
Learning from transitioning 
a large grant to local control 
in Tanzania

Chronology on how monitoring and evaluation evolved 
in the grant

2004

Monitoring and evaluation (M&E) was included in the design of the original 
Local Partners Excel in Comprehensive HIV & AIDS Service Delivery (LEAD) 
grant proposal.

2004–2005

•	 AIDSRelief was providing support to seven facilities at this time.

•	 Because the Ministry of Health did not have well-recognized M&E systems, 
AIDSRelief had developed its own tools to use at the facilities.

•	 Of the seven facilities, three were computerized and using CareWare; four 
were paper based.

LATE 2005–2006

The Ministry of Health eventually developed tools for care and treatment clinics 
(CTCs): CTC1 and CTC2 cards, CTC registers, and the CTC2 database.

Growth Theme: Bringing independent operations and documentation processes 
into alignment with the national M&E system

Challenge: All sites were required to transition away from their independent 
M&E processes and to begin using the government tools.

Solution: AIDSRelief shifted the procedures and structures in place at its 
facilities to achieve compliance with the national system.

Evolution: The centralization of M&E processes ensured that the 
documentation of patients’ care and treatment could be standardized.

2007

•	 The government of Tanzania and the Centers for Disease Control and 
Prevention (CDC) regionalized partners and assigned new areas to 
AIDSRelief, resulting in a major scale-up of operations.

•	 With only an original Strategic Information staff of three, AIDSRelief 
saw an increase from the previous seven sites to 18 total facilities in 
four regions.

Growth Theme: The scaling up of operations revealed major flaws in M&E and 
required action to support an effective transition.
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Challenge: The great increase in program operations 
exceeded the existing resources. The current staff 
was insufficient, and the M&E structures existing at 
the adjoining health facilities were inadequate, with 
no data personnel or site assessment in place.

Solution: AIDSRelief increased its staff personnel 
and built its capacity as personnel were hired; it 
trained the staff of the additional health facilities in 
the essential tools and capacity needed to perform 
M&E functions.

Evolution: An increase in program operations without 
a corresponding increase in tangible M&E resources 
and capacity handicaps the functionality of the 
program and site, as well as the overarching process 
of knowledge management. Adequate new resources 
must be married to the integration and improvement 
of the existing resources.

2007–2012

During this five-year period, AIDSRelief facilities were 
scaled up from seven to 126 total operating sites.

•	 By the end of 2007, there were 31 sites.

•	 In 2008: 51 sites.

•	 In 2009: 95 sites.

•	 In 2010–2011: 98 sites.

•	 In 2012: 126 sites.

Development of tools to monitor data quality and 
address issues, such as loss to follow-up, began. For 
example, IQTools could be used to identify patients 
who may have been documented as lost at one 
health facility but were appearing in another.

Growth Theme: There is an essential and strong need 
for correlation between the scale of program activity 
and M&E data produced.

Challenge: The discrepancy between the available 
resources and existing capacity, on the one hand, and 
the scope of programmatic operations, on the other, 
revealed immense gaps in M&E.

Solution: Multiple points of contact must be made 
throughout program implementation to ensure that 
the data flow continues to progress.

Evolution/Insight: A close relationship between 
action and data collection/documentation increases 
the quality and the relevance of data gathered: these 

two processes, one internal and one external, must 
be simultaneous, integrated and equivalent in scope.

2008–2009

Growth Theme: Data must be used to be effective, and 
internal and external capacity building is needed to 
realize this.

Challenge: Despite the collection of initial data at the 
treatment level, no data validation or utilization was in 
place, and there was a general lack of ownership over 
the information. This resulted in no real application of 
the data, and thus the absence of a clear connection 
between M&E and improved program operations.

Solution: AIDSRelief introduced Data Demand 
Information Use (DDIU), a technical tool that helps 
sites determine what information is most needed, 
how to gather and track it, and eventually how to 
follow through with practical interpretation and 
strategic application.

Evolution/Insight: Thorough M&E to allow for data 
use in programmatic and operational improvements 
requires “closing the loop.” Knowledge management 
practices form a bridge between M&E data 
and organizational learning aimed at improving 
programmatic and operational business processes. 
It is essential not only to understand how to find and 
collect data, but also to realize that the information 
is authentic and intended for use. M&E processes, 
combined with knowledge management, lead to 
a more comprehensive approach to evidence-
based organizational learning that is composed 
of monitoring, evaluation, accountability and 
learning (MEAL).

2008–2012

AIDSRelief scaled up programs from HIV and AIDS 
care and treatment to prevention of mother-to-child 
transmission services, an increase from 25 in 2008 
to almost 800 paper-based facilities by 2012.

Growth Theme: Through the technical innovation of the 
international quality short message services (IQSMS) 
tool, progress toward continuous quality improvement 
(CQI) was made amid a resource-strained environment.

Challenge: The vast increase in the complexity and 
comprehensiveness of operations occurred in a 
documentation environment that was endemically 
challenged, with staff whose education levels were 
low but who were expected to manage multiple tasks.
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Solution: AIDSRelief implemented IQSMS, a 
centralized, electronic system for the submission 
and verification of patient reports, accessible to staff 
through their cell phones. The Futures Group has 
ultimately had documented success with IQSMS.

Evolution/Insight: Technical innovation can make 
data collection and validation accessible within the 
realistic demands and structure of program facilities. 
An integrated system, such as IQSMS, increases the 
quality and consistency of the data obtained, and in 
this case allowed CRS/Futures to be alerted when 
a facility needed further training and support. The 
integration of MEAL with everyday facility operations 
is essential to paving the way to CQI.

2010–PRESENT

Futures Group trained knowledge management and 
information technology staff on the function of M&E, 
shared instruments, and participated in joint visits 
to sites.

Growth Theme: The expansion from explicitly clinical 
care to a holistic institutional assessment is an 
authentic and sustainable means for continuous 
improvement in both management quality and 
program quality.

Challenge: In order to make significant progress 
toward CQI, the active MEAL process must be both 
internalized and constantly evolving.

Solution: CRS and the Futures Group developed the 
site capacity assessment (SCA), a 12-component 
tool that is used to identify areas of improvement 
in treatment sites. By evaluating each facility and 
providing it with its own indicators to be monitored, 
the SCA reflects the shift to an individualized and 
continuous MEAL approach.

Evolution/Innovation: The understanding of facility 
effectiveness has expanded outside the purely 
clinical, to include the overall capacity, function, and 
CQI on all levels, as well as a symbiotic relationship 
between program quality and management quality.

PRESENT

•	 Based on the success of IQSMS, the program 
has expanded the use of IQSMS to monitor 
other components of the LEAD program, such 
as commodity stocks at all the prevention of 
mother-to-child transmission sites.

•	 Given the high number of facilities being 
supported and the amount of data being 
managed, a continuous process is necessary to 
address issues around data quality. Currently, 
members of the LEAD consortium are working 
more closely together to address the issues of 
patient management and data management in 
order to ensure data quality.

•	 Further, each service facility now has a 
CQI working team designed to ensure the 
sustainability of the SCA tools and to provide 
follow-up on its site’s indicators.

•	 As the transition of site control to the Christian 
Social Services Commission (CSSC), the local 
partner in LEAD, takes place, there have been 
capacity-building efforts both with CSSC and 
partners to ensure the continued viability and 
relevance of the SCA, past the involvement of 
the Futures Group. Additionally, former Futures 
Group staff members have been hired at 
specific site locations, enabling the continued 
internalization of SCA and MEAL expertise.

Opportunities for Growth: Though relatively new in 
their role, the CQI groups are not always consistent 
in conveying follow-up information on the facility’s 
progression toward improvement indicators. Further 
capacity building on the feedback systems for SCA 
engagement may be needed.

RESOURCES

Original Participant: Tulli Tuhuma, Strategic 
Information Advisor, Futures Group, 
ttulli@futuresgroup.com

For more information, contact 
Partnership@global.crs.org.


