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ANNEX 1: Indicator Protocols 

 

Indicator 1  Percentage of young women and men aged 15ï24 who are HIV infected (UNGASS (22), 

MKUKUTA)  

Definition The proportion of young women testing positive for HIV using a variety of data sources: 

a) National prevalence estimate using antenatal clinic surveillance data from antenatal 

clinic surveillance [Numerator: All young pregnant women who are tested for HIV 

infection while attending ANCs in sentinel surveillance; Denominator: The number 

of young pregnant women who, while attending antenatal clinics (ANCs), test 

positive for HIV infection in sentinel surveillance], blood donor HIV prevalence data 

and VCT HIV prevalence data. 

b) Results of HIV biomarker testing, as part of a representative population-based study 

[Numerator: Number of young women who consented to providing a blood sample 

for an anonymous HIV test during a population base survey; Denominator: Number 

of young women who consented to providing a blood sample, who test positive for 

HIV infection]. 

Disaggregated 

by 

Age group (15 ï 19, 20 ï 24) and district. 

Measurement 

tools 

UNAIDS/WHO Guidelines for conducting HIV sentinel sero-surveys (for ANC 

surveillance). 

DHS AIDS module (for other demographic surveys). 

Countryôs protocol (for HIV biomarker testing as part of population based surveillance). 

What it 

measures 

 

ANC surveillance: In most countries, young women who attend ANCs are a reasonably 

representative sample of young women in the general population. Young women who are 

pregnant have had unprotected sex at some time in the preceding 10 months, and potentially, 

therefore, have been sexually exposed to HIV infection. On average they are not a group 

characterized by other high-risk behaviour. Participation bias is relatively low in this sample 

because HIV testing is carried out, either anonymously with blood that is routinely taken 

from all pregnant women for other routine tests, or as a routine offer as part of the PMTCT 

programme. Most HIV infections among young women have been recently acquired. Trends 

in HIV prevalence in this group may therefore reflect trends in the incidence of new HIV 

infections. 

Population based surveillance: Population based surveillance enables the provision of a 

representative sample of persons so as to determine their HIV status, as a representation of 

the status of the general population. 

Strengths and 

limitations 

  

ANC surveillance: In countries where the epidemic is driven heterosexually this indicator 

gives a fairly good idea of relatively recent trends in HIV infection nationwide. It is less 

reliable as an indicator of overall epidemic trends in areas where the bulk of HIV infection 

remains confined to subpopulations with especially high-risk behaviour. In this circumstance 

it is a useful way of monitoring whether HIV infection is spreading beyond these 

subpopulations. 

In order to interpret changes in the prevalence of HIV infection at ANCs it is important to 

isolate real changes in the proportion of young women who are infected with HIV from 

artifacts of the surveillance system. The HIV prevalence observed among young women 

attending ANCs may change for a number of reasons not directly connected with the true 

prevalence of HIV infection among young women in the general population. Changes that 

affect the number of young women who become pregnant, the proportion of those who seek 

antenatal care, and the stage of pregnancy at which women first visit an ANC could all affect 

the HIV prevalence observed in ANCs. Some of these changes, such as an increase in the age 

at first sex, may also affect the incidence of new HIV infections among young women. For 

these reasons, trends in the prevalence of HIV infection among young pregnant women 

should be interpreted carefully. 

When trends are being monitored the sample composition is very important. The 
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representative-ness of the clinic sample is only as good as the data on which the sampling 

frame was based. Accurate information about the size and location of clinics allows this to be 

treated with more confidence. Interpretation is easier if the same sample of clinics is used in 

several rounds of surveillance. When changes are considered in the clinics that constitute the 

ANC surveillance system, clinics for which past data exist should be retained in the sample, 

so as to enable trend analysis. HIV prevalence among young pregnant women can be used to 

estimate HIV prevalence among young women in the general population. Software is 

available for developing the adjustments necessary to make the data representative of the 

general population. However, detail on this estimation is beyond the scope of the present 

guide. 

Population-based surveillance: HIV prevalence in population based samples tend to be lower 

than the actual prevalence, as the testing protocol is based on informed consent. Persons who 

know that or suspect that they are HIV positive may therefore decline an HIV test. 

 

 

Indicator 2  Percentage of infants born to HIV infected mothers who are HIV positive (UNGASS 

(25) 

Definition The indicator is a numerical estimate of the HIV prevalence among infant born to HIV 

positive mothers, using available data for the probabilities of MTCT for pregnant women 

receiving and not receiving antiretroviral, the weights being the proportions of women 

receiving and not receiving ARV, respectively. 

Disaggregated 

by 

District and type of antenatal care and MTCT provider (public or private). 

Measurement 

tools 

Estimates based on programme coverage. 

What it 

measures 

This indicator focuses on prevention of MTCT of HIV through increased provision of 

antiretroviral prophylaxis.  

How to measure 

it 

 

The indicator can be calculated by taking the weighted average of the probabilities of MTCT 

for pregnant women receiving and not receiving antiretroviral, the weights being the 

proportions of women receiving and not receiving ARV, respectively. Expressed as a simple 

mathematical formula: 

Indicator score = {  T*(1-e) + (1-T) } * v , where: 

T = proportion of HIV-infected pregnant women provided with antiretroviral treatment 

v = MTCT rate in the absence of any treatment 

e = efficacy of treatment provided 

T is simply the value of indicator 10. Default values of 25% and 50%, respectively, can be 

used for v and e. However, where scientific estimates of the efficacy of the specific forms of 

antiretroviral treatment (e.g., nevirapine) used in the country are available, these can be used 

in applying the formula. When this is done, the values of these estimates should be recorded.  

Strengths and 

limitations 

 

The effect of breastfeeding on MTCT of HIV is ignored and the indicator may yield 

underestimates of true rates of MTCT in countries where long periods of breastfeeding are 

common. Similarly, in countries where other forms of prevention of MTCT of HIV (e.g., 

caesarean section) are widely practiced, the indicator will typically provide overestimates of 

MTCT. For these reasons, trends in this indicator may not reflect overall trends in MTCT of 

HIV. 

 

 

Indicator 3  Percentage of young women and men aged 15ï24 who both correctly identify ways of 

preventing the sexual transmission of HIV and who reject major misconceptions about 

HIV transmission (UNGASS (13), MKUKUTA) 

Definition  The percentage of young women and men who both correctly identify ways of preventing the 

sexual transmission of HIV and reject major misconceptions about HIV.  

Numerator: The number of respondents who give correct answers to all five questions 
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relating to the transmission of HIV and misconceptions about HIV. 

Denominator: All people in the survey. 

Disaggregated by Age group (15-19, 20-24), sex and district.  

Measurement 

tools 

A nationally representative general population survey. 

What it measures This indicator combines measures of knowledge of HIV transmission and prevention with 

measures of the prevalence of most common misconceptions about HIV. 

How to measure 

it 

Responses to the following series of questions, recommended in UNAIDS Guidelines on 

construction of core indicators, are used to construct this indicator.  

1. Can the risk of HIV transmission be reduced by having sex with only one faithful 

uninfected partner?  

2. Can the risk of HIV transmission be reduced by using condoms? 

3. Can a healthy-looking person have HIV infection? 

4. Can a person get HIV infection from mosquito bites? 

5. Can a person get HIV infection by sharing a meal with someone who is infected? 

 

Those who have never heard of HIV/AIDS should be excluded from the numerator but 

included in the denominator. Items 4 and 5 may be replaced with the two most common local 

or national misconceptions about HIV transmission or prevention, e.g. ñCan an HIV-infected 

male be cured of HIV if he has sex with a young girl who is a virgin (meaning, a girl who has 

never had sex before)?ò 

Items 1 and 2 measure the correct knowledge for preventing HIV transmission. Item 3 

measures the common misconception that healthy-looking people cannot have HIV infection. 

This widespread misconception among young people can result in unprotected sex with an 

infected partner. Items 4 and 5 refer to two other misconceptions about HIV transmission. 

The five items, taken together, provide programme managers with a measure of the overall 

knowledge that young people have of how to avoid HIV. 

In addition to prevention items 1 and 2, abstinence can also be an important prevention 

option for young people. Although research in many settings shows that people who are 

already sexually active rarely use abstinence as a primary HIV prevention method, young 

people in particular may be practicing secondary abstinence, i.e. a prolonged period of 

voluntary sexual inactivity following sexual initiation. Programmes focusing on delaying the 

age of sexual initiation among young people may choose to add a knowledge indicator that 

includes correct responses to a question about abstinence as a prevention method in the 

numerator, e.g. ñCan the risk of HIV transmission be reduced by abstaining from sexual 

intercourse?ò 

Strengths and 

limitations 

 

A sound knowledge of HIV transmission and prevention is a prerequisite, although 

insufficient in itself, for the adoption of behaviour that reduces the risk of HIV transmission. 

A correct knowledge of false modes of transmission is as important as knowing the correct 

modes, and a correct basic understanding of how to protect oneself is critical for young 

people. Disaggregated data on this matter can provide meaningful guidance for national 

programmes of health promotion. This indicator is easy to measure in a survey. It is 

especially informative in countries where overall knowledge of HIV/AIDS is low, because it 

permits easy measurement of incremental improvement over time. In countries where 

knowledge in this field is high the indicator can show whether high levels are maintained. 

 

 

Indicator 4  Percentage of young women and men aged 15ï24 who have had sexual intercourse 

before the age of 15 (UNGASS (15), UA6) 

Definition  Percentage of young people who have had sex before the age of 15.  

Numerator: The number of respondents who report their age at sexual initiation as less than 

15 years.  

Denominator: The number of respondents aged 15ī24 years. 
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Disaggregated by Age group (15ï19, 20ï24), sex and district  

Measurement 

tools  

A nationally representative general population survey.  

What it measures  This indicator provides information on the prevalence of early sexual initiation among young 

people.  

Sex at young ages is thought to be more risky than sex later in life. The female genital tract is 

more susceptible to infection with HIV before it has fully matured. Typically, young people 

have partnerships that are more often of short duration and perhaps less formal than those of 

older people. Moreover, they are less likely to live with their sexual partners, and this can 

often result in one of the partners having additional concurrent partners, increasing the risk of 

infection. People who begin having sex at young ages may spend a longer time in such less 

stable sexual relationships than people who delay their first sexual intercourse. Moreover, 

they may be more likely than older people to be bullied or exploited in sexual relationships.  

How to measure 

it  

This indicator is derived from answers to a question about the age of the respondents when 

they first had penetrative sex, either vaginal or anal. Typically, this question follows one on 

whether the respondents have ever had sex.  

The indicator should be presented as separate percentages for males and females, and should 

be disaggregated by the age groups 15ï19 and 20ï24 years. It is difficult to monitor change 

in this indicator over a short period because only individuals entering the group, i.e. those 

aged under 15 at the beginning of the period for which the trends are to be assessed, can 

influence the numerator. If the indicator is assessed every two to three years it may be better 

to focus on changes in the levels for the 15ī17 age group. If it is assessed every five years 

the possibility exists of looking at the 15ī19 age group.  

Strengths and 

limitations  

The advantage of using the reported age at sexual initiation is that it makes the most use of 

data that are already collected. Previously, sexual initiation has been measured by calculating 

the median  age at first sex. Three different methods of calculating this value were proposed, 

each of which had unique limitations and produced different results. The above calculation is 

simple and allows easy comparison between times.  

The denominator is easily defined because all members of the survey sample contribute to 

this measure. For most people, first sex is a significant event that they probably remember 

with little difficulty. People may, however, be unsure of their exact age.  

The responses of young people of both sexes may be influenced by views on young peopleôs 

sexuality in the society in which they live. An analysis of the reporting of age at first sex, 

however, has shown that the occurrence, extent and direction of reporting or recall bias are 

not predictable.  

 

 

Indicator 5  Percentage of women and men aged 15ï49 who have had sexual intercourse with more 

than one partner in the last 12 months (UNGASS (16) 

Definition Numerator: Number of respondents aged 15ï49 who have had sexual intercourse with more 

than one partner in the last 12 months. 

Denominator: Number of all respondents aged 15ï49. 

Disaggregated by Age group (10ï14, 15ï19, 20ï24 and 10ï24, 15 ï 24, 25 ï 29, 30 ï 34, 35 ï 39, 40 ï 49), sex 

and district. 

Measurement 

tools 

Population-based survey such as DHS, MICS, BSS.  

What it 

measures 

 

The purpose of the presentation is to assess progress in reducing the percentage of people 

aged 15ï49 who have higher risk sex The spread of HIV depends upon unprotected sex 

among people with high number of partnerships. People who maintain multiple sexual 

partners carry a higher risk of HIV transmission than partnerships that have one faithful sex 

partners.  

This indicator gives a picture of levels of higher-risk sex. If people stop having sex with 

multiple partners, the change will be captured by changes in this indicator. However, if 
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people retain multiple partners, the indicator will not reflect a change. 

How to measure 

it 

 

Respondents are asked about how many sexual partners they have had in the last 12 months. 

For each partner, details are taken of cohabiting status as well as duration of the relationship, 

condom use and other factors. 

 

 

Indicator 6  Percentage of women and men aged 15ï49 who had more than one sexual partner in the 

past 12 months reporting the use of a condom during their last sexual intercourse 

(UNGASS (17) 

Definition Numerator: Number of respondents (aged 15ï49) who reported having had more than one 

sexual partner in the last 12 months who also reported that a condom was used the last time 

they had sex. 

Denominator: Number of respondents (15ï49) who reported having had more than one 

sexual partner in the last 12 months. 

Disaggregated by Age group (10ï14, 15ï19, 20ï24 and 10ï24, 15 ï 24, 25 ï 29, 30 ï 34, 35 ï 39, 40 ï 49), sex 

and district. 

Measurement 

tools 

Population-based survey such as DHS, MICS, BSS.  

What it 

measures 

 

The purpose of the presentation is to assess progress in reducing the percentage of people 

aged 15ï49 who have higher risk sex. The spread of HIV depends upon unprotected sex 

among people with multiple sex partners. People with multiple sex partners who do not use 

condoms consistently and correctly carry a higher risk of HIV transmission than those who 

use condoms consistently and correctly.   

This indicator gives a picture of levels of higher-risk sex. If people stop having sex 

unprotected sex without condoms, the change will be captured by changes in this indicator.  

How to measure 

it 

 

Respondents are asked about the number of the sexual partners within the last 12 months. For 

each partner, details are taken of cohabiting status as well as duration of the relationship, 

condom use and other factors. 

 

 

Indicator 7  Percentage of HIV-positive pregnant women who received antiretrovirals to reduce the 

risk of mother-to-child transmission (UNGASS (5), UA3)  

Definition Numerator: Number of HIV-infected pregnant women who received antiretrovirals during 

the last 12 months to reduce mother-to-child transmission 

Denominator: Estimated number of HIV-infected pregnant women in the last 12 months 

Disaggregated by Age group (15ï19, 20ï24 ,15 ï 24, 25 to 34, 35 to 49, older than 49), type of provider 

(public or private) and district.  

Measurement 

tools 

The information is obtained by means of programme monitoring and estimates, antenatal 

clinic surveillance or estimation models. 

What it 

measures 

The indicator assesses progress in the prevention of MTCT by ARV prophylaxis. 

How to measure 

it 

 

Private sector and NGO clinics that provide prescriptions for ARVs but assume that the 

drugs will be acquired elsewhere by the individuals in question are not included in this 

indicator, even though such clinics may be the major providers of services for the reduction 

of MTCT. The key feature is the actual provision of the drugs. 

The number of HIV-infected pregnant women who have been provided with ARV 

prophylaxis during the preceding 12 months in order to reduce the risk of MTCT is obtained 

from programme monitoring records. Only those women who have completed the full course 

should be included. The number of HIV-infected pregnant women to whom ARV 

prophylaxis for reducing the risk of MTCT could potentially have been given is estimated by 

multiplying the total number of women who gave birth in the preceding 12 months (central 

statistics office estimates of births) by the most recent national estimate of HIV prevalence in 
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pregnant women (HIV sentinel surveillance antenatal clinic estimates).  

Strengths and 

limitations 

 

This indicator has the following weaknesses: (1) ANC data are often incomplete and may not 

reflect the true situation; (2) There may be selection bias because only those women are 

included who self-select to access services; (3) Every country has its own definition of a full 

course of ARV treatment; (4) The indicator does not assess treatment compliance, and, as 

currently defined, measures need. It does not assess what percentage of women accessing 

ANC services where PMTCT services are available actually avail themselves of the 

intervention; (5) As the number of women provided with HAART increases over time the 

need for specific ARV distribution to prevent vertical transmission may lessen. It will be 

necessary to develop specific indicators in order to capture information on this matter. 

 

 

Indicator 8  Percentage of schools that provided life skills-based HIV education in the last academic 

year (UNGASS (11) 

Definition Numerator: Number of schools that provided life skills-based HIV education in the last 

academic year. 

Denominator: The number of schools in the education system. 

Disaggregated by Type of school (primary or secondary) and district. 

Measurement 

tools 

MoEVT routine data. 

What it measures 

 

This indicator is a measure of progress in implementing life-skills-based HIV/AIDS 

education in schools. It reflects coverage by school, estimating the proportion of schools that 

report having such programmes. It is not a measure of the quality of such programmes. For 

this indicator to be as meaningful as possible it should be combined with measures of quality. 

How to measure 

it 

This indicator can be measured in two ways: through a school-based survey or through 

routine data collection by MoEVT. To minimize the number of surveys, data for this 

indicator will be collected through routine data from MoEVT as part of the MoEVTôs 

Education Management Information system. 

Strengths and 

limitations 

 

This overall measure of coverage of the life-skills-based programme in schools is fairly 

simple to collect. The life-skills programme should be implemented in primary schools and 

continued through secondary schools, with content and methods adapted to the age and 

experience of the students. 

This indicator shows whether life-skills-based education is taught at each level of schooling 

but reveals nothing about the quality of the content, the approach or the materials used. When 

making comparisons across countries or even between regions of a country the differing rates 

of school attendance and enrolment must be taken into consideration. 

The indicator is concerned with the provision of life-skills-based HIV&AIDS education 

through schools and, specifically, through the curriculum taught by teachers. Programmes 

conducted by outside agencies or facilitators should be excluded. The indicator may not 

capture the total effort of providing HIV education through schools, because students may be 

able to obtain some information from extracurricular sources (e.g. educational pamphlets, 

posters, special assemblies). However, such sources are likely have an ad hoc basis, whereas 

the indicator purposefully focuses on the systematic inclusion of HIV education in curricula. 

 

 

Indicator 9 Percentage of randomly selected retail outlets and service delivery points that have 

condoms in stock 

Definition Numerator The number of retail outlets and service delivery points which have condoms in 

stock at the time of the survey.  

Denominator The number of retail outlets and service delivery points that were selected for 

the survey (stratified). 

Disaggregated by Type (retail outlet or service delivery point), and district. 
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Measurement 

tools 

MEASURE Evaluation/WHO/PSI Compiled Condom Availability and Quality Protocol, 

retail survey.  

What it measures 

 

The actual distribution of condoms at designated points, typical of youth access, at any one 

time. It highlights programme efforts to broaden the distribution of condoms. 

How to measure 

it 

 

Sites of different types are randomly selected for a retail survey. The sampling frame should 

be stratified in order to ensure geographical and demographic spread (e.g. rural/urban). It is 

better to limit the type of venue that could or should provide condoms, and to focus on a 

defined set that must consistently provide them, e.g. youth centres, health clinics, school 

clinics, and pharmacies. Accordingly, this indicator should focus mainly on the priority 

venues and include additional ones as resources permit. These additional sites could be as 

diverse as bus stops, car parks, barbersô shops, hair salons, nightclubs, bars, fast food shops, 

kiosks, pharmacies, markets and petrol stations. 

However, it may be difficult and costly to obtain a full list of all possible sites where people 

obtain condoms. For this reason, criteria should be developed for the types of venues to be 

included, focusing on venues that, in the particular national context, must consistently 

provide condoms for young people. 

Strengths and 

limitations 

 

The statistical departments or finance ministries of many countries already conduct regular 

retail surveys that include price and availability data for a wide variety of commodities. They 

typically use a well-established sampling frame covering a wide range of venues throughout 

the countries concerned.  

Where such surveys exist, condoms can simply be added to the box relating to commodities 

for which data are collected. Certain venues, where young people typically access condoms, 

are not traditionally covered in retail surveys. In this case, special surveys of these extra 

venues can be undertaken to provide the necessary additional data. 

This indicator focuses on static sites and venues. Consequently, in countries where a special 

effort is being made to distribute condoms through non-static outreach sites, the indicator 

would be of limited value. 

Another limitation of this measure is that it only indicates condom availability at a particular 

point in time. In countries where the supply of condoms varies significantly, data collected 

on this indicator may lead to an invalid conclusion about the true availability of condoms. In 

such countries the data collected at a given time could show a high availability of condoms 

whereas availability could be low at other times. Moreover, low availability in this 

circumstance would not be caused by poor distribution but by problems at the central level. 

 

 

Indicator 10  Percentage of women and men aged 15-49 who received an HIV test in the last 12 

months and who know their results (UNGASS (7), UA4) 

Definition Numerator: Number of respondents aged 15ï49 who have been tested for HIV during the last 

12 months and who know their results 

Denominator: Number of all respondents aged 15ï49.  

Disaggregated by Sex, age group 15ï19, 20ï24 and 25ï49. 

Measurement 

tools 

Population-based surveys (Demographic Health Survey, AIDS Indicator Survey, Multiple 

Indicator Cluster Survey or other representative survey). 

What it measures This indicator assesses progress in implementing HIV testing and counselling, considering 

that in order to prevent infecting others individuals need to know their HIV sero status.  

How to measure 

it 

During the surveys the respondents are asked if they want to know their HIV sero status and 

if they have been tested for HIV in the last 12 months. where the response is affirmative then 

they are asked if they got their results when they tested for HIV. This indicator is presented 

as percentages for males and females, and should be disaggregated by sex and age group. 

The denominator includes respondents who have never heard of HIV or AIDS. 

Strengths and 

limitations 

This indicator measures access to VCT services and clients access to VCT results. It does not 

measure the quality of service provision. 
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Indicator 11  Percentage of women who feel that a wife is justified in refusing sex or proposing 

condom use if she knows her husband has a sexually transmitted infection 

Definition Numerator Number of women respondents who feel that a wife is justified in refunding sex 

or proposing condom use if she knows her husband has a sexually transmitted infection  

Denominator Number of all women respondents.  

Disaggregated by Age, sex.  

Measurement 

tools 

Population-based surveys (Demographic Health Survey or other representative survey). 

What it measures This indicator assesses progress in women knowing their risk factors and being able to 

understand how they can protect themselves from HIV infection in a marital relationship.  

How to measure 

it 

During the surveys the female respondents are asked if they feel that a wife is justified to 

refuse sex or propose condom use if she knows that her husband is infected with HIV. The 

number of women who agree is calculated as the numerator and the total number of women 

respondents, including those who do not answer the question, is treated as the denominator.   

Strengths and 

limitations 

This indicator measures womenôs access to vital information which they can use for 

protecting themselves from HIV in a marital relationship. But it does not measure whether 

they actually have the skills to protect themselves from HIV infection.  

 

 

Indicator 12 Percentage of injecting drug users reporting the use of sterile injecting equipment the 

last time they injected (UNGASS (21) 

Definition Numerator: Number of respondents who report using sterile injecting equipment 

the last time they injected drugs. 

Denominator: Number of respondents who report injecting drugs in the last month. 

Disaggregated by Sex and age 25 years and below, and above 25 years.  

Measurement 

tools 

Special surveys including Behavioural Surveillance Survey for injecting drug users. 

 

What it measures This indicator measures progress in preventing injecting drug use-associated HIV 

transmission for places where injecting drug use is an established mode of HIV transmission.  

How to measure 

it 

 

If applicable then the data for injecting drug users could be collected through civil society 

and community organisations that work with drug users. Access to survey respondents as 

well as the data collected from them must remain confidential. During the survey 

Respondents are asked if they have injected drugs in the previous month and if yes then they 

are asked if they used a sterile needle on the last occasion when they injected drugs. 

Surveying injecting drug users can be challenging. Consequently, data obtained may not be 

based on a representative sample of the national injecting drug user population being 

surveyed, therefore estimates could be used and also various data sources could be used 

where possible. 

Strengths and 

limitations 

This indicator is based on self-reporting and therefore there is no guarantee of usage of the 

sterile injecting equipment. Also drug users often are a hidden populations who are very hard 

to reach therefore there is often no guarantee of getting a representative sample.   

 

 

Indicator 13  Number of male and female condoms distributed to end users in the last 12 months 

(UA5) 

Definition This indicator is a numerical count of the number of condoms distributed to end users. óEnd 

usersô refers to distribution to points where individuals can collect the condoms: either 

dispensers, or individual distribution, or for retail purposes.   

Disaggregated by Type (male or female condom), and district. 
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Measurement 

tools 

TOMSHA, MoHSW routine data. 

What it measures Since condom use is one of the safer sex mechanisms, measuring its distribution is important. 

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. Also, condom 

distribution is not a guarantee of condom use.  

 

Indicator 14  Number of persons reached with HIV prevention programmes, by target group 

Definition This is a numerical count of the total number of persons that have been directly targeted 

through medical and non-medical HIV prevention programmes. It categorizes the number of 

person reached by target group as explained in the TOMSHA guidelines. It also excludes all 

media-related programmes. 

Medical HIV prevention programmes include:  STI Control & Case Management, Condom 

Promotion and Distribution, VCT, PMTCT, and Safety of Blood, Blood Products and 

Precautions in Health Care. 

Non-medical HIV prevention programmes include:  Health Promotion for Specific 

Population Groups, School-Based Prevention for Primary and Secondary Levels, Health 

Promotion for Vulnerable Population Groups and Workplace Interventions. HIV prevention 

messages using the media (radio, newspapers or TV) are excluded from this numerical count. 

The reason is that it is not possible to count the number of persons reached with these types 

of media.  

Disaggregated by Type of HIV prevention programme, target group and district. 

Measurement 

tools 

TOMSHA for non-medical service coverage, and MoHSW routine data for medical HIV 

service coverage. 

What it 

measures 

 

This is a service coverage indicator. It determines the extent of persons that have been 

targeted by HIV prevention programmes. This indicator, together with an indicator on the 

number of persons reached by HIV and AIDS care and support programmes and an indicator 

on the number of vulnerable persons reached through HIV impact mitigation programmes 

provides the total coverage of all HIV services in Tanzania. 

How to measure 

it 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

 

This indicator, as all other TOMSHA indicators, is based on self-reporting. Thus, the type 

and extent of HIV prevention programme reported here is dependent on the accuracy with 

which the implementer of HIV services recorded data about persons targeted through HIV 

prevention programmes, and the accuracy with which organisations tallied data from their 

daily records to TOMSHA. It may also not always be possible to provide an exact count of 

the number of persons reached ï say, for example, if a drama takes place at a taxi rank, it id 

difficult to do an exact count of the size of the audience (not everyone may stay for the 

duration of the drama, depending on when taxis arrive and depart). 

 

Indicator 15 Number of HIV voluntary counselling and testing sites per district population 

Definition Number of VCT sites per district population. 

Disaggregated by District. 

Measurement 

tools 

Service Availability Mapping. 

What it measures This indicator measures the coverage of VCT sites, and whether the coverage is uniformly 
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 spread throughout Tanzania, i.e. whether all persons equal access to VCT. 

How to measure 

it 

 

The indicator is calculated by determining the number of VCT sites per district, and the 

population of the district. The population of the district is then divided by number of VCT 

sites, resulting in a number of VCT sites per population. 

Strengths and 

limitations 

Provision of ARV services is an input, but does not measure the uptake of services, quality of 

the service provided, or adherence to treatment. 

 

 

Indicator 16 Percentage of large
1 
workplaces (public & private) that have prevention and care 

policies and programmes  

Definition Numerator: Number of employers with HIV/AIDS policies and regulations that meet all of 

the above criteria. 

Denominator: Number of employers surveyed (30). óLargeô is determined by the Chamber of 

Commerce. 

Disaggregated by By type of employer (public sector / private sector). 

Measurement 

tools 

Workplace Survey  -survey of the 30 largest employers: 25 from the private sector, and 5 

from the public sector.  

What it measures This indicator assesses progress in implementing workplace policies and programmes to 

combat HIV/AIDS. 

How to measure 

it 

 

Private sector employers are selected on the basis of the size of the labour force. Public 

sector employers should be the ministries of transport, labour, tourism, education and health. 

Employers are asked to state whether they are currently implementing personnel policies and 

procedures that cover, as a minimum, all of the following aspects: 

1.Prevention of stigmatization and discrimination on the basis of HIV infection status in: (a) 

staff recruitment and promotion; and (b) employment, sickness and termination benefits. 

2.Workplace-based HIV/AIDS prevention, control and care programmes that cover: (a) the 

basic facts on HIV/AIDS; (b) specific work-related HIV transmission hazards and 

safeguards; (c) condom promotion; (d) VCT; (e) STI diagnosis and treatment; and (f) 

provision of HIV/AIDS-related drugs. 

Copies of written personnel policies and regulations should be obtained and assessed 

wherever possible. Indicator scores are required for all employers combined and for the 

private and public sectors separately. Estimates of the size of the male and female formal 

sector workforce should also be provided. 

Strengths and 

limitations 

 

People employed in small businesses and the informal sector often constitutes a significant 

proportion of the workforce but is less likely to be reached by workplace HIV/AIDS 

programmes. Therefore, this indicator provides an over-estimate of the extent to which 

workers are covered by these programmes. Nevertheless, trends in this indicator will provide 

a useful guide to incremental improvements in national coverage. The indicator is useful 

even in countries where HIV prevalence is low because early action in educating workers on 

HIV prevention is essential if the serious economic and social consequences of HIV/AIDS 

are to be avoided. 

 

Indicator 17  Percentage of donated blood units screened for HIV in a quality assured manner 

                                                 
7 The operational definition of ólargeô for purposes of this framework will be any workplace which is employing 20 or more 

persons 
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(UNGASS (3) 

Definition Numerator: Number of donated blood units screened for HIV in blood centres/blood 

screening laboratories that have both: (1) followed documented standard operating 

procedures and (2) participated in an external quality assurance scheme. 

Denominator: Total number of blood units donated. 

Disaggregated by By region. 

Measurement 

tools 

MEASURE Evaluation blood safety protocol. 

What it measures 

 

Blood safety programmes aim to ensure that the overwhelming majority (ideally 100 percent) 

of blood units are screened for HIV, and those that are included in the national blood supply 

are indeed uninfected. This is demonstrably not the case in many countries. Some blood units 

are not screened at all, others are screened by poorly trained personnel using outdated 

equipment or insufficient inputs. Whatôs more, poor blood testing facilities mean that some 

blood is screened using antibody tests at a time after the donor has become infected with HIV 

but before they have developed antibodies to the virus. Together, these factors mean that a 

significant proportion of blood units may be classified as safe even though they are infected. 

This indicator gives an idea of the overall percentage of blood units that have been screened 

to high enough standards that they can confidently be declared free of HIV. 

How to measure 

it 

 

Three pieces of information are needed for this indicator: the number of blood units 

transfused in the previous 12 months, the number of blood units screened for HIV in the 

previous 12 months, and among the units screened, the number screened up to WHO or 

national standards. The number of units transfused and the number screened for HIV should 

be available from health information systems. Quality of screening may be determined 

from a special study that re-tests a sample of blood previously screened, or from an 

assessment of the conditions under which screening occurred. In situations where this 

approach is not feasible, data on the percentage of facilities with good screening and 

transfusion records and no stock outs of test kits may be used to estimate adequately screened 

blood for this indicator. 

 

 

Indicator 18  Percentage of learners exposed to life skills-based HIV/AIDS education this quarter 

Definition Numerator The number of learners with at least one teacher trained in and regularly teaching 

them, life-skills-based HIV/AIDS education. 

Denominator The total number of learners in the education system.  

Disaggregated by Age of learner, type of school (primary or secondary) and district. 

Measurement 

tools 

MoEVT routine data. 

What it measures 

 

This indicator is a measure of progress in implementing life-skills-based HIV/AIDS 

education in schools. It reflects coverage by percentage of learners, number of schools and 

learners who benefit from such programmes. It is not a measure of the quality of such 

programmes. For this indicator to be as meaningful as possible it should be combined with 

measures of quality. 

How to measure 

it 

This indicator can be measured in two ways: through a school-based survey or through 

routine data collection by MoEVT. To minimize the number of surveys, data for this 

indicator will be collected through routine data from MoEVT as part of the MoEVTôs 

Education Management Information system. 

Strengths and 

limitations 

 

This overall measure of coverage of the life-skills-based programme in schools is fairly 

simple to collect. The life-skills programme should be implemented in primary schools and 

continued through secondary schools, with content and methods adapted to the age and 

experience of the students. 

This indicator shows whether life-skills-based education is taught at each level of schooling 

but reveals nothing about the quality of the content, the approach or the materials used. When 

making comparisons across countries or even between regions of a country the differing rates 
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of school attendance and enrolment must be taken into consideration. 

The indicator is concerned with the provision of life-skills-based HIV/AIDS education 

through schools and, specifically, through the curriculum taught by teachers. Programmes 

conducted by outside agencies or facilitators should be excluded. The indicator may not 

capture the total effort of providing HIV education through schools, because students may be 

able to obtain some information from extracurricular sources (e.g. educational pamphlets, 

posters, special assemblies). However, such sources are likely have an ad hoc basis, whereas 

the indicator purposefully focuses on the systematic inclusion of HIV education in curricula. 

 

 

Indicator 19  Percentage of teachers trained in LSE for HIV/.AIDS this quarter 

Definition Numerator The number of teachers trained in life skills education this quarter  

Denominator Total number of teachers in the quarter.  

Disaggregated by Age, type of school (primary or secondary) and district. 

Measurement 

tools 

MoEVT routine data. 

What it measures 

 

This indicator is a measure of progress in implementing life-skills-based HIV/AIDS 

education in schools. It reflects coverage by number of teachers trained in life skills 

education for each school and makes a distinction whether primary or secondary school. It is 

not a measure of the quality of such programmes. For this indicator to be as meaningful as 

possible it should be combined with measures of quality. 

How to measure 

it 

This indicator can be measured in two ways: through a school-based survey or through 

routine data collection by MoEVT. To minimize the number of surveys, data for this 

indicator will be collected through routine data from MoEVT as part of the MoEVTôs 

Education Management Information system. 

Strengths and 

limitations 

 

This overall measure of coverage of the life-skills-based programme in schools is fairly 

simple to collect. The life-skills programme should be implemented in primary schools and 

continued through secondary schools, with content and methods adapted to the age and 

experience of the students. 

This indicator shows whether teachers in the schools are being trained to in turn provide life 

skills education at each level of schooling but reveals nothing about the quality of the 

content, the approach or the materials used.  

The indicator is concerned with the provision of life-skills-based HIV/AIDS education 

through schools and, specifically, through the curriculum taught by teachers. Programmes 

conducted by outside agencies or facilitators should be excluded.  

 

 

Indicator 20 Percentage of caregivers trained in standard precautions, transmission-based 

precautions  

Definition 
Numerator Total number of caregivers who have been trained in standard precautions, 

transmission based precautions in the preceding quarter. 

Denominator Percentage of registered care givers in the preceding quarter. 

Disaggregated by By sex and district. 

Measurement 

tools 

TOMSHA, as per the explanation in TOMSHA guidelines.  

What it measures The indicator measures the extent to which caregivers are empowered to protect themselves 

by undertaking transmission based precautions.  

How to measure Data for this indicator is obtained from HIV implementers who fill out the TOMSHA forms 
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it which are filled out every quarter as per the TOMSHA guidelines.  

 

 

 

Indicator 21 Percentage of caregivers and healthcare workers who receive post-exposure 

prophylaxis 

Definition 
Numerator The number caregivers of HIV-positive pregnant women receiving a complete 

course of ARV prophylaxis to reduce MTCT in accordance with a nationally approved 

treatment protocol (or WHO/UNAIDS standards) in the preceding 12 months. 

Denominator The estimated number of HIV-infected pregnant women giving birth in the 

preceding 12 months. 

Disaggregated by By type of facility and by district. 

Measurement 

tools 

MoHSW routine data. 

What it measures The indicator measures the extent of the implementation of the countryôs PEP guidelines. 

How to measure 

it 

Since pre test counseling is a prerequisite for the provision of PEP, registers of all persons 

who opt for PEP, is kept at health facilities.  

 

 

 

Indicator 22 Percentage of adults and children with HIV known to be on treatment 12 months after 

initiation of antiretroviral therapy  (UNGASS (24), MKUKUTA)  

Definition Percentage of people alive and known to be on treatment at 6, 12, 24, 36, etc. months after 

initiation of treatment.  

The indicator can be constructed as a minimum and maximum estimate of survival, 

depending on the inclusion criteria for the denominator (see options (a) and (b) below).  

Numerator: Number of people continuously on ART at 6, 12, 24, 36, etc. months after 

initiating treatment.  

Denominator (a) Minimum survival: Total number of individuals who initiated ART in the 

ART start-up group in the previous 6, 12, 24, 36, etc. months, including those who have 

stopped ART, those who have transferred out, and people lost to follow-up.  

Denominator (b)  Maximum survival: Total number of individuals who initiated ART in the 

ART start-up group in the previous 6, 12, 24, 36, etc. months, excluding those who have 

stopped ART, those who have transferred out, and people lost to follow-up. 

Disaggregated by By sex and district. 

Measurement 

tools 

MoHSW routine data. 

What it measures 

 

One of the goals of any ART programme should be to increase survival among infected 

individuals. This indicator measures the degree to which treatment can prolong a personôs 

life by assessing how many individuals survive after receiving treatment for 6, 12, 24, 36, 

etc. months. 

How to measure 

it 

 

Information on survival can be obtained from patient registers (HMIS) by tallying results for 

several monthly cohorts, each tabulated when on ART for 6 months, 12 months and yearly 

thereafter. For a comprehensive understanding of survival the following components have to 

be measured. a) Number of people initiating ART and the start date. b) Number of people 

continuously on ART at 6, 12 , 24, 36, etc. months after initiating treatment. c) Number of 

people who have stopped ART, those who have transferred out, people lost to follow-up, and 

those who have died.  
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A proportion of people who have stopped treatment or were lost to follow up may still be 

alive. As they are not continuously on treatment, however, they should not be included in the 

numerator.  People who transfer between ART programmes and for whom a start date of 

treatment exists should be counted as continuously on treatment.  

These data should be presented for each specified period. It is recommended that, if feasible, 

programmes should follow patients throughout their time on treatment, as AIDS is a lifelong 

disease. Six-monthly tallies of new patients are necessary in order to measure this indicator.  

Strengths and 

limitations 

 

This indicator can only be obtained from a limited number of advanced care/referral facilities 

and/or designated cohort studies while the HMIS is scaling up. As the latter become 

institutionalized and functional the data can be expected to become more comprehensive. 

 

 

Indicator 23 Percentage of adults and children with advanced HIV infection receiving antiretroviral 

therapy (UNGASS (4), UA1) 

Definition Number of people with advanced HIV infection who receive antiretroviral combination 

therapy in accordance with the nationally approved treatment protocol (or WHO/UNAIDS 

standards); it is calculated as follows. 

Number of people receiving treatment at the start of the year, plus 

Number of people who commenced treatment in the preceding 12 months, minus 

Number of people for whom treatment was terminated in the preceding 12 months (including 

those who died). 

Denominator: Estimated number of adults and children with advanced HIV infection 

 (i.e. those in need of ART). The number of adults in need of ART is calculated by adding 

the number of adults newly in need of ART to the number who were on treatment in the 

previous year and survived to the current year. 

The number of adults newly in need of ART is estimated as the number developing advanced 

HIV disease who are not yet on treatment. Since some of the adults projected to develop 

advanced HIV disease may already have started treatment in the previous year, the number 

newly in need of ART is adjusted by subtracting people in this category. It is currently 

assumed that between 80% and 90% of adults on treatment will survive to the following 

year, depending on patients' adherence to treatment, resistance patterns, the quality of clinical 

management and other factors. 

Disaggregated by By age, sex and district. 

Measurement 

tools 

MoHSW routine data. 

What it measures 

 

As the HIV pandemic matures, increasing numbers of people are reaching advanced stages of 

HIV infection. ARV combination therapy has been shown to reduce mortality among 

infected people, and efforts are being made to make it more affordable in less developed 

countries. This indicator, introduced during the United Nations General Assembly Special 

Session on HIV/AIDS(and modified by UNAIDS in 2004), assesses progress in providing 

ARV combination therapy to every person with advanced HIV infection. 

How to measure 

it 

 

This indicator can be compiled from programme monitoring data. The denominator is 

generated by estimating the number of people with advanced HIV infection requiring ARV 

combination therapy, most frequently on the basis of the latest sentinel surveillance data. The 

provision of ARVs in the private sector should be included in the calculation of the indicator 

wherever possible and the extent of such provision should be recorded separately. 

The start and end dates of the period for which ARV combination therapy is given should be 

stated. Overlaps between reporting periods should be avoided if possible. 

Strengths and 

limitations 

 

This indicator allows trends to be monitored over time but does not distinguish between the 

different types of therapy available and does not measure the cost, quality or effectiveness of 

treatment. The proportion of people with advanced stages of HIV infection varies with the 

stage of the HIV epidemic and the cumulative coverage and effectiveness of ART among 
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adults and children. Dynamic prevalence rates affect the accuracy of the estimate of the 

eligible population. Changing estimates of prevalence are not reflected in current prevalence 

rates. This specifically affects the denominator. The degree of utilization of ARV 

combination therapy depends on the cost relative to local incomes, service delivery 

infrastructure and quality, the availability and uptake of VCT services, perceptions of 

effectiveness, possible side effects of treatment, etc. ART for the prevention of MTCT or for 

post-exposure prophylaxis is not included in this indicator. 

 

  

Indicator 24 Number of ARV sites per 100 000 population per district and region 

Definition Number of ARV sites for every 100 000 persons in a district. 

Disaggregated by By district. 

Measurement 

tools 

Service Availability Mapping. 

What it measures 

 

This indicator measures the coverage of ARV sites, and whether the coverage is uniformly 

spread throughout Tanzania, i.e. whether all HIV positive clients have equal access to ARV 

treatment, should they require it. 

How to measure 

it 

 

The indicator is calculated by determining the number of ARV sites per district, and the 

population of the district. The population of the district is then divided by 100 000. The 

number of ARV sites in the district is then divided by this number to determine the number 

per 100 000 population. 

Strengths and 

limitations 

Provision of ARV services is an input, but does not measure the uptake of services, quality of 

the service provided, or adherence to treatment. 

 

 

Indicator 25 Percentage of women and men with advanced HIV infection receiving ARV 

combination therapy in the last 12 months (UNGASS (7) 

Definition Numerator: Number of people with advanced HIV infection who are currently receiving 

antiretroviral combination therapy according to the nationally approved treatment protocol 

(or WHO/UNAIDS standards).  

Denominator: Estimated number of adults and children with advanced HIV infection. 

Disaggregated by By age, sex and district. 

Measurement 

tools 

MoHSW routine data. 

What it measures 

 

This indicator assesses the progress in providing antiretroviral combination therapy to all 

people with advanced HIV infection. 

How to measure 

it 

 

NUMERATOR CALCULATION: The number of people (i.e., adults and children) with 

advanced HIV infection who currently receive antiretroviral combination therapy can be 

calculated as follows: 

A: Number of people receiving treatment at start of year  

PLUS 

B: Number of people who commenced treatment in the last 12 months  

MINUS 

C: Number of people for whom treatment was terminated in the last 12 months (including 

those who died). 

 

DENOMINATOR CALCULATION: For the purpose of this indicator, the number of people 
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with advanced HIV infection is taken to be 15% of the total number of people currently 

infected. The latter is estimated using the most recent national sentinel surveillance data. 

Private sector antiretroviral provision should be included in the calculation of the indicator 

wherever possible and the extent of such provision should be recorded separately. The start 

and end dates of the period for which the antiretroviral combination therapy is given should 

be stated. Overlaps between reporting periods should be avoided wherever possible. 

 

 

Indicator 26  Percentage of health facilities with no stock outs of Fluconazole
2
 for more than a week 

in the last 12 months 

Definition Numerator: The number of health facilities at the time of the survey with no stock outs of 

Fluconazole for more than a week during the 12 months preceding the survey. 

Denominator: All public, faith-based and private health facilities. 

Disaggregated by By type of health facility. 

Measurement 

tools 

Quality of HIV services survey, Service Availability Mapping or Service Provision 

Assessments (MoHSW carries out a number of surveys in the health sector). 

What it measures 

 

Without Fluconazole, health facilities cannot treat candidiasis, one of the most frequent 

opportunistic infections. Early treatment for opportunistic infections is essential to the health 

and welfare of HIV positive patients and slowing down the progression to AIDS. Therefore, 

this indicator provides a measure of the extent to which health facilities are able to provide 

treatment for opportunistic infections.  

How to measure 

it 

During the survey, health facilities are requested to present their stock sheets. The stock 

sheets are then checked for any stock outs of Fluconazole.  

Strengths and 

limitations 

Fluconazole is not the only drug used to treat opportunistic infections. There are other drugs 

used for other opportunistic infections, but this indicator only considers stock outs of this one 

type of drug. The availability of Fluconazole is also not a guarantee that quality treatment 

will be provided: appropriate facilities and skilled staff are needed too. 

 

 

Indicator 27 Percentage of persons on ART who receive nutritional support from health care 

facilities in the last 12 months 

Definition Numerator: Number of persons on ART who receive at least 2 food packages every week for 

the duration of their treatment. 

Denominator: Number of persons on ART. 

Disaggregated by By district. 

Measurement 

tools 

MoHSW routine data. 

What it measures 

 

The effectiveness of ART drugs are in part determined by whether or not the patient is eating 

healthy and regularly. The absorption of the drug is affected by lack of food in the tummy. 

Therefore, this indicator measures whether patients receive additional nutrition support to 

maximize the effectiveness of the ARV therapy. 

How to measure 

it 

It is measured through routine records kept at health facilities that offer ARV treatment to 

patients. 

Strengths and This indicator only measures nutritional support provided at ART sites. It does not include 

                                                 
2 Oral or intravenous fluconazole is used in the treatment of candidiasis (one of the most common opportunistic infections) in immuno-compromised adults 

with AIDS 
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limitations nutritional support provided by the community, family or friends. Providing nutritional 

support to patients on ART is also not a guarantee that they will consume the food that has 

been provided, as it may be shared with other members of the household. 

 

 

Indicator 28 Percentage of estimated HIV-positive incident TB cases that received treatment for TB 

and HIV (UNGASS (6) 

Definition Numerator: Number of adults with advanced HIV infection who are currently receiving 

antiretroviral therapy in accordance with the nationally approved treatment protocol (or 

WHO/UNAIDS standards) and who were started on TB treatment (in accordance with 

national TB programme guidelines) within the reporting year. 

Denominator: Estimated number of incident TB cases in people living with HIV. 

Disaggregated by By district. 

Measurement 

tools 

MoHSW routine data. 

What it measures 

 

This indicator is used to ensure that eligible HIV positive individuals are given treatment of 

latent TB infection and thus reduce the incidence of TB in PLWHA. 

How to measure 

it 

 

The data needed for this indicator can be collected in all situations where counseling and 

testing for HIV is conducted e.g. VCT centers, PMTCT sites, inpatient medical services or at 

HIV care services, depending on where TB preventive therapy (TBPT) is to be administered. 

 

 

Indicator 29 Number of organizations providing Community Home Based Care (CHBC) per 

district -population 

Definition This is an indication of the extent of the number of CHBC organisations per district-

population. It is expressed as follows: 1 CBHC organization for every X persons in a district. 

The óXô is calculated by dividing the number of persons in a district by the number of CHBC 

organisations. 

Disaggregated by By district. 

Measurement 

tools 

TOMSHA. 

What it measures 

 

There should be a sufficient number of CHBC organisations per district-population. This 

indicator measures the ratio of CHBC organisations to the number of persons in a district. 

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works.  

Strengths and 

limitations 

The existence of a CHBC organization in a district does not necessarily imply that CHBC 

services will be delivered, or that these services will be of a good quality. 

 

 

Indicator 30 Number of home based care providers trained according to national guidelines   

Definition This is a numerical count of the number of home base care providers in the country that have 

been trained according to the countryôs guidelines. 

Disaggregated by By district. 

Measurement 

tools 

TOMSHA. 

What it measures The indicator measures the extent to which skills persons are available to undertake home 

based care in community settings. 

How to measure Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 



 

65 

it 

 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 31 Number of home-based care person-visits in the last 12 months  

Definition This is a numeric count of the number of home-based care visits undertaken in the past 12 

months.  

 

For this data element, one needs to calculate the number of person-visits that home-based 

care volunteers have undertaken in the report period. The unit óperson-visitô is a measure of 

the number of visits undertaken by all home-based care volunteers during the quarter being 

reported on. One person-visit is equal to one home-based care volunteer undertaking one 

visit to one person. So, if one home-based care volunteer undertakes 20 visits in the quarter, 

the value of those visits in person-visits, is 20 (1 person x 20 visits = 20 person-visits). If 

person A undertakes 4 visits to 4 persons and person B undertakes 4 visits to 1 person, then 

the total number of person-visits is equal to: (4 visits x 4 persons) + (4 visits x 1 person) = 20 

person-visits).  See CS1 for a definition of what constitutes a home-based care volunteer. 

Disaggregated by District. 

Measurement 

tools 

TOMSHA. 

What it measures This measures the extent of home based care visits in Tanzania. 

How to measure 

it 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 32 Current school attendance among orphans and among non-orphans aged 10ï14  

(UNGASS (12), MDG) 

Definition Ratio of the current school attendance rate of children aged 10ï14 both of whose biological 

parents have died to the current school attendance rate of children aged 10ï14 both of whose 

parents are still alive and who currently live with at least one biological parent. 

Disaggregated by Not disaggregated. 

Measurement 

tools 

Population-based survey. 

What it measures 

 

To assess progress towards preventing relative disadvantage in school attendance among 

orphans versus non-orphans. 

How to measure 

it 

 

The indicator score is calculated as follows: 

 

Orphan school attendance (1)  

Numerator: Number of children who have lost both parents and who attend school. 

Denominator: Number of children who have lost both parents. 

 

Non-orphan school attendance (2) 

Numerator: Number of children, both of whose parents are still alive, who live with at least 

one parent and who are still in school. 

Denominator: Number of children both of whose parents are still alive and who live with at 

least one parent. 
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Calculate the ratio of (1) to (2). 

 

Indicator scores are required for all children aged 10ï14 years and for boys and girls, 

separately. Where possible, the indicator should also be calculated by single year of age. The 

minimum number of orphaned 10ï14 year-old children needed to calculate this indicator is 

50. 

Strengths and 

limitations 

 

The definitions of orphan/non-orphan used here i.e., child aged 10ï14 years at last birthday 

both of whose parents have died/are still aliveðare chosen so that the maximum effect of 

disadvantage resulting from orphan hood can be identified and tracked over time. The age-

range 10ï14 years is used because younger orphans are more likely to have lost their parents 

recently so any detrimental effect on their education will have had little time to materialize. 

However, orphaned children are typically older than non-orphaned childrenðbecause the 

parents of younger children have had less time to dieðand older children are more likely to 

have left school. Thus, the value of this indicator will tend to be slightly greater than one, 

even when orphans suffer no relative disadvantage. Typically, the data used to measure this 

indicator will be taken from household-based surveys. 

Children not recorded in such surveys - e.g., those living in institutions or on the street - 

generally, are more disadvantaged and are more likely to be orphans. Thus, the indicator will 

tend to understate the relative disadvantage in educational attendance experienced by 

orphaned children. 

The indicator does not distinguish children who lost their parents due to AIDS from those 

whose parents died of other causes. In countries with smaller epidemics or in the early stages 

of epidemics, most orphans will have lost their parents due to non-HIV-related causes. Any 

differences in the treatment of orphans according to the known or suspected cause of death of 

their parents could influence trends in the indicator. However, to date, there is little evidence 

that such differences in treatment are common. 

The indicator provides no information on actual numbers of orphaned children. The 

restrictions to double orphans and to 10ï14 year-olds mean that estimates may be based on 

small numbers in countries with small or nascent epidemics. 

 

 

Indicator 33 Percentage of percent of people expressing accepting attitudes towards people with HIV 

Definition The percent of people expressing accepting attitudes towards people with HIV, of all people 

surveyed aged 15-49. 

Disaggregated by Not disaggregated. 

Measurement 

tools 

Population-based survey. 

What it measures 

 

This is an indicator based on answers to a series of hypothetical questions about men and 

women with HIV. It reflects what people are prepared to say they feel or would do when 

confronted with various situations involving people living with HIV.  

How to measure 

it 

 

Respondents in a general population survey are asked a series of questions about people with 

HIV, as follows: 

· If a member of your family became sick with the AIDS virus, would you be willing to care 

for him or her in your household? 

· If you knew that a shopkeeper or food seller had the AIDS virus, would you buy fresh 

vegetables from them? 

· If a female teacher has the AIDS virus but is not sick, should she be allowed to continue 

teaching in school? 

· If a member of your family became infected with the AIDS virus, would you want it to 
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remain a secret? 

Only a respondent who reports an accepting or supportive attitude on all four of these 

questions enters the numerator. The denominator is all people surveyed. 

Strengths and 

limitations 

 

Methodologically, this is a relatively easy way to construct an indicator of attitudes to people 

with HIV. A low score on the indicator is a fairly sound indication of high levels of stigma, 

and for that reason alone it is worth measuring. 

There are, however, difficulties in interpreting indicators based on hypothetical questions, 

and a high score on the indicator is harder to understand. It could mean there is little real 

stigma attached to HIV. Or it could mean that people know they should not discriminate, and 

therefore report accepting attitudes. This may to be discriminatory towards people with 

HIV. Changes in the indicator could therefore reflect a reduction in stigma or simply a 

growing awareness that it is not nice to own up to oneôs prejudices. That in itself may, 

however, constitute the first step in programme success. High scores may also reflect the 

respondentôs limited personal experience with someone who is HIV-infected. 

The proposed indicator is similar to an earlier measure developed by WHO, but questions 

have been changed following field testing to better reflect situations in which people with 

HIV actually suffer from stigma. Field tests revealed that responses are greatly affected by 

the exact wording of the indicator. When the gender of the teacher was not specified, for 

example, one country registered very high levels of ñdiscriminatoryò attitudes on that 

question, for example. Further investigation showed that the negative attitudes were related 

to recent news reports of male teachers infecting female pupils with HIV. 

The earlier WHO indicator has been little used, calling into question the utility of this 

measure. It is possible that it was little used because so little programming effort to date has 

gone in to reducing stigma surrounding HIV in most countries. As the power of stigma to 

obstruct prevention and care efforts becomes ever clearer, however, it is likely that more 

national AIDS programmes will turn their attention to this area. It is expected, therefore, that 

use of this indicator will increase. 

It has been suggested that this indicator be used to measure differences in discrimination or 

stigma by gender. Although some research suggests that women are more likely than men to 

be treated and viewed harshly if they have HIV or AIDS, other recent surveys have shown 

little difference in response to gender specific questions about stigma and discrimination. 

 

 

Indicator 34 Percentage of adults aged 18-59 years who have been chronically ill for 3 or more 

months in the past 12 months whose households receives, free of user charges, basic 

external support including health, psychological or emotional and other social and 

material support (MKUKUTA)  

Definition Numerator Number of people 18ï59 years old in households who have been ill for 3 or more 

of the past 12 months who reside in households that received some or all of the following 

basic support in the past 30 days preceding the questionnaire: 

o health care support at least once a month while ill; 

o emotional support in the past 30 days; 

o social support, including material support, in the past 30 days; and 

o all three types of support in the past 30 days. 

Adults 18ï59 years old who were ill for 3 or more months before dying in the past 12 months 

should also be included. 

 

Denominator All adults interviewed in the survey 18ï59 years old who were ill for 3 or more 

months during the past 12 months, including those ill for 3 or more months before death. 

External support for chronically ill adults is defined as: 

Å health care and supplies; 

Å emotional and psychological: counseling from a trained counselor, companionship and 
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emotional or spiritual support; and 

Å other social support, including socioeconomic (clothing, extra food or financial support) or 

instrumental (help with household work, training for a caregiver or legal services). 

 

External support is defined here as help free of user charges coming from a source other than 

friends, family or neighbors unless they are working for a community-based group or 

organization.  

Disaggregated by Not disaggregated. 

Measurement 

tools 

A population-based household survey. 

What it measures 

 

This indicator attempts to quantify the extent of support services free of user charges to 

households with chronically ill people. 

How to measure 

it 

Households are asked questions about support that they have received in the last 12 months 

during the survey. 

Strengths and 

limitations 

Household-based samples of chronically ill people are not nationally representative of all 

chronically ill people because they exclude those who are hospitalized, institutionalized or 

homeless. As a result, the proportion of the population ñmissedò varies. 

 

 

 

Indicator 35 Percentage and number of orphaned and vulnerable children aged 0ï17 whose 

households received free basic external support in caring for the child (UNGASS (10), 

UA2) 

Definition This is a numeric count and percentage calculation of the number of most vulnerable children 

that have received support. Orphans and/or vulnerable children are defined as children (under 

18 years) who have at least one dead parent (mother or father) or a chronically ill parent 

(mother or father), defined as a parent who was very sick for 3 or more months during the 

past 12 months. 

 

External support for orphans and vulnerable children is defined as: 

Å health care and supplies; 

Å emotional and psychological: counseling from a trained counselor, companionship and 

emotional 

or spiritual support; 

Å school fees and school-related assistance; and 

Å other social support, including socioeconomic (clothing, extra food or financial support) or 

instrumental (help with household work, training for a caregiver or legal services). 

 

External support is defined here as help free of user charges coming from a source other than 

friends, family or neighbors unless they are working for a community-based group or 

organization. 

 

Numerator: Number of orphaned and vulnerable children aged 0ï17 who live in households 

that received at least one of the four types of support for each child (answered ñyesò to at 

least one of questions 1, 2, 3 and 4). 

 

Denominator: Total number of orphaned and vulnerable children aged 0ï17.  

Measurement 

tools 

TOMSHA. 

What it 

measures 

This indicator measures support given free of user charges to households with orphans. 

How to measure 

it 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 
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Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 36 Number of income-generating projects in the last 12 months 

Definition The number of income-generating projects is a numeric count of the number of projects that 

have been active and that are managed by PLHA in the past 12 months, irrespective of 

whether it is still active. 

Measurement 

tools 

TOMSHA. 

What it measures 

 

This indicator measures the coverage of income-generating activities for PLHAs and is thus a 

measure of socioeconomic support to this vulnerable group. 

How to measure 

it 

 

This indicator is calculated by simply counting the number of income generating projects 

managed by PLHA.  

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 37 Number of community-based committees mobilizing services for households with OVC 

Definition The number of community based committees is a numeric count of the number of 

committees that have mobilized services for households with OVC.  

Measurement 

tools 

TOMSHA. 

What it measures 

 

This indicator measures the extent to which communities are responding to provide care and 

support to vulnerable households with OVC.  

How to measure 

it 

This indicator is calculated by simply counting the number of community based committees.  

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 38 Number of PLHIV receiving two or more support services 

Definition This indicator is measured by counting the number of people 18ï59 years old in households 

who have been ill for 3 or more of the past 12 months who reside in households that received 

some or all of the following basic support in the past 30 days preceding the questionnaire: 

o health care support at least once a month while ill; 

o emotional support in the past 30 days; 

o social support, including material support, in the past 30 days; and 

o other social support, including socioeconomic (clothing, extra food or financial 

support) or instrumental (help with household work, training for a caregiver or legal 

services) in the past 30 days. 

o all three types of support in the past 30 days. 

Adults 18ï59 years old who were ill for 3 or more months before dying in the past 12 months 

should also be included. 

 

External support is defined here as help free of user charges coming from a source other than 

friends, family or neighbors unless they are working for a community-based group or 
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organization.  

Disaggregated by Not disaggregated. 

Measurement 

tools 

A population-based household survey. 

What it measures 

 

This indicator attempts to quantify the extent of support services free of user charges to 

households with chronically ill people. 

How to measure 

it 

Households are asked questions about support that they have received in the last 12 months 

during the survey. 

Strengths and 

limitations 

Household-based samples of chronically ill people are not nationally representative of all 

chronically ill people because they exclude those who are hospitalized, institutionalized or 

homeless. As a result, the proportion of the population ñmissedò varies. 

 

Indicator 39 Number of vulnerable households receiving two or more support services 

Definition Vulnerable households are classified as OVC, elderly people, widows/widowers and others. 

This is a numeric count of the number of vulnerable households who have received two or 

more support from the list below:  

 

External support for orphans and vulnerable children is defined as: 

Å health care and supplies; 

Å emotional and psychological: counseling from a trained counselor, companionship and 

emotional 

or spiritual support; 

Å school fees and school-related assistance; and 

Å other social support, including socioeconomic (clothing, extra food or financial support) or 

instrumental (help with household work, training for a caregiver or legal services). 

 

External support is defined here as help free of user charges coming from a source other than 

friends, family or neighbors unless they are working for a community-based group or 

organization.  

Measurement 

tools 

TOMSHA. 

What it 

measures 

This indicator measures support given free of user charges to vulnerable households.  

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

Indicator 40 Number of PLHA support groups established 

Definition The number of PLHA support groups established is a numeric count of the number of PLHA 

support groups that have been established in the reporting quarter.   

Measurement 

tools 

TOMSHA. 

What it measures 

 

This indicator measures the extent to which communities and support organisations are 

assisting PLHA through establishing support groups where PLHA get care, treatment and all 

kinds of support.  

How to measure 

it 

 

This indicator is calculated by simply counting the number of PLHA support groups 

established.  
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Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 41 Percentage of PLHA provided with skills training (income generation, advocacy, 

national code for HIV/AIDS and employment, positive living, managing support 

groups. 

Definition This indicator is measured through counting the number of PLHA provided with skills 

training.  

Numerator: Number of PLHA provided with skills training  

Denominator: Total number of PLHA in the country  

Measurement 

tools 

TOMSHA. 

What it measures 

 

This indicator measures the extent to which PLHA are being empowered with relevant skills 

to mitigate the negative impacts of HIV&AIDS on their lives in a self salient and sustainable 

manner.  

How to measure 

it 

 

This indicator is calculated by simply adding the numbers of PLHA trained as reported every 

quarter by the implementing organisations and dividing it by the total number of PLHA as 

reported in the national AIDS response.  

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

Indicator 42  Domestic and international AIDS spending by categories, financing sources and levels 

of government (UNGASS (1), UA7) 

Definition This indicator is used to collect accurate and consistent data on how funds are spent at the 

national level and where those funds are sourced on an annual basis.  Actual expenditures are 

classified by eight AIDS Spending Categories and by financing source, including public 

expenditure from Governmentôs own sources (i.e. government revenues such as taxes) and 

from international sources. The eight spending categories include:  

 Prevention; 

 Care and treatment; 

 Orphans and vulnerable children1; 

 Programme management and administration strengthening; 

 Incentives for human resources; 

 Social protection and social services (excluding orphans and 

 vulnerable children); 

 Enabling environment and community development; 

 Research (excluding operations research included under programme management). 

 

There are multiple sub-categories in each AIDS Spending Category as explained in the 

UNGASS guidelines. Three main groups of financing sources: are Domestic public; 

International; and Domestic private. 

Measurement 

tools 

TOMSHA annual resource tracking forms, financial data from TACAIDS, and national 

public expenditure review.  

What it measures 

 

This indicator measures the amount of funds spent on HIV&AIDS from Government sources 

and from international revenues.   

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA annual resource tracking forms, 

within the TACAIDS financial system, and also through tools used in the public expenditure 

review process.  
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Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 43: Percentage of annual funding for HIV interventions that is spent on HIV and AIDS 

M&E  

Definition Numerator: The total amount of resources allocated for HIV programmes 

Denominator: The amount of resources spent on HIV monitoring and evaluation activities. 

Disaggregated by Sector (private sector, public sector (MDAs) and civil society (CSOs). 

Measurement 

tools 

TOMSHA annual resource tracking forms and financial data from MoHSW. 

What it measures This indicator measures the extent to which monitoring and evaluation, the 3rd of the Three 

Ones, feature in HIV programmes at the national and decentralized levels and in all sectors 

of society. 

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

 

This indicator, as all other TOMSHA indicators, is based on self-reporting. It is thus 

incumbent on those who report to provide accurate data on resources spent on HIV M&E. 

One limitation of this indicator is that Tanzania is still in the process of building awareness 

of and capacity for the implementation of monitoring and evaluation programmes. Thus, not 

all organisations may have.  

 

 

 

Indicator 44 Percentage of implementers of HIV and AIDS interventions that have submitted 

TOMSHA forms on time in the last 12 months 

Definition Numerator: The total number of implementers of HIV services that are listed on the 

TACAIDS HIV database register. 

Denominator: The number of implementers of HIV services that have submitted TOMSHA 

forms within the deadline specified in the TOMSHA guidelines to the relevant authority. 

Disaggregated by Sector (private sector, public sector (MDAs) and civil society (CSOs). 

Measurement 

tools 

TOMSHA records from database. 

What it measures 

 

This indicator measures the extent of data flow of non-medical HIV service coverage data, 

which is one of the 10 data sources in the national HIV M&E system.  

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

 

This indicator provides a good basis for the óM&E of M&Eô. It does not compensate (in the 

numerator) for cases where forms got lost, or organisations had legitimate reasons why forms 

were not submitted on time or to the appropriate authority. If forms were received by the 

relevant authority and not captured onto the database designed for TOMSHA data capture, it 

will also not reflect in this percentage. 

 

 

Indicator 45  Percentage of implementers of HIV and AIDS interventions who report that they have 

participated in HIV dissemination workshops in the last 12 months  

Definition Denominator: Number of implementers of HIV services that reported that they attended a 

workshop or meeting where HIV M&E data were disseminated. 
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Numerator: Number of implementers of HIV services registered on the TACAIDS HIV 

database  

Given the difficulties in measuring the extent of data use, this indicator is a proxy for it, if 

one assumes that attendance of an HIV data dissemination session would lead to increased 

data use. 

Disaggregated by Sector (private sector, public sector (MDAs) and civil society (CSOs). 

Measurement 

tools 

TOMSHA. 

What it measures 

 

To promote data use, organisations should receive feedback about the progress with the HIV 

response at appropriate intervals. This indicator measures the extent to which organisations 

have participated in feedback sessions that either TACAIDS or local government authorities 

have arranged.  

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

 

In terms of strengths, this indicator measures, to a certain extent, the most important 

component of any M&E system: using data for decision-making. In terms of weaknesses, this 

indicator, as all other TOMSHA indicators, is based on self-reporting. The limitation is this 

that one relies on the organization to accurately report as to whether it attended the 

dissemination sessions. A further limitation is that this is a proxy indicator ï data 

dissemination does not necessarily lead to data use (but it is a starting point). 

 

 

Indicator 46  Number of person-days of training that project staff and employees have undergone to 

manage and implement HIV/STI services in the last 12 months 

Definition For this data element one needs to calculate the number of volunteers, project staff and full 

time staff that have been trained in HIV-related issues in this quarter. It is crucial to note that 

the organization whose staff was trained will report data on training, and NOT the 

organization who conducted the training. Definitions are:   

o Training refers to a structured session where knowledge and skills are transferred about 

the management and implementation of HIV and AIDS services. Training is conducted by 

a skilled facilitator, has written training materials, and includes a form of assessment at the 

end of the training session. Training can in any HIV-related topic. It includes, for example, 

training on counselling skills and training on peer education.  

o The unit for counting is ñperson-daysò. One person-day is equal to one person attending 

one 8-hour training session. So, if one person attended two days of training, the value of 

that training in person-days, is 2 (1 person x 2 days/person = 2 person-days). If 3 persons 

each attended 4 days of training, the value of that training in person-days, is 12 (3 persons 

x 4 days/person = 12 person-days).  

o A volunteer is a person who does not work full time for the organisation and who does not 

receive financial remuneration in return for providing the services. Volunteers may 

receive irregular incentives, materials or equipment to assist them in their task.  

o Project staff is persons who are employed on contract to an organisation and who expect, 

as a regular part of their working conditions, to be remunerated on a regular basis in return 

for providing such services. Contracts typically have a finite duration.  

o Full time staff is persons who have an indefinite employment contract with an 

organisation and who expect, as a regular part of their working conditions, to be 

remunerated on a regular basis in return for providing such services. 

Disaggregated by Type of training (topic of training, as recorded on TOMSHA form) and district. 

Measurement TOMSHA. 
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tools 

What it measures 

 

This indicator measures the extent of capacity building to implement and manage HIV 

services. Whilst the NMSF requires that specific HIV services be provided (i.e. HIV 

activities in the areas of HIV prevention, HIV care and support, and HIV impact mitigation 

be built), this can only be done properly if there are persons qualified to design, plan, 

implement, monitor and evaluate such services. This indicator measures the extent of 

capacity building to ensure a comprehensive HIV response of good quality.  

This indicator may also be used as a proxy indicator for knowledge transfer. 

How to measure 

it 

 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. Thus, it relies on 

the implementer to provide accurate information about the duration of training and the type 

of training. The limitation with the indicator is that it measures the extent of capacity 

building, but not the quality or relevance of the capacity building. The indicator also only 

measures capacity building in the form of training workshops or sessions, and does not 

measure other forms of capacity building such as mentorship, study tours, coaching, 

supportive supervision and the like. 

 

 

Indicator 47 Percentage of organisations that have developed annual work plans with an approved 

budget, and that have implemented it in the last 12 months (by public sector (LGAs and 

MDAs), private sector and civil society) 

Definition This is a numeric count of the number of organisations in the public sector, private sector and 

civil society that have met the following three conditions: first, they developed coasted work 

plans; second, the work plan budgets were approved; and third, the organization has proof 

that at least 80% of the activities in the work plan for the last 12 months were executed. 

 

Numerator: The total number of organisations who have developed, approved and 

implemented their annual work plans.  

Denominator: The total number of MDAs, Private sector and Civil Society organisations 

involved in HIV&AIDS work.  

Disaggregated by Sector (private sector, public sector (MDAs) and civil society (CSOs). 

Measurement 

tools 

TOMSHA. 

What it measures 

 

This indicator measures the extent to which all sectors of society in Tanzania are 

implementing HIV activities ï it measures the number of organisation that are active in the 

HIV response in the last 12 months. 

How to measure 

it 

Data for this indicator is collected as part of the TOMSHA data set. Refer to the TOMSHA 

guidelines for more details as to how TOMSHA works. 

Strengths and 

limitations 

 

This indicator, as all other TOMSHA indicators, is based on self-reporting. Therefore the 

limitation is that it is based on an organisationôs own assessment of whether it had a work 

plan, whether the work plan was coasted and the budget thereof approved, and whether 80% 

of the work plan activities were implemented. Another limitation is that although the 

indicator measures the extent of organisations active in the HIV response in the last 12 

months, it does not measure the quality or relevance of such interventions. 

The strength of the indicator is that it provides an overview of the extent to which various 

sectors are actively involved in the HIV response, and therefore how sectors can be 

supported to ensure their full and appropriate involvement in the HIV response. 
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Indicator 48 Percentage of members of parliament that are involved in at least one HIV activity 

organized by parliament 

Definition This indicator involves a numeric count of the number of members of Parliament who are 

involved in at least one activity organized by Parliament and is calculated as indicated below: 

Numerator: The number of members of Parliament that have been involved in at least one 

HIV activity organized by Parliament.  

Denominator: The total number of members of Parliament.   

Measurement 

tools 

TOMSHA or Parliamentary questionnaire  

What it measures 

 

This indicator measures the extent to which Parliament as the legislative organ is providing 

political goodwill to the national AIDS response.  

How to measure 

it 

 

Data for this indicator will be derived from the quarterly TOMSHA forms filled out and 

submitted by the Parliament or by the public sector MDA that reports on behalf of 

Parliament. This indicator is calculated by simply counting the number of members of 

Parliament who have been involved in at least one HIV activity and then dividing this by the 

total number of Parliamentarians. 

Strengths and 

limitations 

This indicator, as all other TOMSHA indicators, is based on self-reporting. 

 

 

Indicator 49  National Composite policy
3 
index score (UNGASS (2) 

Definition The composite index covers the following broad areas of policy. 

Part A 

1. Strategic plan. 

2. Political support. 

3. Prevention. 

4. Care and support. 

5. Monitoring and Evaluation. 

Part B 

1. Human rights. 

2. Civil Society involvement. 

3. Prevention. 

4. Care and support. 

A number of specific policy indicators have been identified for each of these policy areas  

Disaggregated by Not disaggregated. 

Measurement 

tools 

Standard UNAIDS questionnaire, the national composite policy index questionnaire. 

What it measures 

 

The purpose of this indicator is to assess progress in the development and implementation of 

national-level HIV/AIDS policies and strategies. The revised National Composite Policy 

Index attempts to assess both policy development and effectiveness using elements of the 

AIDS Programme Effort Index Survey conducted in selected countries by the Policy Project. 

How to measure 

it 

 

The questionnaire is completed after a desk review and interviews with key informants. The 

questionnaire answers should be vetted at a representative stakeholdersô workshop.  

 

 

 

 
 

 

                                                 
3 The national Composite policy index is a questionnaire consisting of 20 questions that UNAIDS developed. The questions cover the areas of policy and 

strategies concerning HIV. National AIDS Commissions are supposed to be completed once every 2 years, when the UNGASS report is submitted. 
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ANNEX 2: Format of Biannual HIV Programme Report 

 

1. Foreword 

 

This should be a short statement by TACAIDS Executive Chairperson. 

 

2. Executive Summary 

  

The Executive Summary should be a one or two page summary of the whole biannual HIV programme report. It 

should indicate key statistics as well as a description of key trends and the influence of these trends on the 

implementation of HIV interventions. 

 

3. Spatial analysis of HIV service coverage 

 

Maps indicating the geographic distribution of HIV services in Tanzania Mainland, using geographic 

information system (GIS) software. 

 

4. HIV Programme Results: (Half year------) 

 

This section reports on the activities that have been implemented according to the output indicators in national 

set of output indicators.  For every indicator, the following data should be provided: 

 Value for the previous year of reporting 

 Year-to-date value 

 Value for the current half year 

 

5. Conclusions and recommendations  

  

Conclusion and recommendations should focus of each of the programme areas.  

 

 

The data in the Biannual HIV Programme Report should be disaggregated by district. There should be one national 

report, and 21 regional reports that only show data for a particular region. 
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ANNEX 3: Format Of National Annual HIV Report  

1. Foreword 
 

This should be a statement by the Prime Minister and TACAIDS Executive Chairperson.  

 

2. Executive Summary 

  

This should be a two or three page summary of the overall report, with a focus on key statistics and changes in statistics, as 

well as a description of key trends and how these influence the implementation of HIV interventions. This will also need to 

take into account the latest poverty reduction indicator data, and make a narrative reference to the linkage between HIV and 

poverty reduction. 

 

3. Annual Update of HIV Indicators 

 

a) HIV prevention  

b) HIV care and treatment 

c) Impact mitigation 

d) Management and coordination of the national response  

 

4. Research 

 

As a minimum requirement, this section should indicate: 

 

a) Whether a National HIV Research Strategy an Research Agenda has been developed 

b) The progress made with regards to the development of the research database 

c) Bullet point list of new pioneering research that has been undertaken 

d) Brief analytical summary from the research database, as follows: 

 

AREA ANALYSED  RESULTS 

Total number of research captured on database (disaggregated per 

programme area) 

 

Number of new research captured on database (in the last 12 months) 

and disaggregated by programme area 

 

Date of annual HIV research seminar  

Number of researchers registered on database  

Percentage of research abstracts that have been submitted for annual 

research dissemination seminar, that have been accepted 

 

Percentage of areas in national HIV research strategy that has not been 

included in completed or proposed research  

 

 

5. Status of National M&E system 

 

Due to its prominence, it is recommended that this section of the report should focus on the quality of data sources and the 

functioning of the national M&E system itself. This section should take the form of an objectives assessment of the 

ñhealthò of the M&E system, by means of the following headings: 

 

a) Reporting on M&E system indicators in National M&E Plan 

b) Quality of data sources 

c) Status of data flow to and from TACAIDS stakeholders, identification of bottle necks and recommendations for 

improvement 

d) Status of TACAIDS database and website, and recommendations for improvement 
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e) Comments on the quality and frequency of dissemination requests, particularly in light of the ad hoc information needs 

which might have been submitted to TACAIDS 

 

6. Implementing Partners and Development Partners 

 

This section should provide the following summative information about TACAIDSôs implementing and development partners, 

in tabular format: 

 

INFORMATION ABOUT TACAIDS PARTNERS TYPE OF PARTNER 

Development Partner Implementing Partner 

Number of partners   

Location of partners   

Number of names on database   

Number of activities supported by partners   

Type of involvement   

 

7. Conclusions and recommendations 

  

This report should focus on presenting information in a format that is useful and applicable to the information needs of its 

readers. Thus, this section of the report should focus on key recommendations and suggested focus areas for the following 

year. This should be an objective assessment based on the results of the various indicators, and should not be a narrative report 

based on what the person writing the report feels is important. 

 

The following headings are suggested: 

 

a) Overall conclusions and recommendations 

 

b) Conclusions and recommendations per thematic area 

 

 HIV PREVENTION  

 HIV CARE AND TREATMENT 

 IMPACT MITIGATION 

 MANAGING AND COORDINATING THE NATIONAL RESPONSE 

 

c) Policy implications of M&E data 

 

8. M&E Road Map 

 

This section should provide feedback on what has been achieved in terms of the work plan, identify gaps and suggest 

improvements for the next work plan. This section should summarise key M&E activities for the following 12 months. This 

should include major surveys to be undertaken, as well as anticipated research to be published. 

 

9. Bibliography / list of data sources consulted 

 

This section of the report should list all of the data sources that have been consulted and used in developing this report. A 

checklist and recording sheet has been provided overleaf to allow for easy capture of data source references while the report is 

being compiled. 
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ANNEX 4: Core UNGASS Indicators for 2008 reporting 

 

 

 

Indicators 
Reporting 

Schedule 
Method of Data Collection 

National Commitment & Action  

1. Domestic and international AIDS spending by 

categories and financing sources 

Ad hoc based 

on country 

request and 

financing, by 

calendar or 

fiscal year 

National AIDS Spending 

Assessments or financial 

resource flow surveys 

 

2. National Composite Policy Index (Areas covered: 

gender, workplace programmes, stigma and 

discrimination, prevention, care and support, human 

rights, civil society involvement, and monitoring and 

evaluation) 

Every 2 years  

 

Desk review and key 

informant interviews 

National Programmes (blood safety, antiretroviral therapy coverage, prevention of mother-to-child 

transmission, co-management of TB and HIV treatment, HIV testing, prevention programmes, services 

for orphans and vulnerable children, and education) 

3. Percentage of donated blood units screened for HIV 

in a quality assured manner  
Annual  Programme monitoring 

4. Percentage of adults and children with advanced 

HIV infection receiving antiretroviral therapy 
Annual  Programme monitoring and 

estimates 

5. Percentage of HIV-positive pregnant women who 

received antiretrovirals to reduce the risk of mother-to-

child transmission 

Annual  Programme monitoring and 

estimates 

6. Percentage of estimated HIV-positive incident TB 

cases that received treatment for TB and HIV  
Annual  Programme monitoring 

7. Percentage of women and men aged 15-49 who 

received an HIV test in the last 12 months and who 

know their results  

Every 4ï5 years  Population-based survey 

8. Percentage of most-at-risk populations that have 

received an HIV test in the last 12 months and who 

know their results  

Every 2 years  Behavioural surveys 

9. Percentage of most-at-risk populations reached with 

HIV prevention programmes  
Every 2 years  Behavioural surveys 

10. Percentage of orphaned and vulnerable children 

aged 0ï17 whose households received free basic 

external support in caring for the child  

Every 4ï5 years  Population-based survey 

11. Percentage of schools that provided life skills-

based HIV education in the last academic year 
Every 2 years  School-based survey 

Knowledge and Behaviour   

12. Current school attendance among orphans and 

among non-orphans aged 10ï14* 
Every 4ï5 years Population-based survey 
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Indicators 
Reporting 

Schedule 
Method of Data Collection 

13. Percentage of young women and men aged 15ï24 

who both correctly identify ways of preventing the 

sexual transmission of HIV and who reject major 

misconceptions about HIV transmission* 

Every 4ï5 years  Population-based survey 

14. Percentage of most-at-risk populations who both 

correctly identify ways of preventing the sexual 

transmission of HIV and who reject major 

misconceptions about HIV transmission 

Every 2 years  Behavioural surveys 

15. Percentage of young women and men aged 15ï24 

who have had sexual intercourse before the age of 15 
Every 4ï5 years  Population-based survey 

16. Percentage of women and men aged 15ï49 who 

have had sexual intercourse with more than one partner 

in the last 12 months 

Every 4ï5 years  Population-based survey 

17. Percentage of women and men aged 15ï49 who 

had more than one sexual partner in the past 12 months 

reporting the use of a condom during their last sexual 

intercourse* 

Every 4ï5 years  Population-based survey 

18. Percentage of female and male sex workers 

reporting the use of a condom with their most recent 

client 

Every 2 years  Behavioural surveys 

19. Percentage of men reporting the use of a condom 

the last time they had anal sex with a male partner 
Every 2 years  Behavioural surveys 

20. Percentage of injecting drug users reporting the use 

of a condom the last time they had sexual intercourse 
Every 2 years  Behavioural surveys 

21. Percentage of injecting drug users reporting the use 

of sterile injecting equipment the last time they 

injected 

Every 2 years  Behavioural surveys 

Impact 

22. Percentage of young women and men aged 15ï24 

who are HIV infected* 
Annual  HIV sentinel surveillance 

and population-based 

survey 

23. Percentage of most-at-risk populations who are 

HIV infected  
Annual  HIV sentinel surveillance 

24. Percentage of adults and children with HIV known 

to be on treatment 12 

months after initiation of antiretroviral therapy 

Every two years  Programme monitoring 

25. Percentage of infants born to HIV-infected mothers 

who are infected  

(Modelled at 

UNAIDS 

Headquarters, 

based 

on programme 

coverage) 

Treatment protocols and 

efficacy studies 

 

* Millennium development goals indicator  
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ANNEX 5: UNGASS and MDG Country Reporting Format 

 
I.     STATUS AT A GLANCE  

 

This section should provide the reader with a summary of the status of the epidemic and the response.  It is recommended to 

insert a table showing data on UNGASS core indicators selected by the country.   

 

II. OVERVIEW OF THE HIV EPIDEMIC  

 

This section should cover the status of the HIV prevalence in the country during the reporting period based on sentinel 

surveillance and specific studies (if any) for the impact indicators.   It is strongly recommended to include the source of 

information for all data provided in the report.  

 

III. NATIONAL RESPON SE TO THE HIV EPIDEMIC  

 

This section should reflect the change made in national commitment and programme implementation broken down by 

prevention, care, treatment and support, knowledge and behaviour change, and impact alleviation during the reporting period.   

 

Countries should be looking closely at the linkages between policy, implementation of HIV programmes, verifiable behaviour 

change and HIV prevalence rates. 

 

Whenever relevant and as indicated in the introduction of the guidelines, indicator scores should be reported by area of 

residence (urban/rural), gender, and the following age groups: 15-19, 20-24, 25-49. Countries are encouraged to report on 

additional indicators that contribute to an expanded national response. 

 

IV. MAJOR CHALLENGES  FACED AND ACTIONS NEEDED TO ACHIEVE THE GOALS/TA RGETS 

 

This section should focus on key challenges faced throughout the reporting period that hindered the national response and 

remedial actions envisaged to ensure achievements of agreed UNGASS targets. 

 

V. SUPPORT REQUIRED FROM COUNTRYôS DEVELOPMENT PARTNERS 

 

This section should focus on key actions that need to be taken by development partners to assist countries in achieving their 

goals/targets. 

 

VI. MONITORING AND E VALUATION ENVIRONMEN T 

 

The section should provide an overview of the current M&E system in the country based on the national composite policy 

index and highlight, where appropriate, the needs for M&E technical assistance and capacity building to meet the UNGASS 

targets. 
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ANNEX 6: TACAIDS M&E Unit Job Descriptions  

 

1. Position Description: National M&E Coordinator (Head of Section)  
 

Position/Title National M&E Coordinator 

Office/Project TACAIDS Policy, Planning and National Response Division 

Duty Station Dar Es Salaam 

Duties and 

Responsibilities 

Lead and manage the operationalisation of the national HIV and AIDS M&E Operational Plan  

Manage the implementation of the national HIV M&E Road Map  

Develop annual budgets and work plans for TACAIDSôs M&E section  

Manage the staff, work plans and budgets of TACAIDSôs M&E section 

Supervise monitoring and evaluation processes and ensure quality and timely periodic production of M&E 

information products in line with requirements 

Review M&E information products, distil and communicate their implications for programme implementation, 

including modification in geographical priorities, target groups, interventions and implementing partners with a 

view to shaping programme direction 

Coordinate and supervise development of information management systems for monitoring and evaluation 

Assist all TACAIDS Directors and section heads in programme planning  

Supervise consultants contracted to complete a specific piece of work in support of the national HIV M&E 

System, and approve their final deliverables 

Participate in national HIV and AIDS programme reviews as planned 

Facilitate capacity building for monitoring and evaluation of HIV and AIDS programmes 

Undertake high-level development partner negotiations in terms of M&E technical assistance 

Advocate for and lead on communication activities relating to the national HIV M&E System 

Manage the activities of the regional HIV and AIDS M&E Coordinators 

Represent TACAIDS at all HIV and AIDS M&E forums 

Skills and 

Qualifications 

required 

Essential  

Masterôs Degree or equivalent, in health, social sciences, or management 

At least 5 years experience in the monitoring and evaluation of large scale programmes  

Experience in the design and building of at least one monitoring and evaluation system, from inception or 

design stages 

Solid project management and leadership skills with at least 5 years experience in managing a team of at least 5 

persons 

Systems building and systems thinking skills 

High level advocacy and communications skills 

Well developed conceptual thinking skills 

Evidence of achieving management and implementation results 

Charismatic and strong leadership skills with high levels of energy  

Extensive experience in working with international cooperating partners and donors, the public and private 

sectors and non governmental organisations 

A good grasp of the determinants, challenges and impact of the AIDS pandemic in Tanzania and the growing 

demand for effective response planning, monitoring and evaluation frameworks 

Ability to speak Kiswahili 

Driving license 

Highly desirable  

Project management skills training  

Leadership training 

Experience in the design and implementation of HIV and AIDS programmes 

Working knowledge of database systems 
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2. Position Description: Monitoring Officer  

 

Position/Title: Monitoring Officer 

Office/Project:  TACAIDS Policy, Planning and National Response Division 

Duty Station Dar Es Salaam 

Duties and 

Responsibilities 

Operationalise TOMSHA, as per TOMSHA Guidelines  

Manage capacity building for the TOMSHA system 

Ensure full participation of implementing agencies, coordinating agencies and regional structures in 

the monitoring of the national programme and strengthen partnerships for scaling up programme 

efforts 

Manage all aspects of TOMSHA  

Advocate for TOMSHA reporting and for the use of TOMSHA data at all relevant forums 

Manage the development of biannual HIV programme report to communicate TOMSHA data to 

stakeholders 

Manage the dissemination of TOMSHA data 

Work collaboratively with all HIV and AIDS partners and other TACAIDS units to ensure that 

TOMSHA is integrated into all HIV and AIDS functional areas 

Manage communications plan for TOMSHA in conjunction with TACAIDSôs communications unit 

Manage mentoring and data audit processes focusing on HIV implementers  

Manage the production and dissemination of the biannual HIV programme report  

Troubleshoot and identify problems with regards to TOMSHA as these may arise 

Qualifications and 

Skills required 

Essential  

Masters Degree, or equivalent, in economics, epidemiology or social sciences with 5 years 

postgraduate experience in programme planning and management 

Strong analytical skills  

At least 3 years experience in monitoring and evaluation 

Strong skills in the development of programme proposals, reviews and evaluations and reporting in 

different formats 

Excellent oral communication, writing and negotiation skills  

Ability to motivate and lead a multi-disciplinary planning effort  

Computer literate and be able to apply various programmes and software 

Demonstrable success in the results based management, with evidence of success 

Ability to speak Kiswahili 

Driving license 

 

Highly desirable  

Experience in setting up and managing a recurrent monitoring system at a national or regional level 

Experience in the design and implementation of HIV and AIDS programmes 
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3. Position Description: Monitoring Field Officer  

 

Position/Title: Monitoring Field Officer 

Office/Project:  TACAIDS Policy, Planning and National Response Division 

Duty Station Dar Es Salaam, with extensive travel 

Duties and 

Responsibilities 

Support the TOMSHA Manager in the development and operationalisation of TOMSHA  

Support HIV implementers, coordinating structures and regional structures in the 

implementation of TOMSHA and reporting requirements 

Update the directory of HIV and AIDS implementers and follow up with organizations that 

have not submitted report forms 

Implement an appropriate filing system to track all data required for TOMSHA operations 

Coordinate with the Data Officer to ensure that all TOMSHA data is entered into the 

appropriate database 

Support the Regional HIV M&E Coordinators in the operationalisation of TOMSHA 

Attend to monitoring and evaluation related queries from partners and orient them to the use of 

data collection tools 

Create and maintain contacts with actual and potential partners by participating in meetings and 

forums relating to monitoring and evaluation 

Assist programme staff, management, consultants, partners and other interested parties to gain 

access to M&E related information 

Manage all data auditing processes 

Prepare field reports and draft progress reports regularly 

Undertake any other duties as maybe required from time to time 

Qualifications and 

Skills required 

Essential  

Bachelorôs Degree, or equivalent, in a social sciences discipline (economics, statistics, or 

demography) 

Good communication and interpersonal skills and the ability to work effectively as part of a 

team 

Ability to relate to stakeholders across all levels 

Good time and stress management skills 

Commitment and motivation 

Advanced technical writing skills 

Advanced computer skills in MS Word, MS Excel and MS Outlook 

Ability to speak Kiswahili 

Driving license 

 

Highly desirable  

Experience in the following areas would be a strong advantage: statistics; demography; public 

health, data capture and analysis; research design; database management; monitoring and 

evaluation training and capacity building 
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4. Position Description: Data Officer 

 

Position/Title: Data Officer 

Office/Project:  TACAIDS Policy, Planning and National Response Division 

Duty Station Dar Es Salaam 

Duties and 

Responsibilities 

Manage all data systems at TACAIDS 

Develop and/or manage and maintain databases  

Design and prepare reports based on management requirements    

Develop training guides and information manuals for use by all levels of staff and 

stakeholders 

Train and mentor TACAIDS staff in the use of the database information 

Maintain hardware to perform to the required standards 

Populate the databases with initial datasets  

Manage data capture of data sets (TOMSHA and others) into all databases (using existing 

administrative staff in TACAIDS for two weeks every 3 months, until handed over to the 

District HIV M&E Coordinators) 

Ensure safe keeping of all M&E data from internal and national HIV and AIDS related 

programs and surveys 

Create and maintain contacts with actual and potential information and data partners by 

participating in meetings and forums relating to monitoring and evaluation 

Provide data and information to programme staff, management, consultants, partners and 

other interested parties as per instruction from management 

Develop protocols for data dissemination and access 

Provide support to CHACs in the operationalisation of their database systems 

Qualifications and 

Skills required 

Essential  

Bachelorôs Degree, or an equivalent, in computer science 

Advanced programming knowledge in MS Access, Visual Basic and SQL Server  

Experience in data management of a large data system within an organisation 

Good communication and interpersonal skills and the ability to work effectively as part of 

the team 

Ability to convert non technical data requests into programming code, and ability to 

communicate and explain difficult technical terms in laymenôs language 

Good time and stress management 

Commitment and motivation 

Advanced technical writing skills 

Flexibility and adaptability 

Ability to speak Kiswahili 

Driving license 

 

Highly desirable  

Experience in the following areas would be a strong advantage: statistics; demography; 

public health, data capture and analysis; research design; monitoring and evaluation 

training 
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5. Position Description: Research Officer 

 

Position/Title: Research Officer 

Office/Project:  TACAIDS Policy, Planning and National Response Division 

Duty Station Dar Es Salaam 

Duties and 

Responsibilities 

Coordinate all HIV and AIDS research activities 

Set up research structures and surveillance work groups as defined in the M&E 

Operational Plan 

Updating the database of HIV and AIDS research, researchers, and research institutions 

Data capture and compile reports into a research database, in conjunction with Data 

Officer 

Advocate for and promote the appropriate use of research data to inform decision making 

Act as secretariat to research structures and working groups within TACAIDS 

Ensure that appropriate ethical protocols are followed for all HIV and AIDS related 

research  

Identify appropriate research conferences where Tanzaniaôs research results on HIV and 

AIDS may be disseminated  

Represent TACAIDS at research conferences as required 

Qualifications and Skills 

required 

Essential  

Postgraduate Certificate, or an equivalent, in epidemiology, and two years working 

experience as a senior research assistant in social science or biomedical research OR, a 

Masters Degree, or an equivalent, in public health and 2 years working experience on 

research projects 

Experience in the coordination of different role players around a central agenda 

Highly developed negotiation, advocacy and verbal communication skills at a high level 

with technical stakeholders 

Experience with the implementation of research strategies and/or policies from 

conception to final operationalisation 

Experience in leading at least three large research projects that required ethical approval  

Ability to work independently and collaboratively with different stakeholders 

Highly developed technical writing skills 

Ability to speak Kiswahili 

Driving license 

 

Highly desirable  

Research coordination experience 

HIV and AIDS research experience 

Experience as a research project leader 

HIV and AIDS programme implementation skills 
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ANNEX 7: Terms of Reference of M&E TWG 

 

TERMS OF REFERENCE (TOR)  

FOR THE MONITORING &  EVALUATION TECHNICAL WORKING GROUP (M&E  TWG) 

 
The M&E TWG is intended to advise on monitoring and evaluation assisting TACAIDS to fulfil its mandate of national 

multisectoral coordination of the HIV response in Tanzania.  

 

 

Composition of M&E TWG  

The membership of the M&E TWG will be comprised of coordinating bodies from the Government at least TACAIDS and 

MOH, International groups, NGOs, and CBOs. The M&E TWG will consist of no more than 20 members. Following specific 

officers will be invited to attend M&E TWG subgroup meetings: 

 

DESIGNATION  ORGANISATION  

M&E Officer TACAIDS  

Data Management Officer TACAIDS  

TOMSHA field officer 1 TACAIDS  

TOMSHA field officer 2 TACAIDS  

Representative of District and Community 

Response Division  

TACAIDS  

Representative of Finance and Admin Section TACAIDS 

Planning Officer TACAIDS  

Head of M&E Section MoHSW, NACP 

Epidemiologist MoHSW, NACP 

GFATM Coordinator MoHSW  

HMIS Head of Section MoHSW 

Head of Quality Assurance MoHSW 

EMIS Head of Section Ministry of Education 

HIV Focal Person Ministry of Education 

HIV Focal Person  Ministry of Gender 

Head of OVC section Ministry of Gender 

Representative Ministry of Finance 

Chairperson MKUKUTA (Poverty Monitoring) Working Group 

Chairperson Care and Treatment Working Group 

Representative  Ministry of Economic Development 

Representative WHO 

Operations Officer UNICEF 

M&E Officer UNFPA 

M&E Advisor UNAIDS 

Strategic Liaison USG 

USAID USG 

CHAC From one District Council 

CHAC From one District Council 

RAC From one Regional Administrative Secretariat 

RAC From one Regional Administrative Secretariat  

Social Scientist RFA Dar Es Salaam Region 

AMREF M&E Officer AMREF 

Representative Christian Social Services Commission 

Local Government Reform Programme PMORALG 

Head of GFATM grant PMORALG 

GFATM LSR Ministry of Defence 

M&E Officer Population Services International 

M&E Officer PACT 
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Local Funding Agent Representative PriceWaterhouseCoopers 

M&E Specialist GFATM 

Team Leader  Regional Facilitating Agency for a rural region 

Team Leader  Regional Facilitating Agency for a rural region 

 

Management of M&E TWG  

The Chairperson of the M&E TWG is the Ministry of Health and Social Welfare, with Secretariat services being provided by 

TACAIDS.  

 

Mandate 

 

The M&E TWG will advise on the implementation of the national M&E system and will review progress made with the 

implementation of TACAIDS integrated annual work plan for monitoring and evaluation.  Specifically the M&E TWG will 

conduct the following activities to fulfil its mandate: 

 

Monitoring and Evaluation 

 Review progress made with implementation of the national HIV M&E Road Map  

 Facilitate the provision of and provide guidance in terms of collection of data from all data sources 

 Provide input into the format and contents of National HIV M&E System information products 

 Review the dissemination channels and stakeholders for National HIV M&E System information products 

 Advise on the implementation of and suggest improvements to National HIV programme activity reporting system 

 Advise on the work done by HIV stakeholders  

 Provide M&E related input into the Joint Annual Review process 

 Provide guidance on ongoing M&E training needs within the private sector, public sector and civil society 

 Provide ongoing information about latest M&E developments and trends including new M&E systems within Tanzania 

that could impact on the national HIV M&E system 

 Refer relevant information to the National Research TWG which is a sub group of the M&E TWG 

 

Information Systems 

 Ensure that the National HIV database is supported, functioning and appropriate 

 Advise TACAIDS on the maintenance of data, the website and a data update strategy 

 Define linkages with new database efforts that are established within Tanzania and that could be harmonised with National 

HIV databases 

 Provide ongoing information about latest information system trends and developments 

 

TWG members will: 

 Feed back to their constituencies on appropriate content discussed at the M&E TWG 

 Serve with other sub working groups established by the M&E TWG 

 Assist in coordinating their own M&E activities in line with the National M&E Framework 

 

Meeting times 

 

The M&E TWG will meet on a quarterly basis with meetings being booked no less than 6 months in advance.  

 

Sub groups addressing specific tasks may be established to assist with specific work activities. Already such sub groups have 

been functioning for specific issues. A TWG assisted in driving THIS, technical groups have also assisted with other 

specialised surveys.  

Such sub groups will be selected from the existing membership or will second other technical assistance on an ñas needed 

basisò.  The venue of the meeting will rotate as best fits the membership.   

 

In addition to quarterly meetings, the chairperson may call ad hoc meetings after consultation with the deputy chairperson, as 

the need arises. 

 

Review of Terms of Reference 
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These TORs will be reviewed annually and changes made as deemed necessary by the M&E TWG. If need be, sub committees 

or task forces will be formed from time to time with a defined TOR and life span. The TOR and composition of any formed sub 

groups will be established in the M&E TWG.  
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ANNEX 8: Coasted National HIV and AIDS M&E Road Map  

 

 
See Spreadsheet 
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ANNEX 9: Functions of TACAIDS HIV Database 

 

The purpose of the database is to: 

 

1. Import TOMSHA data from the TOMSHA forms that are captured by CHACs at the district level  

2. Import data from MOHSW and MoEVT on a quarterly basis 

3. Track the data flow of all TOMSHA forms  as per the data flow defined in the TOMSHA Guidelines 

4. Capture the details of all HIV and AIDS M&E supervision visits  undertaken by TACAIDS or its agents, as defined in 

TACAIDS Supervision Guidelines  

5. Store details about all national HIV and A IDS indicators, as per the indicators defined in the National HIV M&E 

Operational Plan 

6. Track progress with and funding for all data sources in the National HIV M&E Operational Plan 

7. Analyse and produce data for TACAIDS to prepare information products , as defined in the National HIV M&E 

Operational Plan 

8. Manage a contact list of all TACAIDS M&E stakeholders, including that of the Monitoring and Evaluation Technical 

Working Group (M&E TWG)  

9. Track details about the ways in which information products have been disseminated, based on the dissemination 

channels defined in the National HIV M&E Operational Plan 

10. Capture and update an inventory (directory) of HIV research including social sciences and biomedical HIV related 

research in Tanzania 

11. Capture and update an inventory (directory) of researchers and research organisations that have undertaken social 

sciences and biomedical HIV-related research in Tanzania 

12. Store relevant details about all HIV and AIDS documentation kept in TACAIDSôs documentation centre  

13. Capture detailed activity level indicator data and financial data about each of the projects that TACAIDS funds, as part of 

TACAIDSôs resource tracking process 

14. Capture relevant details about Community AIDS Response Fund recipients, as provided by RFAs from time to time, as 

part of TACAIDSôs resource tracking process 

15. Provide information for a web interface that will enable the public to search for, view and print out information about HIV 

implementers, funding sources for HIV programmes, HIV service coverage, M&E information products and other 

information that may be of use to them 
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ANNEX 10: HIV M&E Capacity Building Plan 

Capacity Gaps/Needs Recommended 

Interventions 

Focus Group Responsibility Recommended Timing 

LEARNING OUTCOME 1: Being able to plan, design and manage an HIV project 

HIV programme 

management skills 

2 week intensive 

course 

CHACs; RFAs; HIV 

implementers in all sectors 

(CSOs, public sector and 

private sector (MDAs)) 

TACAIDS From 2006 onwards, as 

the need arises 

LEARNING OUTCOME 2: Being able to understand M&E concepts, plan and implement M&E as part of the implementation of 

an HIV project  

Introduction to M&E 

concepts and M&E 

planning 

3 day technical 

training, using PACT 

M&E manual  

TACAIDS technical staff; 

M&E TWG  

GAMET From 2006 onwards, as 

the need arises 

Introduction to M&E 

concepts and M&E 

planning 

8 day technical 

training, using PACT 

M&E manual or 

similar 

CHACs; RFAs; 

CMACs, WMACs, VMACs 

HIV implementers (CSOs, 

umbrella organisations,  

public sector, and private 

sector (MDAs)) 

Business associations 

TACAIDS From 2006 onwards, as 

the need arises 

LEARNING OUTCOME 3: Being able to manage all aspects of the national HIV M&E system and TOMSHA at TACAIDS head 

office, RAS offices and district council offices 

Managing National 

HIV M&E System 

1 week orientation by 

GAMET 

TACAIDS M&E staff, 

technical staff, and MIS staff  

GAMET 

Other development 

partners 

May 2006 

TOMSHA orientation 2 day orientation by 

GAMET 

TACAIDS M&E staff, 

technical staff, and MIS staff 

GAMET May 2006 

Managing National 

HIV Database 

1 week orientation by 

database consultant 

using the user manual 

that was developed 

TACAIDS M&E staff, 

technica staff, and MIS staff ; 

CHACs; RFAs 

HIV implementers (CSOs, 

umbrella organisations,  

public sector, and private 

sector) 

TACAIDS 

Database consultant 

2006 

M&E Supervision and 

data auditing 

procedures 

2 day orientation by 

TOMSHA trainers 

TACAIDS M&E and MIS 

staff 

TACAIDS 2006 

LEARNING OUTCOME 4: Being able to align organisationôs monitoring tools with TOMSHA data requirements, and being able 

to fulfil  all requirements of TOMSHA reporting 

TOMSHA orientation  One day orientation Permanent Secretaries or their 

deputies 

TACAIDS 2006 

Detailed orientation in 

HIV M&E planning, 

TOMSHA reporting 

and in TOMSHA 

management 

3 weeks training TOMSHA trainers  TACAIDS 

GAMET 

2006 

TOMSHA orientation 2 day orientation HIV development partners 

and funders 

GAMET 2006 

TOMSHA reporting 3 days training CHACs; RFAs; CMACs, 

WMACs, VMACs; CSOs & 

Business associations; HIV 

Focal Persons; RAS; MDAs 

TACAIDS 2006 - 2007 

TOMSHA 

management 

2 days training CHACs; RFAs; RASs 

Umbrella organisations 

TACAIDS 2006 
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Capacity Gaps/Needs Recommended 

Interventions 

Focus Group Responsibility Recommended Timing 

Basic computer skills 

and orientation  

2 week training CHACs COUNCILS, MDAs 2006 

Capturing TOMSHA 

data onto database at 

district 

3-day orientation as 

to the HIV database 

CHACs; RFAs; RAS; 

TACAIDS M&E staff 

TACAIDS 2006 and 2007 
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ANNEX 11: TOMSHA Supervision and Support Guidelines 
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TANZANIA COMMISSION FOR AIDS (TACAIDS)  

 
 

 
 

 

Tanzania Output Monitoring System for non 

medical HIV and AIDS interventions (TOMSHA)  

 

SUPERVISION AND SUPPORT GUIDELINES  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Target Audiences for this Document 

 

1. TACAIDS M&E Unit 

2. National AIDS Control Programme (NACP) 

3. Council, Ward and Village HIV Coordinators (CHACs) 

4. Ministries, Departments and Agencies (MDA) HIV Focal Points 

5. Regional Administrative Secretariats (RASs) 

6. Regional Facilitating Agencies (RFAs) 

7. HIV implementers 

8. Funders of HIV interventions 

 

 



 

101 

 

1. INTRODUCTION  
 

The National Multisectoral Strategic Framework for HIV mandates the Tanzania Commission for AIDS (TACAIDS) to monitor the 

national multisectoral response to HIV. For this purpose, a National HIV Monitoring and Evaluation Operations Plan has been 

developed. This Operations Plan includes both impact-level and outcome-level indicators that will be measured through periodic 

surveys, and output-level indicators that will be measured through óOutput Monitoring Reportsô. Output Monitoring Reports are reports 

with data about HIV services that have been provided by implementers of HIV services in Tanzania. There are two types of output 

monitoring reports: reports for medical HIV service delivery, and reports for non-medical HIV service delivery. Medical HIV service 

delivery will be tracked by the Ministry of Health, and non-medical HIV service delivery will be tracked by the new system that 

TACAIDS has developed namely the Tanzania Output Monitoring System for non medical HIV and AIDS interventions (TOMSHA).  

 

TOMSHA requires that: 

 

 All implementers of HIV interventions collect a minimum set of data about their interventions, whilst implementing them by 

keeping daily records of what they implement 

 HIV implementers keep separate records for different types of HIV interventions and different districts where they are working 

 Every three months, HIV implementers tally (aggregate) their daily records onto óthe TOMSHA quarterly report Formô 

 HIV implementers submit the TOMSHA Form/s to the Council HIV and AIDS Coordinators (CHACs) or TACAIDS 

designated  focal persons 

 The CHAC captures the TOMSHA form data onto the Local Government Monitoring Database (LGMD) at the district, which 

transfers the data electronically to the RAS and to TACAIDS 

 Half yearly, TACAIDS prepares a biannual HIV Programme Report with all TOMSHA data and data from the Ministry of 

Health and Social Welfare  

 The Biannual HIV Programme Report will be disseminated and discussed at the district every half year at a meeting with all 

stakeholders (HIV feedback and planning workshop), where planning will also be done to improve the HIV response in the 

district  

 Supportive supervision, monitoring and support takes place at all levels: The CHACs will conduct supportive supervision with 

HIV implementers; RASs will monitor and support CHACs; TACAIDS will do supportive supervision of CHACs and MDAs. 

The purpose of these visits will be to ensure that data are credible through data verification or auditing, and that stakeholders 

are executing their roles as per the TOMSHA guidelines  

Although implementers of HIV interventions do not need to submit back up documentation as proof of what they have implemented 

when they submit TOMSHA Forms, they are required to keep and archive all daily records at their offices. These daily records (raw data 

registers; forms or others) are the basis on which they calculated the quarterly summary data on the TOMSHA Form. It is these daily 

records that will be used when auditing TOMSHA data 
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2. TYPES OF SUPPORTIVE SUPERVISION AND MONITORING  
 

Section 5.8 of the TOMSHA Guidelines defines that capacity for TOMSHA will be built in the following ways: 

 

 

Table 1: TOMSHA Capacity Building Mechanisms 

Stakeholder 

being 

supervised 

Area of 

capacity 

building 

Capacity Building mechanism Who will conduct it 

HIV 

implemente

rs 

(NGOs, FBOs, 

CBOs, VMACs, 

WMACs, 

CMACs, MDAs 

& private 

sector) 

TOMSHA 

reporting 

A:  Training in TOMSHA reporting TOMSHA trainers 

B: Mentorship sessions with HIV implementers after 

training sessions  

TOMSHA trainers 

C: Supportive supervision of HIV implementers CHACs (at district level) 

TACAIDS (at national 

level) 

CHACs and 

RFAs 

TOMSHA 

management 

D: Training in TOMSHA reporting and TOMSHA 

management 

TOMSHA trainers 

E: Mentorship, coaching and resources support  RFAs 

F: Monitoring of CHACs and RFAs RASs 

TACAIDS TOMSHA 

team 

RASs TOMSHA 

management 

D: Training in TOMSHA reporting and TOMSHA 

management 

TOMSHA trainers 

G: Supportive supervision of RASs TACAIDS TOMSHA 

team 

Source: TOMSHA Guidelines, Section 5.8, Table 2 

 

Table 1 makes four facts clear: 

 

Á First, that supportive supervision and monitoring are a way in which capacity can be built; 

Á Second, that organisations at different levels and in all sectors will be either supervised or monitored;    

Á Third, that different persons will be responsible for supervision and monitoring; and 

Á Fourth, that there are three types of supportive supervision and /or monitoring visits. 

 

The three types of supportive supervision and / or monitoring visits are: 

 

A) Supportive supervision of HIV implementers by CHACs and TACAIDS M&E team  (Capacity building mechanism C in 

Table 1 above)  

The term óHIV implementersô refers to organisations from all sectors (civil society, private sector and public sector) and at all 

levels (national-level and district-level). It includes: 

 Civil Society Organisations (CSOs), including Community-based Organisations (CBOs), Non-governmental Organisations 

(NGOs), and Faith-based Organisations (FBOs) 

 Ministries, Departments and Agencies (MDAs) 

 Private sector companies, including formal and informal business associations 

 Council Multisectoral AIDS Committees (CMACs) 

 Ward Multisectoral AIDS Committees (WMACs) 

 Village Multisectoral AIDS Committees (VMACs) 
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The difference between district level and national level is shown in Table 2: 

 

Table 2: Difference between national-level HIV activities and district-level HIV activities 

 

LEVEL OF 

ACTIVITY  

 

DEFINITION  EXAMPLE OF ACTIVITY  ORGANISATIONS THAT 

IMPLEMENT THIS LEVEL 

OF ACTIVITY  

District -level 

non-medical 

HIV activities  

For the purpose of TOMSHA 

reporting, these are all those 

activities that have taken 

place at district offices, 

branch offices or field offices 

in one or more district that 

have directly benefited those 

in the district office or those 

communities who reside in 

the district 

 Workplace programme for 

district office 

 HIV prevention programme 

among vulnerable youth 

 Support of orphans 

 Support for vulnerable 

households 

CMACs, WMACs and VMACs 

Community-based organisations 

Local NGOs and FBOs 

Branch office of NBC Bank 

Agricultural Extension offices of 

the Ministry of Agriculture 

National-level 

non-medical 

HIV activities  

For the purpose of TOMSHA 

reporting, these are those 

activities that took place at 

the head office of an 

organisation and that do not 

benefit target groups in the 

district offices or in 

communities in the districts 

directly. These my also be 

activities where beneficiaries 

are reached indirectly, and 

where it is not feasible to 

state how many beneficiaries 

were reached in which 

districts 

 Workplace programme in 

NBC Bankôs head office in Dar 

Es Salaam 

 National HIV prevention 

campaign in media 

 Workplace programme 

among Ministry of Agriculture 

staff at the head office 

 Printing of IEC materials 

for use in all district offices 

Head office of NBC Bank 

Ministry of Agriculture head 

office 

 

Source: TOMSHA Guidelines, Section 5.5, Table 1 

 

 

CHACs will undertake supportive supervision every quarter to HIV implementers that implemented activities at the district level, 

whilst the TACAIDS  M&E  team will undertake supportive supervision to HIV implementers that implemented activities at the 

national level.  

 

The objectives of these supportive supervision visits by both CHACs and the 

TACAIDS TOMSHA team are to verify the quality of TOMSHA data, to identify 

challenges to data quality, and to provide M&E technical assistance to the HIV 

implementers to solve these challenges.  

 

B) Monitori ng of CHACs and RFAs by RASs (Capacity Building Mechanism F in Table 2 above) 

The RASs will fulfill their mandate to support the districts in their region by undertaking monitoring visits to CHACs. In the 

process, they will also supervise the work of the RFAs. The RAS will designate a person in the District Council with expertise in 

the field of HIV to carry out the visits. The objectives of these visits, which will be undertaken every quarter, will be to verify a 

selection of electronic data that the CHACs submitted to the RASs electronically, to monitor whether the CHACs are executing 

their TOMSHA responsibilities, to monitor whether the RFAs executed what was in their work plans relating to CHAC support for 

TOMSHA, and to troubleshoot.   

C) Supportive supervision of RASs by TACAIDS M&E team (Capacity Building Mechanism G in Table 2) 

The TACAIDS  M&E  team will  supervise RASs. The objectives of these supportive supervision visits will be to monitor whether 

RASs are executing their TOMSHA responsibilities, and to troubleshoot. 

Therefore, supportive supervision and monitoring will take place at 3 levels (see Figure 1). 

óData verification ô means 
checking the data reported on 
TOMSHA Forms against an 
organisationôs records for accuracy 
and comprehensiveness. 
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3. QUOTA OF QUARTERLY SUPPORTIVE SUPERVISION AND MONITORING VISITS 
 

Every quarter, a minimum number of supervision and monitoring visits need to be undertaken ï see Table 3: 

 

 

Table 3: Quota of Visits To Be Undertaken every Quarter  

  

Type of supervision or 

monitoring visit  
Number of visits to be carried out every quarter Collaborating partners for the visit 

Supportive supervision of HIV 

implementers by CHACs and 

TACAIDS M&E team 

Each CHAC should undertake at least 4 supervision 

visits every quarter to district level HIV implementers 

 

The TACAIDS M&E team should undertake at least 

10 supervision visits
4
 every quarter to national level 

HIV implementers 

Umbrella organisation of the sector  

For Civil Society: National representative 

NGO forum  

For the Private Sector: AIDS Business 

Coalition of Tanzania (ABCT) 

For Public Sector: Technical AIDS 

Committees of each Ministry  

                                                 
4 From this table, it might (incorrectly) look as if the TACAIDS M&E team will carry out more supervision visits than any 

individual CHAC. This would be an erroneous assumption. The quota for the TACAIDS M&E team is for them as a team and 

not for an individual (as is the case with CHACs). Therefore, the sum total of all CHAC visits are greater than the number of 

TACAIDS M&E team visits (10 TACAIDS M&E team visits, compared with 484 CHAC visits (4 visits per CHAC x 121 CHACs) 

per quarter). Also, keep in mind that some members of the TACAIDS M&E team were specifically appointed to manage all 

TOMSHA activities on a full time basis and therefore have other TOMSHA responsibilities to carry out, in addition to 

supportive supervision visits.  

Figure 1: Levels of supervision and monitor ing  
 

TACAIDS

Region (RAS) Region (RAS) Region (RAS)

District (CHAC) District (CHAC)
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HIVimplementer

HIVimplementer

TACAIDS supervises national-

level HIVimplementers (A)

TACAIDS supervises RAS (C)

RAS monitorsCHAC (B)

HIVimplementer

CHAC supervises

district-level HIVimplementer (A)
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Type of supervision or 

monitoring visit  
Number of visits to be carried out every quarter Collaborating partners for the visit 

Monitoring of CHACs and 

RFAs by RASs 

RASs should designate a person to monitor at least 3 

CHACs every quarter, thereby ensuring that all 

CHACs are supervised at least once a financial year 

PMORALG 

Supportive supervision of 

RASs by TACAIDS M&E 

team 

The TACAIDS M&E team should undertake at least 5 

supportive supervision visits to the regions, thereby 

ensuring that all regions are visited every financial 

year   

PMORALG 

 

 

The detailed purpose, process steps and questionnaire to be used during each of the three types of visits are described for each type of 

visit in Sections A, B and C of these Guidelines, respectively. 

 

4. TIMING OF SUPPORTIVE SUPERVISION AND MONITORING VISITS 
 

Supportive supervision and monitoring visits will take place throughout the year. A certain number of visits will be carried out every 

quarter, as per Section 3 of this set of Guidelines. The first round of visits will take place in the quarter AFTER the first round of 

TOMSHA forms have been submitted. Figure 2 illustrates the timing of the supportive supervision and monitoring visits. 

 

 

Figure 2: Time line for supportive supervision and monitoring  visits  
 

  JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 

Quarter for TOMSHA Reporting                         

TOMSHA Forms handed in for 
the quarter January to March                         

Supportive supervision and 
monitoring                         

Quarter for TOMSHA Reporting                         

TOMSHA Forms handed in for 
the quarter April to June             

Supportive supervision and 
monitoring                         
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Section A:  

 

GUIDELINES  

For the TACAIDS M&E 

Team and CHACs to 

supervise the HIV 

implementers  
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A: Supportive supervision
5
 of HIV implementers 

 

1. PURPOSE OF SUPPORTIVE SUPERVISION OF HIV  IMPLEMENTERS  
 

 

1.1. TOMSHA Focal Person: Advocate for the nomination of a TOMSHA Focal Person in the organisation, and to obtain the 

contact details of that person, if he/she has been appointed 

1.2. TOMSHA data auditing:  Verify the quality of data on the TOMSHA Forms that have been submitted 

1.3. Harmonisation of organisationôs M&E system with TOMSHA: Assess the organisationôs monitoring system and data 

collection tools, assess the extent to which it is harmonized with TOMSHA monitoring requirements, and, if their system is not 

already harmonised, guide them in how to harmonise it 

1.4. Budget preparation: Support the organisation in preparing budgets for their own M&E system and for TOMSHA monitoring 

1.5. Data dissemination and data use: Encourage the TOMSHA Focal Person to obtain data at the dissemination workshop/s 

organised by TACAIDS or their representatives, present data appropriately and use data for decision making 

1.6. Other tasks: Provide the organisation with any other relevant and useful information relating to HIV M&E, as instructed by the 

TACAIDS M&E team 

 

2. INSTRUCTIONS FOR SUPERVISING HIV  IMPLEMENTERS  
 

BEFORE THE VISIT  
 

A) Select organisations to be supervised ï see Table 3 for the quota of organisations to be visited. Select those organisations for 

supervision that:  

 

Á The umbrella organisations6 reported to you need support 

Á Have completed TOMSHA forms incorrectly for more than one quarter 

Á Have given you another valid reason for wanting to conduct a supportive supervision visit 

Á Have not already been visited in the last 18 months (unless there is a compelling reason for a follow up visit 

 

B) Develop a schedule of supportive supervision visits, as well as a budget for carrying out these visits. When developing the 

schedule of supervision visits, take into account your other work activities and ensure that the supportive supervision visits do 

not clash with other responsibilities for which you are responsible at your work place 

  

C) Submit the list of organisations to be visited, the reasons why these organisations were selected, the schedule of supportive 

supervision visits and the budget for carrying them out to your manager for approval 

 

D) Collect all relevant information about the organisations to be supervised. The information that you would need to collect, include:  

 

Á From your office filing system, the organisationôs file with all correspondence with the organisation 

Á From your office filing system, copies of previous supervision visit report forms  

Á From the Local Government Monitoring Database (LGMD) installed on the computer at your office, the name and contact 

information of the TOMSHA Focal Person, and the name and contact information of the head of the organisation 

Á From LGMD, a list of quarters for which the organisation has submitted TOMSHA forms  

 

E) Once the supervision schedule and budget has been approved, you should decide on which quarterôs TOMSHA data should be 

verified. To make this decision, look at the list of quarters (from LGMD, see (D) above) for which the organisation has submitted 

TOMSHA data. The default quarter for data verification would be the last quarter for which data has been submitted, unless 

there is a specific reason why another quarterôs data should be verified. TOMSHA data verification should not take place for any 

quarter more than 24 months before the quarter in which supervision is planned. The reason is that the TOMSHA guidelines 

                                                 
5 The term ósupportive supervisionô throughout this guideline refers to supervision relating to TOMSHA and the national HIV 

M&E system. 

 
6 One of the TOMSHA responsibilities of umbrella organisations (see TOMSHA guidelines) is to report to the CHACs and 

TACAIDS those organisations that need support in TOMSHA reporting.  
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specify that organisations are only required to keep records of their HIV activities for a period of two year (24 months) after the 

activity took place. After this period, the organisations implementing HIV interventions are entitled to dispose of their records 

 

F) After selecting which quarterôs data will be verified, obtain from your office filing system a copy of the actual TOMSHA form 

for the quarter for which TOMSHA data will be verified 

 

G) Make appointments to visit the organisations as per your schedule of supportive supervision visits. When making the 

appointment to visit the organisation, you should: 

 

Á Confirm the date of the appointment in writing at least 14 days before it taking place 

Á Inform the organisation to be visited as to the purpose (see Section 1), the format (see TOMSHA Supervision Form A), the 

three persons with whom the supervisor would need to meet (Head of organisation, TOMSHA Focal Person, and Head of 

Finance), and the duration (approximately three hours) of the visit 

Á Advise the organisation as to the expected outcomes of the visit and how they may prepare for the visit 

 

Attached to these Guidelines you will find the wording of a suggested letter to an organisation informing them of all the 

details of the supportive supervision visit, as listed in the bullet points 

 

H) Inform the collaborating partner (see Table 3, last column) of the schedule of visits, and invite them to join the supportive 

supervision visit at their own cost 

 

I) Take at least the following with you when you undertake the supportive supervision visits: 

 

Á Copy of the TOMSHA guidelines 

Á TOMSHA advocacy materials 

Á Minutes and visual evidence of the previous HIV planning and feedback workshop, and logistical details of the next 

workshop 

Á Copies of the letters in which you informed the organisations of the supportive supervision visits 

Á TOMSHA Form for the quarter that will be data audited 

Á Examples of data use and reports from other organisations 

Á TOMSHA Supervision Form A of any previous supervision visits 

Á Biannual HIV Programme Reports7 for previous quarters  

Á Blank TOMSHA Supervision Form A for this supervision visit 

 

 

DURING THE VISIT  
 

Step 1: Introduction: Introduce yourself to the head of the organisation, and state the purpose of your visit (see paragraph 1 of Section 

A of these guidelines). Check that the head of the organisation received the letter in which he/she was informed of the visit. 

Complete Section 1 of TOMSHA Supervision Form A 

  

Step 2: Initiate meetings: Request a meeting with the TOMSHA Focal Person (as pre-arranged when you set up the supportive 

supervision visit). If a TOMSHA Focal Person has not been nominated yet or is not available, request a meeting with the 

person responsible for monitoring and evaluation, reporting or HIV projects in the organisation. Complete Section 2 of 

TOMSHA Supervision Form A 

 

Step 3: Follow-up from previous supervision visit: Using TOMSHA Supervision Form A from the previous supportive supervision 

visit (if one took place), check, together with the TOMSHA Focal Person or representative, whether the remedial actions 

agreed to during the previous supportive supervision visit have been implemented/maintained. Complete Section 3 of 

TOMSHA Supervision Form A). Skip this step if is it the first TOMSHA supportive supervision visit to the organisation 

 

Step 4: Organisationôs own system of monitoring and TOMSHA reporting: Ask the TOMSHA Focal Person (or other person, see Step 

2) about their own M&E systems and about TOMSHA reporting, as per Sections 4 and 5 of TOMSHA Supervision Form A 

 

Step 5: Use of TOMSHA data: Ask how TOMSHA data have been used, and note examples shown. Show the organisation examples 

of how other organisations have used TOMSHA data and how they can use TOMSHA and other data themselves to improve 

the way that they plan and implement HIV projects. Complete Section 6 of the TOMSHA Supervision Form A 

 

Step 6: TOMSHA data verification: Verify the TOMSHA data of the quarter for which you brought the TOMSHA Form by carrying 

out five types of verification, as detailed below. Complete Section 7 of the TOMSHA Supervision Form A 

                                                 
7 The Quarterly HIV Programme Report is the report that is developed by TACAIDS every three months. The report describes 

all the HIV services (HIV prevention, HIV treatment and care, and HIV impact mitigation) that have taken place in each region 

in Tanzania in the past three months. It is distributed at quarterly HIV feedback and planning workshops ï one per district, and 

will also be available online. 
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Step 7: D

ata archiving: Check whether records have been archived (i.e. on computer, in files, in a drawer, etc) appropriately whether the 

records are in a safe place, whether they are secure (if the records contain sensitive data), if the records are filed in an orderly 

manner, and if they are easily accessible. Complete Section 8 of the TOMSHA Supervision Form A 

 

Step 8: TOMSHA resource tracking: Request the manager of financial matters at the organisation to join the meeting. Complete 

Section 9 of the TOMSHA Supervision Form A 

 

Step 9: Feedback and the way forward: Meet with the TOMSHA Focal person and head of the organisation. Discuss your findings, 

agree on remedial actions, and ask the head of the organisation to stamp and sign TOMSHA Supervision Form A. The time 

frame, responsibility and budget implications of each remedial action should be specified. When discussing remedial actions, 

do not make promises that cannot be kept, and ensure that actions remain realistic within budget considerations. Complete 

section 10 of TOMSHA Supervision Form A 

 

Step 10: End of visit: Thank the organisation and every individual that you met with for their time, invite the persons to the next 

quarterly HIV M&E workshop in the district, and inform them when it will take place 

 

AFTER THE VISIT  
 

A) Back at the office, refine TOMSHA Supervision Form A 

B) Send a copy of the Form and a summary of the remedial actions that were agreed upon during the visit, to the organisation that 

was supervised 

C) Capture the contents of the completed TOMSHA Supervision Form A onto LGMD 

 

Aspects of Data Verification  
 

Verification no. 1: 

Observation 

If practically possible, observe the connection between the delivery of services/commodities and the completion of the source 
document that records that service delivery 

Verification no. 2: 

Documentation 
Review 

Review availability and completeness of all source documents (records) for the selected reporting period 

Verification no. 3: 

Trace and 
Verification 

Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the 
verified numbers to the site reported number; (3) Identify reasons for any differences 

Verification no. 4: 

Cross-checks 

Perform ñcross-checksò of the verified report totals with other data-sources (eg. inventory records, laboratory reports, etc.), if 
these are available 

Verification no. 5: 

Spot checks 
Perform ñspot checksò to verify the actual delivery of services or commodities to the target populations, if practically feasible 

 

Source: Adapted from Global Fund Data Quality Audit Tool Briefing Paper, 2006 
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[put on a District Council or TACAIDS letterhead]  

  

[insert date here] 

 

 

To:   [insert name of organisation to be supervised here] 

Address:  [insert address of organisation to be supervised here ï as per LGMD] 

  

FOR ATTENTION:   [insert the name of the Head of the Organisation, as per information from LGMD] 

 

 

Dear Sir or Madam [insert title and surname of head of organisation, if known, from LGMD] 

 

NOTIFICATION OF TOMSHA SUPPORTIVE SUPERVISION VISIT  

 

The Government of Tanzania is committed to responding to HIV and AIDS in a comprehensive manner. It has given the responsibility for 

coordinating the HIV response in Tanzania to the Tanzania Commission for AIDS (TACAIDS). TACAIDS has established close working 

relationships with Local Government Authorities (LGAs), the private sector, other Ministries, Departments and Agencies (MDAs), and civil 

society; the purpose of which is to support these agencies to plan, coordinate, monitor and evaluate the HIV response at the decentralised 

levels and in their sectors. 

 

It is essential that as a country we not only respond to HIV, but that we respond efficiently and effectively. We must make sure that we 

respond to HIV in ways that will ensure that we achieve the objectives set out in the countryôs National Multisectoral HIV Strategic 

Framework (NMSF). Therefore, TACAIDS and its partners have agreed on how to track the efficiency and effectiveness of the national HIV 

response  - through a national HIV monitoring and evaluation system. 

 

The Tanzania Output Monitoring System for HIV and AIDS (TOMSHA) is one of the ten data sources in the national HIV monitoring and 

evaluation system. As part of technical support for TOMSHAôs implementation, we would like to visit your organisation to discuss issues 

relating to the TOMSHA Focal Person, the harmonisation of your organisationôs M&E system with that of TOMSHA, data dissemination and 

data use, and to provide technical support where needed. 

 

Therefore, [the District council / TACAIDS ï choose whichever is applicable] would like to notify you of its intention to undertake a 

TOMSHA supportive supervision visit to your organisation on [insert date and time of visit here].  

 

The supportive supervision visit will be in the form of a field visit of approximately three hours to your organisationôs office in [insert 

physical address of organisation here]. During the field visit, the supervisor would like to meet with the head of your organisation, the 

TOMSHA Focal Person, and your manager/director of finance.  

 

The anticipated outcomes of the visit would be that your organisation is clear on all aspects of TOMSHA reporting, and that the 

organisationôs monitoring system is improved to be better aligned with TOMSHA reporting requirements. We also hope to answer any 

questions that you might have. 

 

Your organisation can prepare for the visit by notifying the individuals concerned of the upcoming supportive supervision visit, ensure their 

availability, and request them to have all relevant records about HIV projects in the organisation ready for review. If you wish, you may also 

request them to write down any questions that they might have about TOMSHA, so that these can be addressed during the visit. 

 

If you have any queries about the visit itself beforehand, kindly contact [insert name and contact details of CHAC or TACAIDS M&E team 

here]. 

 

 

Sincerely 

 

 

 

[signed by the supervisorôs manager] 
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TACAIDS  

Tanzania Output Monitoring System for non medical HIV and AIDS interventions (TOMSHA ) 

 

TOMSHA SUPERVISION FORM A  

SUPPORTIVE SUPERVISION VISIT TO  IMPLEMENTERS  OF HIV  SERVICES  
 

Supervision undertaken by TACAIDS M&E team  CHAC  

Name/s of person/s conducting the visit  

Name of organisation being visited  

Sector to which organisation belongs CSO  Public sector  Private sector  

District/s in which the organisation operates ï list 

each district separately, or attach a list if space is 

limited 

 

 

Date of visit  

Time of arrival   Time of Departure  

Quarter selected for data verification from MM/YYYY  to MM/YYYY  

 

 

1. Existence of TOMSHA Focal Person 
QUESTIONS SHOULD BE DIRECTED TO: Head of Organisation 

 

1.1 Does your organisation have a TOMSHA Focal Person? YES NO 

 
If NO to 1.1, ask the head of the organisation 1.2 and 1.3 and then move onto question 2.1 

1.2  What are the reason/s for not having a TOMSHA Focal Person? 

 

 

 

1.3 What steps are necessary to enable the organisation to nominate a TOMSHA Focal Person? 

 

 

 

 

If YES to question 1.1, complete question 1.4  

 

1.4 Name and contact details of TOMSHA Focal Person 

Name  

Landline  Mobile  

Email  

 

 

2. Duties of TOMSHA Focal Person 
QUESTIONS SHOULD BE DIRECTED TO: TOMSHA Focal Person, or other responsible person in the organisation 
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2.1 Which of the following TOMSHA responsibilities has the TOMSHA Focal Person or another person implemented at the organisation? 
 

TOMSHA ACTIVITIES  Tick if 

implemented 

2.1.1 ONCE-OFF ACTIVITIES TO INITIATE TOMSHA REPORTING   

a. Attend TOMSHA training  

b. Review the organisationôs current monitoring system and assess whether all necessary TOMSHA 

data are collected by the organisation 

 

c. Create (if not in existence) or review (if in existence) all daily record keeping tools that the 

organisation uses, to ensure that it collects all the data required for TOMSHA reporting 

 

d. Determine how data from the daily record keeping tools will flow to the TOMSHA Focal Person so 

that he/she can compile the TOMSHA Forms 

 

e. Train all relevant staff members on: (i) the principles of record keeping; (ii) the completion of the 

daily record keeping tools (if the tools are new or have been revised), and (iii) TOMSHA quarterly 

reporting procedures 

 

2.1.2 ANNUAL ACTIVITIES WHEN THE ORGANISATION PREPARES ITS ANNUAL 

WORK PLAN  

 

f. Include TOMSHA responsibilities in annual planning processes  

g. Mobilise financial resources to carry out TOMSHA responsibilities  

2.1.3 QUARTERLY ACTIVITIES TO SUSTAIN TOMSHA REP ORTING   

h. Liaise with providers of materials that the organisation uses (e.g. condoms or IEC materials) to 

prevent double reporting 

 

i. Receive data and compile the Quarterly TOMSHA Forms and Annual TOMSHA Resource 

Tracking Form 

 

j. Submit the TOMSHA Form to the CHACs and the umbrella organisations within the 7-day 

deadline period 

 

k. Participate in TOMSHA participatory supervision visits  

l. Provide any additional data requested by TACAIDS, and answer questions on the TOMSHA Form  

m. Attend the district HIV planning and feedback workshops organised by the CHACs, where the 

Biannual HIV Programme Report for the previous half year will be discussed 

 

n. Circulate the Biannual HIV Programme Report to senior management in the organisation and to 

branch/district/field offices of the organisation 

 

o. Use Biannual HIV Programme Report and annual HIV M&E report results when HIV services 

provided by the organisation are planned or revised 

 

p. Ensure that reporting on monitoring data becomes a part of regular management meetings at the 

organisation 

 

 

2.3  List challenges to the implementation of TOMSHA Focal Person activities 
 

 

 

 

 

 

 

 

 

 

2.4  Have you ever been part of a handover from one TOMSHA Focal Person in the organisation to the next? YES NO 
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2.5  If YES to 2.4, describe the handover process 
 

 

 

 

 
2.6 Is TOMSHA reporting built into the 

personôs job description? 
YES NO If YES, describe 

evidence seen (e.g. copy of 

job description or memo notifying 

employee of responsibilities) 

 

 

 

2.7 Is there a work plan for TOMSHA 

reporting, or is TOMSHA reporting built 

into the organisationôs work plan? 

YES NO If YES, describe 

evidence seen (e.g. work 

plan with TOMSHA 

responsibilities) 

 

 

 

2.8 Is there a budget for TOMSHA reporting? 
YES NO If YES, list the budget 

amount 

TSH  

 

3. Follow-up from previous Supportive Supervision Visit 
QUESTIONS SHOULD BE DIRECTED TO: TOMSHA Focal Person, or other responsible person in the organisation 

 

3.1 Has a supportive supervision visit relating to TOMSHA or the national HIV M&E system 

taken place at this organisation before? 
YES NO 

 

If NO to 3.1, skip the rest of this section and move onto section 4  

 

If YES to 3.1, ask questions 3.2 and 3.3 

 

3.2 List each remedial action, and indicate whether the action has been implemented 

 

REMEDIAL ACTION  
Tick if 

implemented 
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3.3 Describe challenges to implementing these remedial actions and how these can be addressed in future 

 

CHALLENGE  HOW THESE MAY BE OVERCOME  

  

  

  

  

  

  

 
4. Organisationôs monitoring system 

QUESTIONS SHOULD BE DIRECTED TO: TOMSHA Focal Person, or other responsible person in the organisation 

 

4.1 Does the organisation have a monitoring and evaluation system (or a monitoring 

system)? 
YES  NO 

4.2 Is the monitoring system for all the organisationôs projects or only for HIV projects? 
All activities of the 

organisation 

Only HIV 

activities 

 

4.3 Describe how the organisationôs monitoring system works in terms of the following aspects: 
 

4.3.1 Are key M&E and data-management staff identified with clearly assigned responsibilities? YES  NO 

4.3.2 Have the majority of key M&E and data-management staff received the required training? YES  NO 

4.3.3 Has the Program/Project clearly documented (in writing) what is reported to who, and how 

and when reporting is required?   
YES  NO 

4.3.4 Are there operational indicator definitions meeting relevant standards and are 

systematically followed by all service points? 
YES  NO 

4.3.5 Are there standard data-collection and reporting forms that are systematically used? YES  NO 

4.3.6 Are source documents kept and made available in accordance with a written policy?  YES  NO 

4.3.7 Does clear documentation of collection, aggregation and manipulation steps exist?   YES  NO 

4.3.8 Are data quality challenges identified and are mechanisms in place for addressing them?   YES  NO 

4.3.9 Are there clearly defined and followed procedures to identify and reconcile discrepancies in 

reports?    
YES  NO 

4.3.10 Are there clearly defined and followed procedures to periodically verify source data?   YES  NO 

4.3.11 Does the data collection and reporting system of the Program/Project link to TOMSHA? YES  NO 

 

4.4 Write down comments to question 4.3.1 to 4.3.1ôs answers here: 
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5. Adherence to TOMSHA reporting requirements 
QUESTIONS SHOULD BE DIRECTED TO: TOMSHA Focal Person, or other responsible person in the organisation 

  

5.1 Are the data that are being collected by the organisation, sufficient for TOMSHA reporting purposes? YES  NO 

 

5.1.1  If NO to 5.1, describe what data are required by TOMSHA that are not being collected by the organisation. 

 

 

 

 

 

 

5.2 Have TOMSHA reporting requirements led to changes in the organisationôs M&E system?  YES  NO 

 

5.2.1  If YES to 5.2, what changes have taken place? 

 

 

 

 

 

 

5.3 Have TOMSHA forms been submitted for the last four quarters (count backwards from the current quarter)?  

  

QUARTER OF 

REPORTING 

Have a TOMSHA 

Form been 

submitted? 

If NOT submitted, state reason 

Quarter 1   

Quarter 2   

Quarter 3   

Quarter 4   

 

5.4 What are the challenges associated with TOMSHA reporting (if any)? 

 

 

 

 

 

 

 

  

 

6 Data dissemination, feedback and data use 
QUESTIONS SHOULD BE DIRECTED TO: TOMSHA Focal Person, or other responsible person in the organisation 
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6.1 Explain how the organisation uses data (TOMSHA data or other relevant data) to help them make decisions about HIV activities 

that they are implementing as an organisation ï describe evidence, for example ñBar chart against wall showing progressò  

 

 

 

 

 

 

 

6.2 How many of the HIV feedback and planning 

workshops in the district has the organisation 

attended in the past 12 months? 
None 

One of the 

last four 

Two of the 

last four 

Three of the 

last four 

All of the 

last four 

 
6.2.1 If attendance has been less than 100%, state reasons why attendance has been low. 

 

 

 

 

 

 
6.3 Where else does the organisation obtain information about HIV interventions and M&E? 

 

 

 

 

 

 

 

 

6.4 How else can data be disseminated? 

 

 

 

 

 

 

 

 

 

7 TOMSHA data verification 
This is an independent process in which the TOMSHA Focal Person or designated person from the organisation is not directly involved in 

 

7.1 OBSERVATION: If practically possible, observe the connection between the delivery of services/commodities and the completion of 

the source document that records that service delivery. Write results here. 
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7.2 DOCUMENTATION REVIEW: Review availability and completeness of all source documents (records) for the selected reporting 

period. Write results here. 

 

 

 

 

 

 

 

 

 

7.3 TRACE AND VERIFY: Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) 

Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. Write results here. 

 

 

 

 

 

 

 

 

7.4 CROSS-CHECKS: Perform ñcross-checksò of the verified report totals with other data-sources (eg. inventory records, laboratory reports, 

etc.), if these are available. Write results here. 
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7.5 SPOT CHECKS: Perform ñspot checksò to verify the actual delivery of services or commodities to the target populations, if practically 

feasible. Write results here. 

 

 

 

 

 

 

 

 

 

 

8 Data archiving 
QUESTIONS SHOULD BE DIRECTED TO: TOMSHA Focal Person, or other responsible person in the organisation 

 

8.1 Describe how data collection tools and records are stored in the organisation. 

 

 

 

 

 

 

8.2 Are the records that are being stored: 

 Tick if applicable 

8.2.1 Safe?  

8.2.2 Secure?  

8.2.3 Available?  

8.2.4 Logically filed?  
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9 Resource Tracking 
QUESTIONS SHOULD BE DIRECTED TO: Finance Manager of the organisation 

 

9.1 Is the organisation aware of the requirement to report resource data once a year, in addition to TOMSHA 

data? 
YES  NO 

9.2 Will the organisation be able to supply the TOMSHA resource tracking data in the required format? YES  NO 

9.3 If NO to 9.2, list how the challenges to submitting TOMSHA resource tracking data may be overcome  

 

 

 

 

 

10 Remedial Action Plan Agreed On 
This is a joint plan that is developed after the supervision visit has been completed 

 

ACTION  RESPONSIBILITY  TIME FRAME 

FOR 

COMPLETION  

BUDGET 

ALLOCATION  

BUDGET 

SOURCE 

     

     

     

     

     

     

     

     

NOTE: attach a more detailed action plan if the space above is too limited 

 

SIGNED: 

 

 

___________________________________ _______________ 

SUPERVISOR     DATE 

 

 

___________________________________ _______________ 

HEAD OF ORGANISATION     DATE  

ORGANISATION STAMP 
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Section B:  

 

GUIDELINES  

for the RASs to supervise 

the CHACs and RFAs  
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B: Monitoring of CHACs and RFAs 
 

1. PURPOSE OF MONITORING OF CHACS AND RFAS 
 

 

1.1. Council HIV and AIDS Coordinators  (CHACs): Support CHACs in executing their TOMSHA and LGMD duties 

1.2. Regional Facilitating Agencies (RFAs): Verify that RFAs are supporting CHACs in executing their duties, as per agreed work 

plans 

1.3. Council Multisectoral HIV and AIDS Committees (CMACs): Support CMACs in carrying out their TOMSHA and LGMD 

duties 

1.4. Supervision of HIV implementers: Support the CHACs in carrying out the supportive supervision of HIV implementers 

1.5. Verification of TOMSHA data in LGMD: Verify that TOMSHA data on the TOMSHA forms tally to the totals of the 

TOMSHA data in LGMD 

1.6. Other tasks: Provide the organisation with any other relevant and useful information relating to HIV M&E, as instructed by the 

TACAIDS M&E team. 

 

2. INSTRUCTIONS FOR MONITORING CHACS AND RFAS 
 

BEFORE THE VISIT  
 

A) Select Local Government Authorities (LGAs) to be monitored. As all districts and towns within each region need to be 

monitored at least once a financial year, the decision of which LGAs to monitor in a specific quarter will depend on:  

 

Á Those LGAs that have already been monitored in a given financial year; 

Á Those LGAs where significant problems were uncovered ï these districts would be supervised more than once a year; or 

Á LGAs that are doing well, and where good practice examples could be documented for the benefit of other LGAs. 

 

B) Develop a schedule of monitoring visits, as well as a budget for carrying out these visits. When developing the schedule of 

monitoring visits, take into account your other work activities to ensure that the monitoring visits do not clash with other 

responsibilities for which you are responsible at your work place. 

  

C) Submit the list of LGAs to be visited, the reasons why these LGAs were selected, the schedule of monitoring visits and the 

budget for carrying them out to your manager for approval. 

 

D) Collect all relevant information about the LGAs to be supervised. The information that you would need to collect, include:  

 

Á From your office filing system, the districtôs file with all TOMSHA related correspondence with the LGA 

Á From your office filing system, copies of reports prepared after previous monitoring visits to the same LGA 

Á From the Local Government Monitoring Database (LGMD) installed on the computer at your office, the name and contact 

information of the CHAC, and the name and contact information of the District Commissioner / mayor 

Á From LGMD, a list of quarters for which the LGA has submitted TOMSHA data 

 

E) Once the monitoring schedule and budget has been approved, you should decide on which quarterôs TOMSHA data should be 

verified. To make this decision, look at the list of quarters (from LGMD, see (D) above) for which the LGA has submitted 

TOMSHA data. The default quarter for data verification would be the last quarter for which data has been submitted, unless 

there is a specific reason why another quarterôs data should be verified. TOMSHA data verification should not take place for any 

quarter more than 24 months before the quarter in which monitoring is planned. The reason is that the TOMSHA guidelines 

specify that LGAs are only required to keep records of their HIV activities for a period of two years (24 months) after they 

received the data. After this period, the LGAs are entitled to dispose of their records. 

 

F) After selecting which quarterôs data will be verified, obtain from LGMD a district/town summary report of all TOMSHA data for 

the quarter for which TOMSHA data will be verified. 

 

G) Make appointments to visit the selected LGAs as per your schedule of monitoring visits. When making the appointment to visit 

the LGA, you should: 
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Á Confirm the date of the appointment in writing at least 14 days before it takes place;  

Á Inform the LGA to be visited as to the purpose (see Section 1), the format (see TOMSHA Supervision Form B), the five 

persons with whom the supervisor would need to meet (District Commissioner/major; CHAC; LGMD officer; CMAC 

Chairperson and RFA Team Leader), and the duration of the visit (full day); and 

Á Advise the LGA as to the expected outcomes of the visit and how they may prepare for the visit.  

 

Attached to these Guidelines you will find the wording of a suggested letter to an LGA  informing them of all the details of 

the monitoring visit, as listed in the bullet points.  

 

H) Submit the schedule of monitoring visits to PMORALG and the TACAIDS M&E team and invite them to join the monitoring 

visit at their own cost. 

 

I) Take at least the following with you when you undertake the monitoring visits: 

 

Á Copy of the TOMSHA guidelines 

Á TOMSHA advocacy materials 

Á Copy of RFA work plan for TOMSHA support activities for the district 

Á Copies of the letters in which you informed the LGAs of the monitoring visits 

Á Paper copy of the TOMSHA District summary report for the quarter that will be data audited 

Á Examples of data use and reports from other LGAs 

Á TOMSHA Supervision Form B of any previous monitoring visits to the same LGA 

Á Biannual HIV Programme Reports8 for previous quarters  

Á Blank TOMSHA Supervision Form B for this monitoring visit 

 

 

DURING THE VISIT  
 

Step 1: Introduction: Introduce yourself to the head of the LGA, and state the purpose of your visit (see paragraph 1 of Section B of 

these guidelines). Check that the head of the LGA received the letter in which he/she was informed of the visit. Complete 

Section 1 of TOMSHA Supervision Form B. 

  

Step 2: Initiate meetings: Request a meeting with the CHAC and RFA Team Leader (as pre-arranged when you set up the monitoring 

visit). If the CHAC is not available, then request that the Planning Officer in the LGA attend it. 

 

Step 3: Follow-up from previous monitoring visit: Using TOMSHA Supervision Form B from the previous monitoring visit (if one 

took place), check, together with the CHAC or representative, whether the remedial actions agreed to during the previous 

monitoring visit have been implemented/maintained. Complete Section 2 of TOMSHA Supervision Form B. Skip this step if 

is it the first TOMSHA monitoring visit to the LGA. 

 

Step 4: CHACôs TOMSHA responsibilities: Obtain an overall understanding of the extent to which the CHAC has implemented 

his/her TOMSHA responsibilities. Complete Section 3 of TOMSHA Supervision Form B. 

 

Step 5: Manage TOMSHA data: Assess how well the CHAC is managing TOMSHA data. Complete Section 4 of the TOMSHA 

Supervision Form B. 

 

Step 6: HIV Planning and Feedback Workshop: Assess the progress, status and success of the HIV Planning and Feedback 

Workshop. Complete Section 5 of the TOMSHA Supervision Form B. 

 

Step 7: Supportive Supervision of HIV implementers: Support the CHAC in executing the supportive supervision visits to 

implementers of HIV programmes. Complete Section 6 of the TOMSHA Supervision Form B. 

 

 

Step 8: Use of TOMSHA data: Ask how TOMSHA data have been used, and note examples shown. Show the LGA examples of how 

other LGAs have used TOMSHA data and how they can use TOMSHA and other data themselves to improve the way that 

they plan and implement HIV projects. Complete Section 7 of the TOMSHA Supervision Form B.  

 

Step 9: Support from RFAs: Gain the CHACôs perspective as to the extent of the RFA support. Complete Section 8 of the TOMSHA 

Supervision Form B.  

 

                                                 
8 The Biannual HIV Programme Report is the report that is developed by TACAIDS every six months. The report describes all 

the HIV services (HIV prevention, HIV treatment and care, and HIV impact mitigation) that have taken place in each region in 

Tanzania in the past six months. It is distributed at biannual HIV feedback and planning workshops ï one per district, and will 

also be available online. 
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Step 10: Gain RFA perspective: Request to meet with the RFA Team Leader, as pre arranged before the monitoring visit. Complete 

Section 9 of the TOMSHA Supervision Form B. 

 

Step 11: Gain CMAC perspective: Request to meet with the chairperson of the CMAC. Complete Section 10 of TOMSHA Supervision 

Form B.  

 

Step 12: LGMD TOMSHA data verification: Verify the TOMSHA data on LGMD for the quarter for which you brought the 

TOMSHA District Summary Report, as detailed hereunder. Complete Section 11 of TOMSHA Supervision Form B.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Step 13: Feedback and the way forward: Meet with the head of the LGA, the CHAC and the RFA. Discuss your findings, agree on 

remedial actions, and ask the head of the LGA to stamp and sign TOMSHA Supervision Form B. The time frame, 

responsibility and budget implications of each remedial action should be specified. When discussing remedial actions, do not 

make promises that cannot be kept, and ensure that actions remain realistic within budget considerations. Complete Section 

12 of TOMSHA Supervision Form B. 

 

Step 14: End of visit: Thank the LGA and every individual that you met with for their time and inform them that they will receive a 

copy of the Form and agreed remedial actions. 

 

 

AFTER THE VISIT  
 

A) Back at the office, complete the TOMSHA Supervision Form B. 

B) Send a copy of the Form and a summary of the remedial actions that were agreed upon during the visit, to the LGA  that was 

supervised, to the RFA and to TACAIDS.  

C) Capture the TOMSHA Supervision Form B on LGMD. 

 

 

Aspects of Data V erification  
 

Verification no. 1: 

Observation 

If practically possible, observe the connection between the receipt of TOMSHA Forms and the data capture of the Forms on 
LGMD. 

Verification no. 2: 

Documentation 
Review 

Review availability and completeness of all TOMSHA Forms that have been submitted for the selected reporting period. 

Review completeness of TOMSHA Form Register for the period being audited (are the number of TOMSHA Forms in the 
archive the same as the number of Forms recorded in the TOMSHA Form Register?) 

Verification no. 3: 

Trace and 
Verification 

Trace and verify reported numbers: (1) Recount the reported numbers from available TOMSHA Forms for the quarter that is 
being audited; (2) Compare the verified numbers to the LGMD report print-out; (3) Identify reasons for any differences.  

 

Source: Adapted from Global Fund Data Quality Audit Tool Briefing Paper, 2006 
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[put on a Regional Administrative Secretariat letterhead] 

  

[insert date here] 

 

 

To:   [insert name of CHAC to be supervised here] 

Address:  [insert address of CHAC to be supervised here ï as per LGMD] 

  

FOR ATTENTION:   [insert the name of District Commisioner, copied to CHAC] 

 

 

Dear Sir or Madam [insert title and surname of head of LGA, if known, from LGMD] 

 

NOTIFICATION OF TOMSHA MONITORIN G VISIT  

 

The Government of Tanzania is committed to responding to HIV and AIDS in a comprehensive manner. It has given the responsibility for 

coordinating the HIV response in Tanzania to the Tanzania Commission for AIDS (TACAIDS). TACAIDS has established close working 

relationships with Local Government Authorities (LGAs), the private sector, other Ministries, Departments and Agencies (MDAs), and civil 

society; the purpose of which is to support these agencies to plan, coordinate, monitor and evaluate the HIV response at the decentralised 

levels and in their sectors. 

 

It is essential that as a country we not only respond to HIV, but that we respond efficiently and effectively. We must make sure that we 

respond to HIV in ways that will ensure that we achieve the objectives set out in the countryôs National Multisectoral HIV Strategic 

Framework on AIDS (NMSF). Therefore, TACAIDS and its partners have agreed on how to track the efficiency and effectiveness of the 

national HIV response  - through a national HIV monitoring and evaluation system. 

 

The Tanzania Output Monitoring System for non medical HIV and AIDS interventions (TOMSHA) is one of the ten data sources in the 

national HIV monitoring and evaluation system. As part of technical support for TOMSHAôs implementation, we would like to visit your 

LGA to discuss issues relating to TOMSHAôs implementation at the district level and to provide technical support where needed. 

 

Therefore, the [insert name of Regional Secretariat here] would like to notify you of its intention to undertake a TOMSHA monitoring visit to 

your office on [insert date and time of visit here].  

 

The monitoring visit will be in the form of a field visit of approximately 5 to 6 hours to your LGAôs office in [insert physical address of LGA 

here]. During the field visit, the supervisor would like to meet with the head of your LGA (30 minutes), the CHAC (3 hours), the RFA Team 

Leader (1 hour) and the chairperson of your CMAC (1 hour).  

 

The anticipated outcomes of the visit would be that your LGA is better enabled to fulfil its TOMSHA reporting requirements and, most 

importantly, to use TOMSHA data for decision making. We also hope to answer any questions that you might have. 

 

You can prepare for the visit by notifying the individuals concerned of the upcoming monitoring visit, ensuring their availability, and 

requesting them to have all TOMSHA Forms for the period [insert quarter of data verification here] ready for review. The RFAôs work plan 

for TOMSHA activities also need to be ready for review. If you wish, you may also request them to write down any questions that they might 

have about TOMSHA, so that these can be addressed during the visit. 

 

If you have any queries about the visit itself beforehand, kindly contact [insert name and contact details of supervisor here]. 

 

Sincerely 

 

 

 

[signed by the RS]



 

125 

 

TACAIDS  

Tanzania Output Monitoring System for non medical HIV and AIDS interventions (TOMSHA)  

 

TOMSHA SUPERVISION FORM B  

MONITORING VISITS TO CHACS AND RFAS 
 

Name/s and designation/s of person/s conducting 

the monitoring visit 

Person 1 Name:  

Designation:  

Person 2 Name:  

Designation:  

Name of LGA  being visited  

Date of visit  

Time of arrival   Time of Departure  

Quarter selected for TOMSHA LGMD data 

verification 

from 
MM/YYYY  to MM/YYYY  

 

 

1. Existence of CHAC 
QUESTIONS SHOULD BE DIRECTED TO THE HEAD OF THE LGA 

 

1.1 Does your LGA have a CHAC? YES NO 

 
If NO to 1.1, ask the head of the LGA  questions 1.2 and 1.3 and then move onto question 2.1 

1.2  What are the reason/s for not having a CHAC? 

 

 

 

1.3 What steps are necessary to enable the LGA to nominate a CHAC? 

 

 

 

 

If YES to 1.1, complete question 1.4  

1.4 Name and contact details of CHAC 

Name  

Full time or part time designation as CHAC  

If part time, insert personôs designation in 

LGA  
 

Landline  Mobile  

Email  

 

2. Follow-up from previous Monitoring  Visit  
QUESTIONS SHOULD BE DIRECTED TO: CHAC, or other responsible person in the LGA 
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2.1 Has a monitoring visit relating to TOMSHA or the national HIV M&E system taken place at this LGA 

before? 
YES NO 

 

If NO to 2.1, skip the rest of this section and move onto section 3  

 

If YES to 2.1, ask questions 2.2 and 2.3 

 

2.2 List each remedial action on the Form for the previous visit, and indicate whether the action has been implemented 

 

REMEDIAL ACTION  
Tick if 

implemented 

  

  

  

  

  

  

  

  

  

  

  

 
2.3 Describe challenges to implementing these remedial actions and how these can be addressed in future 

 

CHALLENGE  HOW THESE MAY BE OVERCOME  

  

  

  

  

  

  

  

  

  

3. Duties of CHAC 
QUESTIONS SHOULD BE DIRECTED TO CHAC 

 

3.1 Which of the following TOMSHA responsibilities has the CHAC implemented at the LGA? 
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TOMSHA ACTIVITIES  Tick if 

implemented 

a. Attend TOMSHA training  

b. Include TOMSHA responsibilities in annual planning processes  

c. Mobilise financial resources to carry out TOMSHA responsibilities  

d. Train and orient CMAC members in TOMSHA  

e. Ensure that implementers of HIV services appoint TOMSHA Focal Persons  

f. Keep a register of all TOMSHA Focal Persons in the district  

g. Distribute TOMSHA Books and note details of distribution in TOMSHA Book Register  

h. Support HIV implementers (TOMSHA Focal Persons) with the completion of the TOMSHA Form  

i. Collect the TOMSHA Forms (data) from the TOMSHA Focal Persons of all CSOs, private sector, 

government Ministries and Wards operating HIV activities in the district 

 

j. Log all TOMSHA Forms that are received in a quarter in the TOMSHA Form Register  

k. Manage the submission of TOMSHA Forms by HIV implementers by recording the names of 

those implementers that have submitted forms, verifying the completeness of the forms and liaising 

with Umbrella organisations about organisations that did not submit forms 

 

l. Capture all TOMSHA data onto the Local Government Monitoring Database (LGMD)  

m. Archive all TOMSHA Forms that have been submitted, for future supervision visits  

n. Process TOMSHA data and use the information when planning or approving HIV activities  

o. Organise the HIV planning and feedback workshop for the dissemination of Biannual HIV 

Programme Report results in the district 

 

p. Conduct ongoing mobilisation for TOMSHA reporting  

q. Conducting participatory supervision and data auditing as per the processes defined in the 

TACAIDS Supervision Guidelines 

 

r. Compile and send a Participatory Supervision and Data Auditing Report to TACAIDSôs M&E unit 

for every workshop that has been conducted 

 

s. Clean data once data auditing results have been presented  

t. Report to TACAIDS on a quarterly basis, in a summary format and based on TACAIDS 

requirements, the number of TOMSHA Forms received, response rates and other relevant 

information. 

 

u. Monitor improvements, or lack thereof, in the quality and accuracy of TOMSHA Forms submitted 

by implementers  

 

 

3.2 List GENERAL challenges to the implementation of TOMSHA activities for which CHACs are responsible 
 

 

 

 

 

 

 

 

 

3.3  Have you ever been part of a handover from one CHAC in the LGA to the next? YES NO 
 

 

3.4  If YES to 3.3, describe the handover process 
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3.5 Is TOMSHA reporting built into the 

CHACôs job description? 
YES NO If YES, describe 

evidence seen (e.g. copy of 

job description or memo notifying 

employee of responsibilities) 

 

 

 

3.6 Is there a work plan for TOMSHA 

reporting, or is TOMSHA reporting built 

into the LGAôs work plan? 

YES NO If YES, describe 

evidence seen (e.g. work 

plan with TOMSHA 

responsibilities) 

 

 

3.7 Is there a budget for TOMSHA 

management in the LGA? 
YES NO If YES, list the budget 

amount 

TSH  

 

 
4. TOMSHA Data Management 

QUESTIONS SHOULD BE DIRECTED TO CHAC 

 

4.1 Does the LGA have a TOMSHA Book Register?  YES  NO 

4.2 If YES to 4.1, list the number of TOMSHA Books that the TOMSHA Book Register indicates has been distributed  

4.3 Does the LGA have a TOMSHA Form Register?  YES NO 

4.4 If YES to 4.3, count the total number of TOMSHA Forms received, according to the TOMSHA Book Register, 

since commencing with the TOMSHA system 
 

 

4.5 Describe the typical steps that happen after every TOMSHA Form after it has been submitted to the CHAC 

Step 1. 

Step 2. 

Step 3. 

Step 4. 

Step 5. 

Step 6.  

Step 7.  

Step 8. 

Step 9. 

Step 10. 

 

4.6 Describe how TOMSHA Forms are archived 
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4.7 Are the TOMSHA Forms that are being stored: 

 Tick if applicable 

4.7.1 Safe?  

4.7.2 Secure?  

4.7.3 Available?  

4.7.4 Logically filed?  

 
4.8 Describe the status of using LGMD to capture TOMSHA data  

 

 

 

 

5. HIV Planning and Feedback Workshops 
QUESTIONS SHOULD BE DIRECTED TO CHAC, with supplemental information from RFA and CMAC chairperson 

  

5.1 Since the start of TOMSHA reporting, how many HIV Planning and Feedback workshops have taken 

place? 
 

5.2 How long has TOMSHA been operational in this LGA? (months) months 

5.3 What is the average frequency of HIV Planning and Feedback workshops (answer of 5.2 divided by the 

answer of 5.1) 
1 workshop every 

________ months 

5.4 How many persons have, on average, attended an HIV Planning and Feedback workshop? (ask to see 

attendance registers as proof of attendance) 
 

 

5.5 Describe the proceedings of a typical HIV Planning and Feedback workshop 

 

 

 

 

 

 

 

 

5.6 What are the challenges associated with HIV Planning and Feedback workshops? 
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6. Supportive Supervision of HIV Implementers 
QUESTIONS SHOULD BE DIRECTED TO CHAC, with supplemental information from RFA and CMAC chairperson 

 

6.1 Since the start of TOMSHA reporting, how many supportive supervision visits to HIV implementers has 

the CHAC undertaken? 
 

6.2 What is the average frequency of supportive supervision visits to HIV implementers (answer of 5.2 

divided by the answer of 6.1) 
________ visits per 

month 

6.3 How many óTOMSHA Supervision Form Aô forms have been recorded in LGMD?  

6.4 How many óTOMSHA Supervision Form Aô forms are available for viewing in the file archive (filing 

system)? 
 

 

6.5 Scan through the available TOMSHA Supervision Form A forms that are available ï look at forms from the last 12 months. What are the 

CHACôs main observations from the Supportive Supervision visits? 

 

 

 

 

 

 

  

7.  Data dissemination, feedback and data use 
QUESTIONS SHOULD BE DIRECTED TO CHAC, with supplemental information from RFA and CMAC chairperson 

 

 

7.1 Explain how the LGA uses data (TOMSHA data or other relevant data) to help them make decisions about HIV activities that they are 

coordinating ï describe evidence, for example ñBar chart against wall showing progressò  

 

 

 

 

 

 

 

 
7.2 Where else does the LGA obtain information about HIV interventions and M&E? 
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7.3 How else can data be disseminated? 

 

 

 

 

 

 

 

 

 

8. Support from RFAs 
QUESTIONS SHOULD BE DIRECTED TO CHAC 

 

 Does the RFA have a work plan for supporting the CHAC in carrying out its TOMSHA responsibilities? YES  NO 

 Request to see a copy of the RFAôs work plan. Tick the block if you were able to view the RFA work plan Tick if work plan seen 

 List the activities in the RFAôs TOMSHA work plan, and indicate the extent to which the CHAC feel the RFA has implemented the 

activities in their TOMSHA work plan 

 

RFA work plan activity for TOMSHA  Has it been executed? 

Use one of these codes:  

F = Fully executed with satisfaction;  

UF = Fully completed without complete satisfaction;  

P = Partially executed with satisfaction;  

UP = Partially executed without satisfaction;  

N = Not yet executed;  

D = Delayed  

  

  

  

  

  

  

  

  

 

 

9.  RFA Perspective 
QUESTIONS SHOULD BE DIRECTED RFA 

 

9.1 Does the RFA have a work plan for supporting the CHAC in carrying out its TOMSHA responsibilities? YES  NO 

 

9.2 Ask the RFA to list the TOMSHA activities that they have supported in the past 12 months, and how this links with the RFA work plan 
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9.3 Ask the RFA to rate the extent of the CHACôs involvement in and knowledge of the following areas: 

 

TOMSHA management activity 

EXTENT OF INVOLVEMENT OF CHAC  

Use one of these codes: 

FL = Fully involved in all aspects, leadership by CHAC 

RL = Leadership by RFA, with CHAC playing supportive role 

CRL = CHAC and RFA share responsibilities 

NI = CHAC not interested 

NT = CHAC does not have the time for this activity 

Build capacity for TOMSHA  

Raise awareness of TOMSHA  

Distribute TOMSHA books  

Receive TOMSHA Forms  

Capture TOMSHA Forms on LGMD  

Archive TOMSHA Forms  

Plan and execute an HIV Planning and Feedback workshop  

Use TOMSHA data  

Address queries that HIV implementers might have about TOMSHA  

Plan for and execute a Supportive Supervision visit to an HIV implementer  

 

9.4 List areas where the RFA feels that the CHACôs capacity needs to be built 

 

 

 

 

 

 

 

9.5 List challenges that RFAs experience as well as how these may be overcome. 

 

CHALLENGE  HOW IT MAY BE OVERCOME  
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9.6 Invite an open-ended discussion about TOMSHA, and note down any key observations here 

 

 

 

 

 

 

 

 

 

10. CMAC Perspective  
QUESTIONS SHOULD BE DIRECTED TO CMAC chairperson 

 

10.1 How many times has the CMAC met in the last 12 months _____ times Not met at all, because it is not in existence 

 

10.2 Explain the extent to which the CMAC has executed each of their TOMSHA responsibilities: 

  

CMAC responsibility in terms of TOMSHA  Extent to which responsibility has been executed 

a. Attend training in HIV planning and coordination, 

monitoring and evaluation, and TOMSHA 
 

 

b. Include TOMSHA responsibilities in annual 

planning processes 
 

 

 

c. Mobilise financial resources to carry out 

TOMSHA responsibilities 
 

 

 

d. Train WMACs and VMACs in TOMSHA 

reporting 
 

 

 

e. Provide support to implementers in completing 

their TOMSHA Form by organising capacity 

building workshops as needed 

 

 

f. Advocate among all implementers of HIV services 

to ensure that TOMSHA Forms are submitted 
 

 

 

g. Develop and maintain a directory of all HIV 

implementers and TOMSHA Focal Persons in the 

district 

 

 

 

h. Ensure that HIV implementers appoint TOMSHA 

Focal Persons 
 

 

 

i. Organise the HIV planning and feedback 

workshops in the district  
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CMAC responsibility in terms of TOMSHA  Extent to which responsibility has been executed 

 

 

j. Utilise the biannual HIV Programme Report 

information for planning of future HIV services in 

the district 

 

 

 

 

10.3 Ask the CMAC to rate the extent of the CHACôs involvement in and knowledge of the following areas: 

 

TOMSHA management activity 

EXTENT OF INVOLVEMENT OF CHAC  

Use one of these codes: 

FL = Fully involved in all aspects, leadership by CHAC 

RL = Leadership by RFA, with CHAC playing supportive role 

CRL = CHAC and RFA share responsibilities 

NI = CHAC not interested 

NT = CHAC does not have the time for this activity 

Build capacity for TOMSHA  

Raise awareness of TOMSHA  

Distribute TOMSHA books  

Receive TOMSHA Forms  

Capture TOMSHA Forms on LGMD  

Archive TOMSHA Forms  

Plan and execute an HIV Planning and Feedback workshop  

Use TOMSHA data  

Address queries that HIV implementers might have about TOMSHA  

Plan for and execute a Supportive Supervision visit to an HIV implementer  

 

10.4 List areas where the RFA feels that the CHACôs capacity needs to be built 

 

 

 

 

 

10.5 List challenges that CMACs experience as well as how these may be overcome. 

 

CHALLENGE  HOW IT MAY BE OVERCOME  

  

  

  

  

  

 

10.6 Invite an open ended discussion about TOMSHA, and note down any key observations here 
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11. TOMSHA LGMD data auditing 
This is an independent process in which the CHAC or designated person from the LGA is not directly involved in 

 

11.1 OBSERVATION: If practically possible, observe the connection between the receipt of TOMSHA Forms and the data capture of the 

Forms on LGMD. Write results here. 

 

 

 

 

 

 

11.2 DOCUMENTATION REVIEW A: Review availability and completeness of all TOMSHA Forms that have been submitted for the 

reporting period that is being audited. Write what you have observed/noticed here. 

 

 

 

 

 

 

 

 

11.3 DOCUMENTATION REVIEW B: Review completeness of TOMSHA Form Register for the period being audited (are the number of 

TOMSHA Forms in the archive the same as the number of Forms recorded in the TOMSHA Form Register?). Write what you have 

observed/noticed here.  
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11.4 TRACE AND VERIFY: Trace and verify reported numbers: (1) Recount the reported numbers from available TOMSHA Forms for 

the quarter that is being audited; (2) Compare the verified numbers to the LGMD report print-out; (3) Identify reasons for any 

differences. 

 

 

 

 

 

 

 

 

 

 

 

 

 

12. Remedial Action Plan Agreed On 
This is a joint plan that is developed after the supervision visit has been completed 

 

ACTION  RESPONSIBILITY  TIME FRAME 

FOR 

COMPLETION  

BUDGET 

ALLOCATION  

BUDGET 

SOURCE 
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Signed: 

 

 

 

___________________________________ _______________ 

SUPERVISOR     DATE 

 

 

___________________________________ _______________ 

CHAC      DATE 

 

 

___________________________________ _______________ 

RFA TEAM LEADER      DATE 

 

 

 

___________________________________ _______________ 

HEAD OF LGA/CMA C chair    DATE  

LGA STAMP 
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Section C:  

 

GUIDELINES  

for the TACAIDS M&E 

team to supervise the RASs  
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C: Monitoring of RASs 
 

1. PURPOSE OF MONITORING OF  RASS 
 

 

1.1. Supervision of CHACs: Support RASs in their responsibility to supervise CHACs 

1.2. Resource mobilisation for HIV monitoring and evaluation and TOMSHA activities: Provide the RASs with support to 

mobilise resources for TOMSHA and for HIV M&E activities in the region 

1.3. Other tasks: Provide the organisation with any other relevant and useful information relating to HIV M&E, as instructed by the 

TACAIDS M&E team. 

 

2. INSTRUCTIONS FOR MONITORING OF RASS 
 

BEFORE THE VISIT  
 

A) Select Regions to be monitored (five per quarter). As all Regions need to be monitored at least once a financial year, the decision 

of which Regions to monitor in a specific quarter will depend on:  

 

Á Those Regions that have already been monitored in a given financial year; 

Á Those Regions where significant problems were uncovered ï these Regions would be supervised more than once a year; or 

Á Regions that are doing well, and where good practice examples could be gleaned for the benefit of other Regions. 

 

B) Develop a schedule of supervision visits, as well as a budget for carrying out these visits. When developing the schedule of 

supervision visits, take into account your other work activities to ensure that the supervision visits do not clash with other 

responsibilities for which you are responsible at your work place. 

  

C) Submit the list of Regions to be visited, the reasons why these Regions were selected, the schedule of supervision visits and the 

budget for carrying them out to your manager for approval. 

 

D) Collect all relevant information about the Regions to be supervised. The information that you would need to collect, include:  

 

Á From your office filing system, the districtôs file with all TOMSHA related correspondence with the Region 

Á From your office filing system, copies of reports prepared after previous supervision visits to the same Region 

Á From the Local Government Monitoring Database (LGMD) installed on the computer at your office, the name and contact 

information of the Regional HIV Focal Point and the Regional Secretary 

 

E) Make appointments to visit the selected Regions as per your schedule of supervision visits. When making the appointment to 

visit the Region, you should: 

 

Á Confirm the date of the appointment in writing at least 14 days before it taking place;  

Á Inform the Region to be visited as to the purpose (see Section 1), the format (see TOMSHA Supervision Form C), the two 

persons with whom the supervisor would need to meet (Regional Secretary and Regional HIV Focal Point), and the duration 

of the visit (approximately two hours); and 

Á Advise the Region as to the expected outcomes of the visit and how they may prepare for the visit.  

 

Attached to these Guidelines you will find the suggested wording of a typical letter to a Region informing them of all the 

details of the supervision visit, as listed in the bullet points.  

 

F) Submit the schedule of supervision visits to PMORALG and invite them to join the supervision visit at their own cost. 

 

 

 

 

G) Take at least the following with you when you undertake the supervision visits: 

 

Á Copy of the TOMSHA guidelines 

Á TOMSHA advocacy materials 

Á Copies of the letters in which you informed the Regions of the supervision visits 

Á Examples of data use and reports from other Regions 

Á TOMSHA Supervision Form C of any previous supervision visits to the same Region 
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Á Biannual HIV Programme Reports9 for previous quarters  

Á Blank TOMSHA Supervision Form C for this supervision visit 

 

 

DURING THE VISIT  
 

Step 1: Introduction: Introduce yourself to the Regional Secretary, and state the purpose of your visit (see paragraph 1 of Section C of 

these guidelines). Check that the Regional Secretary received the letter in which he/she was informed of the visit. Complete 

Section 1 of TOMSHA Supervision Form C. 

  

Step 2: Initiate meetings: Request a meeting with the Regional HIV Focal Point (as pre-arranged when you set up the supervision 

visit). If the Regional HIV Focal Point is not available, then request that the Planning Officer in the Region attend it. 

 

Step 3: Follow-up from previous supervision visit: Using TOMSHA Supervision Form C from the previous supervision visit (if one 

took place), check, together with the Regional HIV Focal Point, whether the remedial actions agreed to during the previous 

supervision visit have been implemented/maintained. Complete Section 2 of TOMSHA Supervision Form C. Skip this step if 

it is the first TOMSHA supervision visit to the Region. 

 

Step 4: Regionôs TOMSHA responsibilities: Obtain an overall understanding of the extent to which the Regional HIV Focal Point has 

implemented his/her TOMSHA responsibilities. Complete Section 3 of TOMSHA Supervision Form C. 

 

Step 5: Monitoring of CHACs: Ascertain the progress made by CHACs, as per RAS monitoring visits to them. Complete Section 4 of 

the TOMSHA Supervision Form C. 

 

Step 6: Use of TOMSHA data: Ask how TOMSHA data have been used, and note examples shown. Show the Region examples of 

how other Regions have used TOMSHA data and how they can use TOMSHA and other data themselves to improve the way 

that they plan and implement HIV projects. Complete Section 5 of the TOMSHA Supervision Form C.  

 

Step 7: Feedback and the way forward: Meet with the Regional Secretary and the Regional HIV Focal Point. Discuss your findings, 

agree on remedial actions, and ask the Regional Secretary to stamp and sign TOMSHA Supervision Form C. The time frame, 

responsibility and budget implications of each remedial action should be specified. When discussing remedial actions, do not 

make promises that cannot be kept, and ensure that actions remain realistic within budget considerations. Complete Section 6 

of TOMSHA Supervision Form C. 

 

Step 8: End of visit: Thank the Regional Secretary, the Regional HIV Focal Point and every other individual that you met with for 

their time and inform them that they will receive a copy of the Form and agreed remedial actions. 

 

 

AFTER THE VISIT  
 

A) Back at the office, complete the TOMSHA Supervision Form C. 

B) Send a copy of the Form and a summary of the remedial actions that were agreed upon during the visit, to the Region that was 

supervised.  

C) Capture TOMSHA Supervision Form C on LGMD. 

 

 

                                                 
9 The Biannual HIV Programme Report is the report that is developed by TACAIDS every three months. The report describes 

all the HIV services (HIV prevention, HIV treatment and care, and HIV impact mitigation) that have taken place in each region 

in Tanzania in the past six months. It is distributed at biannual HIV feedback and planning workshops ï one per district, and 

will also be available online. 
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[put on a TACAIDS  letterhead] 

  

[insert date here] 

 

 

To:   [insert name of Region to be supervised here] 

Address:  [insert address of Region to be supervised here ï as per LGMD] 

  

FOR ATTENTION:   The Regional Secretary 

CC.   Regional HIV Focal Point 

 

 

Dear Sir or Madam [insert title and surname of Regional Secretary] 

 

NOTIFICATION OF TOMSHA SUPPORTIVE SUPERVISION VISIT  

 

The Government of Tanzania is committed to responding to HIV and AIDS in a comprehensive manner. It has given the responsibility for 

coordinating the HIV response in Tanzania to the Tanzania Commission for AIDS (TACAIDS). TACAIDS has established close working 

relationships with Local Government Authorities (Regions), the private sector, other Ministries, Departments and Agencies (MDAs), and civil 

society; the purpose of which is to support these agencies to plan, coordinate, monitor and evaluate the HIV response at the decentralised 

levels and in their sectors. 

 

It is essential that as a country we not only respond to HIV, but that we respond efficiently and effectively. We must make sure that we 

respond to HIV in ways that will ensure that we achieve the objectives set out in the countryôs National Multisectoral HIV Strategic 

Framework on AIDS (NMSF). Therefore, TACAIDS and its partners have agreed on how to track the efficiency and effectiveness of the 

national HIV response  - through a national HIV and AIDS supervision and evaluation system. 

 

The Tanzania Output Monitoring System for non medical HIV and AIDS interventions (TOMSHA) is one of the ten data sources in the 

national HIV and AIDS supervision and evaluation system. As part of technical support for TOMSHAôs implementation, we would like to 

visit your Region to discuss issues relating to TOMSHAôs implementation at the district level and to provide technical support where needed. 

 

Therefore, TACAIDS would like to notify you of its intention to undertake a TOMSHA supportive supervision visit to your office on [insert 

date and time of visit here].  

 

The supervision visit will be in the form of a field visit of approximately 2 hours to your Regionôs office in [insert physical address of Region 

here]. During the field visit, the supervisor would like to meet with the Regional Secretary (30 minutes) and the Regional HIV Focal Point 

(1.5 hours).  

 

The anticipated outcomes of the visit would be that your Region is better enabled to fulfil its TOMSHA monitoring requirements and, most 

importantly, to use TOMSHA data for decision making. We also hope to answer any questions that you might have about TOMSHA. 

 

You can prepare for the visit by notifying the individuals concerned of the upcoming supervision visit, and ensuring their availability. If you 

wish, you may write down any questions that the Region might have about TOMSHA, so that these can be addressed during the visit. 

 

If you have any queries about the visit itself beforehand, kindly contact [insert name and contact details of supervisor here]. 

 

Sincerely 

 

 

 

[signed by TACAIDS Director of Policy and Planning]
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TACAIDS 

Tanzania Output Monitoring System for non medical HIV and AIDS interventions (TOMSHA)  

 

TOMSHA SUPERVISION FORM C 

SUPPORTIVE SUPERVISION VISITS TO RASS 
 

Name/s and designation/s of person/s 

conducting the supervision visit 

Person 1 Name:  

Designation:  

Person 2 Name:  

Designation:  

Name of Region being visited  

Date of visit  

Time of arrival   Time of Departure  

 

 

1. Existence of Regional HIV Focal Point 
QUESTIONS SHOULD BE DIRECTED TO THE Regional Secretary 

 

1.1 Does your Region have a Regional HIV Focal Point? YES NO 

 
If NO to 1.1, ask the Regional Secretary questions 1.2 and 1.3 and then move onto question 2.1 

1.2  What are the reason/s for not having a Regional HIV Focal Point? 

 

 

 

 

 

 

1.3 What steps are necessary to enable the Region to nominate a Regional HIV Focal Point? 

 

 

 

 

 

 

If YES to 1.1, complete question 1.4  

1.4 Name and contact details of Regional HIV Focal Point  

Name  

Landline  Mobile  

Email  

 

2. Follow-up from previous Supervision Visit  
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QUESTIONS SHOULD BE DIRECTED TO the Regional HIV Focal Point 

 

2.2 Has a supervision visit relating to TOMSHA or the national HIV M&E system taken place at this Region 

before? 
YES NO 

 

If NO to 2.1, skip the rest of this section and move onto section 3  

 

If YES to 2.1, ask questions 2.2 and 2.3 

 

2.2 List each remedial action on the Form for the previous visit, and indicate whether the action has been implemented 

 

REMEDIAL ACTION  
Tick if 

implemented 

  

  

  

  

  

  

  

  

  

  

  

 
2.3 Describe challenges to implementing these remedial actions and how these can be addressed in future 

 

CHALLENGE  HOW THESE MAY BE OVERCOME  

  

  

  

  

  

  

  

  

  

3. Duties of Regional HIV Focal Point 
QUESTIONS SHOULD BE DIRECTED TO Regional HIV Focal Point 
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3.1 Which of the following TOMSHA responsibilities has the Regional HIV Focal Point implemented at the Region? 
 

TOMSHA ACTIVITIES  Tick if 

implemented 

a. Attend training in TOMSHA, database management, and monitoring and evaluation  

b. Include TOMSHA responsibilities in annual planning processes  

c. Mobilise financial resources to carry out TOMSHA responsibilities  

d. Process electronic TOMSHA data received from Regions for their own use  

e. Develop and maintain a directory of all HIV implementers and TOMSHA Focal Persons in the 

region 

 

f. Support and monitor Regions using the TOMSHA Supervision and Support Guidelines  

g. Attend the district HIV feedback and planning workshops organised by the Regions, where the 

Biannual HIV Programme Report for the previous half year will be discussed 

 

h. Facilitate the dissemination of the Biannual HIV Programme Report and other information 

products 

 

i. Use TOMSHA data for planning and decision making  
 

3.2 List GENERAL challenges to the implementation of TOMSHA activities for which Regional HIV Focal Points are responsible 
 

 

 

 

 

 

 

 

 

3.3  Have you ever been part of a handover from one Regional HIV Focal Point in the Region to another? YES NO 

 

 

3.4  If YES to 3.3, describe the handover process 
 

 

 

 

 
3.5 Is TOMSHA reporting built into the 

Regional HIV Focal Pointôs job 

description? 

YES NO If YES, describe 

evidence seen (e.g. copy of 

job description or memo notifying 

employee of responsibilities) 

 

 

 

3.6 Is there a work plan for TOMSHA 

reporting, or is TOMSHA reporting built 

into the Regional HIV Focal Pointôs work 

plan? 

YES NO If YES, describe 

evidence seen (e.g. work 

plan with TOMSHA 

responsibilities) 

 

 

3.7 Is there a budget for TOMSHA 

management in the Region? 
YES NO If YES, list the budget 

amount 

TSH  

 

4. Monitoring of CHACs  
QUESTIONS SHOULD BE DIRECTED TO Regional HIV Focal Point 

 

4.1 Since the start of TOMSHA reporting, how many monitoring visits to CHACs have Since the start of TOMSHA  
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been undertaken by the Region? In the last year  

In the last six months  

In the current quarter   

4.2 How many óTOMSHA Supervision Form Bô forms have been recorded in LGMD?  

4.3 How many óTOMSHA Supervision Form Bô forms are available for viewing in the file 

archive (filing system)? 
 

 

4.4 List the districts that have been visited in the current financial year  

 

 

 

 

 

 

 

4.5 Discuss the Regionôs observations during the monitoring visits in terms of the following CHAC responsibilities. 

 

TOMSHA management activity 
OBSERVATIONS ABOUT CHACs EXECUTING THIS 

RESPONSIBILITY  

Build capacity for TOMSHA 

 

 

 

Raise awareness of TOMSHA 

 

 

 

Distribute TOMSHA books 

 

 

 

Receive TOMSHA Forms 

 

 

 

Capture TOMSHA Forms on LGMD 

 

 

 

Archive TOMSHA Forms 

 

 

 

Plan and execute an HIV Planning and Feedback 

workshop 

 

 

Use TOMSHA data 
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TOMSHA management activity 
OBSERVATIONS ABOUT CHACs EXECUTING THIS 

RESPONSIBILITY  

Address queries that HIV implementers might have 

about TOMSHA 

 

 

Plan for and execute a Supportive Supervision visit to an 

HIV implementer 
 

 

4.6 List any other general observations that the Region might have in terms of TOMSHA operationalisation at the district level. 

 

 

 

 

 

 

 

 

 

  

5.  Data dissemination, feedback and data use 
QUESTIONS SHOULD BE DIRECTED TO Regional HIV Focal Person 

 

 

5.1 Explain how the Region uses data (TOMSHA data or other relevant data) to help them make decisions about HIV activities that they are 

coordinating ï describe evidence, for example ñBar chart against wall showing progressò  

 

 

 

 

 

 

 

 
5.2 Where else does the Region obtain information about HIV interventions and M&E? 

 

 

 

 

 

 

 

 

5.3 How else can data be disseminated? 
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6. Remedial Action Plan agreed on 
This is a joint plan that is developed after the supervision visit has been completed 

 

ACTION  RESPONSIBILITY  TIME FRAME 

FOR 

COMPLETION  

BUDGET 

ALLOCATION  

BUDGET 

SOURCE 

     

     

     

     

     

     

     

     

 

 

Signed: 

 

 

 

___________________________________ _______________ 

SUPERVISOR     DATE 

 

 

___________________________________ _______________ 

Regional HIV Focal Person    DATE 

 

 

___________________________________ _______________ 

Regional Secretary     DATE  

RAS STAMP 
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ANNEX 12: Key Advocacy and Communication Messages for HIV M&E 

 
1.1. To create general awareness about HIV monitoring and evaluation in Tanzania through advocacy and 

communication efforts 

This would commence with launching the national HIV M&E Operational Plan after it has been approved, and be 

followed up with ongoing and complementary communication and advocacy strategies. The purpose of this 

communication would be:  

 

a) To let people know that HIV M&E is important, relevant, what their role is in it, how they can access data, how 

they can use it, and what the implications are for them  

 

b) To explain the linkages between the HIV policy, the NSP, and the HIV M&E strategy ï (HIV policy states the 

relevance of HIV M&E and TACAIDSôs mandate in it, the NSP defines how HIV M&E will be done, and the 

HIV M&E plan deals with the mechanisms of data collection and with data use) 

 

 

1.2. To create an initial awareness of Tanzania Output Monitoring System for HIV and AIDS (TOMSHA) 

It should commence with a launch of TOMSHA. The purpose of such communication would be to inform HIV 

implementers what they have to do to comply with TOMSHA requirements 

 

It should consist of a series of instructions to HIV implementers, what and how they should report to TACAIDS using 

the TOMSHA forms, as well as information about how TOMSHA data collection and reporting will be useful to them 

as organisations. 

 

The communications should mention that TOMSHA guidelines are available, and that all HIV implementers will be 

trained in it, and that training will be followed by mentoring visits.  The communications should also discuss data 

auditing, what it is and why it is important, and the data auditing guidelines, and who will conduct data audits 

 

The bottom line is that: HIV implementers should know how to complete the form and what to do if they have 

questions. HIV implementers should also know that they will receive a data dividend: a biannual regional HIV 

Programme Report will be sent to them, and they will also be invited to attend a biannual district level HIV feedback 

and planning workshop. 

 

HIV implementers should also know that the purpose of the training will be to inform them what is required of them 

and what data registers they need to keep to record the TOMSHA data at their organisations.  

 

Given that many HIV implementers do not know of TACAIDS, they would not know of or may not be comfortable 

with reporting to TACAIDS. Thus, ongoing advocacy is needed with umbrella organisations to make and keep them 

positive about the benefits of reporting to TACAIDS (better coordination and utilisation of funds, increased funding 

for appropriately targeted interventions in the future). Thus should be done through peer reporting of successes of 

implementation. 

 

 

1.3. To remind HIV implementers every quarter of their TOMSHA reporting responsibilities  

The timing of this communication is essential. It should take place 2 weeks before the TOMSHA forms are due. It 

should focus on reminding HIV implementers that they need to submit TOMSHA, where they need to submit it, how 

the data may be useful to themselves, and what they can expect after they have handed in the forms (biannual report 

and invitation to biannual distirct workshop) 

 

1.4. To communicate about specific events 

From time to time, there may be specific events that stakeholders need to be aware of and attend - e.g. launch of the 

sentinel surveillance report. Such events may be in the form of a one-ay, once-off dissemination workshop. The 
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purpose of communications about these events would be to raise awareness, to ensure higher attendance at the event, 

and to promote the use of data that are presented at the event. 

 

 

1.5. To change attitudes and make stakeholders like and favor undertaking HIV&AIDS M&E  

 

1.6. To change practices and behaviour and make stakeholders implement and support activities which would 

operationalize the M&E Operational Plan at all levels  

 

1.7. To change organizational and national policies to adopt, mainstream and mobilize resources for implementing 

M&E systems at all levels     

 

 

ANNEX 13: How the implementation of HIV-MES in Tanzania will be 

monitored and evaluated  

 

Contained in this annex is an explanation of how the implementation of the HIV-MES in Tanzania will be monitored and 

evaluated as has been documented in the Tanzania National Multisectoral Strategic Framework on HIV&AIDS 2008-2012. 

 

Goal: To use relevant and comprehensive evidence provided in a timely manner in HIV-related planning and decision-making. 

Indicator : Percentage of implementers of HIV and AIDS interventions who report that they have participated in HIV 

dissemination workshops in the last 12 months 

 

Strategic issues 

Monitoring and evaluation is a cornerstone of strategic planning. It provides the basis for assessing results against desired levels 

of performance.  Five main strategic issues have affected the extent to which data have been available to assess past 

performance of the HIV response in Tanzania: the lack of an enabling environment for M&E; insufficient harmonization of 

data and systems; unclear flow of data accompanied by a lack of data quality assurance of data that have been received; limited 

use of data for decision making; and lack of a well coordinated research agenda .    

 

1. Enabling environment for M&E functions 

Strategic Issues  

 M&E staff are in place at TACAIDS and MoHSW, but in other sectors (including MDAs) and at lower levels there is 

understaffing and low capacity. Decentralizing the HIV response has led to the need to devolve HIV M&E to sub-

national levels. Availability of staff and staff capacity for HIV M&E at local government level and amongst HIV 

implementers is low.  

 Partnerships between stakeholders involved in HIV M&E (e.g. between government and civil society, between 

TACAIDS and MoHSW, between government and the private sector, and amongst M&E TWG members) are weak 

and need to be strengthened to ensure that all HIV M&E processes are harmonised and coordinated.  

 Funding to implement HIV monitoring and evaluation functions is inadequate at all levels. The lack of understanding, 

capacity, motivation and accountability mechanisms have all led to a lack of funding to execute HIV M&E activities 

mandated in the various guidelines (e.g. executing responsibilities in TOMSHA guidelines). There are few HIV M&E 

activity plans, councils do not budget for HIV M&E and those that do concentrate solely on follow-up visits. This has 

resulted in district level HIV M&E staff having inadequate working facilities, equipment, and budgets to carry out 

their mandates. 

 

 

Strategic Objective 

To ensure an enabling environment for HIV monitoring and evaluation 




