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Foreword  
 
 
The Ministry of Health, Community Development, Gender, Elderly and Children (MoHCDGEC) is 
responsible for the development and social welfare of all children in Tanzania Mainland. 50.1% of all 
people in Tanzania Mainland are children (National Bureau of Statistics, 2014). Furthermore, the 
MoHCDGEC through the Department of Social Welfare (DSW) is responsible for reducing 
vulnerability of children and their families through accessible, comprehensive, and integrated quality 
health and social welfare services. Care, support and protection of these children must include 
effective referrals to health and social welfare services through functional linkages between health 
facilities and communities (MoHCDGEC, 2017).  
 
Children who are considered to be most vulnerable are estimated to be 6.6 million, nearly a half of 
them living with and affected by HIV (MEASURE Evaluation, 2017). On the other hand, based on mid-
2015 projected population of children 0-17 years, estimated population of orphans and vulnerable 
children, as defined by PEPFAR, is 3,330,254 (MEASURE Evaluation, 2017). Furthermore, the recent 
Tanzania Demographic Health Survey and Malaria Indicator Survey (TDHS-MIS 2015-2016) 
estimates the population of orphans from all causes to be 2,159,474 (range 2,020,862 – 2,295,324) 
(MoHCDGEC, MoH, NBS, OCGS, and ICF, 2016).  
 
Like other vulnerable populations, MVC and adolescents living with and affected by HIV struggle to 
access basic health and social welfare services.  These services must include access to HIV testing 
and counseling (HTC) and antiretroviral therapy (ART) for MVC and adolescents living with and 
affected by HIV, and their families. To bridge the access gap, the National Costed Plan of Action 
(NCPA II) for Most Vulnerable Children (2013-2017) seeks to establish community driven responses 
to reduce barriers to access services for all MVC and adolescents living with and affected by HIV. 
The plan aims at strengthening households and communities to identify and provide care, support 
and protection to MVC and adolescents living with and affected by HIV. However, a significant number 
of MVC and adolescents living with and affected by HIV are yet to be identified and do not have 
access to HIV testing and counseling, and are not enrolled in care and treatment (C&T), elimination 
of mother-to-child transmission (EMTCT), reproductive and child health (RCH), and community based 
HIV services (CBHS). Some of the factors behind this include stigma and discrimination against 
PLHIV in communities and limited skills among community service providers in identifying and linking 
them to services (MoHCDGEC, 2017).  
 
The MoHCDGEC through the DSW developed the National Guidelines for Identification of Most 
Vulnerable Children and Linkage to Care, Support and Protection to enable Councils and communities 
to take responsibility and be accountable for identification of MVC and linkage to care, support and 
protection services. These Guidelines are an improvement of the 2002 edition. The Ministry decided 
to revise the 2002 Guidelines in order to address implementation challenges and develop Guidelines 
which provide clearer guidance on identification of all categories of MVC, including children and 
adolescents at risk of HIV infection or living with and affected by HIV; children living in or working on 
streets; children in exploitative labour; children at risk of or experiencing violence, abuse, neglect and 
exploitation; and trafficked children; and linking them to care, support, and protection. These 
Guidelines are also intended to facilitate ownership of the process of identification of MVC by local 
government authorities (LGAs) and local communities.  
 
These Guidelines build on NCPA II and other MVC program guidelines to ensure community service 
providers have skills and knowledge to identify all categories of MVC and adolescents living with and 
affected by HIV and link them to care, support and protection. I therefore take this opportunity to invite 
all local government authorities and community-level service providers to use these Guidelines to 
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sharpen their skills, knowledge and practice for identifying MVC and adolescents living with and 
affected by HIV and linking them to care, support and protection.  
 

 
 
 
 

Sihaba Nkinga 
Permanent Secretary  
Ministry of Health, Community Development, Gender, Elderly and Children  
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EXECUTIVE SUMMARY  
 
 
The Ministry of Health, Community Development, Gender, Elderly and Children (MoHCDGEC) 
through the Department of Social Welfare (DSW) developed the National Guidelines for Identification 
of Most Vulnerable Children and Linkage to Care, Support and Protection to enable Councils and 
communities to take responsibility and be accountable for identification of MVC and linkage to care, 
support and protection services. These Guidelines are an improvement of the 2002 edition. The 
Ministry decided to revise the 2002 Guidelines in order to address implementation challenges and 
develop Guidelines which provide clearer guidance on identification of all categories of MVC, including 
children and adolescents at risk of HIV infection or living with and affected by HIV; children living in 
or working on streets; children in exploitative labour; children at risk of or experiencing violence, 
abuse, neglect and exploitation; and trafficked children; and linking them to care, support, and 
protection. These Guidelines are also intended to facilitate ownership of the process of identification 
of MVC by local government authorities (LGAs) and local communities.  
 
These Guidelines build on NCPA II and other MVC program guidelines to ensure community service 
providers have skills and knowledge to identify all categories of MVC and adolescents living with and 
affected by HIV and link them to care, support and protection. The Guidelines are presented in seven 
chapters.  
 
Chapter one presents a general overview of the situation of MVC in Tanzania; rationale for developing 
these Guidelines; gaps and weaknesses of the 2002 MVC identification process; the process used to 
develop the Guidelines; and enumeration of intended users of these Guidelines.  
 
The second chapter dwells on activities to be implemented at national and Council level to prepare 
Councils and communities for the identification of MVC. These mainstream activities include: 
formation and training of MVC identification facilitator teams for all levels (i.e. national and regional 
facilitators; Council and ward facilitators; and Village/Mtaa Committee Responsible for MVC); 
consensus and ownership building through advocacy and awareness creation activities (i.e. yearly 
commemoration of the National MVC Week, and advocacy meetings and campaigns at Council, ward 
and village/mtaa levels); and integrating MVC in Council Plans and Budget.   
 
Chapter three provides guidance on identification of MVC and adolescents living with and affected by 
HIV by elaborating: the criteria for identifying MVC; places where MVC can be found; categories of 
MVC; adolescents targeted by these Guidelines; process of identifying MVC and adolescents living 
with and affected by HIV; verification of MVC.   
 
The fourth chapter is on registration of MVC in the national MVC register. It describes designated 
registration office; when and how to enter MVC into the National MVC Register; updating the National 
MVC Register; and procedure for graduating child/adolescent from the National MVC Register. 
 
Chapter five provides an overview of care, support and protection services for MVC and guidance on 
how community service providers, including members of committees responsible for MVC can link 
MVC to these services. MVC services include: primary health care and HIV services; education and 
vocational training; psychosocial care and support; food security and nutrition; family-based care and 
shelter; household economic strengthening; and protection and legal support. The chapter also 
introduces community service providers, including members of committees responsible for MVC to 
the MVC case management model. And finally, the chapter provides guidance on how to offer 
referrals and link MVC to these services.  
 
Chapter six introduces community service providers to the monitoring, evaluation, documentation and 
reporting function. It also introduces M&E tools which community service providers, including 
members of committees responsible for MVC should use. Tools annexed to these Guidelines include: 
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National MVC Registration Form; National MVC Case Assessment Form; National MVC Referral 
Form; National MVC Service Delivery Tracking Form; and National MVC Monthly Summary Report 
Form. 
 
Chapter seven elaborates roles and responsibilities of key government ministries, departments, 
LGAs, stakeholders and partners involved in the identification of MVC and adolescents living with and 
affected by HIV and linking them to care, support and protection.  
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1. Chapter One: INTRODUCTION 
 
 
Chapter one presents a general overview of the situation of MVC in Tanzania; rationale for developing 
these Guidelines; gaps and weaknesses of the 2002 MVC identification process; the process used to 
develop the Guidelines; and enumeration of intended users of these Guidelines.  
 

1.1. Situation Analysis 
 
50.1% of all people in Tanzania Mainland are children (National Bureau of Statistics, 2014). Children 
who are considered to be most vulnerable are estimated to be 6.6 million, nearly a half of them living 
with and affected by HIV (MEASURE Evaluation, 2017). On the other hand, based on mid-2015 
projected population of children 0-17 years, estimated population of orphans and vulnerable children, 
as defined by PEPFAR, is 3,330,254 (MEASURE Evaluation, 2017). Furthermore, the recent 
Tanzania Demographic Health Survey and Malaria Indicator Survey (TDHS-MIS 2015-2016) 
estimates the population of orphans from all causes to be 2,159,474 (range 2,020,862 – 2,295,324) 
(MoHCDGEC, MoH, NBS, OCGS, and ICF, 2016).  
 
Most vulnerable children (MVC) are persons under 18 years of age who are living in high-risk 
circumstances and whose prospects for continued growth and development are seriously impaired. 
MVC, including those living with and affected by HIV are vulnerable to chronic diseases, 
developmental delays and reduced educational opportunities as well as potential abuse, stigma, and 
discrimination from family members, caregivers and community. Furthermore, these children live in 
extreme conditions characterized by severe deprivation and are unable to meet their needs in terms 
of adequate education, health care, food/nutrition, shelter, HIV/AIDS services, early childhood 
development (ECD) services, and emotional and physical protection (NCPA II, 2012). An extensive 
elaboration of all categories of MVC is provided in section 3.1.2. 
 
Leading causes of child and adolescent vulnerability include: household income poverty; parental 
ignorance/limited knowledge, chronic illness, being an orphan, violence against children, gender-
based violence, high prevalence of HIV and AIDS, and inadequate access to social welfare services. 
In many settings, pervasive and harmful gender norms further increase risks and vulnerability. 
Tanzanian children who are constrained by poverty face limited access to basic healthcare and social 
welfare services, and are affected by HIV, TB and malaria. While 29% of all Tanzanian children live 
in households below the monetary poverty line, 26% of children experience both monetary and 
multidimensional poverty. This latter group is the most vulnerable and should be a priority for social 
welfare programmes, in line with Sustainable Development Goals (SDGs) emphasis on leaving 
nobody behind. It is also important to note that, highest rates of deprivation occur among rural children 
and those aged 5-13 years (NBS and UNICEF, 2016; MoHCDGEC, 2017). The Government of 
Tanzania is committed to improving child welfare by mitigating the negative impacts caused these 
factors (National MVC M&E Plan, 2015). 
 
Responses to MVC in Tanzania have previously relied on extended families. However, the increasing 
number of orphans and other vulnerable children (OVC) due to HIV/AIDS and other adversities has 
overstretched this traditional safety net, calling for a national response to the plight of MVC. The 
national response to the needs of MVC starts with their identification and link to care, support and 
protection, which is the responsibility of LGAs and communities in each village/mtaa. The national 
response is guided by the National Costed Plan of Action for MVC which envisions most vulnerable 
children who receive care, protection, and support required for them to reach their full potential as 
productive members of society, and households and communities which receive the support required 
to prevent violations of children’s rights. The mission of NCPA II is to establish a national response 
system designed to enhance protection, care, and support of most vulnerable children within the 
framework of a well-resourced and coordinated national multi-sectoral response. The goal of NCPA 
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II is to establish a multi-sectoral, government-led and community-driven MVC response system that 
constitutes commitment to facilitate MVC access to adequate care, support, and protection and 
access to basic social services by 2017. The plan outlines activities aimed at enhancing the wellbeing 
of MVC through protecting their rights and preventing and/or reducing risks and the impacts of shocks. 
It calls for a government-led and community-driven MVC response to facilitate MVC’s access to 
adequate care, support, and protection services (NCPA II, 2012).   
 

1.2. Rationale  
 
The 2002 edition of national guidelines for identification of MVC aimed at facilitating communities to 
identify MVC and develop action plans for improving MVC wellbeing, care, support and protection; 
and mitigate the impact of HIV and AIDS on children and vulnerable households. The identification 
process as described in the 2002 edition is a community participatory process conducted at 
village/mtaa level by village/mtaa MVC committee (MVCC), under direct oversight by trained Social 
Welfare Officers. The process had the following steps (Guidelines for Identification of MVC, 2002): 
 

1. Training of national MVC identification facilitators – 14 days. 
2. Conducting advocacy meetings at Council/district level with district leaders and stakeholders 

– 1 or 2 days. 
3. Selecting and training Council/district MVC identification facilitators to conduct advocacy 

meetings and trainings at ward level – 5 days. 
4. Conducting advocacy meeting at ward level – 1 day. 
5. Selecting and training ward and village/mtaa MVC identification facilitators – 4 days. 
6. Facilitating first public community meeting, including focus group discussions, formation of 

MVCC, and village mapping – 6 to 8 days. 
7. Conducting transect walk/ household visits – 2 to 3 days. 
8. Conducting second public community meeting to verify identified MVC – 1 day. 
9. Preparing final list of MVC – 1 day. 
10. Training MVCC – 3 days. 
11. Preparing MVC action plan – 1 day. 

 
Implementation of this process faced many challenges which called for its review (National Audit 
Office, 2013). Some of the challenges include: 
 

1. Failure of the process to identify children living in and working on streets, children living with 
and affected by HIV, vulnerable children living in institutions, and trafficked children.  

2. Limited ownership by local government authorities.  
3. High cost of identifying MVC using the guidelines.  

 
To overcome these challenges, the MoHCDGEC through the DSW worked together with the PO-
RALG to review the guidelines by addressing gaps in the process in order to provide clearer guidance 
for identification, assessment and registration of MVC to inform planning of interventions for their care, 
support and protection.  
 
In addition, the Government of Tanzania is committed to ensuring by 2020 that 90% of all people 
living with HIV know their HIV status, 90% of those found to be HIV positive are enrolled into care and 
receive ART, and 90% of those receiving ART are virally suppressed (UNAIDS, 2014). In addition, 
the Government of Tanzania has directed that all children living with HIV should be initiated on ART, 
and at least 90% retained on treatment (HSHSP IV, 2015). Thus, correct use of these Guidelines will 
contribute to achieving the 90-90-90 targets and HIV epidemic control by facilitating identification of 
MVC and adolescents who are at risk of HIV infection or exposed to/ living with/ affected by HIV and 
refer or link them to HIV care and treatment. Furthermore, use of these Guidelines will contribute to 
achieving national PMTCT goal of identifying all children exposed to HIV and linking them to HIV 
testing, care and treatment (National PMTCT Guidelines, 2013). 
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Furthermore, the United Nations (UN) General Assembly has identified reduction of multidimensional 
poverty as a Sustainable Development Goal (SDG). Specifically, SDG Goal 1.2 states: “By 2030, 
reduce at least by half the proportion of men, women, and children of all ages living in poverty in all 
its dimensions according to national definitions” (United Nations, 2015). Identification of MVC and 
their link to care, support and protection will contribute to achieving UN Sustainable Development 
Goals. Since MVC are at a disadvantage when it comes to growing and achieving their dreams, it is 
essential to invest early in children who will become a skilled and healthy workforce in Tanzania, as 
a precondition for economic transformation and achieving the government’s vision for 2025. Child 
vulnerability, in all its dimensions, is explicitly targeted in the United Nations SDGs. Therefore, 
Tanzania is required to identify, assess and register all MVC, and address their needs for them to 
grow and achieve their dreams (NBS and UNICEF, 2016).  
 
Identification, assessment and registration of all MVC will help the central government, LGAs, 
communities and implementing partners to know the magnitude of the issues of MVC who need care, 
support and protection. After they are identified, assessed and registered, their information is 
analysed to inform planning for intervention in order to reach those children who desperately need 
care, support and protection. Furthermore, identification, assessment and registration of MVC aims 
to prevent and minimize duplication of support. Finally, access to reliable information on MVC will 
help inform Council and national planning and budgeting.  
 
These Guidelines, used correctly, will help village/mitaa committees responsible for MVC to identify 
all categories of MVC and link them to care, support and protection.  
 

1.3. Gaps and Weaknesses of the 2002 MVC Identification Guidelines 
 
Participatory and consultative review revealed several gaps and weaknesses in 2002 MVC 
Identification Guidelines. Consensus was reached that the 2002 MVC identification process:  
 

1. Does not provide guidance on how to identify children living in and working on streets; children 
at risk of HIV infection or living with and affected by HIV; vulnerable children living in 
institutions; children at risk of or experiencing violence, abuse, neglect and exploitation (i.e., 
children and adolescents who need protection); children in exploitative labor; and trafficked 
children.  

2. Does not target children and adolescents living with and affected by HIV. The 2002 Guidelines 
do not identify places such children and adolescents could be found. 

3. Is more household-centered, omitting all MVC who do not live in households. 
4. Does not provide guidance on registration of MVC.   
5. Does not provide guidance on how to intervene once MVC are identified. In other words, the 

process does not provide guidance on how to link MVC to care, support and protection. There 
was concern that MVC are identified and most stay for so long without any intervention or 
service provision. There is therefore need to consider expanding these guidelines to include 
guidance on link to care, support and protection services. That is, identification should 
immediately be connected to intervention. 

6. Presents identification and registration of MVC as a one-time event, which is supposed to be 
repeated after six months. The process does not provide guidance on what to do with children 
who become most vulnerable before the next scheduled identification. 

7. Does not elaborate criteria for identifying MVC. 
8. Expects a national level SWO (or equivalent national facilitator) to oversee the process all the 

way to the village/mtaa level.  
9. Does not explicitly show the role of PO-RALG. 
10. Requires that MVC names be confirmed at a community public meeting which is against 

privacy rights of MVC and adolescents living with and affected by HIV, as well as children at 
risk of or experiencing violence, abuse, neglect and exploitation. 
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11. Directs villages/mitaa to form MVCCs as a vertical structure imposed on them.   
 
Addressing Gaps and Weaknesses 
 
These new Guidelines address gaps identified above by providing detailed guidance on how to 
identify and register all categories of MVC, including children and young adolescents living in and 
working on streets, children and adolescents living with and affected by HIV, and children at risk of or 
experiencing violence, abuse, neglect and exploitation. In addition, the new Guidelines provide 
guidance on how to link MVC to care, support and protection. Furthermore, the new Guidelines 
provide and describe criteria for identifying all categories of MVC. 
 
New Framework 
 
The new Guidelines document is now presented in a new user-friendly framework, employing 
community participatory approach to identify and register MVC and link them to care, support and 
protection. It also includes tools to be used during the identification and registration of MVC. 
 

1.4. Guidelines Development Process 
 
The process for developing these Guidelines was participatory and consultative. It started with a 
review of the 2002 Guidelines for Identification of MVC to identify gaps and weaknesses, and propose 
how to address identified gaps and weaknesses. Key stakeholders were consulted to gather their 
experiences using existing guidelines, challenges, lessons learnt, best practices, and 
recommendation to inform development of new Guidelines. Initial reviews and consultations were 
used to develop a framework of the new Guidelines which was presented to a technical review team 
in Morogoro (1st – 4th March, 2017) for review and inputs. The Morogoro workshop was attended by 
participants from MoHCDGEC (DSW), President’s Office-Regional Administration (PO-RALG), 
UNICEF, SWOs from five Councils, and representative of five implementing partners, including JSI. 
The draft from the Morogoro workshop was presented to the National Social Welfare/Social 
Protection, Community Development and Nutrition Technical Working Group (28th – 29th March, 2017) 
for more inputs. The MoHCDGEC and PO-RALG conducted further internal reviews of the draft 
Guidelines to incorporate final inputs. This process was led and facilitated by a consultant who was 
engaged with support from JSI/CHSSP. 
 

1.5. Intended Users 
 
These Guidelines are intended to be used in Mainland Tanzania. The Guidelines will be a benchmark 
in the whole process of identification, assessment, registration and provision of services to MVC. The 
following are intended users: 

1. At village/mtaa level;  
 

a. Trained members of village/mtaa committees responsible for MVC. 
b. Village/mtaa and hamlet leaders (Village/Mtaa Chairperson, Village/Mtaa Executive 

Officer, Hamlet Chairpersons). 
c. Members of Village/Mtaa Standing Committee for Social Services. 
d. Lead Community Case Workers/Para Social Workers. 
e. Community Case Workers/Para Social Workers. 
f. Members of Protection Teams/Protection Committees. 
g. Community Health Workers (CHWs). 
h. Health Care Workers (HCWs). 
i. Community Based HIV Service (CBHS) Providers. 
j. Community Based Organizations (CBOs). 
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k. Faith Based Organizations (FBOs). 
l. Community Justice Facilitators (CJFs)/Paralegals. 
m. Community Volunteers.  
n. Other Community Service Providers. 
o. Parents, caregivers, neighbors, peers, teachers, religious leaders, and the general 

public.  
 

2. Others include:  
 

a. Ward level: Ward Executive Officers, ward extension officers (e.g. SWO, CDO and 
WEC), FBOs, and CBOs. 

b. Council level: All extension officers at Council level (e.g. SWOs, CDOs and Council 
Education Coordinators), NGOs, FBOs, CBOs, Child Care Officers, Police Gender and 
Children Desk Officers, and magistrate. 

c. National level: Ministries, development partners, and implementing partners.  
d. Other groups or individuals who come in contact with children. 

 
All community members are responsible for reporting to members of the village/mtaa committee 
responsible for MVC any child suspected to be most vulnerable. The Council SWO should ensure 
that all of these communities and village/mtaa government leaders are conversant with the criteria for 
identifying MVC and are able to use the criteria in these Guidelines to identify all categories of MVC 
and link them to care, support and protection.  
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2. Chapter Two: PREPARATION FOR IDENTIFICATION OF MVC AND 
LINKAGE TO CARE, SUPPORT AND PROTECTION 

 
 
Identification of most vulnerable children at community level demands prior preparations at national, 
regional, Council and village/mtaa levels. In the previous guidelines, preparatory activities (see below) 
were planned and scheduled to take place at the same time with the identification process. This 
approach unnecessarily lengthened the process of identifying MVC. Preparatory activities mentioned 
below should be separately conducted well in advance to prepare Councils and build their capacities 
for identification of MVC.  
 
This chapter provides guidance on activities to be implement at national and Council level to prepare 
Councils and communities for identification of MVC. These activities which should be mainstreamed 
into Council plans include:  
 

1. Formation and training of MVC identification facilitator teams for all levels (i.e. national and 
regional facilitators; Council and ward facilitators; and Village/Mtaa Committee Responsible 
for MVC).  

2. Consensus and ownership building through advocacy and awareness creation activities (i.e. 
yearly commemoration of the National MVC Week; and advocacy meetings and campaigns at 
Council, ward and village/mtaa levels) 

3. Integrating MVC in Council Plans and Budget. 
4. Setting up Council coordination mechanisms.   

 
2.1. Formation and Training of MVC Identification Facilitator Teams 

 
Formation and training of MVC identification facilitator teams should build on existing committees at 
each level. Training of facilitator teams should be conducted separate from the MVC identification 
process. That is, the training of MVC identification facilitators does not have to coincide with or take 
place immediately before the MVC identification process kicks off. 
 

2.1.1. Trainers of Trainees 
 
The Ministry/Department of Social Welfare will train and maintain a team of trainers of trainees who 
will be available to work in collaboration with PO-RALG to plan and facilitate training of regional 
facilitators.  
 

2.1.2. Regional Facilitators 
 
Trainers of regional facilitators will be senior SWOs from the DSW at national level. Training of 
regional facilitators for identification of MVC should be conducted separately once every two to three 
years to establish and maintain a pool of nationally recognized regional facilitators. Such training 
should be planned, coordinated and conducted by the responsible ministry (DSW) in collaboration 
with PO-RALG and development and implementing partners.  
 
Selection of trainees should take geographical representation into consideration. Furthermore, 
regional facilitators should come from the same region. Selection of regional facilitators should 
combine regional and Council level officers from selected Councils in each region (i.e. the RSWO and 
two CSWOs from two selected representative Councils within the region). Selection of team of 
regional facilitators may include qualified officers from implementing partners operating in the region 
who should also attend planned training of regional facilitators.  
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Objectives of training regional facilitators should be to create and maintain a team of MVC 
identification facilitators in each region who have the capacity to oversee, supervise and facilitate 
MVC identification in all Councils within the region. Topics to be covered during the training should 
include: 
 

1. Facilitation skills, including participatory rural appraisal. 
2. Child rights. 
3. Child vulnerability. 
4. Communication skills. 
5. Advocacy skills. 
6. Organizational and planning skills. 
7. Familiarization with the criteria for identifying all categories of MVC, and the process and tools 

used in the identification of MVC and their link to care. 
 

2.1.3. Council and Ward Facilitators 
 
Formation and training of Council and ward MVC identification facilitators should build on existing 
committees responsible for MVC in the Council. The District Executive Director or City/ Municipal/ 
Town Council Director in collaboration with the CSWO should appoint Council officers (preferably 
members of existing committees responsible for MVC, including SWOs, CDOs, and CED) who will be 
oriented by regional facilitators to form the Council Facilitators Team. Selection of the team of Council 
facilitators should be consultative and aim to be representative and broad based. Selection of ward 
facilitator trainees should take ward representation into consideration. The size of the team will 
depend on number of wards in the district/Council. Qualified officers from implementing partners, 
CBOs and FBOs operating in the Council may be selected to attend planned training of Council 
facilitators. It is important that overall coordination of the training be aligned with other social welfare 
functions in the Council. Planning this activity in terms of timing and funding shall be the responsibility 
of the District Executive Director or City/Municipal/Town Council Director. 
 
WEO of each ward in collaboration with the Ward SWO or CDO should appoint ward extension officers 
(preferably members of existing committee responsible for MVC, including ward SWO, SWA, CDO, 
and ward education coordinator) who will be oriented by the Council Facilitators to form Ward 
Facilitators Team. The size of this team will depend on the number of villages/mitaa in the ward. 
 
Trainers of Council facilitators should be regional facilitators, while trainers of ward facilitators should 
be Council facilitators. Training of Council and ward facilitators does not have to coincide with or take 
place immediately before the MVC identification process kicks off. The training should be conducted 
at any appropriate time once every two or three years to establish and maintain a pool of facilitators 
who are available to support communities as and when needed. Such training should be planned, 
coordinated and conducted by each Council in collaboration with implementing partners operating in 
the region and or Council.  
 
Objectives of training Council and ward facilitators should be to create and maintain a team of MVC 
identification facilitators in each Council and ward who have the capacity to oversee, supervise and 
facilitate MVC identification in the Council and respective wards. Topics to be covered during the 
training should include: 
 

1. Facilitation skills, including participatory rural appraisal. 
2. Child rights. 
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3. Child vulnerability. 
4. Communication skills. 
5. Advocacy skills. 
6. Organizational and planning skills. 
7. Familiarization with the criteria for identifying all categories of MVC, and the process and tools 

used in the identification of MVC and their link to care. 
 

2.1.4. Village/Mtaa Committee Responsible for MVC 
 
Formation and training of village/mtaa committee responsible for MVC should build on existing 
structures in the village/mtaa. The village/mtaa committee responsible for MVC should be formed by 
the village/mtaa government as a sub-committee of the Village/Mtaa Standing Committee for Social 
Services. Selection of members to the committee should be consultative and aim to be representative 
and broad based. The committee should be composed of the following: 
 

1. Chairperson (appointed by the village/mtaa government) with qualifications equivalent to 
those of a Lead Community Case Worker.  

2. Secretary (a member of the village/mtaa standing committee for social services, or the 
VEO/MEO). 

3. Community service providers (including Lead Community Case Worker, Community Case 
Worker/Para Social Worker, Community Health Worker, and Community Based HIV 
Services Provider). 

4. Two parents/caregivers (one female and one male). 
5. Representatives of Faith Based Organizations (one Muslim and one Christian). 
6. Two MVC (preferably young adolescents, one female and one male). 
7. Hamlet leaders. 

 
Their training should be aligned with other social welfare functions in the Council. Planning the training 
in terms of timing and funding shall be the responsibility of the District Executive Director or 
City/Municipal/Town Council Director working in partnership with implementing partners in the 
Council. Members of village/mtaa committee responsible for MVC from several villages/mitaa in a 
particular ward may attend training in one venue at ward level. Such training should be planned, 
coordinated and conducted by each Council in collaboration with implementing partners operating in 
the region and or Council. 
 
Trainers of village/mtaa committee responsible for MVC should be Council facilitators. Training of 
members of village/mtaa committee responsible for MVC does not have to coincide with or take place 
immediately before the MVC identification process kicks off. The training should be conducted at any 
appropriate time once every three years to ensure the committee maintains an appropriate number 
of members who are available to facilitate identification of MVC and their link to care, support and 
protection as and when needed.  
 
Objectives of training village/mtaa committee responsible for MVC should be to create and maintain 
a functional committee which has the capacity to facilitate MVC identification in the whole village/mtaa; 
link MVC to care, support and protection; and monitor, evaluate, document and report. Topics to be 
covered during the training should include: 
 

1. Participatory rural appraisal. 
2. Child rights. 
3. Child vulnerability. 
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4. Communication skills, including household entry skills. 
5. Advocacy skills. 
6. Organizational and planning skills. 
7. Familiarization with the criteria for identifying all categories of MVC, and the process and tools 

used in the identification of MVC, their link to care, and reporting services provided to MVC. 
8. Roles and responsibilities of village/mtaa committee responsible for MVC (see chapter 7 for 

list of roles and responsibilities of village/mtaa committee responsible for MVC). 
 

2.2. Consensus and Ownership Building through Advocacy and Awareness 
Creation Meetings 

 
This sub-section provides guidance on consensus and ownership building through advocacy and 
awareness creation activities, which include commemoration of the National MVC Week each year in 
the first week of March, and conducting advocacy and awareness creation meetings and campaigns 
at Council, ward and village/mtaa levels. 
 
Advocacy and awareness creation meetings should be conducted by the Council in partnership with 
implementing partners and other supporting partners (such as CBOs, NGOs, FBOs, private sector, 
and individual persons). The timing of these meetings and campaigns does not have to coincide with 
or take place immediately before MVC identification process kicks off. These meetings and campaigns 
may be organized and convened at any appropriate time at least once every year (at Council, ward 
and village/mtaa levels) to facilitate consensus and foster ownership of MVC identification activity.  
 
These meetings and campaigns should be aligned with other social welfare functions in the Council. 
Planning and coordination of these meetings in terms of timing and funding should be the 
responsibility of the District Executive Director or City/Municipal/Town Council Director working in 
partnership with implementing partners in the Council. 
 
Advocacy and awareness creation should target decision making organs of the LGAs such as 
District/Municipal/Town/City Councils, as well as decision-making organs at wards and village/mtaa 
levels, targeting Ward Development Committee and Village/Mtaa Councils respectively.   
 
The process of building political consensus through advocacy meetings should have the following 
objectives: 
 

1. To sensitize political and technical decision makers at Council and community levels to accept 
and take responsibility and ownership of MVC identification and support. 

2. To promote integration of MVC in Council plans and budget. 
3. To encourage Councilors and other political leaders to mobilize communities around the need 

for identifying and supporting MVC. 
 

2.2.1. National MVC Week 
 
These Guidelines require each LGA to commemorate the National MVC Week each year in the first 
week of September. The National MVC Week should be used to advocate for and increase community 
awareness on MVC issues and identification. The PO-RALG and MoHCDGEC/DSW will collaborate 
each year to formulate and announce theme/message for the year and communicate that 
theme/message through the media. The National MVC Week should be used by each LGA to 
sensitize and mobilize villages/mitaa communities and local government leaders to work hand-in-
hand with committees responsible for MVC to ensure all children likely to be most vulnerable in each 
village/mtaa are identified and linked to care, support and protection services as needed.  
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The Council Director, assisted by CSWO, should issue detailed guidance on coordination and 
supervision of all planned activities of the National MVC Week. Each village/mtaa should 
commemorate this week by reminding and sensitizing communities (defined in section 1.5) to ensure 
each child who meets the identification criteria is identified and linked to care, support and protection 
services as needed. 
 
Each Council should plan and budget for the National MVC Week.  
 

 
The PO-RALG and the MoHCDGEC/DSW will use this week to recognize and award Councils that 
have effectively integrated MVC identification and services in Council plans and budgets.  
 

2.2.2. Council Level Advocacy Meetings and Campaigns 
 
These meetings and campaigns may be facilitated by Council facilitators with support from regional 
facilitators visiting each Council. Council leaders (Council Chairperson and Vice Chairperson; District 
Executive Director or Council/ City/ Municipal/ Town Director, Council Planning Officer, Council 
Treasurer, CSWO, CCDO, other extension officers, and key stakeholders) may all be met in one 
sitting or in separate meetings, whichever is convenient. Council and regional facilitators may also be 
invited to present the MVC agenda in a full Council session, and in meetings of Council Planning 
Committee and Council Social Services Committee.  
 
These meetings should also target other stakeholders such as implementing partners, NGOs, FBOs, 
CBOs, health facilities, children led organizations (CLO), and youth organizations.  
 
Outputs from these meetings should include: 
 

1. Council decision to plan for and support MVC identification process. 
2. Consensus to integrate MVC identification and services in Council’s planning and budgetary 

process. 
3. Identification of additional revenues and resources for MVC identification and services. 
4. Council commitment to monitor and provide supportive supervision to communities to ensure 

on-going identification of MVC in all villages/mitaa and provision of comprehensive MVC 
services. 

 
2.2.3. Ward Level Advocacy Meetings and Campaigns 

 
These meetings and campaigns may be facilitated by ward facilitators with support from Council 
facilitators visiting each ward. Ward leaders (Councillor, Ward Executive Officer, Ward SWO/SWA, 
Ward CDO, and Ward Education Coordinator, other extension officers, and other stakeholders) may 
all be met in one sitting or in separate meetings, whichever is convenient. Ward and Council 
facilitators may also be invited to present the MVC agenda in a meeting of the Ward Development 
Committee (WDC).  
 
These meetings should also target other stakeholders within the ward such as NGOs, FBOs, CBOs, 
health facilities, CLOs, savings and internal lending communities, women groups, and youth 
organizations.  

Each LGA should commemorate the National MVC Week in 
the first week of September each year. The National MVC 
Week should be used to advocate for and increase 
community awareness on MVC issues and identification. 
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Outputs from these meetings should include: 
 

1. WDC decision to plan for and support MVC identification process. 
2. Consensus to integrate MVC identification and services in ward planning and budgetary 

process. 
3. Identification of additional revenues and resources for MVC identification and services. 
4. WDC commitment to monitor and provide supportive supervision to communities to ensure 

on-going identification of MVC in all villages/mitaa and provision of comprehensive MVC 
services. 

 
2.2.4. Village/Mtaa Level Advocacy Meetings and Campaigns 

 
Meetings with Village/Mtaa Council 
 
These meetings should target the Village/Mtaa Council, i.e., Village/Mtaa Chairperson, Village/Mtaa 
Executive Officer and other members of the Village/Mtaa Government. 
 
These meetings and campaigns may be facilitated by members of committee responsible for MVC 
with support from Council or ward facilitators visiting each ward. Village/mtaa leaders (Village/Mtaa 
Chairperson, Village/Mtaa Executive Officer, other members of the Village/Mtaa Government, and 
other stakeholders) may all be met in one sitting or in separate meetings, whichever is convenient. 
Members of committee responsible for MVC and visiting Council or ward facilitators may also be 
invited to present the MVC agenda in a public village/mtaa meeting.  
 
These meetings should also target other stakeholders within the village/mtaa such as NGOs, FBOs, 
CBOs, health facilities, CLOs, savings and internal lending communities, women groups, and youth 
organizations.  
 
Outputs from these meetings should include: 
 

1. Village/Mtaa Council decision to plan for and support MVC identification process. 
2. Consensus to integrate MVC identification and services in village/mtaa planning and 

budgetary process. 
3. Identification of additional revenues and resources for MVC identification and services. 
4. Village/Mtaa Council commitment to monitor and provide supportive supervision to members 

of committee responsible for MVC to ensure on-going identification of MVC in the village/mtaa 
and provision of comprehensive MVC services. 

 
Public Village/Mtaa Community Meeting 
 
A public village/mtaa meeting should be convened by the Village/Mtaa Chairperson. This meeting 
should be used to advocate for and increase awareness on MVC needs and services, customize MVC 
identification criteria, and formally introduce the village/mtaa committee responsible for MVC. The 
public village/mtaa meeting may also be used to select/ appoint/ introduce community volunteers who 
will become members of the village/mtaa committee responsible for MVC, and identify village/mtaa 
potential resources for care, support and protection of MVC. The Village/Mtaa Chairperson may invite 
the ward facilitator to present the MVC agenda and elaborate on issues which relate to identification 
of MVC and their link to care, support and protection.  
 
This meeting will also be used to help community stakeholders to develop shared understanding of 
what constitutes child vulnerability. These are sensitive issues that require careful facilitation, 
balancing out the importance of asking hard questions and bringing up difficult issues, with the 
sensitivity to recognise that the community may not be ready to discuss some issues. 
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This meeting should also be used to provide information on vulnerable children who may not be found 
in households, such as children living in and working on streets, children in exploitative labour sites, 
and children in commercial sex work, including those in brothels. 
 
Some question for discussion at the public village/mtaa community meeting include:  
 

1. What makes life difficult for children in this community?  
2. What are the problems and troubles of children in this community? 
3. Which children have the most difficult lives in this community?  
4. Where do most vulnerable children live? 
5. In what ways are their lives more difficult?  
6. How do these children want their lives to change from what they are now? 
7. Are there differences and similarities between girls and boys? 

 
The meeting should also be used to list households and other residences where vulnerable children 
reside. Neighbours and ten-cell leaders should be encouraged to point out such places of residence 
or households.  
 
Places of residence and households with children likely to be MVC can be mentioned openly or 
secretively, whichever suits circumstances. 
 
The meeting should also be reminded that some MVC, especially those exposed to or living with and 
affected by HIV may be identified by engaging and visiting all health facilities in the village/mtaa. 
 

2.3. Integrating MVC in Council Plans and Budget 
 
Planning and budgeting for MVC services should be integrated in the Council planning process (i.e., 
the obstacles and opportunities to development planning process). Description and guidance on the 
O&OD planning process is available in relevant Council Planning and Budgeting guiding documents.  
 

2.3.1. Budgeting for Identification of MVC and Adolescents Living with and 
Affected by HIV and their Link to Care, Support and Protection 

 
The following elements should be considered when developing Council budget for identification of 
MVC and adolescents living with and affected by HIV and their link to care, support and protection: 
 

1. Training of Council and ward facilitators. 
2. Training of village/mitaa committees responsible for MVC. 
3. Facilitation of advocacy and awareness creation meetings and campaigns. 
4. Procurement and distribution of MVC program management tools (including program 

reference materials and M&E tools). 
5. Incentives for members of committees responsible for MVC. 
6. Provision of MVC care, support and protection. 
7. Joint supportive supervision, mentorship and quality improvement visits. 
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3. Chapter Three: IDENTIFICATION OF MVC   
 
 
Chapter three provides guidance on identification of MVC and adolescents living with and affected by 
HIV by elaborating: the criteria for identifying MVC; categories of MVC; adolescents targeted by these 
Guidelines; places where MVC can be found; process of identifying MVC and adolescents living with 
and affected by HIV; and verification of MVC.   
 

3.1. Criteria for Identifying Most Vulnerable Children 
 

3.1.1. Categories of Most Vulnerable Children 
 
The National Costed Plan of Action for Most Vulnerable Children 2013-2017 (NCPA II) defines most 
vulnerable children (MVC) as children under 18 years of age who are living in high-risk circumstances 
and whose prospects for continued growth and development are seriously impaired. MVC, including 
those living with and affected by HIV are vulnerable to chronic diseases, developmental delays and 
reduced educational opportunities as well as potential abuse, stigma, and discrimination from family 
members, caregivers and community (MoHCDGEC, 2017). 
 
All members of committee responsible for MVC and communities1 targeted by these Guidelines 
should be conversant with the criteria2 for identifying MVC. These criteria should be presented and 
discussed at public village/mtaa community meetings and during meetings with key local stakeholders 
in order to customise the list to local circumstances and experiences. Furthermore, presenting the 
criteria to public village/mtaa community meetings will help sensitize key informants on categories of 
MVC in their community.  
 
The criteria for identifying MVC should be viewed with a life cycle lens, assessing children needs 
according to their age group in order to capture varying needs of children across their lives. Food 
security and nutrition, health care, psychosocial care, early childhood development, and protection 
indicators should be selected for assessing infants (0-23 months) and young children (24-59 months) 
needs. School age children (5-13 years) and young adolescents (14-17 years) needs should be 
assessed across all dimensions; food security and nutrition, health care, education and vocational 
training, protection, psychosocial well-being, and access to information for older children. Household 
indicators such as access to clean water, sanitation and shelter should be applied to all age groups 
(NBS and UNICEF, 2016).  
 
A child in or with one or more of the following 15 situations (see list below) should be identified as a 
most vulnerable child. The 15 categories of MVC can be grouped according to where the child lives/ 
is found at the time of identification. One category of MVC may be fall under more than one type of 
residence, for instance, a child living with HIV, or a child with a disability, or an orphan may be living 
at home, another one in an institution, and another one as a street child. See section 3.1.4 for list of 
all places where MVC may be found. 
 
1. Child living in extremely poor household or who is deprived in 3 or more of the following: 

food security and nutrition, health care, education and vocational training, sanitation, 
water, shelter, clothing, HIV and AIDS services, early childhood development (ECD) 
services, protection, and information. 

 
                                                
1 See section 1.5 of these guidelines for a comprehensive list of all communities identified as users of these 
guidelines. 
2 Characteristics included here were adapted from NCPA II (2012), Draft National Essential Services Package 
for MVC and Adolescents Living with and Affected by HIV (2017), and the Child Poverty in Tanzania Report 
(NBS & UNICEF, 2016). 
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Identifying/observable characteristics: 
 

1. Child lives in a household recognize in the community as extremely poor. 
2. Severely malnourished child. 
3. Very sick child without adequate parental care and support. 
4. Does not go to school, or has stopped going to school due to reasons such as lack of school 

uniforms and fees, poor or no parental support, and ill health. 
5. Lives in a poorly finished house, with holes on walls or leaking roof, or lives under a shed. 

 
Key informants: 
 
Committee responsible for MVC; local community leaders; neighbours; peers; teachers; 
CCWs/PSWs; HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); 
religious leaders; children. 
 
2. Child living in a household under the care of a chronically sick or elderly caregiver (60 

years and above) and with significant unmet needs in education and vocational training, 
health care, food security and nutrition, shelter, HIV/AIDS services, ECD, and protection. 

 
Identifying/observable characteristics: 
 

1. Child lives under the care of a chronically sick or elderly caregiver. 
 
Key informants: 
 
Committee responsible for MVC; local community leaders; neighbours; peers; teachers; 
CCWs/PSWs; HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); 
religious leaders; children. 
 
3. Orphan who lives without adequate support from relatives, with significant unmet needs 

in education and vocational training, health care, food security and nutrition, shelter, 
HIV/AIDS services, ECD, and protection. 

 
Identifying/observable characteristics: 
 

1. Orphan without adequate support from relatives. 
2. Orphan who does not go to school. 
3. Orphan who does not get regular meals as other members of household. 
4. Orphan who does not have access to health care. 
5. Orphan experiencing child abuse, violence, neglect and exploitation. 

 
Key informants: 
 
Committee responsible for MVC; parents; caregivers; neighbours; peers; teachers; CCWs/PSWs; 
HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); religious 
leaders; local community leaders; child care officers; children. 
 
4. Child with a disability. 
 
Identifying/observable characteristics (also refer to the National Guidelines for Early Identification and 
Intervention for Children with Disabilities): 
 

1. Child with visual impairment/ unable to see. 
2. Child with hearing impairment/does not hear. 
3. Child with a physical disability or malformation. 
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4. Child with albinism. 
5. Child with mental impairment. 
6. Child with any other disability. 
7. Child with multiple disabilities. 

 
Key informants: 
 
Committee responsible for MVC; parents; caregivers; neighbours; peers; teachers; CCWs/PSWs; 
HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); religious 
leaders; local community leaders; child care officers; associations of people with disabilities; children. 
 
5. Child living in child-headed household. 
 
Identifying/observable characteristics: 
 

1. Child lives in household without an adult caregiver. 
 
Key informants: 
 
Committee responsible for MVC; neighbours; peers; teachers; CCWs/PSWs; HCWs; CHWs; other 
community service providers (such as CBOs, FBOs and CJFs); religious leaders; local community 
leaders; children. 
 
6. Child/adolescent at risk of HIV infection or exposed to/ living with/ affected by HIV.  
 
Identifying/observable characteristics: 
 

1. Sick child with any of the following symptoms or conditions: 
a. Unexplained fever – intermittent or persistent. 
b. Cough associated with difficulty breathing, history of pneumonia or TB. 
c. Unexplained diarrhoea – more than one month. 
d. Failure to thrive/growth stagnation. 
e. Significant weight loss.  
f. Severely malnourished.   
g. Oral thrush.   
h. Oral ulcerations. 
i. Persistent nodular swelling(s) around the neck, armpits and groins. 
j. Painful blistering skin rash. 

2. Child with history of recurrent admissions to health facility within the past three months. 
3. Child with recurrent skin infections/multiple abscesses. 
4. Child is an orphan, and the cause of parent’s death is HIV or unknown.  
5. Child’s parent is known to be living with HIV or on ART, attends CTC or TB clinic. 
6. Child with history of receiving blood transfusion.   
7. Child with history of tuberculosis.   
8. Child with history of being sexually abused, sodomized or raped.  
9. Child who was subjected to cultures that contribute to HIV transmission, such as FGM.   
10. Child taken care of by drug addict parents/caregivers.   
11. Child whose parent has behaviours that predispose them to HIV infection, e.g., has multiple 

sexual partners, is a sex worker, abuses drugs; exercises widow cleansing, FGM, and 
tattooing. 

 
Factors to observe among adolescents: 
 

1. Early sexual debut. 
2. Practicing unprotected sex. 
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3. Engaging in trans-generational sex. 
4. Engaging in transactional sex. 
5. Early pregnancy and early marriage. 
6. Alcohol indulgence. 
7. Injecting drug use.  
8. History of being sexual abused, raped or sodomized. 
9. Living in and working on the streets. 
10. Living in a brothel. 
11. Parent is a sex worker or abuses drugs. 
12. History of STIs. 

 
Key informants: 
 
HCWs; CHWs; Committee responsible for MVC; CCWs/PSWs; parents; caregivers; neighbours; 
peers; teachers; other community service providers (such as CBOs, FBOs and CJFs); children; 
community-facility linkage focal persons.  
 
Note: No one should be forced to disclose the HIV status of a child or adolescent considered as most 
vulnerable.  
 
7. Child/adolescent at risk of or experiencing violence, abuse, neglect and exploitation. 
 
Identifying/observable characteristics: 
 

1. Evidence of physical injuries, sexual injuries. 
2. Behaviour change such as mood changes, school refusal, bed wetting, nightmares, loss of 

appetite, and self-alienation. 
3. Shock, social exclusion, mistrust, and fear. 
4. Neglected or abandoned child. 
5. Child under the care of parents/caregivers who are alcoholic/ drug addicts/ sex-workers. 
6. Child under the care of harsh/irresponsible parents/caregivers. 
7. Child/adolescent lives in brothel. 
8. Child lives in exploitative labour site. 

 
Key informants: 
 
Committee responsible for MVC; CCWs/PSWs; police gender and children desk; neighbours; peers; 
teachers; HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); 
religious leaders; local community leaders; children.  
 
8. Child whose sole parent/caregiver has a disability that severely hinders provision of care, 

support and protection. 
 
Identifying/observable characteristics: 
 

1. Parent/caregiver has a disability that severely hinders provision of care, support and 
protection. 

 
Key informants: 
 
Committee responsible for MVC; CCWs/PSWs; caregivers; neighbours; peers; teachers; CHWs; 
HCWs; local community leaders; religious leaders; organization of people with disabilities; children. 
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9. A chronically ill child with significant unmet needs in education and vocational training, 
health care, food security and nutrition, shelter, ECD services, and protection. 

 
Identifying/observable characteristics: 
 

1. Child with history of chronic sickness and not accessing basic health and social welfare 
services. 

 
Key informants: 
 
Committee responsible for MVC; CCWs/PSWs; caregivers; neighbours; peers; teachers; CHWs; 
HCWs; local community leaders; religious leaders; children. 
 
10. Pregnant adolescent girl or adolescent-mother without adequate support from relatives. 
 
Identifying/observable characteristics: 
 

1. Pregnant adolescent girl or adolescent-mother without adequate support from relatives. 
 
Key informants: 
 
Committee responsible for MVC; CCWs/PSWs; parents; caregivers; neighbours; peers; teachers; 
HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); religious 
leaders; local community leaders; children. 
 
11. Child living at children’s home. 
 
Identifying/observable characteristics: 
 

1. Child lives at a children’s home. 
 
Key informants: 
 
Committee responsible for MVC; CCWs/PSWs; parents; caregivers; neighbours; peers; teachers; 
CHWs; HCWs; SWOs; CDOs; CBOs; FBOs; religious leaders; local community leaders; child care 
officers; children. 
 
12. Child in conflict/contact with the law, including those in retention home/approved 

school/prison or born in prison/accompanying their mothers in prison. 
 
Identifying/observable characteristics: 
 

1. Child in prison/approved school or retention home. 
2. Child born in prison or accompanying mother in prison. 
3. Child alleged to have committed crime, under police custody. 
4. Child who committed crime against a person (rape, murder, sexual abuse); crime against 

properties (theft, burglary, robbing); or crime against morality (drugs use, smuggling, guns). 
 
Key informants: 
 
Committee responsible for MVC; police gender and children desk; SWOs; parents; caregivers; 
neighbours; peers; teachers; CHWs; CCWs/PSWs; HCWs; other community service providers (such 
as CBOs, FBOs and CJFs); CDOs; religious leaders; local community leaders; child care officers; 
prison officers; children.   
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13. Child living in or working on streets (CLWS). 
 
Identifying/observable characteristics: 
 

1. Lives in and or works on streets. 
2. Child spends most of his/her waking hours in the streets, meaning their survival is controlled 

by the streets. 
3. Child sleeps on the street or apparently settled in their sleeping areas during the night on the 

street. 
4. Child spends significant time on the streets with no responsible adult.  
5. Child found on streets being idle, not engaged in any activity. This could be children sitting 

around/playing/walking/sleeping. 
6. Child engaged in activities such as begging, scavenging, loading & offloading trucks at the 

market place, drug trafficking, car washing, sex work, performing music, shoe shining, running 
errands, street vending, and stealing. 

 
Key informants: 
 
Committee responsible for MVC; police gender and children desk; SWOs; parents; caregivers; 
neighbours; peers; teachers; CHWs; CCWs/PSWs; HCWs; other community service providers; CJFs; 
CDOs; CBOs; FBOs; religious leaders; local community leaders; prison officers; children.   
 

 
14. Child engaged in exploitative labour (sexual exploitation, exploitative domestic work, 

working in mines, plantations/farms, fishing camps, vehicle garages, bars, and other forms 
of work that consistently interferes with school attendance). 

 
Identifying/observable characteristics: 
 

1. Lives in a brothel. 
2. Loiters around at late nights. 
3. Works in mine, plantation/farm, vehicle garage, fishing camps, bar or other forms of 

exploitative child labour. 
4. Engaged in exploitative domestic work. 

 
Key informants: 
 
Committee responsible for MVC; SWOs; CCWs/PSWs; parents; caregivers; neighbours; peers; 
teachers; HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); CDOs; 
police gender and children desk; religious leaders; local community leaders; children. 

Identification of children living in and working on streets (CLWS) may 
require members of committee responsible for MVC, at appropriate times, 
to visit places where CLWS can be found to observe their living and or 
working conditions. Working in collaboration with partners who support 
CLWS, the committee may conduct headcounts of CLWS to inform 
planning and monitoring of interventions. Headcounts of children living on 
streets is usually conducted at night when these children can be found 
sleeping. On the other hand, headcount of children working on streets is 
usually conducted at daytime to find them working. 
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15. Trafficked child.   
 
Child trafficking is the recruitment, transportation, transfer, harbouring or receipt of children (by means 
of the threat or use of force or other forms of coercion, of abduction, or fraud, of deception, of the 
abuse of power or of a position of vulnerability or of the giving or receiving of payments or benefits to 
achieve the consent of a person having control over the child) for the purpose of exploitation. It is a 
violation of their rights, their well-being and denies them the opportunity to reach their full potential. 
Exploitation shall include, at a minimum, all forms of sexual exploitation, forced labour or services, 
slavery or practices similar to slavery, servitude or the removal of organs (International Labour 
Organization, 2009). 
 
Identifying/observable characteristics: 
 

1. Child locked in secretive residency. 
2. Child held in transit to unknown location, and does not hold his/her own identity or travel 

documents.  
3. Child in exploitative labour. 
4. Child living in brothel, massage parlour, bars/strip clubs 
5. Very young prostitutes. 
6. Child with signs of unexplained physical injury, unwilling to give information.  
7. Extremely nervous child, especially when their trafficker is present. 

 
Key informants: 
 
Committee responsible for MVC; SWOs; CCWs/PSWs; parents; caregivers; neighbours; peers; 
teachers; HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); CDOs; 
police gender and children desk; religious leaders; local community leaders; children. 
 
16. Child considered to be most vulnerable for a reason not identified above (e.g., abusing 

substance, displaced due to disasters or refugee, marginalized, stigmatized, and 
discriminated against). 

 
Identifying/observable characteristics: 
 

1. Child known to be abusing substance. 
2. Child displaced by disasters, such as flood. 
3. Refugee child. 
4. Marginalized, stigmatized, and discriminated against. 

 
Key informants: 
 
Committee responsible for MVC; SWOs; CCWs/PSWs; parents; caregivers; neighbours; peers; 
teachers; HCWs; CHWs; other community service providers (such as CBOs, FBOs and CJFs); CDOs; 
police gender and children desk; religious leaders; local community leaders; children. 
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 Table 1: C

riteria and M
ethods for Identifying M

ost Vulnerable C
hildren. 

 

 

Com
m

unity 
Structures

Service Providers

C
hild lives in a household recognize in 

the com
m

unity as extrem
ely poor.

S
everely m

alnourished child.
V

ery sick child w
ithout adequate 

parental care and support.

D
oes not go to school, or has stopped 

going to school due to reasons such as 
lack of school uniform

s and fees, poor 
or no parental support, and ill health.

Lives in a poorly finished house, w
ith 

holes on w
alls or leaking roof, or lives 

under a shed.

2

C
hild living in a 

household 
under the care 
of a chronically 
sick or elderly 
caregiver. 

C
hild lives w

ith a chronically sick or 
elderly caregiver.

A
t hom

e; in a 
household.

M
em

bers of com
m

ittee 
responsible for M

V
C

; local 
com

m
unity leaders; 

neighbours; peers; teachers; 
C

C
W

s/P
S

W
s; H

C
W

s; 
C

H
W

s; other com
m

unity 
service providers; religious 
leaders; children.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

O
rphan w

ithout adequate support from
 

relatives.

O
rphan w

ho does not go to school.
O

rphan w
ho does not get regular m

eals 
as other m

em
bers of household.

O
rphan w

ho does not have access to 
health care.
O

rphan experiencing child abuse, 
violence, neglect and exploitation.

A
t hom

e; in a 
household; 
in/on streets; in 
children's hom

e

M
em

bers of com
m

ittee 
responsible for M

V
C

; 
parents; caregivers; 
neighbours; peers; teachers; 
C

C
W

s/P
S

W
s; H

C
W

s; 
C

H
W

s; other com
m

unity 
service providers; religious 
leaders; local com

m
unity 

leaders; child care officers; 
children.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

O
rphan w

ithout 
adequate 
support from

 
relatives.

Key Characteristics

Place Child/ 
Adolescent 
Likely to be 
Found

Key Inform
ants

Identification M
ethods

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

A
t hom

e; in a 
household.

M
em

bers of com
m

ittee 
responsible for M

V
C

; local 
com

m
unity leaders; 

neighbours; peers; teachers; 
C

C
W

s/P
S

W
s; H

C
W

s; 
C

H
W

s; other com
m

unity 
service providers; religious 
leaders; children.

S/N
M

VC Category

C
hild living in 

extrem
ely poor 

household. 
13
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C
hild w

ith visual im
pairm

ent/ unable to 
see.
C

hild w
ith hearing im

pairm
ent.

C
hild w

ith a physical disability or 
m

alform
ation.

C
hild w

ith albinism
.

C
hild w

ith m
ental im

pairm
ent.

C
hild w

ith any other disability.

C
hild w

ith m
ultiple disabilities.

5
C

hild living in 
child-headed 
household.

C
hild lives in household w

ithout an adult 
caregiver.

A
t hom

e; in a 
household; 
in/on streets.

C
om

m
ittee responsible for 

M
V

C
; neighbours; peers; 

teachers; C
C

W
s/P

S
W

s; 
H

C
W

s; C
H

W
s; other 

com
m

unity service providers; 
religious leaders; local 
com

m
unity leaders; children.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers

6

C
hild at risk of 

H
IV

 infection or 
exposed to/ 
living w

ith/ 
affected by H

IV
. O

ne or m
ore of the conditions/ 

characteristics described in section 
3.1.1 (6); know

n to be H
IV

 positive.

A
t hom

e; in a 
household; at a 
health facility 
(including C

TC
); 

in/on streets; in 
children's 
hom

e; at drop-
in-centers; 
sober houses; 
brothels; 
exploitative 
labor sites

H
C

W
s; C

H
W

s; m
em

bers of 
com

m
ittee responsible for 

M
V

C
; C

C
W

s/P
S

W
s; 

parents; caretakers; 
neighbours; peers; teachers; 
other com

m
unity service 

providers; children; 
com

m
unity-facility linkage 

focal persons. 

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers

H
IV

 testing and 
counseling; H

IV
 

positive test results. 

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

ers.

C
hild w

ith a 
disability.

4

A
t hom

e; in a 
household; 
in/on streets; in 
children's 
hom

e; at health 
facility.

M
em

bers of com
m

ittee 
responsible for M

V
C

; 
parents; caregivers; 
neighbours; peers; teachers; 
C

C
W

s/P
S

W
s; H

C
W

s; 
C

H
W

s; other com
m

unity 
service providers; religious 
leaders; local com

m
unity 

leaders; child care officers; 
children; associations of 
people w

ith disabilities.
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E
vidence of physical injuries, sexual 

injuries.
B

ehaviour change such as m
ood 

changes, school refusal, bed w
etting, 

nightm
ares, loss of appetite, and self-

alienation.
S

hock, social exclusion, m
istrust, and 

fear.
N

eglected or abandoned child.
C

hild under the care of alcoholic 
parents/caregivers.
C

hild under the care of 
parents/caregivers w

ho are drug 
addicts.
C

hild under the care of harsh/ 
irresponsible parents/ caregivers.

8

C
hild w

hose 
sole parent/ 
caregiver has a 
disability that 
severely 
hinders 
provision of 
care, support 
and protection.

P
arent/caregiver has a disability that 

severely hinders provision of care, 
support and protection.

A
t hom

e; in a 
household; 
in/on streets.

M
em

bers of com
m

ittee 
responsible for M

V
C

; 
C

C
W

s/P
S

W
s; caregivers; 

neighbours; peers; teachers; 
C

H
W

s; H
C

W
s; local 

com
m

unity leaders; religious 
leaders; organization of 
people w

ith disabilities; 
children..

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

9

A
 chronically ill 

child w
ith 

significant 
unm

et needs 

C
hild w

ith history of chronic sickness 
and not accessing basic health and 
social w

elfare services.

A
t hom

e; in a 
household; at a 
health facility 
(including C

TC
); 

in/on streets; in 
children's 
hom

e.

C
om

m
ittee responsible for 

M
V

C
; C

C
W

s/P
S

W
s; 

caregivers; neighbours; 
peers; teachers; C

H
W

s; 
H

C
W

s; local com
m

unity 
leaders; religious leaders.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

E
vidence of chronic 

illness; w
ith 

significant unm
et 

needs

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

R
isk assessm

ent

C
hild at risk of 

or experiencing 
violence, 
abuse, neglect 
and 
exploitation.

7

A
t hom

e; in a 
household; at a 
health facility 
(including C

TC
); 

in/on streets; in 
children's 
hom

e; in 
brothels; in 
exploitative 
labor sites.

M
em

bers of com
m

ittee 
responsible for M

V
C

; 
C

C
W

s/P
S

W
s; police gender 

and children desk; 
neighbours; peers; teachers; 
H

C
W

s; C
H

W
s; other 

com
m

unity service providers; 
religious leaders; local 
com

m
unity leaders; child 

care officers; children. 
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   10

P
regnant 

adolescent girl 
or adolescent-
m

other w
ithout 

adequate 
support from

 
relatives.

P
regnant adolescent girl or adolescent-

m
other w

ithout adequate support from
 

relatives.

A
t hom

e; in a 
household; at a 
health facility 
(including C

TC
; 

R
C

H
 clinic); 

in/on streets; in 
children's 
hom

e; in a 
brothel.

C
om

m
ittee responsible for 

M
V

C
; C

C
W

s/P
S

W
s; 

parents; caregivers; 
neighbours; peers; teachers; 
H

C
W

s; C
H

W
s; other 

com
m

unity service providers; 
religious leaders; local 
com

m
unity leaders.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

11
C

hild living at 
children’s 
hom

e.
C

hild living at children’s hom
e.

C
hildren's 

hom
e.

C
om

m
ittee responsible for 

M
V

C
; C

C
W

s/P
S

W
s; 

parents; caregivers; 
neighbours; peers; teachers; 
C

H
W

s; H
C

W
s; S

W
O

s; 
C

D
O

s; C
B

O
s; FB

O
s; 

religious leaders; local 
com

m
unity leaders; child 

care officers.

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

V
isits to child's place 

of residence; 
observations; 
interview

s; official 
reports/records; self 
reporting or referral; 
com

m
unity inform

er

C
hild in prison or retention hom

e.
C

hild born in prison or accom
panying 

m
other in prison.

C
hild alleged to have com

m
itted crim

e, 
under police custody.

C
hild w

ho com
m

itted crim
e against a 

person (rape, m
urder, sexual abuse); 

crim
e against properties (theft, burglary, 

robbing); and crim
e against m

orality 
(drugs use, sm

uggling, guns) 

V
isit to prisons and 

retention hom
es; 

observation/ 
inspection/ review

 of 
police registers/ 
reports; child files; 
C

ouncil case 
m

anagem
ent system

 
records 

S
ocial Inquiry &

 
report; official records; 
prison register

C
hild in 

conflict/contact 
w

ith the law
.

12

P
rison; police 

post/station; 
police custody; 
retention 
hom

es; social 
w

elfare office; 
village/m

taa 
governm

ent 
office

C
om

m
ittee responsible for 

M
V

C
; police gender and 

children desk; S
W

O
s; 

parents; caregivers; 
neighbours; peers; teachers; 
C

H
W

s; C
C

W
s/P

S
W

s; 
H

C
W

s; other com
m

unity 
service providers; C

D
O

s; 
religious leaders; local 
com

m
unity leaders; child 

care officers; prison officers; 
children.
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Lives in and or w
orks on streets.

C
hild spends m

ost of his/her w
aking 

hours in the streets, m
eaning their 

survival is controlled by the streets.
C

hild sleeps on the street or apparently 
settled in their sleeping areas during the 
night on the street.
C

hild spends significant tim
e on the 

streets w
ith no responsible adult. 

C
hild found on streets being idle, not 

engaged in any activity. This could be 
children sitting 
around/playing/w

alking/sleeping.

C
hild engaged in activities such as 

begging, scavenging, loading &
 

offloading trucks at the m
arket place, 

drug trafficking, car w
ashing, sex w

ork, 
perform

ing m
usic, shoe shining, running 

errands, street vending, and stealing.

V
isit to streets; 

observation/ 
inspection/ review

 of 
police registers/ 
reports; C

ouncil case 
m

anagem
ent system

 
records 

C
hild living in or 

w
orking on 

streets.

In/on streets; 
hom

e; in a 
household

13

C
om

m
ittee responsible for 

M
V

C
; police gender and 

children desk; S
W

O
s; 

parents; caregivers; 
neighbours; peers; teachers; 
C

H
W

s; C
C

W
s/P

S
W

s; 
H

C
W

s; other com
m

unity 
service providers; C

D
O

s; 
C

B
O

s; FB
O

s; religious 
leaders; local com

m
unity 

leaders; prison officers; 
children.  

V
isit to streets; 

observation/ 
inspection/ review

 of 
police registers/ 
reports; C

ouncil case 
m

anagem
ent system

 
records 
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Lives in a brothel.
Loiters around at late nights.
W

orks in m
ine, plantation/farm

, fishing 
cam

p, vehicle garage, bar or other 
form

s of exploitative child labour.

E
ngaged in exploitative dom

estic w
ork.

C
hild locked in secretive residency.

C
hild held in transit to unknow

n 
location. 
C

hild in exploitative labour.
C

hild living in brothel, m
assage parlour, 

bars/strip clubs
V

ery young prostitutes.

C
hild w

ith signs of unexplained physical 
injury, unw

illing to give inform
ation. 

E
xtrem

ely nervous child, especially 
w
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3.1.2. Adolescents 
 
Adolescents targeted by these Guidelines are boys and girls 11-19 years old who are going through 
a transitional stage of physical and psychological human development that generally occurs during 
puberty. Adolescents, including young girls can be particularly vulnerable to HIV infection and human 
rights violation. When their parents are chronically ill, alcoholic, or dead, adolescents are expected to 
take care of their young ones. And due to economic vulnerability, they are at risk of sexual exploitation 
and abuse through trans-generational and transactional sex. They may experience property grabbing 
by relatives and may stop going to school (MoHCDGEC, 2017). They may also run away into living 
in and working on streets. They may also end in exploitative labour. 
 
Adolescents therefore require specific attention and tailored services. Thus, members of committee 
responsible for MVC and other community service providers should take proper history when dealing 
with adolescents, particularly girls to establish their reality and take appropriate protection and support 
measures. Adolescents should be referred for HIV testing and linked to appropriate HIV services. The 
key issue is to understand appropriate services that adolescents need according to their age, sex and 
stage of development.  For example, services and service delivery platforms required by a 13 years 
old girl differ in some ways from those required by a 19 years old boy. While adolescents need same 
services as younger children, some services should be tailored to age specific groups and needs (e.g. 
those aged 15-19 years need information, sexual and reproductive health services, livelihoods 
opportunities, and life skills). Therefore, members of committee responsible for MVC and other 
community service providers should consider age and gender specific needs for each adolescent. 
 

3.1.3. Adolescent Girls 
 
Adolescent girls in Tanzania are made vulnerable by a variety of circumstances and risks. The 
Tanzania Demographic and health Survey (TDHS 2010) revealed that 41% of girls aged 15-17 years 
were not living with their parents compared to 29% of boys of the same age group. It also showed 
that 7% of young women aged 20-24 years had given birth before reaching 15 years old. Moreover, 
30% of adolescent girls and 15% of boys experienced sexual violence in their lives before they turned 
18 years (VAC Report, 2009). While the prevalence of HIV among adolescent girls aged 15-19 was 
1.3% in 2012 it tripled to 4.4% among young women aged 20-24 years old (THMIS, 2012). 
Furthermore, 45% of new infections in the general population (age 15-49) occur among adolescent 
girls age 15-24, compared to 26% of new infections which occur among boys in the same age range 
(MoHCDGEC, 2017).  
 
Tanzanian girls begin sexual activity one year before Tanzanian boys. The median age at first sexual 
intercourse for women age 25-49 is 17.2 years, compared to 18.2 years for men age 25-49. Women 
with secondary or higher education initiate sex more than three years later than women with no 
education (19.5 years versus 16.1 years). 14% of girls and 9% of boys initiate sex before age 15, and 
61% of girls and 47% of boys do so before age 18. (MoHCDGEC, MoH, NBS, OCGS, and ICF, 2016). 
 
Regarding teenage pregnancy, 27% of adolescent girls age 15-19 are already mothers or are 
pregnant with their first child. Adolescent girls with no education are five times more likely as those 
with secondary or higher education to have begun childbearing (52% versus 10%). Teenage 
childbearing also varies by economic status, ranging from 13% among adolescent girls in the 
wealthiest households to 42% among those in the poorest households (MoHCDGEC, MoH, NBS, 
OCGS, and ICF, 2016). 
 
These Guidelines are intended to empower and support members of committee responsible for MVC 
and other community service providers to address these challenges, and improve efficiency in 
identification of MVC including adolescent girls and link them to appropriate care, support and 
protection. 
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3.1.4. Places Where Most Vulnerable Children Can be Found  
 
Places where MVC can be found include: 
 

1. Homes/households. 
2. Institutions such as  

a. Regular schools 
b. Children’s homes  
c. Prisons/ approved schools 
d. Police custody 
e. Hostels/ dormitories 
f. Drop-in-centers 
g. Sober houses. 

3. Health facilities (CTC, RCH clinics, TB clinics, paediatric wards).  
4. Streets (for children living in or working on streets). 
5. Workplaces where children are engage in exploitative labour such as  

a. Mines 
b. Plantations 
c. Fisheries 
d. Vehicle garages 
e. Bars 
f. Strip clubs 
g. Brothels 
h. Massage parlours.  

6. Secretive hiding/protected residencies (for trafficked children). 
7. In transit (for trafficked children). 
8. Refugee camps. 

 
3.2. Process of Identifying Most Vulnerable Children 

 
The process of identifying most vulnerable children should be community-driven and community-
owned. Identification and registration of MVC should not be a one-time event, but an on-going activity 
executed by the village/mtaa committee responsible for MVC. The committee working in collaboration 
with other community volunteers should continually identify MVC in their village/mtaa. On-going 
identification of MVC should be facilitated, coordinated and supervised by the village/mtaa committee 
responsible for MVC. 
 
The PO-RALG will direct all LGAs to fulfil requirements of the Law of the Child Act (LCA 2009) which 
mandates all LGAs to identify MVC and respond to their needs by integrating MVC services in Council 
plans and budget. The PO-RALG will (at appropriate time intervals) issue instructions/circulars to all 
LGAs to plan, coordinate and execute activities aimed at building LGA capacity for identifying and 
providing services to MVC.  
 

 

The PO-RALG will direct all LGAs to fulfil requirements of the Law of 
the Child Act (LCA 2009) which mandates all LGAs to identify MVC 
and respond to their needs by integrating MVC services in Council 
plans and budget. The PO-RALG will (at appropriate time intervals) 
issue instructions/circulars to all LGAs to plan, coordinate and 
execute activities aimed at building LGA capacity for identifying and 
providing services to MVC.  
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It is the responsibility of each Council to plan, coordinate, and supervise MVC services in all wards 
and villages/mitaa. Each village/mtaa government should appoint and maintain a village/mtaa 
committee responsible for MVC and collaborate with the CSWO to build their capacity to be able to 
identify MVC and link them to care, support and protection. Guidance on recommended composition 
of the village/mtaa committee responsible for MVC and training is provided in chapter 2. An outline of 
their roles and responsibilities is provided in chapter 7.  
 
Trained village/mtaa committees responsible for MVC should take responsibility for conducting, 
leading and sustaining on-going identification of MVC in the village/mtaa. Members of village/mtaa 
committee responsible for MVC should collaborate with other communities3 who come in contact with 
MVC on a daily basis in the village/mtaa to identify all MVC and link them to care, support and 
protection.    
 

 
Places where MVC can be found are listed in section 3.1.4. These places should be regularly and 
frequently visited by members of the village/mtaa committee responsible for MVC to identify MVC 
who are yet to be registered. Escorted by hamlet and ten-cell leaders (as appropriate), members of 
the village/mtaa committee responsible for MVC should conduct household visits to formally identify 
MVC. They should also visit schools, health facilities and other places where MVC can be found (see 
section 3.1.4) to identify MVC and link them to care, support and protection. Members of the 
village/mtaa committee responsible for MVC should use the MVC Registration Form (see section 8.1: 
annex 1) to collection information on every child considered most vulnerable.   

 
 The following activities should be mainstreamed into Council plans and budget and do not have to 
take place together with the identification of MVC:  
 

1. Formation and training of MVC identification facilitator teams for all levels (i.e. national and 
regional facilitators; Council and ward facilitators; and village/mtaa committee responsible for 
MVC).  

2. Consensus and ownership building through advocacy and awareness creation activities (i.e. 
yearly commemoration of the National MVC Week; and advocacy meetings and campaigns at 
Council, ward and village/mtaa levels). 

3. Integrating MVC in Council Plans and Budget. 
4. Setting up Council coordination mechanisms.   

 
Advocacy and awareness creation meetings and campaigns (described in chapter 2) should take 
place as part of mainstream Council activities. As such, the advocacy and awareness creation agenda 
should be integrated in Council, ward, and village/mtaa planned meetings.  

                                                
3 As defined in section 1.5 in these Guidelines. 

Members of village/mtaa committee responsible for MVC 
should regularly and frequently visit all places where MVC 
can be found and apply the criteria for identifying MVC (see 
section 3.1; 3.1.4 and Table 1).  

All community members are responsible for reporting to 
members of the village/mtaa committee responsible for MVC 
any child suspected to be most vulnerable. 
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3.3. Verification of Most Vulnerable Children 

 
There are concerns that some village/mtaa government leaders may insert in the MVC register names 
of children who are not most vulnerable. This may lead to provision of support services to children 
who are not intended to receive the services. It may also lead to duplication of services, e.g. one child 
receiving material support more than once. To prevent this from happening, the village/mtaa 
committee responsible for MVC should apply the criteria in these Guidelines to verify names of 
children reported to the committee as likely to be most vulnerable. Any suspicions of inclusion of 
children who are not MVC should be formally presented by the Lead Community Case Worker 
(LCCW) or Chairperson of the committee responsible for MVC to the CSWO for investigation and 
appropriate action. 
 
On the other hand, implementing partners wishing to support Council MVC response have previously 
invested in verification of MVC before commencing service delivery. While this may be useful to 
reduce or avoid duplication of services, it is not mandatory.   
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4. Chapter Four: REGISTRATION OF MOST VULNERABLE CHILDREN 
 
 
The fourth chapter is on registration of MVC in the National MVC Register. It describes designated 
registration office; when and how to enter MVC into the National MVC Register; updating the National 
MVC Register; and procedure for graduating child/adolescent from the National MVC Register. 
 

4.1. Designated Registration Office 
 
All information and records of registered MVC should be kept in the office of the VEO/MEO in a secure 
lockable place. Information in the National MVC Register is confidential information: it should only be 
accessed by authorized persons after permission by the VEO/MEO. The Village/Mtaa Executive 
Officer (VEO/MEO) is the government officer responsible for maintaining the National MVC Register 
at village/mtaa level. 
 

4.2. Entry of MVC Names into the National MVC Register 
 
Entry of identified most vulnerable children into the National MVC Register should be done by trained 
CCWs/PSWs, and members of the village/mtaa committee responsible for MVC. 
 
With support from ward facilitator, members of the village/mtaa committee responsible for MVC should 
enter into the paper-based National MVC Register all names of most vulnerable children who have 
been formally identified as described in these Guidelines. Copy of the paper register should be left at 
the village/mtaa government office and copy sent (through ward level) to Council level for entry by the 
CSWO into the national MVC database.  
 
All identified MVC should be registered at a village/mtaa where they live.  
 

4.3. Updating the National MVC Register 
 
Identification and registration of MVC should not be a one-time event, but an on-going activity 
executed by the village/street committee responsible for MVC. The committee together with appointed 
community volunteers should continually identify MVC in the village/mtaa and update the register 
accordingly. On-going identification of MVC and updating of the MVC register should be facilitated 
and supervised by the committee responsible for MVC. 
 
Since being a most vulnerable child is not expected to remain static, some children may graduate 
while others may fall vulnerable. Members of committee responsible for MVC should therefore plan 
to regularly revisit areas where MVC live to update the register by deleting names of those who are 
no longer most vulnerable and add names of those who have become most vulnerable.  
 

 

Being a most vulnerable child is not expected to remain 
static, some children may graduate while others may fall 
vulnerable. Members of committee responsible for MVC 
should therefore plan to regularly revisit areas where MVC 
live to update the register by deleting names of those who 
are no longer most vulnerable and add names of those who 
have become most vulnerable.  
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4.4. Procedure for Removing Child/Adolescent from the National MVC 
Register 

 
Names of children with any of the following characteristics may be removed from the National MVC 
Register: 
 

1. The child has adequate and sustainable support from a close relative, or has been formally 
adopted. 

2. The child has grown to adulthood and is confirmed to have adequate and sustainable support 
from close relatives or other committed persons. 

3. Young adolescents (ages 18 to 20) transitioning through college. 
4. Names of children who have passed away.  

 
Children who are going to be removed from the National MVC Register have the right to be informed 
in advance and an exit strategy put in place (and effectively communicate to them) to help the child 
understand and accept the change.  
 
Criteria for inclusion in the National MVC Register is the same as the criteria for identifying MVC. 
 
Updating the National MVC Register should be overseen by WEO, WSWO or WLCCW; supervised 
by LCCW; and facilitated by members of the village/mtaa committee responsible for MVC. 
 

  

Children who are going to be removed from the National 
MVC Register have the right to be informed in advance and 
an exit strategy put in place (and effectively communicate to 
them) to help the child understand and accept the change.  
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5. Chapter Five: LINKAGE TO CARE, SUPPORT, AND PROTECTION 
 
 
Chapter five provides an overview of care, support and protection services for MVC and guidance on 
how community service providers, including members of committees responsible for MVC can link 
MVC to these services. Services that MVC may need include: primary health care and HIV services; 
education and vocational training; psychosocial care and support; food security and nutrition; family-
based care and shelter; household economic strengthening; and protection and legal support. The 
chapter also introduces community service providers, including members of committees responsible 
for MVC to the MVC Case Management Model. And finally, the chapter provides guidance on how to 
offer referrals and link MVC to these services.  
 
Service delivery should start immediately after finalizing the identification, assessment and 
registration process. Village/mtaa committees responsible for MVC should work with other key 
stakeholders in the community to provide care, support and protection of all MVC.  Linkages to social 
welfare services is the core function of the village/mtaa committees responsible for MVC and it is 
important for reducing vulnerability.   
 
Guidance included in these Guidelines is informed by the National Costed Plan of Action for MVC 
(NCPA II); National Essential Services Package for MVC and Adolescents Living with and Affected 
by HIV; and National Integrated Case Management System Framework.  
 

5.1. Identifying Needs and Services for Most Vulnerable Children 
 
Children, like any other human beings have needs and rights. Children needs and rights include: right 
to live, health care, education (including ECD) and vocational training, psychosocial care and support, 
food security and nutrition, protection, birth registration, clothing, shelter/housing, access to clean and 
safe water, sanitation, household economic strengthening, and access to information. The society, 
including parents and caregivers must ensure children get these rights and services. When families 
and households cannot provide these services, efforts should be made by different actors, including 
members of village/mtaa committees responsible for MVC to ensure children access and utilize the 
services, and their rights are not violated (World Education Inc./Bantwana, 2016).   
 
Table 2: Children Needs by Level and Age.4 
 

Level  Need 0 – 23 
months 

24 – 59 
months 

5 – 13 
years 

14 – 17 
years 

Individual 
level  

Health Care  √ √ √ √ 
Education (including ECD) √ √ √ √ 
Vocational training    √ 
Psychosocial Care and Support √ √ √ √ 
Food Security and Nutrition √ √ √ √ 
Protection  √ √ √ √ 
Clothing √ √ √ √ 

Household 
level 

Shelter/ Housing √ √ √ √ 
Clean Water and Sanitation  √ √ √ √ 
Economic Strengthening √ √ √ √ 
Information   √ √ 

 
Integrated approaches are needed to adequately address MVC needs. For households living below 
the poverty line, who are eligible for a cash transfer, a model of social protection where cash transfer 

                                                
4 Adapted from NBS and UNICEF, 2016. Tanzania Child Poverty Report; and the National MVC M&E Plan. 
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recipients are linked to basic services such as nutrition, health and birth registration via community 
extension workers and other local government structures, would provide significant added value. 
These linkages are referred to as “social protection plus” or “cash plus” and have proven to greatly 
amplify the impact of the cash, as demonstrated by extensive evidence in the Eastern and Southern 
African region and beyond (NBS and UNICEF, 2016). 
 

5.2. Primary Health Care and HIV Services 
 
Most vulnerable children, including adolescents living with and affected by HIV do not often access 
health care services due to several barriers including traditions, cultural practices and low financial 
income (e.g. to cover transport costs). Members of village/mtaa committee responsible for MVC 
should advocate for increased community awareness and demand for access to and utilization of 
health care services by MVC and their parents/caregivers. This should include provision of information 
on where the service may be obtained and support to access that service, as well as follow-up to 
ensure referral completion.  
 
Essential HIV and AIDS services which MVC may need include:  
 

1. HIV testing and counseling (HTC). 
2. HIV prevention services such as HIV education, PMTCT, and VMMC services. 
3. Care and treatment (C&T). 
4. Adherence support and retention to ART. 
5. Linkage to adolescent sexual and reproductive health (ASRH) services. 

 
Members of village/mtaa committee responsible for MVC and key stakeholders should do the 
following: 
 

1. Work with health care workers/health facility staff, community leaders, school committees, and 
other stakeholders to create awareness, advocate for and generate demand for health care 
and HIV services.  

2. In collaboration with other stakeholders, map health facilities and HIV services in the 
community and develop services directory which should be used to facilitate referrals and 
linkage. 

3. Collaborate with other stakeholders to identify challenges and key barriers to health care 
service uptake and develop plans to address those challenges and barriers. 

4. Conduct routine visits to places where MVC live to encourage parents/caregivers, and MVC 
to go for regular health checkups. 

5. Refer MVC, adolescents living with and affected by HIV, parents/caregivers and other family 
members to appropriate health care services. 

6. Involve health care workers to plan and conduct outreach services in hard to reach areas. 
7. Work with other stakeholders to facilitate equitable access to ECD services including 

immunization, growth monitoring, nutrition/ micronutrient supplementation, and early 
stimulation for all young children. 

 
5.3. Education and Vocational Training 

 
Education is a basic human right for all children and is critical for enabling them to reach their full 
potential. MVC who have access to quality education and vocational training have higher chances to 
improve their life skills, self-confidence, decision-making and breaking the poverty circle.  
 
A growing number of MVC need support to access education and vocational training. Thus, in 
supporting MVC to access educational opportunities, members of village/mtaa committee responsible 
for MVC and key stakeholders should do the following:  
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1. Assess educational needs of all MVC and adolescents living with and affected by HIV. 
2. Support parents and caregivers of MVC to enroll and retain children in schools. 
3. Facilitate MVC who are 3-4 years old to be enrolled in day care centers for early childhood 

development (ECD). 
4. Facilitate MVC who are 5 years old and above to be enrolled in primary education. Consider 

walking distances when making referrals for enrollment to school, support safe access and 
discourage dropouts.  

5. Link older MVC who are out of school to market-driven vocational training opportunities as 
appropriate. 

6. Mobilize resources with other stakeholders (e.g. village/mtaa authority, CBOs, FBOs, 
individuals, private sector) to cover educational needs of MVC, especially those living with 
elderly, sick and/or severely disabled caregivers. 

7. Collaborate with other stakeholders (village/mtaa authority, CBOs, FBOs, individuals, private 
sector) to advocate for school feeding programs to ensure all MVC and adolescents living with 
and affected by HIV have access to meals at school. 

8. In collaboration with parents, caregivers and teachers monitor students’ progress at school 
and vocational training centers, develop strategies on how to overcome challenges, including 
enrollment and retention to care and treatment.  

9. Work with other stakeholders to create awareness on issues related to VAC, discrimination 
and stigmatization of MVC.  

10. Support adolescent girls’ primary school completion and those who are in transition to 
secondary school to join peer support clubs (to reduce the risk of early pregnancy, early 
marriage and HIV infection) for mentoring and support.   

11. Report any form of VAC, discrimination and stigmatization at relevant authority (e.g. teachers, 
village/mtaa authority, school committee/board, and CBHS providers). 

12. Collaborate with other stakeholders (CBOs, NGOs, and FBOs) to break barriers for girls in 
accessing education (e.g., provision of sanitary towels). 

 
5.4. Psychosocial Care and Support 

 
Psychosocial care and support is a key element within the continuum of care and support which 
addresses social, moral, emotional, spiritual and cognitive well-being of a person and influences both 
individual and the social environment in which people live.  
 
MVC and adolescents living with and affected by HIV and other chronic diseases, often have to cope 
with a combination of difficult and stressful circumstances such as poverty, diseases, and death. 
Adverse events may vary greatly depending on the nature of the problem, an individual’s reaction to 
such situations, and their level of social isolation and social capital. For some individuals including 
children, reactions to traumatic events may last for a long time or may lead to significant impairments 
in functioning. Adverse circumstances can produce a range of negative emotions for MVC, which may 
include fear, depression, anxiety, stress, hopelessness and grief for those who have lost their parents. 
Providing appropriate and targeted psychosocial care and support can help them cope with such 
traumatic events and prevent immediate and long term mental health disorders, as well as overall 
negative health and social outcomes.   
 
Members of village/mtaa committee responsible for MVC and key stakeholders should do the 
following: 
 

1. Work with other service providers who can assess and understand the psychosocial status 
and needs of MVC (e.g. through appropriate questions and answers, use of pictures, plays 
and children’s clubs).   

2. Work with professionals to provide guidance and counseling to MVC and parents/caregivers 
with psychological and social challenges. 
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3. Conduct visits to homes and other places where MVC live to monitor their progress and 
address psychosocial challenges including stigma and discrimination. 

4. Educate parents/caregivers to accept, protect, care for and support their children through 
meeting their specific needs, and having time to listen to and responding positively to their 
views. 

5. Support cognitive development and other services for children with disabilities through: 
- Referring and linking them to existing specific support services. 
- Through mobilization of internal/external resources to facilitate provision of assistive 

devices (i.e. toys, white canes, wheel chairs).  
6. Encourage involvement of MVC in various organized national and community events and 

supportive spiritual activities (e.g. The African Child Day, school-based peer/support clubs, 
madrasa, and Sunday schools.) 

7. Work with other community service providers (e.g. PSWs, CCWs, CHWs, CBHS providers, 
and CJFs) to identify MVC who are survivors of abuse and ensure provision of appropriate 
psychosocial care and support when needed. 

 
5.5. Food Security and Nutrition 

 
Food security is central to reducing vulnerability. MVC and parents/caregivers who have sufficient 
and the right kinds of food are more likely to stay healthy. Communities and caregivers must ensure 
access to sufficient, safe and nutritious food that meets dietary needs of MVC.  
 
To achieve food security and maintain good nutritional status of MVC, members of village/mtaa 
committee responsible for MVC and key stakeholders should do the following:  
   

1. Work in collaboration with HCWs to offer routine Nutrition Assessment Counseling and 
Support (NACS). 

2. Work with HCWs and CHWs to educate MVC, adolescents living with and affected by HIV and 
parents/caregivers on frequency and diversity of feeding, and emphasize on use of locally 
grown foods with high nutritional value.  

3. Provide guidance on how to prepare food in a clean and hygienic manner and how to preserve 
it.  

4. Work in collaboration with HCWs and CHWs to assess, counsel and support MVC on using 
locally available nutritious food. 

5. Encourage and facilitate MVC to wash their hands after using the toilet, before eating, and to 
wash their utensils with running clean and safe water. 

6. Encourage households to drink clean and safe water (e.g. boiled, cooled and covered water). 
7. Liaise with local government structures and stakeholders to mobilize community members to 

support provision of food to MVC and food insecure households when caregivers are unable 
to manage for themselves (only as an emergency and temporary measure).  

8. Mobilize and link food-insecure MVC and households to relevant institutions (e.g. CBOs, 
FBOs, Local NGOs and local government authority) to improve food access and utilization. 

9. Encourage families to introduce horticulture farming, poultry and livestock keeping for 
ensuring increased sustainability to food access. 

10. Educate community members to stop customs and norms that prohibit the consumption of 
certain nutritious foods in the community (e.g. some societies prohibit children and pregnant 
women eating eggs).    

 
5.6. Family-Based Care and Shelter 

 
Family-based care, support and shelter are key components for ensuring child welfare. Children’s 
optimal growth and development depend on skills and capacities of their parents and caregivers to 
develop physically, mentally, emotionally, spiritually and socially. Such environment meets a child’s 
essential needs and ensures adequate access to services, protection and support.  
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Institutions such as children homes should be a last option after all opportunities for family-based care 
have been explored. 
 
Members of village/mtaa committee responsible for MVC and key stakeholders should do the 
following: 
 

1. Identify and mobilize available stakeholders (e.g. community members, CBOs, NGOs, FBOs) 
to support provision of shelter (or shelter improvement) for MVC. 

2. Mobilize community members to ensure MVC have appropriate clothing and beddings 
according to weather and environmental condition. 

3. Educate MVC households on the importance of using safe water and environmental 
cleanliness around their household. This may include construction/ rehabilitation of pit latrines 
and routine emptying of latrines. 

4. Conduct regular visits to homes and other places where MVC live and link parents/caregivers 
to other local service providers in the community providing skills and capacity building to 
address and improve caregiver health, socio-emotional wellbeing, knowledge and skills in 
child care and development. 

5. Work with professionals (e.g. Social Welfare Officers) to identify vulnerable children in risk 
situations, such as those living in child headed households, children living in and working on 
streets, and young girls engaged in sex work. Link them with appropriate service providers to 
respond to their specific needs and vulnerabilities.  

6.  Collaborate with Ward/Council SWOs and other relevant professionals to identify children 
without family care (e.g. abandoned, neglected, separated, unaccompanied, children living in 
and working on streets) and link them with appropriate and protective care arrangements, 
including reunifying them with their families or appropriately vetted foster care.  

7. In collaboration with Ward/Council SWO, HCWs and other partners, facilitate training of 
parents and caregivers of MVC on good parenting skills. 

8. Support parents, caregivers and families to establish friendly relationships between caregivers 
and their children.  

 
5.7. Household Economic Strengthening 

 
It is important to empower MVC parents and caregivers, particularly women, to provide for their 
children’s needs. In order to strengthen the family’s long-term capacity to care for MVC, it is important 
to promote households’ self-reliance through improved opportunities to build and diversify savings, 
income, assets, and improve financial and other resources management. 
 
A major focus of household economic strengthening is promotion of household self-reliance and 
reduction of dependency on government and donor support. These activities can lead to 
improvements in the economic position of household members as well as investments in children’s 
health, education, protection and overall wellbeing of MVC and other children in the family.  
 
Members of village/mtaa committee responsible for MVC and key stakeholders should do the 
following: 
 

1. Conduct household economic vulnerability assessment prior to and after intervention so as to 
identify appropriate interventions tailored to individual households.  

2. Monitor impact of interventions to ensure that households are increasing their savings, 
income, asset levels and improving their ability to provide for essential needs of household 
members, including MVC and adolescents living with and affected by HIV. 

3. Link households with MVC to agricultural and livestock extension officers for technical support 
to improve farming techniques and productivity. 
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4. Collaborate with extension officers (e.g. Ward Agriculture Officers, Community Development 
Officers, Ward Education Officers, and Social Welfare Officers) and households to identify 
opportunities for improving income generation within households.  

5. Assist MVC parents and caregivers to access savings groups, money management skills-
building and microcredit institutions. 

6. Link MVC parents and caregivers, including child-headed households, and those living with 
elderly or sick caregivers, with TASAF and other social protection programs for economic 
empowerment and social improvement. 

7. Link household members to basic entrepreneurship skills trainings available in the community 
(e.g. training budgeting, planning, savings, record keeping, and marketing). 

8. Link MVC and households to market-driven IGA and markets for their products.  
 

5.8. Protection and Legal Support   
 
In 2009 the government of Tanzania enacted the Law of the Child Act which builds on the UN 
Convention of the Rights of the Child, 1989 and the African Charter for the Rights and Welfare of the 
Child, 1990. This law provides the legal framework for protection of children who are at greatest risk 
due to loss of parents, abandonment, abuse and other causes. Child Protection teams were 
established and are active in a number of Councils, wards and villages/mitaa across Tanzania. The 
National Plan of Action to End Violence against Women and Children in Tanzania, 2017/18 – 2021/22, 
(NPA-VAWC) provides a comprehensive approach for addressing and reducing all forms of violence 
against MVC (MoHCDGEC, 2017). 
 
All children deserve to be safe and protected. Safety and wellbeing of MVC are severely threatened 
by abuse, exploitation, violence and neglect. MVC are often not adequately protected by their 
caregivers or communities and are at increased risk of abuse and other forms of violence. Adolescent 
girls are particularly more vulnerable than boys due to biological, social and cultural factors. A national 
survey on violence against children (2010) stated that nearly one in three girls and one in six boys 
reported at least one experience of sexual violence prior to age of 18. Experiences of abuse increase 
chances of risky sexual behaviors in adolescence and adulthood, and put children at risk of other 
dangers such as illness, mental ill-health and homelessness.  
 
Key components of protection services include ensuring children have birth certificates, required legal 
support, counseling, referrals and linkages to other types of protection services. Children outside of 
family care (e.g. MVC living in and working on streets, and those living in institutions) need family 
reunification and reintegration, foster care and adoption, and rehabilitation programs in secure places 
or short-term shelter. Other protection interventions can include campaigns against female genital 
mutilation and other harmful traditional practices, mobilization of communities against child marriage 
and violence prevention.  
 
Members of village/mtaa committee responsible for MVC and key stakeholders should do the 
following: 
 

1. Identify MVC who are at higher risk of abuse and link or refer them to protection and other 
services (e.g. legal, medical and psychosocial support services). 

2. Assist MVC in reporting all forms of violence and rights violations to relevant authorities in the 
community (e.g. village/mtaa authorities, and police gender and children desk,) and support 
case management and resolution. 

3. Collaborate with other service providers and link MVC to existing community knowledge and 
life skills activities (e.g. children and youth clubs) to strengthen their capacity on how to protect 
themselves and where to report abuses. 

4. Work with child protection teams (village, ward and Council) to educate and raise awareness 
about child rights and the importance of prevention of stigma, discrimination, exploitation, 
abandonment, neglect and abuse among MVC.  
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5. Link MVC with legal institutions for aid on specific issues, such as those related to inheritance, 
gender-based violence and exposure to violence. 

 
5.9. Case Management Approach 

 
Village/mtaa committees responsible for MVC and all stakeholders involved in the care, support and 
protection of MVC should adopt the case management model for providing services to MVC. The 
case management approach looks at each MVC as an individual whose needs and problems should 
not be generalized. Lead Community Case Workers/Para Social Worker Supervisors and Community 
Case Workers/Para Social Workers are already train on case management and are available in most 
villages and mitaa. These cadres should be members of the village/mtaa committee responsible for 
MVC. Ideally all members of village/mtaa committee responsible for MVC should be trained on case 
management and be supported to apply case management principles in their day-to-day interactions 
with MVC.   
 
Detailed elaboration of the case management approach is available in the National Integrated Case 
Management System Framework (2017) and should be made available to all members of village/mtaa 
committee responsible for MVC.  
 
Assessment of a child identified as most vulnerable should be comprehensive and family and child-
centred and should use the National MVC Case Assessment Form (see section 8.2: annex 2). The 
assessment collects more information about the child and their family in order to get a full picture of 
who the child is, their life circumstances, and all welfare, health, education and protection issues. The 
assessment gathers more information about basic needs of the child, as well as his or her strengths, 
across eight domains: family, survival, general health, development, social history, behaviour, 
education, and aspirations. A comprehensive assessment entails asking questions to understand all 
of these domains, regardless of the presenting problem or obvious area of concern (MoHCDGEC, 
2017).  
 
The first step begins when anyone (see list in section 1.5) notices a potential protection, health, or 
social welfare concern and brings it to the attention of a CCW, LCCW, SWO/SWA or other member 
of committee responsible for MVC. This information can come to the CCW from anyone, but it is the 
responsibility of the CCW who receives the information to take proper action based on the nature of 
the case. This action includes notifying the LCCW who should then assume the responsibility of 
coordinating the response, unless the child is at high risk or there is a suspected statutory offence, in 
which case the DSWO and/or police should be contacted directly (MoHCDGEC, 2017). 
 
The assessment looks at the overall functioning of family relationships and how well the child’s family 
(parents and extended family or other recognized primary caregiver) can look after him or her. The 
assessment should gather information from as many relevant people as possible including the child 
and family, involved neighbours, community leaders, influential leaders, and other agencies (such as 
education and health providers) as deemed appropriate based on the situation of the child, family and 
primary concern (MoHCDGEC, 2017). 
 
Through thorough assessment, strengths of the child and family are identified, as are all the areas of 
concern. All concerns that have been identified need to be addressed in the care plan. The issues 
needing attention may or may not be directly related to the presenting, or primary problem.  
 
Once a reason for concern is identified, the child’s case enters the case management system. There 
are 6 main steps in the process:  
 

1. Intake (referral and initial screening): establishes basic information about the child and the 
reason for the concern.  From the intake screening, a determination is made regarding their 
need for case management.  
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2. Assessment of the child and his or her situation. 
3. Planning of the interventions (care plan) that will be necessary in order to address issues 

identified during assessment. 
4. Implementation of the planned intervention in collaboration with other relevant service 

providers and community case workers. 
5. Periodic review/revision of the child’s care plan. 
6. When the review concludes that all issues of concern regarding the child’s welfare have been 

addressed, the case is closed. Should there be any pending or unresolved concerns, the child 
will be re-assessed and case managed until their case can be closed.  

 
The two figures below summarize key steps of case management model and the process of care for 
dealing with MVC cases.   
 
Figure 1: Steps of Case Management. 
 

 
Source: MoHCDGEC, 2017. Draft National Integrated Case Management System Framework (accessed in 
March, 2017). 
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Figure 2: Process of Care Using the National MVC Case Management Approach. 
 

 
Source: MoHCDGEC, 2017. Draft National Integrated Case Management System Framework (accessed in 
March, 2017). 
 
 

5.10. Referral and Linkage 
 
Provision of MVC services requires a clear system for bi-directional referrals and linkages. These 
linkages connect community and key facilities, organizations and other relevant structures and 
support collaboration and information sharing, enabling MVC (and adolescents living with and 
affected by HIV) to receive comprehensive services related to health, welfare and protection needs.  
 
An effective bi-directional referral model5 includes:  
 

1. Referrals made from the community to health facilities and from health facilities to community 
services. 

2. Referrals made from community to schools, other organizations and service providers and 
from schools, organization/service provider to community, originating wherever and whenever 
a concern is identified. 

3. Identification and removal of barriers that prevent the sharing of information necessary to 
comprehensive care. 

4. Structured relationship building and information sharing through regular meetings, e.g. 
monthly at a minimum, that include facility/organization and community based players. 

5. A system for structured follow-up on all referrals to ensure completion of the referral process.  
 
 
 
 

                                                
5 Adapted from National Integrated Case Management System Framework (draft accessed in March, 2017). 
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Referrals 
 
Referrals are made to link MVC, adolescents living with and affected by HIV, and families to 
appropriate service providers for necessary services. Referrals are made with the consent of the child 
or caregiver, except when referrals are related to serious protection issues, in which case it may be 
necessary to override the wishes of caregiver or child if they are resistant to care that provides safety 
and is in the best interest of the child. Depending on the nature and severity of the case, the child's 
needs will either be addressed at the community level, such as the dispensary or school, and/or 
referred to other service providers such as the CSWO, health centre, or other NGO or CSO operating 
in the locality that offers services in line with the needs identified. Members of village/mtaa committee 
responsible for MVC should identify referral focal persons at health facilities and other organizations 
commonly referred to in order to best facilitate the referral process.  
 
A referral is made when a need is identified that the referring provider is not able to be adequately 
address. It is the responsibility of the CCW, or other person coordinating the case to ensure that:  
 

1. A service provider is identified for all needed interventions identified.  
2. A referral form is completed to make the connection between the child and family and the 

service provider. 
3. The referral form is received and accepted by the service providers being referred to.  
4. Information is received back regarding the outcome of the appointment, meeting, or 

intervention and a plan made between that provider and the child/family if intervention is 
ongoing.  

 
Referral pathways include formal ones between government structures, e.g. between the CSWO and 
village/mtaa committee responsible for MVC, as well as those that are between government structures 
and implementing partners e.g. between the village/mtaa committee responsible for MVC and NGOs. 
All serious child protection case referrals should be centrally handled by the CSWO. The CSWO 
should coordinate all services provided by the Child Protection System where present, specialist 
agencies, as well as when a child is being referred to the village/mtaa committee responsible for MVC 
for follow up after statutory issues are addressed.   
 
A referral form (see section 8.3: annex 3) should always have a mechanism, e.g. a tear off slip or 
duplicate copy, to enable both the referring provider and the recipient provider to maintain a copy of 
the original referral form, and to communicate receipt and acceptance of the referral.  
 
Guidance: 
 
MVC have diverse needs which cannot be comprehensively and timely covered by one service 
provider. Referral and linkage should be offered by members of village/mtaa committee responsible 
for MVC or other community service providers on issues that they are unable or not eligible to provide. 
Members of village/mtaa committee responsible for MVC or other community service providers should 
be able to initiate appropriate referrals. Identified referrals will only be effective when made in a 
systematic and logic sequence.  
 
The following steps should be observed to make referrals effective: 
 

1. Deliberate with the child’s parents or caregivers on services available for them. Make sure 
clients understand why they are being referred, where they are being referred to, and how 
they can get there. 

2. Discuss with parents or caregivers benefits of referring the child and accessing the services.   
3. Make sure the client knows which documents they need to take with them. 
4. Fill out formal referral forms (and update referral register).     
5. Agree with the child/adolescent and parents/caregivers on when and how they plans to access 

the services. 
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6. If the child/adolescent and parents/caregivers are not comfortable about going to a health 
facility or a particular service provider, find out why.  

7. Whenever possible arrange to accompany them on the first visit. 
8. Document all details of the referrals and send report to appropriate authority.  

 
Follow-up  
 
When a referral is made to a service provider, it is essential that there is follow-up and feedback. The 
respective responsibilities of the referring person and the care provider are as follows:  
 

 The referring person, e.g. the CCW, follows up in order to be sure that the service provider 
being referred to acts on the referral e.g. meets with the child or family.  

 The service provider receiving the referral not only acts on the referral, but gives feedback to 
the referring provider about the action taken with the referral and the plan for moving forward.  

 
Both of these steps are important to ensure well-coordinated care to the child in need. Regardless of 
the method by which the feedback is given, whether verbal or written, it must be documented in the 
case record and referral register. It is the responsibility of CCWs to ensure that the referral feedback 
loop is completed for all referrals made.  
 
Therefore, members of village/mtaa committee responsible for MVC should do the following:  
 

1. Follow up to make sure the child/adolescent has accessed the service and find out the results 
of the referral and if there is additional follow-up needed. Community service providers might 
need support to get some referral results. 

2. Conduct additional follow-up required by the family or service provider. 
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6. Chapter Six: MONITORING, EVALUATION, DOCUMENTATION AND 
REPORTING 

 
 
Chapter six introduces community service providers to the monitoring, evaluation, documentation and 
reporting function. It also introduces M&E tools which community service providers, including 
members of committees responsible for MVC should use. Tools annexed to these Guidelines include: 
National MVC Registration Form; National MVC Case Assessment Form; National MVC Referral 
Form; National MVC Service Delivery Tracking Form; and National MVC Monthly Summary Report 
Form. 
 
Users of these Guidelines should refer to the National MVC M&E Plan which provides detailed 
elaboration of the monitoring, evaluation, documentation and reporting function. Besides the National 
MVC M&E Plan, other national MVC program documents which should be referred to include: 
 

1. National Costed Plan of Action for MVC Services. 
2. National Essential Services Package for MVC and Adolescents Living with and Affected by 

HIV. 
3. National Integrated Case Management System Framework. 

 
Monitoring 
 
Monitoring is an ongoing process of reviewing planned activities to ensure they are carried out in such 
a way that goals and objectives of a particular intervention will be achieved.6 Specifically, monitoring 
refers to tracking of activities to ensure MVC have access to social welfare services to improve their 
wellbeing. Monitoring can be achieved through regular visits and or spot checks at given intervals 
throughout the implementation timeframe. In the monitoring process, stakeholders can obtain regular 
feedback on the progress made and focus on strategies and actions that effectively support MVC. 
 
Evaluation 
 
Evaluation is the process of assessing actual progress towards outcomes and goals and the impact 
of a service on target groups. Evaluation can be done internally or by an external independent 
evaluation team that is not part of implementation of interventions/activities. Evaluation results provide 
objective analysis and learning on successes and challenges to improve interventions and services 
provided to MVC.   
 
Monitoring and evaluation (M&E) ensure quality services are provided to MVC in a timely and cost-
effective way to achieve and improve their wellbeing. 
 
Objectives of M&E 
  
Objectives of M&E include: 
 

1. To ensure that guidelines for provision of services to MVC are used. 
2. To document progress made (success and challenges) for sharing and dissemination to 

stakeholders at different levels of implementation. 
3. To identify implementation constraints and possible solutions. 
4. To provide feedback to service providers on successes and challenges.  

                                                
6 Adapted from existing national MVC program documents, including: National Costed Plan of Action for MVC 
Services; National MVC Monitoring and Evaluation Plan; National Essential Services Package for MVC and 
Adolescents Living with and Affected by HIV; and National Integrated Case Management System Framework. 
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5. To improve availability and use of routine data on MVC in decision-making processes at 
different levels. 

6. To assess outcomes and impact of interventions and services provided to MVC. 
 
Documentation and Reporting 
 
Information flow is essential to the functioning of MVC interventions and services. This information is 
captured, analysed and synthesised at each level of the system. At the village/mtaa level, community 
service providers, including members of committee responsible for MVC are responsible for 
registering all MVC, documenting services provided to MVC, and preparing monthly summary report 
on MVC activities and services. This report is sent through WSWO who will, in turn, compile the 
reports and send them to the CSWO. The CSWO will then compile reports from all WSWOs in their 
jurisdiction and send the compiled report to the RSWO. Finally, after review of the reports, the RSWO 
submits the final report to PO-RALG and a copy to the Technical Ministry (DSW) and implementing 
partners.  
 
An elaborate description of data collection and flow is provided in the National MVC M&E Plan.  
 
Supportive Supervision  
 
Supervision of MVC activities and services ensures quality service delivery through providing a formal 
system of support from the national level down to the community level, monitoring performance and 
ensuring adherence to set care standards. The broad functions of supervision include;  
 

1. To promote provision of quality services.  
2. To develop provider knowledge and skills. 
3. To provide a platform for the sharing of experiences and concerns. 
4. To assess performance. 

 
National level 
 
At the national level, selected representatives from PO-RALG, the technical ministry (DSW) and 
Regional SWO will conduct joint supportive supervision to CSWOs biannually.  
 
Council level  
 
CSWOs will conduct supportive supervision to WSWO, SWA, or any other assigned officer. The 
supervision visit will include discussion of systems challenges in the provision of MVC services.  
  
Ward level   
 
All individuals, members of committee responsible for MVC, CBOs, and FBOs working with MVC are 
required to have quarterly, one to one or group supervision with their ward level supervisors. 
Supervision visit will cover administrative function, including receipt of monthly reports, along with 
supportive supervision to address challenges experienced by community service providers, including 
members of committee responsible for MVC. Prior to the supervision meeting, the supervisor will 
review reports received from the committee responsible for MVC.  
 
Village/mtaa level  
 
The village/mtaa committee responsible for MVC will hold monthly meetings to provide opportunity 
for peer to peer supportive supervision among members to discuss MVC needs and services. These 
meetings have a clear agenda that concentrates on case discussions, sharing ideas about managing 
problems encountered or strategies successfully employed, as well as discussion on the emotional 
strains of the job and ways in which these can be handled.   
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MVC Data Collection and Reporting Tools 
 
Tools used to document and report MVC services include:  
 

1. National MVC Registration Form. Members of committee responsible for MVC or community 
service providers should complete this form during registration of MVC/MVC household for 
care, support and protection services. This form is complete every time a child/adolescent is 
identified as most vulnerable and their information entered into the National MVC Register. 
See annex 1.  

2. National MVC Service Delivery Tracking Form. Members of committee responsible for MVC 
or other community service providers complete this form for each registered MVC/ MVC 
household visited and/or served. At the end of the month, the information should be used to 
complete the monthly service use/access summary report form. See annex 2. 

3. National MVC Assessment and Care Plan. Members of committee responsible for MVC, 
specifically lead community case worker or community case workers should complete this 
form during the assessment of a case (an identified MVC) for care, support and protection 
services. This form is complete every time a child/adolescent is identified as most vulnerable 
and their information used for care planning. See annex 3. 

4. National MVC Monthly Summary Report Form. A single summary form that captures 
information on all MVC or MVC households newly registered, existing MVCs or MVC 
households, and those not in the program but support services have been provided/received. 
This form should be completed by members of committee responsible for MVC or other 
community service providers at community level on a monthly basis.  See annex 4. 

5. National MVC Referral Form. The referral form is completed by members of committee 
responsible for MVC or other community service provider when MVC or member of MVC 
households are referred to other service providers for care, support, and protection services. 
A summary of all referrals made will be captured in the monthly summary report form. See 
annex 5. 

 
MVC Data Storage and Confidentiality 
 
Various data storage procedures should be adhered to according to where the data have been 
collected, aggregated, and reported (National MVC M&E Plan, 2015). 
 

1. Village/mtaa and ward levels: The monthly service summary report from the village/mtaa level 
should be submitted to the wards and Councils, while the original forms will be stored at the 
Village/Mtaa Executive Officer’s (VEO/MEO) office. At both levels (village/Mtaa and ward), 
existing government filing and storage system should be used to securely store MVC 
information. MVC files should be stored in a secure locked cabinet. Information in the register 
will be regarded as confidential information and will only be accessed by authorized persons 
after permission by the VEO/MEO.   

2. National and Council levels: Paper-based forms should be stored using the existing 
government filing system. MVC data should be entered into the electronic MVC data 
management system for storage and management. All data should be stored at a central 
server housed at the Department of Social Welfare. 
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7. Chapter Seven: ROLES AND RESPONSIBILITIES OF KEY 
GOVERNMENT STAKEHOLDERS AND PARTNERS 

 
 
Chapter seven elaborates roles and responsibilities of key government ministries, departments, 
LGAs, stakeholders and partners involved in the identification of MVC and adolescents living with and 
affected by HIV and linking them to care, support and protection.  
 
Identification, assessment, registration and provision of services to most vulnerable children should 
be overseen, coordinated, supervised, and executed by existing national structures as outlined below. 
 
NATIONAL LEVEL 
 
1. Ministry of Health, Community Development, Gender, Elderly and Children (through the 

Department of Social Welfare) is responsible for developing and disseminating laws, policies, 
guidelines, and national plans of action pertaining to social welfare services. Other roles and 
responsibilities of the MoHCDGEC/DSW include:  
 

a. Budgeting and resource allocation. 
b. Development of policies, national guidelines, and action plans. 
c. Provision of technical guidance and oversight. 
d. Training regional facilitators. 
e. Designing quality improvement interventions. 
f. Joint supportive supervision. 
g. Monitoring and evaluation. 
h. Setting vision. 
i. Advisory. 

 
2. President’s Office-Regional Administration and Local Government (PO-RALG) is 

responsible for coordination and overseeing implementation of the laws, policies, guidelines, and 
national plans of action pertaining to social welfare services at the regional and Council level. 
Other roles and responsibilities of PO-RALG include:  
 

a. Budgeting and resource allocation. 
b. Directing LGAs to fulfil requirements of the Law of the Child Act (LCA 2009) which 

mandates all LGAs to identify MVC and respond to their needs by integrating MVC 
services in Council plans and budgets.  

c. At appropriate time intervals, issuing instructions to all LGAs to plan, coordinate and 
execute activities aimed at building LGA capacity for MVC identification and service 
provision.  

d. Coordination of service delivery by Councils. 
e. Coordinating quality improvement interventions. 
f. Joint supportive supervision.  
g. Monitoring and evaluation. 

 
3. Other Sector Ministries, Departments and Agencies are responsible for budget and resource 

allocation. 
 

4. National Committees include Steering Committee for MVC, Technical Committee for MVC and 
Child Protection Advisory Committee. Each committee has its roles and functions within the 
structure. Broadly, the roles and responsibilities of national committees include: 
 

a. Identify child welfare and protection concerns at all levels. 
b. Coordinate responses to and monitoring of child welfare and protection concerns. 
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c. Lobby and advocate with local government authorities, institutions, the private sector and 
development partners to prioritize commitment of resources to child welfare and protection 
activities and ensure close collaboration among stakeholders. 

d. Meet regularly to discuss child welfare and protection issues. 
e. Develop, review, disseminate and monitor implementation of policies, guidelines, 

strategies, regulations and laws. 
 

5. Development Partners are responsible for providing financial and technical assistance. 
 
REGIONAL LEVEL 
 
6. Regional Administration (RAS) and Regional Social Welfare Officer (RSWO). RAS receives 

reports from all Councils in the region and channels them to PO-RALG. The RAS is also 
responsible for overseeing and advising on implementation of all MVC activities in the region. RAS 
and RSWO are responsible for:   
 

a. Budgeting and resource allocation. 
b. Advising, coordination and joint supportive supervision. 
c. Coordinating and supervising training of Council teams. 
d. Monitoring, evaluation and reporting.  

 
7. Implementing Partners (including NGOs, CBOs, FBOs, private sector, and individuals) are 

responsible for providing financial and technical assistance, provision of MVC services, and 
monitoring, evaluation, and reporting. In collaboration with Councils, implementing partners are 
expected to use these Guidelines to identify MVC and support Councils to provide MVC services. 

 
COUNCIL LEVEL 
 
8.  Council Director is responsible for budgeting and overseeing implementation of all MVC 

activities at Council level and channelling the information to the Regional Administrative 
Secretary. The Council Director should take steps to ensure, as far as is reasonably practicable, 
that the needs of children in the Council are met. 
 

9. Council Social Welfare Officer has the statutory responsibility for the protection and 
safeguarding of children according to the Law of the Child Act, 2009. This is done through 
provision of a wide range of services for children, adults and families. Roles and responsibilities 
of the Council Social Welfare Officer include, but are not limited to: 
 

a. Safeguard and promote the welfare of children in need of care and protection.  
b. Serving as the government arm with the overall statutory mandate for child welfare and 

safeguarding. 
c. Coordination, supervision and execution. 
d. Monitoring, evaluation and reporting. 
e. Providing direct services to children and families in complex or high risk cases that cannot 

be adequately handled at community level. 
f. Advocating for MVC services, budgeting and resource mobilization from the Government, 

implementing partners and private sector. 
g. Other roles and responsibilities as outlined in the LCA and the Child Protection 

Regulations, 2013. 
 

10. Council Committees Responsible for MVC. The Department of Social Welfare works in 
partnership with agencies that are involved in child welfare and protection. Representatives of 
some of these agencies are required to be part of Council Committees Responsible for MVC. 
These are multi-sectoral and multi-stakeholder structures put in place at national and subnational 
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levels to coordinate implementation of child welfare and safeguarding interventions by various 
players at each level. 
 
The key roles and responsibilities of Council Committees Responsible for MVC include: 
 

a. Coordinate planning and budgeting for the identified MVC. 
b. In collaboration with implementing partners, advocating for child welfare and protection 

amongst MVC stakeholders in the Council. 
c. Ensuring capacity building for ward and village/mtaa committees responsible for MVC. 
d. Monitoring, evaluation and reporting of all MVC activities within the Council, including 

identification of implementation gaps. (This will be done in collaboration with implementing 
partners). 

e. Building capacity of ward and village/mtaa committees responsible for MVC to advocate 
for care, support and protection of MVC. 

f. Ensuring and overseeing implementation of developed MVC action plans. 
g. Participating in joint supportive supervision to ward and village/mtaa committees 

responsible for MVC. 
 
WARD LEVEL 
 
11. Ward Development Committee, WEO and the Councilor are responsible for budgeting and 

overseeing implementation of all MVC activities in the ward. The WEO and the Councilor should 
take steps to ensure, as far as is reasonably practicable, that the needs of children in the ward 
are met. 
 

12. Ward Social Welfare Officers/ Welfare Assistants are responsible for providing supportive 
supervision and overall administrative oversight of MVC services. They are the direct link between 
the community and Council Social Welfare Officer. Their specific functions include: 
 

a. Providing direct support and mentorship to villages/mitaa community MVC service 
providers (such as CCWs, PSWs, and LCCWs).  

b. Receiving referrals from the community level and referring to other service providers. 
c. Coordinating service providers at ward level. 
d. Conducting monitoring and evaluation for villages/mitaa community MVC service 

providers (such as CCWs, PSWs, and LCCWs). 
e. Producing and sending monthly reports to the Council Social Welfare Officer. 
f. Coordinating resource mobilization at ward level to support MVC. 

 
12. Ward Committee Responsible for MVC is responsible for the following: 

 
a. Coordinating, supporting, monitoring and ensuring implementation of activities related to 

provision of care, support and protection of children at ward level. 
b. Providing a forum for engagement and information sharing. 
c. Supervision and guidance to committees responsible for MVC in villages/mitaa in their 

ward.  
d. Dissemination and coordination of information between Council and villages/mitaa 

committees responsible for MVC.  
e. Conducting ward level awareness-raising and advocacy concerning child rights, stigma 

reduction, and resource mobilization.  
f. Providing a link to other key committees and institutions such as the Ward Multi-sectoral 

AIDS committee (WMAC) and Ward Development Committee. 
 
13. Police Gender and Children Desk. This unit within the police force addresses violence against 

women and children, particularly sexual offences and domestic violence. They have a special 
mandate in child protection. This is clearly stipulated in the LCA 2009 section 94 sub section 6 
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and 7. This unit exists in all police stations and is staffed by officers who are specifically trained 
to deal with cases of child protection. The police gender and children desk is responsible for: 
 

a. Receiving complaints from the community, children themselves, parents/guardians and 
any other institution regarding any child abuse case/violence. 

b. Investigation of all allegations of abuse or criminal violation of children’s rights. 
c. Arresting offenders where there is adequate evidence that a child has been harmed or 

seriously threatened. 
d. Documenting and compiling information and making necessary referrals. 
e. Assisting victims to access medical examination and treatment. 
f. Protecting the child or other witnesses against manipulation or pressure to alter their 

statements or accusations. 
g. Protecting the victim or other witnesses from any harm which may intend to destroy the 

evidence or from revenge. 
h. Communicating with Council Social Welfare Officer to ensure the child has maximum 

welfare and protection support. 
i. Removal of the child to a place of safety if deemed necessary. 

 
VILLAGE/MTAA LEVEL 
 
14. Village/Mtaa Government, VEO/MEO and Village/Mtaa Chairperson are responsible for 

overseeing implementation of all MVC activities at the village/mtaa. VEO/MEO and the 
Village/Mtaa Chairperson should take steps to ensure, as far as is reasonably practicable, that 
the needs of children at the village/mtaa are met. The village/mtaa government and leadership 
should ensure that MVC issues are included within village/mtaa plans. 
 

15. Village/Mtaa Standing Committee for Social Welfare is responsible for the following: 

a. Coordinating, supporting, monitoring and ensuring implementation of activities related to 
provision of care, support and protection of children at village/mtaa level. 

b. Providing a forum for engagement and information sharing. 
c. Supervision and guidance to committee responsible for MVC in the village/mtaa.  
d. Dissemination and coordination of information between ward and village/mtaa committee 

responsible for MVC.  
e. Conducting village/mtaa level awareness-raising and advocacy concerning child rights, 

stigma reduction, and resource mobilization.  
f. Providing a link to other statutory committees and implementing partners. 
g. Ensuring that MVC issues are included within village/mtaa plans. 

 
16. Village/Mtaa Committee Responsible for MVC serves as the central place for community 

response to the needs of MVC and their families in the community. The responsibilities of the 
committee include:  
 

a. Participate in identification, registration and assessment of MVC. 
b. Coordinating, supporting, monitoring and ensuring implementation of all activities related 

to MVC in the community. 
c. Providing referrals and linkages to needed MVC services.   
d. Conducting village/mtaa level awareness-raising and advocacy concerning child rights, 

stigma reduction and resource mobilization. 
e. Providing a link to other statutory committees and implementing partners. 
f. Serving as the entry point for any IP working for MVC and families in the village/mtaa. 
g. Ensuring that MVC issues are included within village/mtaa plans. 
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17. Community MVC Service Providers (such as CCWs/PSWs are frontline volunteers in the MVC 
response. Their roles include but are not limited to: 
 

a. Identifying child welfare and protection cases using community based platforms. 
b. Conducting intake screening for children and families for whom there is reason for 

concern. 
c. Reporting all cases of suspected abuse and any other statutory offence immediately to the 

CSWO and/or the police in the event of emergency or when the CSWO is not readily 
available.  

d. Reporting cases to LCCW. 
e. For non-statutory or emergency cases, engaging in the case management process: 

conduct assessment, develop a care plan in collaboration with the child and family, make 
and follow-up on referrals, provide support, monitor progress, and close case when 
appropriate. 

f. Supporting MVC and families to access basic services. 
g. Coordinating and communicating information between providers across sectors. 
h. Keeping records.  
i. Advocating for the children’s welfare and protection matters to community. 
j. Preparing implementation report and submitting it to the LCCW monthly in peer 

supervision who will forward the report to CSWO on a monthly basis. 
k. Refer and link cases to other relevant authorities/institutions for further interventions. 
l. Mapping resources at their localities. 

 
18. Lead Community Case Worker (LCCW) is a member of the village/mtaa committee responsible 

for MVC, who has Para-Social Worker training and peer supervision training in addition to the 
CCW training. The LCCW assumes the coordinating role for information pertaining to cases and 
services provided to MVC and families. Responsibilities include:  
 

a. The responsibilities of the CCW described above. 
b. Ensuring that all identified cases are screened for intake and responded to appropriately: 

reported to the CSWO/police if a statutory offense is suspected, or assigned to a CCW for 
welfare and health needs that can be handled at community level. 

c. Facilitating monthly peer to peer supervision groups with CCWs. 
d. Ensuring care plans are being implemented, including completion of referrals. 
e. Compiling and reporting all case information from CCWs to the WSWO/SWA on a monthly 

basis. 
f. Reporting all concerns regarding cases and the functioning of CCWs to the ward 

supervisor. 
 
19. Other Community Service Providers such as Community Health Workers (CHWs)   
 
Other community service providers such as CHWs work in collaboration with village/mtaa committee 
responsible for MVC to ensure identification of MVC and their link to care, support and protection. 
They also participate in the follow-up of MVC cases. 
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8. ANNEXES   
 

8.1. Annex 1: National MVC Registration Form 
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8.2. Annex 2: National MVC Service Delivery Tracking Form 
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8.3. Annex 3: National MVC Assessment and Care Plan 
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8.4. Annex 4: National MVC Monthly Summary Report Form 
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8.5. Annex 5: National MVC Referral Form 
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9. GLOSSARY  
 
Approved residential home: Means a home licensed under the Law of the Child Act (The Child Protection 
Regulations, 2013). 
 
Care and support services: Include services provided to MVC and adolescents living with and affected by 
HIV and their families to meet their basic needs. These include linkages to HIV services (e.g., HIV testing 
and counseling and care & treatment) as well as provision of social welfare services (e.g., psychosocial care 
and support, food security and nutrition, education and vocational training, household economic 
strengthening, and protection services).  
 
Caregivers: Individuals responsible for safe and secure care of MVC and adolescents living with and affected 
by HIV. These may include household members, community members and service providers.  
 
Child: A child is any person under the age of 18 (The Law of the Child Act, 2009). 
 
Child abuse: Is defined as all forms of physical and or emotional ill-treatment, sexual abuse, neglect or 
neglect treatment or commercial or other exploitation resulting in actual or potential harm to the child’s health, 
survival, development or dignity in the context of a relationship of responsibility, trust or power.  Examples of 
child abuse incidents include: raped child; sodomized child; violence against children (physical, sexual, and 
emotional); and female genital mutilation. Child abuse can also be defined as contravention of the rights of 
the child which causes physical, moral or emotional harm including beatings, insults, discrimination, neglect, 
sexual abuse and exploitative labour (NPA-VAWC, 2016).  
 
Child-headed household: A household with children under the care of an older child. They have no adult 
parent or caretaker. 
 
Children home: An institution recognized and registered by the government to provide homely care, support 
and protection of most vulnerable children. Any premises other than an approves school where five or more 
children being orphans or children whose relatives or guardians are unable or unwilling to care for them are 
received to be cared for and maintained either gratuitously or for payment, for a period of longer than seven 
days by a person who is not a relative or guardian of the children (Children's Homes (Regulations) Act, 1968).  
 
Child labour: Any work that deprives children of their childhood, their potential and their dignity, and that is 
harmful to physical and mental development. It refers to work that is mentally, physically, socially or morally 
dangerous and harmful to children. 
 
Child neglect: Failure of a child’s parent or caregiver to provide necessary care and means of sustenance 
to a child such as food, shelter, clothing, education, and medical care. Or failure to protect such child from 
violence by parent, guardian or child care institution (NPA-VAWC, 2016). 
 
Child protection: Refers to preventing and responding to violence, exploitation, neglect and abuse of 
children and young adolescents. 
 
Child protection team. A team which oversees child and adolescent protection issues at various levels 
which is multi-sectoral and includes members such as social welfare officers, education, health, and judiciary 
and law enforcement officers at national, district, ward and village/mtaa levels.   
 
Child rights: Child rights can be defined as an entitlement which a child requires as a human being. 
 
Child trafficking: Is the recruitment, transportation, transfer, harbouring or receipt of children (by means of 
the threat or use of force or other forms of coercion, of abduction, or fraud, of deception, of the abuse of 
power or of a position of vulnerability or of the giving or receiving of payments or benefits to achieve the 
consent of a person having control over the child) for the purpose of exploitation. It is a violation of their rights, 
their well-being and denies them the opportunity to reach their full potential. Exploitation shall include, at a 
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minimum, all forms of sexual exploitation, forced labour or services, slavery or practices similar to slavery, 
servitude or the removal of organs (International Labour Organization, 2009). 
 
Child with disability: A child with a physical, intellectual, mental or sensory impairment and whose functional 
capacity is limited by encountering attitudinal, environmental and institutional barriers (Persons with 
Disabilities Act, 2010).  
 
Client: Individual who seeks/ needs a certain service. e.g. MVC and adolescents, caregivers 
seeking/supported or referred for a certain service such as counseling and/or testing, legal, health, 
psychosocial, education or any other service. 
 
Community participatory approach: The process of engaging community members in the planning and 
implementation of an activity from inception to completion.  
 
Community service providers: These are individuals or institutions which provide various services to 
community members including MVC and adolescents living with and affected by HIV. They include members 
of committee responsible for MVC, FBOs, NGOs, CBOs, volunteers, community health workers, community 
justice facilitators, CBHS providers, para-social workers, community case workers, child care officers in 
institutions, social welfare officers, health care workers, nutrition officers, education officers, community 
development officers, extension officers and all other stakeholders involved in supporting MVC and 
adolescents living with and affected by HIV (MoHCDGEC, 2017). 
  
Confidentiality: Protection of information on test results and other sensitive issues relating to clients. It 
includes all information received from the client (private information) as a result of professional and private 
interactions. 
 
Consent: Permission by a client or caregiver to undergo a process of counseling, testing and decisions which 
concern their welfare. Consent may also refer to permission granted by the client to disclose test results to 
other people. 
 
Deprivation: This is lack or denial of a basic need or right. Broad categories of deprivation include insufficient 
nutrition, health, protection, education, information, sanitation, water, and housing (NBS and UNICEF, 2016).  
 
Disability: Loss or limitation of opportunities to take part in the normal life of the community on an equal level 
with others due to physical, mental or social factors (Persons with Disabilities Act, 2010). 
 
Discrimination: The act of treating a person differently or making a distinction in favor of/ or against a person 
based on his/her condition such as race, colour, disability, health condition (e.g., HIV status) or other condition 
based on the group, class or category to which that person is perceived to belong rather than individual merit. 
PLHIV have been discriminated due to their HIV status. 
 
Dimensions: Dimensions refer to different aspects of well-being and deprivation, such as nutrition, health, 
protection, education, information, sanitation, water, and housing (NBS and UNICEF, 2016). 
 
Indicator: Is a performance measure which shows variation of activities or progress of intended services 
(MoHCDGEC, 2017). 
 
Early childhood development (ECD): Refers to the physical, cognitive, linguistic, and socio-emotional 
development of a child from the prenatal stage up to age eight. This development happens in a variety of 
settings (homes, schools, health facilities, community-based centers); and involves a wide range of activities 
from child care to nutrition to parent education. Providers of services can include public, private, and non-
governmental agencies. 
 
Extreme poverty: Lack of income necessary to satisfy basic food needs and essential non-food needs – 
such as for clothing, energy and shelter. 
 
Gender-Based Violence (GBV): Refers to any physical, psychological, sexual or economic violence 
perpetuated by a person against another on account of gender. 
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Most vulnerable children (MVC): Children under 18 years of age who are living in high-risk circumstances 
and whose prospects for continued growth and development are seriously impaired. MVC, including those 
living with and affected by HIV are vulnerable to chronic diseases, developmental delays and reduced 
educational opportunities as well as potential abuse, stigma, and discrimination from family members, 
caregivers and community. An extensive elaboration of all categories of MVC is provided in section 3.1.2. 
 
Mtaa: A local government structure within town/urban setting equivalent to a village. 
 
Orphan: A child whose mother or both parents are dead. 
 
Referral: A process by which a service provider recommends a client to seek support and service(s) from 
other available source(s). It is the process of sending a child/adolescent to another service provider for a 
specific service which the sender does not offer. Giving referrals is one of the key responsibilities of members 
of committees responsible for MVC. 

Sex worker: A male or female, who receives money or goods in exchange for sexual intercourse with the 
aim of generating income. 

Stigma: Relates to situation when people have negative beliefs, views or attitudes about individuals that 
belong to a certain group because of attributes such as illness, disability, nationality and religion. In the 
context of PLHIV, stigma leads to discrimination and loss of dignity. This can limit PLHIV’s access to HIV 
services and sometimes leads to loss-to-follow-up. In the context of MVC, stigma may limit child rights and 
hence increase child vulnerability.  

Violence against Children (VAC): Is the intentional use of physical force or power, threatened or actual, 
against a child, by an individual or group that either results in or has a high likelihood of resulting in actual or 
potential harm to the child’s health, survival, development or dignity (NPA-VAWC, 2016). 

Vital registration: These are important identification documents which are given to people as per their nation 
requirements; they include birth, death, marriage and divorce certificates, and national identification cards.  
 
  



59

National Guidelines for Identification of Most Vulnerable Children and Linkage to Care, Support and Protection – April 2017 59 
 

10. REFERENCES 
 

Children's Homes (Regulations) Act. (1968). Children's Homes (Regulations) Act. Dar es Salaam: 
Government of Tanzania. 

Guidelines for Identification of MVC. (2002). Guidelines for Identification of Most Vulnerable Children. Dar 
es Salaam: MoHSW. 

HSHSP IV. (2015). Health Sector HIV and AIDS Strategic Plan. Dar es Salaam: MoHCDGEC. 

International Labour Organization. (2009). Training Manual to Fight Trafficking in Children for Labour, 
Sexual and other Forms of Exploitation. Geneva: International Labour Office, IPEC. 

MEASURE Evaluation. (2017). Estimated Regional and District-level Population of Orphans and Vulnerable 
Children in the United Republic of Tanzania. Dar es Salaam: MEASURE Evaluation. 

MoHCDGEC. (2017). National Essential Services Package for Most Vulnerable Children and Adolescents 
Living with and Affected by HIV. Dar es Salaam: MoHCDGEC. 

MoHCDGEC. (2017). National Integrated Case Management System Framework . Dar es Salaam: 
MoHCDGEC. 

MoHCDGEC, MoH, NBS, OCGS, and ICF. (2016). 2015-16 TDHS-MIS Key Findings. Rockville, Maryland, 
USA: MoHCDGEC, MoH, NBS, OCGS, and ICF. 

National Audit Office. (2013). A Performance Audit Report on the Management of Identification and 
Provision of Services to Most Vulnerable Children in Tanzania. . Dar es Salaam: National Audit 
Office. 

National Bureau of Statistics. (2014). 2012 Population and Housing Census: Basic Demographic and Social 
Economic Profile. Dar es Salaam: National Bureau of Statistics. 

National MVC M&E Plan. (2015). National MVC Monitoring and Evaluation Plan. Dar es Salaam: MoHSW. 

National PMTCT Guidelines. (2013). National Guidelines for Comprehensive Care Services for Prevention 
of Mother to Child Transmission of HIV and Keeping Mothers Alive. Dar es Salaam: MoHSW. 

NBS and UNICEF. (2016). Child Poverty in Tanzania. Dar es Salaam: NBS and UNICEF. 

NCPA II. (2012). National Costed Plan of Action for Most Vulnerable Children. Dar es Salaam: MoHSW. 

NPA-VAWC. (2016). National Plan of Action to End Violence Against Women and Children in Tanzania 
2017-2022. Dar es Salaam: Government of Tanzania. 

Persons with Disabilities Act. (2010). Persons with Disabilities Act, 2010. Dar es Salaam: Government of 
Tanzania. 

The Child Protection Regulations. (2013). The Child Protection Regulations, 2013. Dar es Salaam: 
Government of Tanzania. 

The Law of the Child Act. (2009). The Law of the Child Act, 2009. Dar es Salaam: Government of 
Tanzania. 

UNAIDS. (2014). 90-90-90 An Ambitious Treatment Target to Help End the AIDS Epidemic. Geneva: 
UNAIDS. 

United Nations. (2015). Sustainable Development Goals. Geneva: United Nations. 

VAC Report. (2009). Violence against Children in Tanzania. Dar es Salaam: Government of Tanzania. 



60

National Guidelines for Identification of Most Vulnerable Children and Linkage to Care, Support and Protection – April 2017 59 
 

10. REFERENCES 
 

Children's Homes (Regulations) Act. (1968). Children's Homes (Regulations) Act. Dar es Salaam: 
Government of Tanzania. 

Guidelines for Identification of MVC. (2002). Guidelines for Identification of Most Vulnerable Children. Dar 
es Salaam: MoHSW. 

HSHSP IV. (2015). Health Sector HIV and AIDS Strategic Plan. Dar es Salaam: MoHCDGEC. 

International Labour Organization. (2009). Training Manual to Fight Trafficking in Children for Labour, 
Sexual and other Forms of Exploitation. Geneva: International Labour Office, IPEC. 

MEASURE Evaluation. (2017). Estimated Regional and District-level Population of Orphans and Vulnerable 
Children in the United Republic of Tanzania. Dar es Salaam: MEASURE Evaluation. 

MoHCDGEC. (2017). National Essential Services Package for Most Vulnerable Children and Adolescents 
Living with and Affected by HIV. Dar es Salaam: MoHCDGEC. 

MoHCDGEC. (2017). National Integrated Case Management System Framework . Dar es Salaam: 
MoHCDGEC. 

MoHCDGEC, MoH, NBS, OCGS, and ICF. (2016). 2015-16 TDHS-MIS Key Findings. Rockville, Maryland, 
USA: MoHCDGEC, MoH, NBS, OCGS, and ICF. 

National Audit Office. (2013). A Performance Audit Report on the Management of Identification and 
Provision of Services to Most Vulnerable Children in Tanzania. . Dar es Salaam: National Audit 
Office. 

National Bureau of Statistics. (2014). 2012 Population and Housing Census: Basic Demographic and Social 
Economic Profile. Dar es Salaam: National Bureau of Statistics. 

National MVC M&E Plan. (2015). National MVC Monitoring and Evaluation Plan. Dar es Salaam: MoHSW. 

National PMTCT Guidelines. (2013). National Guidelines for Comprehensive Care Services for Prevention 
of Mother to Child Transmission of HIV and Keeping Mothers Alive. Dar es Salaam: MoHSW. 

NBS and UNICEF. (2016). Child Poverty in Tanzania. Dar es Salaam: NBS and UNICEF. 

NCPA II. (2012). National Costed Plan of Action for Most Vulnerable Children. Dar es Salaam: MoHSW. 

NPA-VAWC. (2016). National Plan of Action to End Violence Against Women and Children in Tanzania 
2017-2022. Dar es Salaam: Government of Tanzania. 

Persons with Disabilities Act. (2010). Persons with Disabilities Act, 2010. Dar es Salaam: Government of 
Tanzania. 

The Child Protection Regulations. (2013). The Child Protection Regulations, 2013. Dar es Salaam: 
Government of Tanzania. 

The Law of the Child Act. (2009). The Law of the Child Act, 2009. Dar es Salaam: Government of 
Tanzania. 

UNAIDS. (2014). 90-90-90 An Ambitious Treatment Target to Help End the AIDS Epidemic. Geneva: 
UNAIDS. 

United Nations. (2015). Sustainable Development Goals. Geneva: United Nations. 

VAC Report. (2009). Violence against Children in Tanzania. Dar es Salaam: Government of Tanzania. 

National Guidelines for Identification of Most Vulnerable Children and Linkage to Care, Support and Protection – April 2017 60 
 

World Education Inc./Bantwana. (2016). Case Management Handbook for Para Social Workers and Other 
Community Workers. . Arusha, Tanzania: World Education Inc./Bantwana. 

 

 

 



National Guidelines for Identification of Most Vulnerable Children and Linkage to Care, Support and Protection – April 2017 60 
 

World Education Inc./Bantwana. (2016). Case Management Handbook for Para Social Workers and Other 
Community Workers. . Arusha, Tanzania: World Education Inc./Bantwana. 

 

 

 




