Rotary money for 36 more refill packs (for 200x 36 people). 

Results from these clinics are interesting in that they show far less anaemia that we had 
shown in our initial pilots and also from the tests in the outback at Gelai Lumbwa.  What 
it may show is that the keen clinics test more literate and healthy women who come for  
antenatal checks anyway and are able to give themselves better diets, whereas the 
“Inverse Care Law” holds and poorer, less literate people don’t come for antenatal  
checks, have less motivated healthcare workers etc. But after discussion, Josiah is 
persuading health workers to outreach more, also to test postnatal women and children 
under five years, who, it has been shown previously by Penny, to have sometimes very  
severe anaemia. He has also listed from some clinics children with levels of 4 (normal  
12-14) and the health workers then take appropriate action i.e. refer on to a bigger  
centre. 

Meantime Dr Steve Friberg’s Lutheran clinics over the area remain committed 
enthusiasts of testing with continuing needy patients. 
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Penny hopes that in the 2014 visit she will meet with all peripheral Longido district clinic 
staff to give a presentation. She hopes that Josiah will be also willing to take over  
analysing results, to display them in a more meaningful, graphic way.  As the project will  
soon run out of money, Penny intends to pitch to the local Rotary club there in  
Tanzania, to persuade them to take over at least half the annual funding for this project  
and aim for a degree of sustainability. 

• Hold an eye clinic.

Status: Improved eye care has been a primary Natron Healthcare Project goal – and 
one of our most elusive.  But in May this year, facilitated by Dr. Steve Friberg and 
conducted by his colleague, Dr. Samuel Wilson, we organized and funded a mobile eye 
clinic visiting three villages, Gelai Lumbwa, Wosiwosi and Makat.  As he is known and 
trusted, Dr. Swai accompanied them, and conducted eye care education workshops.  

66 eye patients were seen at Wosiwosi; there was a high incidence of trachoma, but no 
cataract patients were identified.  At Makat 20 patients were seen.  Three patients were 
identified with cataracts. There were many patients with pterygium at Makat. At Gelai  
Lumbwa 13 eye patients were seen, 4 patients were identified with cataracts.

According to Dr. Samuel’s report, he and Dr. Steve:

“…arranged for a total of six patients to go for cataract operations, however, three 
backed out at the last minute out of fear of surgery.  Three were transported to Tengeru 
[a hospital near Arusha] and received by Martha [Dr. Samuel’s wife] and the 
ophthalmologists.  One cataract was still immature and will have to wait, however, two 
patients had successful surgeries.  Both were totally blind before surgery and returned 
with normal vision in one eye and huge smiles.   Although Dr. Steven and Dr. Samuel 
pushed for surgery on both eyes, the ophthalmologists would only do one eye at a 
time.   Both patients wanted the second surgery on another visit.”

As our partners handled the clinic so efficiently, we have sufficient funds to hold another 
eye clinic in 2014.  This time, we hope the clinics will be better attended, as the 
successfully returning patients will provide excellent advertisement.  However, we also 
wish to have better sensitization prior to the clinics as we understand a number of  
people who were turned away (having inoperable or intransigent issues) did not fully  
understand why.  Preventative eye care – including more Vitamin A for children, better  
pre-natal care to prevent newborn eye infections, and better cleanliness – is on our  
agenda for workshops.

Dr. Samuel also had news about one of two children with bilateral talipes (“club foot”)  
whom Penny saw on her visit to Makat in November, 2012.  She referred both children 
to Dr. Steve, who referred them to the paediatric orthopaedic unit at Selian Hospital in  
Arusha.  One, Nasaro Lesosi, 2, went through the corrective surgery, and was returned 
to his boma in Makat by Samuel’s vehicle.  Dr. Samuel noted, 

“The family was so appreciative they butchered a goat for the eye team.   One of the 
child's grandmothers was so filled with emotion that she collapsed with joy.”
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Bazili’s field report notes:

“The man with bad eye he is doing very well.  He can now see, but the other eye has started 
to have a problem.  His name is Sabaya has 75 years old.”

• Hold health education workshops in both Makat and Wosiwosi 
for new topics such as:
1. Women’s health (including an introduction to contraception; this with input from 
Dr. Steve Friberg who has been spearheading a local program.)
2. Basic eye care 
3. Prevention of burns.  
And revision of topics such as:
4. Anaemia
5. HIV, AIDS, STDs 
6. Children’s health (including the importance of immunisations)
7. Basic care for people suffering diarrhoea
8. Taking medications properly
9. Identifying and treating TB

Status:  Penny and Dr. Jo will be holding workshops in both communities in March,  
including revision of:

1. Anaemia
2. Basic eye care
3. HIV, AIDS, STDS
4. Diarrhoea prevention and treatment

And new topics
1. Anaemia and nutrition in pregnancy
2. Kangaroo nursing of babies especially if premature 
3. Contraception 
4. Menopausal symptoms
5. Vaginal discharge
6. Simple advice for normal births and when to try to get help urgently.

Mel aims to cover the following when she visits later in the year:
1. Immunisations
2. Treatment of burns
3. Taking medications properly
4. Identifying and treating TB
5. Wound treatment
6. Skin rashes and treatment

Bazili’s recent report notes the health concerns of the people of Makat Village are 
relatively similar to our projected concerns; our modules were based in large part on the 
village’s own health assessment needs in 2008 (although we’re curious about the 
appearance of “typhoid” and “elephantiasis”.)

These are the Disease at the Makati at the moment and some of them are quite serious for both 
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of them  and children too.
1.    Gonorrhea  this is for Men and women  this is the most dangerous  disease  at makat village
2.Back pain and leg before and after birth this for women. 
3.Bone and joint pain this is for  both. 
4.Fever this for children most but also for every one too.
5. Diarrhoea this is most for the children
6.Venereal disease   STD
7.Malaria but not that much

 8.Eyes infection these are for children most but also for adults.   (trachoma)
9.Skin infection ,rashes ,this also is very common , most of them has children ,and both 
adults/eczema (ukurutu)
10.Typhoid for all  adults and young .
11. Sexual pain and bleeding for women, after birth and also some others; cervical pain 
(maumivu ya kizazi)
12. Wound:  small wound and big wound from sharp objects (need dressing and cleaning stuff.)
13. Elephantiasis. (mabusha)
14.Pneumonia , (kichomi )for women

Penny notes that “Gonorrhoea” may be a catch-all diagnosis for other STDs.  Back and 
leg pain for women may be Vitamin C deficiency or anaemia (or both!).  Joint pain can 
be arthritis, but also fluoride poisoning or indeed TB or brucellosis.  We are curious 
about the surprise appearance of “elephantiasis,” as well as “typhoid” which is  
notoriously difficult to self-diagnose.
 

• Look for ways to support and involve key village people such as Kisiaya, Matera 
and Soyet.

Status:  We are actively seeking funding for Kisiaya to complete his secondary 
education, which can done in a compressed module; and then for him to undertake 
further study as a teacher and village healthcare worker.  Penny’s aim during her visit in  
March, 2014, is to discuss with Makat Village and Kisiaya the ways the village may 
secure a commitment from him following his education.

Kisiaya responded via Bazili in the January field report:

Dear Mel and Penny! 

Many greetings from Makati! Thanks so much for your Letter.  I myself Kisiaya am so 
happy to hear from you and about the help (sponsor)you want to  give.  I know  it’s 
not that a new thing that am hearing right now but, it's good thing to hear, it's like 
my dream are coming to be true , I remember we discuss about this for some time 
now, and I been hearing from underground , and now I have the letter from you this 
make me so happy, thanks so much  again and might God bless you all, now here are 
the answer of your letter. First of all I would like to insure you that I was and I am 
helping Makati people and I will help them for the rest of my life, because I like 
them and they are my relatives, brothers and sis, also I have family too here, So am 
ready and there isn't a problem with my family about me been away for some time 
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in part of the month or year.  As long as there is no problem in the family or sick , 
everything will be okay, I did had meeting with the village leader and some of the 
village  about this and all are happy and I did tell them I will be help the school for 
the all time of my life because, I did started it before and, after I finish my course, I 
will be back to the Village and help not by force  I myself committed to do this, and I 
won’t let you down as my sponsor or the village on this.

However, as Bazili also discovered, our offer to Kisiaya was greeted with some jealousy 
by the current teachers at the school.  We must therefore be careful not to create the 
expectation of regular sponsorship.

Soyet’s younger brother has received a scholarship to finish secondary school from 
TGT/FCF, which provides him with significant relief as he was trying to fund this himself.  
We feel that Soyet would be a key partner in any local TB efforts, especially given the 
experience and setbacks he encountered with the anti-rabies vaccination project.

We facilitated the donation of eight “slightly used” tires by FCF/TGT for Materu. He was 
driving on bald tires and experiencing many punctures.

• Improve local knowledge of burn prevention as well as burn assessment and 
care – including evacuation to primary care in serious cases.

Status:   

• Work with Makat village to create a sustainable maintenance plan for the airstrip 
and radio.

• Improve HF radio use in Makat, perhaps with a formal workshop given by an 
FMS pilot.

Status:  the airstrip has been well-maintained by the village.  The radio remained 
problematic until Father Pat of FMS took it into his care, and as Bazili reports:

“About the radio it work very well and always the do use the radio to communicate.”

However, we still need to ascertain if the village is willing to use the radio for  
evacuation, especially of sick women and children.

As FMS currently serves Wosiwosi, and as TGT/FCF is no longer a reliable presence 
there with their own radio, we may want to consider shifting the still unused radio from 
Merigoi to Wosiwosi.  Or to seek the donation of another radio.  We must assume that  
our struggle with the Makat radio will likely be mirrored in Wosiwosi:  what can we do at  
the outset to prevent such an outcome?

• Continue financial support for nurse Evaline to finish her training.

Status:  This has been done.  Evaline finished her second year before Christmas, 2013,  
and we now await her results.  Evaline’s new qualification as a Nurse Practitioner will  
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give her prescription rights, and allow Dr. Swai to leave her alone to manage the clinic 
when he is on leave.  Dr. Swai’s other nurse, Endapukai, has decided not to pursue her 
training, at present, for which we’d budgeted to begin in 2014.  This means we will re-
allocate these funds.

• Continue our de-worming program.

Status:  De-worming remains a cornerstone to improving childhood nutrition, and 
therefore health.  Albendazole tablets were delivered to Dr. Swai and to Kisiaya in 
Makat in May, 2013. Bazili forwarded to us Kisiaya’s report: 

Deworming tablets remain are 60 packs
Number of the children I have now is from 2 -5 years are 361 and 5-14 years are 492

We have decided to do one annual de-worming drive, rather than the current twice-
yearly distribution.  

There are two reasons for this shift.  Firstly, in the British Medical Journal (January 5,  
2013, vol 346) a discussion paper and editorial analysed the world wide, twice year,  
deworming UNICEF policy. The data had been reassessed and showed that the effects  
had been exaggerated. Indeed they would not want to ever stop deworming BUT, they 
felt that this should not be done to the detriment of other health issues, including 
vitamin deficiencies and health education on hand washing etc i.e. part of a holistic  
programme.  

This was actually good news for us, because extrapolation of the figures we had from 
Kisiaya showed that there has been indeed an increase of numbers of children in the 
village and there is a bigger cohort of under 5 year-olds coming into school age than the 
5-10 year group.  (Is this better childcare, better counting or what?  We do not know 
ourselves. The 2012 Tanzanian census may give a more accurate numbers when it is  
published).  We have considered moving to a cheaper deworming medication but the 
albendazole that we have been using is very simple and well tolerated, and we have 
been ensured a very competitive price from the local pharmacy in Arusha.  So therefore  
we will consider, after discussion with the Maternal and Childhealth Coordinator for  
Longido, whether or not to have a deworming week, and when this should be. It will  
then be a good opportunity to give all children (not just school-attending) an extra dose 
of Vitamin A with the deworming.  For those children lucky enough to get a school lunch 
they can be further supplemented by “Sprinkles” or fortified uji or orange fruit or  
vegetables. Penny may also discuss with other professionals and the villagers how 
possible it would be to give very tiny liver slices to supplement their diets.
 

• Review effective distribution of Vitamin A for all children.

Status:  We currently view effective distribution of Vitamin A as part-and-parcel of the 
school lunch program.  However, the current deliveries by WFP, and indeed our own 
though FCF; do not adequately address the issue.  We therefore look to providing 
fortified uji, the nutrition supplement “Sprinkles” and otherwise improving the diet with  
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liver and fruit and vegetables.  Unfortunately, this necessarily limits the number of  
children who receive Vitamin A to those attending school in Makat, and leaves out all  
children in Wosiwosi and all children in Makat not attending school – a significant (if  
specifically unknown) number.  Therefore, as noted above, we are aiming to add 
Vitamin A to the de-worming distribution, so that at least once a year, all children can 
receive some.  

• Our main contact at FCF has sadly left. Elliot Kinsey will be missed by us and 
many others. We have a good relationship with Ian Haynes, Director of Finance 
and Business at TGT, and with his area deputy, Joseph Kulunju, and we hope to 
continue to work with them both. We have introduced ourselves to Elliot's 
successor, Aurelia Mtui, and will be working alongside her to encourage their 
continued support for the Lake Natron area.

Status:  We have enjoyed working with Joseph and Aurelia, both hard-working and 
extremely dedicated.  Our project is not part of their formal employment remit, and we 
appreciate that the time they give us is in addition to the significant time they give their  
designated community partners at FCF.  We are grateful that Aurelia did effectively co-
ordinate the purchase of supplies for the building of school desks intended for  
Wosiwosi.

We note here changes up the ladder at TGT/FCF.  Ian Haynes, Director of Finance and 
Business, left in June, closely followed by Keith Roberts, head of FCF.  Keith in 
particular had been a great and wise ally with many, many years of experience of  
community relations.  Ian has been replaced by Michel Allard, with whom we also have 
solid relationship.  Michel has made it clear he is happy to continue our relationship.

In addition to the personnel changes at TGT/FCF, the company’s lease on the hunting 
blocks that contain Wosiwosi and Makat are now insecure.  We do not know if they will  
retain these leases.  If not, then we must seek to create new relationships with the new 
leaseholders.

• We should re-examine the fund raising we have done last year, when we spent 
most of our time focusing on two big donors – perhaps to the detriment of time 
for our longer term, small but reliable, private donors, and Rotary International.

Status:  Small donations accumulated this year, closing in on our target of £3,000. 
Penny continued to foster donations with numerous fund-raising presentations, and 
solid her relationship with the Godalming Rotary.  Mel raised $300 from a screening of  
The Crimson Wing.  We have, at any rate, lost our two big donors; so looking ahead to  
2014, we will need to focus more energy on smaller donors, and look for ways to make 
the website a good fund-raising tool

Our aim is to “package” aspects of the project. Thus, instead of aiming for an overall  
budget, we may aim for a number of smaller budgets.  This has been successful with  
Penny’s funding for the anaemia program.  We feel donors may prefer to target one 
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issue and form an attachment to its progress; of course, we still welcome donations to  
the project as a whole.

Packages may include: the school lunch program, training for local healthcare workers,  
funding for workshops, schooling for Kisiaya, eye clinics and surgeries, de-worming,  
etc.  With the approval of our Board we have decided to designate 5% of each donation 
toward our administrative costs; this percentage is based on review of our annual costs,  
and is deemed sufficient.  

• Our website has been started; please go to http://www.natronhealthcare.org  We 
want it to grow with regular bulletins to update our donors and partners. 
Although at this writing we do not yet have an on-line mechanism for donations, 
we aim to correct this by March, 2013.

Status: this has been done; however, we were delayed in setting up on-line donations 
as we do not yet have the administrative capacity to deal with potentially numerous,  
small donations.  We will address this in 2014.
 

• We will register our charity status in UK now in order to ensure security of 
donations, including the large sum we have just received from Emolife.

Status:   Penny waded through significant bureaucracy to secure our formal charity  
designation by the UK, a five month project in itself. The two previous years’ accounts 
were organised by an accountant into a format acceptable to the UK Charities 
Commission. We recruited two trustees, Mrs Elfi Ing, a long-time supporter, and Dr 
Susan Lynch, a family doctor with experience on other charities and management  
experience. The first meeting in May established the parameters to apply to the 
Charities Commission and also for a new bank account. The latter, Unity Trust, has the 
highest recommendations from “Money Matters”, and also from the Charities  
Commission themselves. Passing their criteria to be accepted, which included money 
laundering checks for international transfers, gave us real confidence and it is now 
possible that Penny and Sue can work electronically together to verify and send 
cheques etc.

GOALS FOR 2014

• Hold health education workshops for both communities, as well as some “Teach 
the Teacher” modules

• Investigate and facilitate a sustainable management plan for the milling machine, 
possibly in conjunction with a transport system
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• Seek funds for a small TB awareness campaign and compliance with medication 
regimes

• Seek funds to investigate brucellosis prevalence; and come up with an education 
plan

• Establish evacuation protocols for pregnant women in both communities

• Monitor and advise on medications in shop

• Fund training for Kisiaya

• Focus our contribution to the school lunch program on better nutrition.

• Continue deworming, now annually; combine with provision of Vitamin A.

• Establish relationship with the new District Medical Officer for Longido

• Continue to monitor the anaemia testing, and seek localized support for further 
funding.

• Continue to support Dr. Swai and his nurses.

• Maintain our relationships with our partners, including FMS, Dr. Steve Friberg, 
and the District Medical Office of Longido.

• Hold another eye clinic

• Fundraise

• Look for grants to support our goals

• Establish a direct donation mechanism on the website

• Use the website to reach out to potential donors and partners, as well as to relay 
information and updates about our work

• Monitor the situation at TGT/FCF for significant changes in lease ownership

• Internally review all aspects of the project with input from Dr. Joanna Moore
• Continue our compliance with the UK Charity Commission rules

2013 FINANCIAL REPORT 

We have had six streams of income or support in the year:

1. Emolife, Netherlands, also known as “The Dutch!” and Cliniclowns
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2. Giraffe Enterprises, also called Challenge Worldwide, an Oxford based 
fundraising group

3. Godalming branch, UK of Rotary International

4. Personal donations and money from small group presentations labelled as 
“general”.

5. US fundraising sources

6. Loans from PA and MF.

1. Last year, 2013 started happily with £14,354 coming into our account from the 
Emolife donation which arrived in the last days of 2012 - a sum that had taken 
three years to crystallise. We had submitted to them the breakdown of how we 
would spend this money relating to years 2011-2014. Active funding for projects 
in 2011 and 2012 had gone forward, recognising our risk, funded from our 
general fund and loans from PA and MF. We therefore quickly repaid some of 
these loans and set about instigating payments for a mobile eye clinic, further 
payments to Dr Steve Friberg of Lutheran clinics, for nurse training and 
supporting transport for his doctor etc. At the end of the year we still had money 
in this account for one year for nurse education, and a further eye clinic. Without 
the budgeted visit by PA / MF in 2013 we will roll this sum over to visits in 2014. 

We were saddened that in March, Emolife told us they would no longer be 
supporting us for fund raising in the future. “You have done nothing wrong- all 
was perfect”- but they had found that in the economic climate in The Netherlands 
it was hard to raise money for a UK- based charity. They decided to continue with 
AMREF.

2. With Giraffe Enterprises we started 2013 with a debt of £615 for PA. We were 
unable to get it reimbursed. At the close of the year we wrote off that debt. 

During 2012 they had supported us by paying for the deworming and 
other medications to set up the village “shop”. They also directly built two 
classrooms for the village and four water tanks, and supported the school lunch 
programme, all of which did not appear on our accounting, but the developments 
were as a direct result of our lobbying for his support. 

However midway through the year we decided to formally sever our ties 
with the organisation mainly due to poor communication and a divergence of 
principles about delivery of aid to remote communities such as ours.

3. Godalming Rotary has now given four year’s support to fund the Longido district 
health workers with anaemia testing kits. Their account for this now is running 
down, especially as the recruitment of a facilitating nurse has been beneficial, 
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resulting in better use of the tests and therefore further expenditure for more. We 
can expect that the account will be nearly at an end in 2015, and we must now 
try to persuade the Rotary group out there in Longido to raise money themselves 
to, say, give half the money for 2015.

In early summer we submitted a bid for school desk construction material 
which was successful, and we then also obtained a matching fund from their 
larger organisation. Half has now been spent and we will evaluate before 
spending the rest this year. 

4. We stated in the 2012 report a low sum from other funding and personal 
donations. This was due to the energy required to fundraise from Emolife and 
Giraffe Enterprises. This year we increased considerably that amount to achieve 
close to our stated business plan goal to total £2,290. Part of this success was 
due to one personal gift.

5. US fundraising in the year raised a separate sum of $300 that went direct to 
Tanzania and do not feature on these accounts. It was used to part-fund more 
medication (deworming tablets).

6. All loans accruing from 2011-2013 have now been written off at the end of the 
year for a clean slate at the start of 2014. The intention is that the charity now 
develops capacity to stand on its own feet.

Other points

• Having decided to change our bank to Unity Trust UK, we had to pass their 
stringent criteria of our validity, risk of money laundering and our business 
plan. This process was completed mid-year and all banking is signed off with 
two trustees using their internet banking facility.

• The Charity Commission UK then approved our application in August. We 
have yet to apply now for retrospective tax rebate of 20% on all personal 
donations, and one of our trustees with our volunteer accountant will do this.

• We decided with the trustees that our goal is to keep within 5% of all 
donations to fund administrative calls on our money e.g. Last year £180 was 
spent on website design. If we are upfront on this point we can make it easier 
for us to identify these expenses and, again it will be important for the 
sustainability of NHP itself.

• We will work to produce a costed wish-list of items that individuals or small 
group can sponsor. 
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