



PEPFAR-FUNDED PROGRAM INDICATORS

VMMC Indicator (1): Number Performed
	Indicator:

Required
	Number of males circumcised as part of the minimum package of MC for HIV prevention services within the reporting period 

	Type of Indicator:
	Direct

	Numerator:


	Number of males circumcised as part of the minimum package of MC for HIV prevention services per national standards and in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1 within the reporting period and disaggregated by age (required and recommended), HIV status (recommended), and services delivery location setting (recommended).

	Denominator:


	N/A

	Disaggregation:


	REQUIRED
Required for in country partner level tracking
<1
Required for in country partner level tracking
1-9
Required for in country partner level tracking
10-14
Required for in country partner level tracking
15-19
Required for in country partner level tracking
20-24
Required for in country partner level tracking
25-49
Required for in country partner level tracking
50+
RECOMMENDED

Recommended for in country partner level tracking

HIV positive by test(s) on site

HIV negative by test(s) on site

HIV indeterminate result by test(s) on site

Documented HIV positive result from other HTC provider
Documented HIV negative result from other HTC provider
Unknown HIV status/refused HIV test 

Self-reported HIV negative and declined re-test (HIV status not verifiable)
Self-reported HIV positive and declined re-test (HIV status not verifiable)
RECOMMENDED

Recommended for in country partner level tracking

Fixed/permanent location

Temporary (including mobile) location



	Purpose:
	Three randomized controlled clinical trials in sub-Saharan Africa demonstrated a 60% reduction in risk of female-to-male HIV transmission among men randomized to receive circumcision (compared to uncircumcised controls).2,3,4  This evidence is supported by long-standing ecologic and observational data.  Elective surgical male circumcision confers a partially protective effect against HIV acquisition for HIV-negative men at risk for acquiring HIV from HIV-positive female sexual partners, and may be particularly beneficial in populations where HIV prevalence is high and male circumcision prevalence is low.  For maximal population impact, uptake of male circumcision should be as high and as rapid as safely possible and aligned with national policy.  The total number of males circumcised indicates either change in the supply of or demand for MC services.  Additionally, disaggregated information may be useful to evaluate whether prioritized services have been successful, set targets have been achieved, and modeling inputs should be adjusted.         



	Applicability:
	All countries with PEPFAR-funded partners providing the MC minimum package of services should report on this indicator.

	Data collection frequency:
	Data should be collected continuously at the program/site level. Data should be aggregated in time for PEPFAR reporting cycles. In addition, USG country teams may request periodic aggregation, i.e. monthly or quarterly, for the purposes of program management and review.



	Measurement tool:
	MC Registry or client medical records maintained by each program/site

	Method of measurement:  
	The sum of clients documented as having received MC within the reporting period in MC Registries or clients’ medical records maintained by programs.

Explanation:  Males who are provided the minimum package of male circumcision for HIV prevention services in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1 and per national standards by funded programs/sites in the reporting period meet the definition for the numerator.

PEPFAR does not provide funding to perform male circumcision under general anesthesia, and cases of MC under general anesthesia should not be paid for by PEPFAR and should not be counted in the indicator.  Children may receive PEPFAR-funded MC as long as the procedure is performed using local anesthesia and in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia.1  MC using local anesthesia should be deferred if the maturity level of the child precludes use of local anesthesia.

Programs should focus on compiling data for the numerator from MC Registers or client medical records maintained by funded programs/sites.  A program site is a fixed or mobile facility that is able to provide all components of the minimum package of MC for HIV prevention services.  The MC minimum package of services must include elective surgical male circumcision using local anesthesia provided after education and consent and delivered in the context of comprehensive HIV prevention messages/services that include: on-site pre-operative HIV counseling and testing (offer of); active exclusion of symptomatic STIs and syndromic treatment when indicated; post-operative wound care and abstinence instructions; age-appropriate counseling on risk reduction, reducing number and concurrency of sexual partners, and delaying/abstaining from sex; and provision and promotion of correct and consistent use of male and/or female condoms. 

It is anticipated that some programs may establish formal referral relationships with voluntary counseling and testing (VCT) services to provide the HIV testing components of the MC minimum package of services.  In these cases, a repeat HIV test ‘on-site’ may not be necessary, if the MC program and VCT service have agreed upon what constitutes ‘certifiable results.’  Though it is not possible to mandate a specific length of time before the MC surgery that an HIV test must have been done, it is suggested that the HIV test be done within the prior 3 months.  Clients who present without a ‘certifiable result’ and wishing to defer HIV testing are should be encouraged to re-test for HIV at the MC site.  Those who decline re-testing and insist on self-reporting should have their information recorded in the appropriate ‘HIV status not verifiable’ disaggregation category; however, self-reported results equate to an unknown HIV status. 
Clients circumcised in a fixed/permanent location, such as a hospital or clinic, should be counted in the ‘fixed/permanent location’ recommended disaggregation category.  Those circumcised in a school, tent, mobile facility, or in any location intended for use as another purpose but temporarily established for MC, should be counted in the ‘temporary (including mobile) location’ recommended disaggregation category..


	Interpretation:
	Programs are required to report on the actual number of males circumcised in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1 so that the overall uptake and delivery of the PEPFAR-funded MC minimum services package in the country can be monitored, outcomes evaluated, and impact of MC on HIV incidence at a population level can be modeled.  Comparing current and previous values may indicate newly implemented service delivery or changes in supply or demand volume.  When the number of male circumcisions is disaggregated by age and HIV status, it will be possible to adjust inputs used in models to determine impact of male circumcision programs on HIV incidence.  Disaggregation by age may be particularly helpful is determining whether age-specific communication strategies are working to create demand.  Disaggregation by service delivery location/setting may allow for evaluation of resource allocations. Non-PEPFAR funded providers also performing MCs within the reporting period will not be captured by this indicator, and any broader evaluations of population-level uptake will need to be interpreted accordingly.


VMMC Indicator(2): Adverse Events 
	Indicator:

REQUIRED
	Number of circumcised clients experiencing at least one moderate or severe adverse event (AE) during or following surgery, within the reporting period

	Type of Indicator:
	Direct

	Numerator:


	Number of clients circumcised that experience (reporting back to the respective circumcising program) one or more moderate or severe AE(s) during the reporting period, according to the date of MC surgery, and disaggregated by severity (moderate and/or severe), timing of AE(s), and specific AE(s)

	Denominator:


	N/A

	Disaggregation:


	RECOMMENDED

Recommended for
Severe AE(s) (number of clients with at least one (or more) severe AE(s) reported)
Recommended for
Moderate AE(s) (number of clients with at least one (or more) moderate AE(s) reported, no AE(s) qualify as severe)
Recommended for
First AE(s) onset day 0, intra-operative/prior to discharge from the facility
Recommended for

First AE(s) onset day 0, following discharge from the facility  
Recommended for

First AE(s) onset post-operative days 1-6
Recommended for

First AE(s) onset post-operative day > 7
Recommended for
Moderate/Severe anesthesia reaction

Recommended for

Moderate/Severe bleeding

Recommended for
Moderate/Severe infection

Recommended for
Moderate/Severe pain

Recommended for
Moderate/Severe wound disruption

Recommended for
Moderate/Severe sexual dysfunction/undesirable sensory change

Recommended for
Moderate/Severe scarring/disfigurement/poor cosmetic result; excess skin removal; injury to glans/shaft of penis
Recommended for

Occupational exposure to blood/body fluids
Recommended for

Moderate/Severe other AE(s): excess swelling of penis/scrotum (including hematoma); difficulty urinating; other


	Purpose:
	3 randomized controlled clinical trials in sub-Saharan Africa demonstrated a 60% reduction in risk of female-to-male HIV transmission among men randomized to receive circumcision (compared to uncircumcised controls).  This evidence is supported by long-standing ecologic and observational data.  Elective surgical male circumcision confers a partially protective effect against HIV acquisition for HIV-negative men at risk for acquiring HIV from HIV-infected female sexual partners, and may be particularly beneficial in generalized HIV epidemics and where HIV prevalence is high and male circumcision prevalence is low.  Like all surgeries, male circumcision is not without risk, and the performance and reporting of safe MC services depends in part upon skill and quality of surgery, effectiveness of post-operative instructions, willingness or ability of the patient to follow post-operative instructions, suitability of the surgical candidate, level of CD4 count if HIV-positive, and the judgment of the healthcare personnel assessing AEs.  Intra- and post-operative complications must be monitored to ensure maximization of the provision of safe, quality MC services, and in turn engender trust in communities and foster high demand for MC services.         



	Applicability:
	All countries with PEPFAR-funded partners providing the MC minimum package of services should report on this indicator.

	Data collection frequency:
	Data should be collected continuously at the program/site level. Data should be aggregated in time for PEPFAR reporting cycles. In addition, USG country teams may request periodic aggregation, i.e. monthly or quarterly, for the purposes of program management and review.

	Measurement tool:
	MC Register, Adverse Event Register, or client medical records maintained by each service provider

	Method of measurement:  
	Sum of clients experiencing moderate and severe adverse events documented in Adverse Event Monitoring Logs or client medical records maintained by programs.

Explanation:  Clients who have documentation in the facility record that they experienced one or more moderate or severe AEs (AEs would necessarily have to be reported back to the respective circumcising program) during or following MC surgery meet the definition for the numerator.  It is the date of surgery, not the date of AE(s), that must fall within the reporting period.  For instance, if the reporting period is October 1, 2009, through December 31, 2009, and a client was circumcised December 29, 2009 and had a moderate adverse event on January 2, 2010, then this client would meet the definition and be included in the numerator (since his surgery was performed within the reporting period, even though his adverse event occurred after the reporting period).  Adverse events must be documented in a client’s clinic record or registry by the facility that performed the surgery.  For this reason, it is anticipated that the indicator reporting may reflect fewer adverse events than actually occurred (as clients experiencing AE(s) may not return to the facility at all, seek care for AE(s) elsewhere, or the facility may fail to document occurrence of the AE(s) in the appropriate record).  For reporting purposes, AEs include MC cases involving an occupational exposure to blood/body fluids.  Occupational exposure to blood/body fluids (splash, sharps injuries) are based upon guidelines set forth in the WHO/ILO Post-exposure Prophylaxis to Prevent HIV Infection (http://www.who.int/hiv/pub/guidelines/PEP/en/index.html)

For the specific moderate/severe AEs listed in the disaggregation above, the following guidance for distinguishing between moderate and severe is offered.  Routine reporting of moderate and severe AEs is all that is recommended.  AEs of seriousness less than moderate should not be reported.

Anesthesia reaction:

Moderate:  Reaction to anesthetic requiring medical treatment on site, but not transfer to another facility (Palpitations, vaso-vagal reactions, or emesis would not qualify as moderate AE(s) unless such reaction(s) were so serious as to require medical treatment).

Severe: Anaphylaxis or other reaction requiring hospitalization or referral/transfer to another facility

Bleeding:

Moderate:  Intra-operative bleeding that requires a pressure dressing to control; or post-operative bleeding that requires a special return to the clinic for medical attention (Intra-operative bleeding that is easily controlled or post-operative spotting of the bandage with blood would not qualify as a moderate AE).

Severe:  Intra-operative bleeding requiring blood transfusion, transfer to another facility, or hospitalization; or post-operative bleeding that requires surgical re-exploration, hospitalization, or transfer to another facility.

Infection:

Moderate:  Purulent discharge from the wound (Erythema around the incision line, by itself, would not be serious enough to qualify as a moderate AE)
Severe:  Cellulitis or wound necrosis

Pain (intra- and post-operative):

Moderate:  Pain serious enough to result in disability (as evidenced by loss of work or cancellation of normal activities) that lasting for at least 4 days after surgery but not more than 7 days 

Severe:  Pain serious enough to result in disability (as evidenced by loss of work or cancellation of normal activities) lasting for at least 8 days after surgery.  Pain that is so extraordinary as to result in early termination of surgery or administration of general anesthesia (where possible) would also be considered a severe pain AE.

Wound disruption:

Moderate:  Surgical re-exploration is required, but hospitalization or referral to another facility is not necessary (Re-suturing, by itself, would not be considered serious enough to qualify as a moderate wound disruption AE) 

Severe:  Referral/transfer to another facility or hospitalization is required.   

Sexual dysfunction/undesirable sensory changes:

Moderate:  Post-operative changes that impair or preclude sexual function for between 3 and 6 months after the date of surgery (sexual dysfunction for a shorter period would not qualify as a moderate AE) 

Severe:  Post-operative changes that impair or preclude sexual function for greater than 6 months after the date of surgery

Scarring/disfigurement/poor cosmetic result; excess skin removal; injury to glans:

Scarring/disfigurement/poor cosmetic result Moderate:  Scarring/disfigurement is discernible but re-operation not required (absence of discernible scarring/disfigurement, despite a client’s complaint about the surgical outcome, would not be considered a moderate AE).

Excess skin removal Moderate:  Tightening of the skin is discernible but re-operation not required (absence of discernible tightening of skin, despite a client’s complaint about the surgical outcome, would not be considered a moderate AE).

Injury to glans/shaft Moderate:  Abrasion of the glans or shaft requiring pressure dressing or additional surgical intervention to stop bleeding 

Scarring/disfigurement/poor cosmetic result Severe:  Requires re-operation or referral/transfer to another facility

Excess skin removal Severe:  Requires re-operation or referral/transfer to another facility

Injury to glans/shaft Severe:   Severing of the glans or shaft

occupational exposure:

Moderate:  All occupational exposures are moderate (none are mild or severe)

OTHER:  Excess swelling of penis/scrotum (including hematoma); difficulty urinating; other:

Excess swelling of penis/scrotum (including hematoma) Moderate:  Symptoms /signs so extraordinary as to cause disability (as evidenced by loss of work or cancellation of normal activities) lasting for at least 4 days after surgery but not more than 7 days. 

Difficulty urinating Moderate:  Partial obstruction requiring a special return to the clinic but no additional treatment (transient difficulty urinating that resolves on its own would not be considered a moderate AE).

Other Moderate:  Other adverse events related to the surgery that result in disability (as evidenced by loss of work or cancellation of normal activities) lasting for at least 4 days after surgery but not more than 7 days .

Excess swelling of penis/scrotum (including hematoma) Severe:  Surgical re-exploration required or symptoms /signs so extraordinary as to cause disability (as evidenced by loss of work or cancellation of normal activities) lasting for at least 8 days after surgery

Difficulty urinating Severe:  Complete obstruction and/or requires referral for treatment or surgery to correct.    

Other Severe:  Other AE(s) related to the surgery that result in disability (as evidenced by loss of work or cancellation of normal activities) lasting  for at least 8 days after surgery, or result in hospitalization or referral/transfer to another facility.
It is anticipated that some programs may establish formal referral relationships with voluntary counseling and testing (VCT) services to provide the HIV testing components of the MC minimum package of services.  In these cases, a repeat HIV test ‘on-site’ may not be necessary, if the MC program and VCT service have agreed upon what constitutes ‘certifiable results.’  Though it is not possible to mandate a specific length of time before the MC surgery that an HIV test must have been done, it is suggested that the HIV test be done within the prior 3 months.  Clients who present without a ‘certifiable result’ and wishing to defer HIV testing are not able to self-report their result.  Such clients should be counted in the ‘unknown/refused HIV test’ recommended disaggregation category.  

Clients circumcised in a fixed/permanent location, such as a hospital or clinic, should be counted in the ‘fixed/permanent location’ recommended disaggregation category.  Those circumcised in a school, tent, mobile facility, or in any location intended for use as another purpose but temporarily established for MC, should be counted in the ‘temporary (including mobile) location’ recommended disaggregation category.


	Interpretation:
	Programs are recommended to report the number clients experiencing  moderate or severe adverse events to allow for monitoring of safe, quality service provision.  Frequency, and frequency of severity, of AEs above ‘an acceptable level’ is an indication of the need for investigation into causes and possible interventions. Further, disaggregation by timing of adverse event may inform planning of post-operative care considerations, particularly from mobile/remote services that may have limited availability following surgery.  Disaggregation by specific type of AE may help determine the need for additional training to prevent or manage certain complications.


VMMC Indicator (3): Facilities/Sites
	Indicator:

Recommended
	Number of locations providing MC surgery as part of the minimum package of MC for HIV prevention services within the reporting period 

	Type of Indicator:
	Direct

	Numerator:


	Number of separate locations providing MC surgery as part of the minimum package of MC for HIV prevention services per national standards and in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1 within the reporting period and disaggregated by  services delivery location setting (recommended).

	Denominator:


	N/A

	Disaggregation:


	RECOMMENDED

Recommended for in country partner level tracking

Fixed/permanent location(s)

Temporary (including mobile) location(s)



	Purpose:
	Three randomized controlled clinical trials in sub-Saharan Africa demonstrated a 60% reduction in risk of female-to-male HIV transmission among men randomized to receive circumcision (compared to uncircumcised controls).2,3,4  This evidence is supported by long-standing ecologic and observational data.  Elective surgical male circumcision confers a partially protective effect against HIV acquisition for HIV-negative men at risk for acquiring HIV from HIV-positive female sexual partners, and may be particularly beneficial in populations where HIV prevalence is high and male circumcision prevalence is low.  Sufficient number and strategic placement of locations are necessary in order to meet demand with supply of human and material resources.  The number and type of location setting will be monitored to ensure adequacy and efficiency of resource allocation, and in turn provide the highest level of service as safely possible.  

	Applicability:
	All countries with PEPFAR-funded partners providing the MC minimum package of services should report on this indicator.

	Data collection frequency:
	Data should be collected continuously at the program/site level. Data should be aggregated in time for PEPFAR reporting cycles. In addition, USG country teams may request periodic aggregation, i.e. monthly or quarterly, for the purposes of program management and review.



	Measurement tool:
	Program administrative records

	Method of measurement:  
	The sum of separate locations providing MC surgery as part of the minimum package of MC for HIV prevention services within the reporting period.

Explanation:  A location that provides MC surgery as part of the minimum package of MC for HIV prevention services in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1 and per national standards by funded programs/sites in the reporting period meets the definition for the numerator.

Static structures (constructed foundation, walls, roof) used to provide medical care services, such hospitals or clinics, should be counted in the ‘fixed/permanent location’ recommended disaggregation category.  Non-permanent structures (such as tents or temporary facilities), mobile services units, and structures typically used for non-medical purposes (such as schools, churches, etc.) should be counted in the ‘temporary (including mobile) location’ recommended disaggregation category.


	Interpretation:
	Programs are recommended to report on the number of locations providing MC surgery as part of the minimum package of MC for HIV prevention services umber of males circumcised in accordance with the WHO/UNAIDS/Jhpiego Manual for Male Circumcision Under Local Anesthesia1 so that the total number of locations and location settings can be monitored and evaluated.  Comparing current and previous values may indicate newly opened or closed locations in response to changes in demand, or need for opening of new or closing or moderating of existing locations (when compared with levels of services provision).  When disaggregated by location setting, resource allocation may be guided to areas underserved areas.  In addition, if service location data is mapped, geographic coverage may be evaluated.  


VMMC Indicator (4): Follow-up Rates
	Indicator:

Recommended
	Number of males circumcised within the reporting period who return at least once for post-operative follow-up care (routine or emergent) within 14 days of surgery

	Type of Indicator:
	Direct

	Numerator:


	Number of clients circumcised within the reporting period who return to the MC surgery location (or designated alternate location) at least once for post-operative follow-up care within 14 (?) days of surgery 

	Denominator:


	N/A

	Disaggregation:


	None



	Purpose:
	Three randomized controlled clinical trials in sub-Saharan Africa demonstrated a 60% reduction in risk of female-to-male HIV transmission among men randomized to receive circumcision (compared to uncircumcised controls).2,3,4  This evidence is supported by long-standing ecologic and observational data.  Elective surgical male circumcision confers a partially protective effect against HIV acquisition for HIV-negative men at risk for acquiring HIV from HIV-positive female sexual partners, and may be particularly beneficial in populations where HIV prevalence is high and male circumcision prevalence is low.  After MC surgery, follow-up care is important for assessment of potential surgical complications and reinforcement of HIV prevention counseling messages (abstinence during wound healing and lifelong sexual risk reduction strategies).  Follow-up rates will be monitored to ensure sufficient number of clients are returning to MC locations for assessment, care, and counseling.    

	Applicability:
	All countries with PEPFAR-funded partners providing the MC minimum package of services should report on this indicator.

	Data collection frequency:
	Data should be collected continuously at the program/site level. Data should be aggregated in time for PEPFAR reporting cycles. In addition, USG country teams may request periodic aggregation, i.e. monthly or quarterly, for the purposes of program management and review.

	Measurement tool:
	MC Register or client medical records maintained by each service provider

	Method of measurement:  
	The sum of clients returning to the MC surgery location for post-operative follow-up care within the reporting period (by date of surgery).  

Explanation:  Clients who have documentation in the facility record that they returned to the location (or designated alternate location) at least once for post-operative care within 14 (?) days of surgery meet the definition for the numerator.  Follow-up care may be either routine or emergent.  It is the date of surgery, not the date of follow-up care, that must fall within the reporting period.  For instance, if the reporting period is October 1, 2009, through December 31, 2009, and a client was circumcised December 29, 2009 and returned to the location for follow-up on January 2, 2010, then this client would meet the definition and be included in the numerator (since his surgery was performed within the reporting period, even though his follow-up occurred after the reporting period).  Follow-up must be documented in a client’s clinic record or registry by the facility that performed the surgery.  For this reason, it is anticipated that the indicator reporting may reflect a lower rate of post-operative care than actually occurred (as clients may seek follow-up care elsewhere).  


	Interpretation:
	Programs are recommended to report on the number of clients returning to the location of MC surgery for post-operative care so that follow-up rates can be monitored and evaluated.  Low follow-up rates may indicate a problem with education and counseling on the need for post-operative care and/or barriers to accessing post-operative care.  Follow-up rates may also help interpret adverse event data which are collected at the time of follow-up.  If both rates of follow-up and adverse events are low, for example, the true adverse event rates may be either higher or lower than reflected by the data.  Clients lost to follow-up not only fail to receive clinical assessment, they also fail to receive reinforcement of counseling and risk reduction messages.  


VMMC Indicator (5): Training

	Indicator:

Required
	Number of healthcare workers who successfully completed an in-service training program

	Type of Indicator:
	Direct

	Numerator:


	The number of health care workers who successfully completed an in-service training program

	Denominator:


	N/A

	Disaggregation:


	REQUIRED

Number completeing VMMC training


	Purpose:
	It is widely acknowledged that the lack of trained health workers is a major barrier to scaling up HIV/AIDS services. The lack of a sufficient workforce in the PEPFAR countries presents a serious challenge not only to HIV/AIDS programs but to every area of health.
 
The data will tell us the number of health care workers who are available to support the mitigation of the HIV/AIDS epidemic each year as a result of full or partial PEPFAR support.
This indicator will not be collected at OGAC by cadre of health care worker; however, if the data are available by cadre in country and reviewed along with survey or other human resources data, country teams could gain some understanding about whether the participants completing in-service training programs represent the correct ratio of health care worker cadres and whether the ‘mix’ of health care workers is the correct ‘mix’ to meet the human resource demands of the health system, according to each country’s epidemiological profile and other factors.  Based on this data, countries can determine how to prioritize investments in the education and on-going training of health care workers to maximize workforce expansion and capacity building within the cadres of professionals that are most needed.

	Applicability:
	All countries with PEPFAR-funded partners with a focus on expanding the quality and capacity of the workforce through the provision of in-service training should report on this indicator.

	Data collection frequency:
	Data should be collected continuously from training facilities and aggregated in time for PEPFAR reporting cycles. In addition, USG country teams are encouraged to request periodic aggregation from partners, i.e. quarterly, for the purposes of program management and review.

	Measurement tool:
	Program reports, Human Resource Information Systems, educational institutions, professional associations, Ministry of Education, Labor or Health.  Note:  these data were collected under PEPFAR I, however, it was done so by program area.  Now, it will all be collected under one indicator, but will be disaggregated by program area, so that no new data forms need to be developed. 

	Method of measurement:  
	The number is the sum of health care workers who successfully completed an in-service training program within the reporting period with full or partial PEPFAR support. Individuals will not count as having successfully completed their training unless they meet the minimum requirements as defined by international or national standards. In the absence of international or national standards, the minimum requirement will be determined by the PEPFAR country team.
 
Explanation: 
Training is a learning activity taking place in in-country, a third country, or in the U.S. in a setting predominantly intended for teaching or facilitating the development of certain knowledge, skills or attitudes of the participants with formally designated instructors or lead persons, learning objectives, and outcomes, conducted full-time or intermittently.
 
Training refers to training or retraining of individuals and must follow a curriculum with stated (documented) objectives and/or expected competencies. Training may include traditional, class-room type approaches to training as well as on the job or “hands-on” training such as clinical mentoring or structured supervision so long as the following three criteria are met:
 
1) Training objectives are clearly defined and documented
2) Participation in training is documented (e.g. through sign-in sheets or some other type of auditable training)
3) The program clearly defines what it means to complete training (e.g. attend at least four days of a five-day workshop, achieve stated key competencies, score XX% on post-test exam, etc.)
 
The unit of measure is the number of persons trained or retrained. A person is counted as having been trained if he or she participates in a workshop or course, sponsored with USG support (in whole or in part), with a specific training subject, area, theme or topic. Some examples of training domains are: (1) Delivering home-based care to HIV infected persons; (2) New methods for ensuring financial accountability; (3) Treatment of resistant HIV Infection; (4) Provincial M&E training. If a person attended all four of the above courses, for example, that person should be counted four times. If a person repeats the same training course, he/she should not be counted twice. Please count the staff/volunteers of your organization who were trained, as well as any additional individuals (e.g. from a different organization) that you may have trained in a USG-supported training course that your organization implemented. Only participants who complete the full training course should be counted.
 
An individual should only be counted once they have completed the training. Individuals that are mid-way through a training course should be counted in the next reporting period. Individuals attending more than one training in a particular program area during a reporting period should only be counted once. Individuals participating in training that covers more than one program area may be counted in each of the respective areas.
 
If two partners are providing different aspects of training to the same individuals in the same program area (e.g. one partner provides classroom training, another provides clinical mentoring), each partner should report the number of persons uniquely trained by their respective organization, but should note which partner is providing the complementary training role and estimate the number of persons counted by both partners.
 
In the specific case where USG-supported partners conduct training events that include the staff of sub-grantees, then the prime partner should report all the persons trained, in order to avoid double counting.
 
 In-service training programs are for practicing providers to refresh skills and knowledge or add new material and examples of best practices needed to fulfill their current job responsibilities.  In-service training may update existing knowledge and skills, or add new ones.  Care should be taken to base trainee selection on content and skill needs.  It requires a shorter, more focused period of time than pre-service education, and is often more “hands-on.”  It can be a workplace activity (led by staff, peers or guest lecturers) or an external event. 
 
In-service training can occur through structured learning and follow-up activities, or through less structured means, to solve problems or fill identified performance gaps.  In-service training can consist of short non-degree technical courses in academic or in other settings, non-academic seminars, workshops, on-the-job learning experiences, observational study tours, or distance learning exercises or interventions.
 
An in-service training program must meet national or international standards and have specific learning objectives, a course curriculum, expected knowledge, skills, and competencies to be gained by participants, as well as documented minimum requirements for course completion.  The duration and intensity of training will vary by cadre; however, all training programs should have at a minimum the criteria listed above. 
 
This indicator is distinct and separate from the indicator for pre-service training and education – a health care worker may be counted under both indicators ONLY if that worker has completed pre-service training and education distinct and separate from their in-service training in the same reporting period.
 
Types of In-service Training:  
1. Continuing education: Education/training offered to current providers to either update or add new knowledge and skills.  While in-service training is often limited to practitioners in the public sector and/or managed by the Ministry of Health (or similar entity), continuing education is often used to describe education/training that is provided by other sources, such as professional associations, that reaches private sector practitioners and which can be linked to re- licensure and/or certification. 

2. On-the-job training:  Instruction in a specific task or skill is provided via mentoring by a practitioner using explanations, demonstration, practice and feedback.  On-the-job training may be combined with academic or technical training to provide a practical experience component. 

3. Computer based training: An interactive learning experience in which the computer provides most of the stimuli, the learner responds, and the computer analyzes the responses and provides feedback to the learner. Components most often consist of drill-and practice, tutorial, or simulation activities offered alone or as supplements to traditional instruction.  CBT is sometimes also used as a component of a pre-service education course. 

4. Distance learning: Distance learning is characterized by a geographic separation of instructor and learner where learners work on their own.  It uses a range of mechanisms such as self-guided lesson plans, mailings, radio, and computer based activities.  Usually it is tied to an educational facility and uses sequential instructional material that is corrected by the instructor.  Regardless of methodologies chosen, it requires motivation on the part of the learner and regular feedback on the part of the learning institution. It can also be used for pre-service education.
Explanation of Subsets:
MALE CIRCUMCISION TRAINING: Persons who receive in-service training in one or more of the following functions in the delivery of MC for HIV prevention services should be counted in this sub-set:  1) MC provider/surgeon (persons who surgically remove the foreskin, regardless of whether they are a physician, nurse, clinical officer, etc.); 2) surgical assistant; 3) counselor (persons who provide education and counseling of clients on MC); and/or 4) ancillary staff (persons who perform sterilization and preparation of surgical instruments/equipment).  Training may be for infant or adolescent/adult MC surgical methods.  Persons who receive training to perform multiple functions (i.e., as both counselor and surgical assistant), and persons trained in multiple methods (infant and adolescent/adult methods) should only be counted once.
Programs should focus on compiling data on male circumcision training from Training Registers maintained by funded programs.  MC for HIV prevention services in adolescents/adults is comprised of a minimum package of components that includes elective surgical male circumcision using local anesthesia provided after education and consent and delivered in the context of comprehensive pre-operative HIV counseling and testing (offer of), pre-operative STI assessment (and treatment when indicated), post-operative HIV risk reduction counseling and abstinence/healing instructions, and provision of condoms.
Definition of PEPFAR support: PEPFAR support includes funding for full or partial support of an in-service training activity, including course development, training materials, trainer salaries, training site rental or renovation, participant per diem and travel costs. 
 
When unclear about the level of PEPFAR support, refer to the principles of the Direct definition. You will need to apply these principles to what you are counting.


	Interpretation:
	This indicator does not measure the quality of the training, nor does it measure the outcomes of the training in terms of the competencies of individuals trained, nor their job performance.  This indicator does not measure the placement or retention in the health workforce of trained individuals.
 
Although training is an essential component of human resources for health, programs should plan it in the context of effective human resources management and an overall HRH strategy.


NATIONAL-LEVEL INDICATORS (Not for partner-level reporting)
VMMC Indicator (6): Number Performed

	Indicator:

Required
	Number of males circumcised per national standards within the reporting period (regardless of funding source)


VMMC Indicator (7): Percentage Circumcised
	Indicator:

Required
	Percentage of males in the population circumcised



