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Summary of indicators

The indicators described in this guide are based on the Male Circumcision Action Framework. The

priority indicators for adoption are the seven purpose and key objective indicators listed below.

A further 12 indicators are recommended as component objective indicators for adaptation to

country-specific activities. The achievement of the component objectives supports the achievement

of the key objectives which, in turn, support the achievement of the purpose objectives.

Table 1. Summary of indicators

. Reporting
Number Label Indicator frequency Data source
Population-
Proportion Proportion of males based survey
. . . ; Every 3-5 or other
P1 of males circumcised in the intended .
. ! ; years representative
circumcised population
survey, e.g.
DHS
Number Number of male circumcisions
P2 of male performed according to Annuall Health-facility-
circumcisions national standards during the y based
performed reporting period

K1

Presentation
for surgery

Number of males registered
to receive male circumcision
services

Health-facility-

Annually based

Component objective 1 (C1): Increase demand for male circumcision services in an intended
population
Correct Percentage of population Eopulahon-
. ased survey
knowledge aged 15-49 years with Every 3-5
C1.1 : or other
of protective correct knowledge of male years .
) .. . representative
effect circumcision for HIV prevention
survey
Percentage of uncircumcised
males (or parents of) with Population-
. . a stated intention to be based survey
Circumcision . . Every 3-5
Cl.2 . . circumcised (have next-born or or other
intention - . . years .
teenage sons circumcised) in representative
the next 12 months (or at birth) survey

in the intended population

Component objective 2 (C2): Increase the supportive civil society, policy and legislative environment

for male circumcision activities (also supports key objective 2)

. Percentage of leaders with
Leadership .
c21 correct knowledge of male Annually Special survey
knowledge . - .
circumcision for HIV prevention
c22 Government Degree_of s_upportwe policy Annually Special survey
support and legislative environment




Number

Label

Indicator

Reporting

Data source

c2.3

K2

Component

C31

Civil society
support

Male
circumcision
service supply

Degree of civil society
participation

Number of institutions
delivering male circumcision
services

frequency

Annually

Every 2
years

Special survey

Health facility
survey

objective 3 (C3): Increase the capacity of health-care providers and institutions to

provide male circumcision serv

Supply stock-
outs

ices to an intended population

Percentage of facilities (distinct
locations) that have the
necessary medicines, supplies
and equipment for providing
safe male circumcision services
of high quality

Annually

Health-facility-
based records
or survey

C3.2

Competent
provider supply

Number and percentage of
persons who performed at
least one male circumcision
surgery in the past 12 months
and who had received male-
circumcision-specific training or
who were deemed competent
to provide surgery to a national
standard

Annually

Health-facility-
based records
or survey

C3.3

Unmet demand

The difference between the
number of individuals in the
targeted population with an
intention to be circumcised

in the next 12 months (C1.2)
and the projected capacity of
all providers to perform male
circumcisions in the intended
population over the following
12 months

Annually

Indicator C1.2
and health-
facility survey

Component objective 4 (C4): Support the delivery of the minimum package of safe male

circumcision services (also supports key objective 3)

Male

Number and percentage of
circumcised males experiencing
at least one moderate or

Health-facility-

circumcision services tested for
HIV on site

C4.1 circumcision . Annually
. severe adverse event during or based records
service safety . )
following surgery, during the
reporting period
e Db o pereneee
C4.2 HIV testing P 9 Annually based records

or survey
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Number

C4.3

Label

Counselling/

Indicator

Percentage of males
circumcised who received at
least one age-appropriate risk
reduction / abstinence-during-
wound-healing counselling

Reporting

frequency

Annually

Data source

Health-facility-
based records

during the reporting period
(date of surgery)

The change in the percentage

condoms . . .
session, according to national or survey
standards, and who received
condoms, during the reporting
period
Percentage of males
circumcised who received at s
. ) Health facility
Post-operative | least one postoperative follow-
C4.4 - . Annually records or
follow-up up visit (routine or emergency), survey

healing

healing (6 weeks or certified
wound healing)

Number of of men who had more than one | Every 2 .
K3.1 . Special survey
sexual partners | sexual partner in the past 12 years
months
The change in the percentage
of men who had more than one
K3.2 Condom use sexual partnerlln the past 12 Every 2 Special survey
months reporting the use of a years
condom during their last sexual
intercourse
Number and percentage of
Sexual activity males circumcised reporting Every 2
K3.3 before wound sexual activity before wound yearg Special survey




Introduction

Indicators measure achievement or reflect change connected to an intervention. To determine
what change has taken place compared to what was planned, indicator results are compared
against a baseline value, which must be established at the beginning of a programme. Often a
programme also establishes a target value, and the indicator can be used to measure progress
towards achieving it.

The indicators described in this guide are based on the Male Circumcision Action Framework' and
provide a mechanism forimportant feedback for the management of male circumcision programmes.
In the future, as the understanding of good practices in male circumcision programmes increases,
additional indicators may be developed or existing ones adjusted.

This guide presents indicators for the creation of demand for and supply of male circumcision
services as well as for the maximization of safer sex behaviour. Male circumcision is often
associated with cultural practices, social affiliation and identity, which means sensitivity to these
issues is required in considering and designing male circumcision programmes and the indicators
for monitoring them. For a full briefing on male circumcision, see the Male circumcision information
package (http://www.who.int/hiv/topics/malecircumcision/en/index.html).

It is assumed that the reader has knowledge of monitoring and evaluation and knows, for example,
about monitoring male circumcision status as well as about the measurement of training in terms
of changed awareness, understanding or action. Neither is easy or simple and the extensive
references in Annex 2 will help readers to develop their understanding of these issues.

The following documents are referred to throughout this guide.

° Male circumcision information package
http://www.who.int/hiv/topics/malecircumcision/en/index.html

e Manual for male circumcision under local anaesthesia
http:/www.who.int/hiv/pub/malecircumcision/local_anaesthesia/en/index.html

e Guidance on legal/ethical and human rights considerations
http://data.unaids.org/pub/Manual/2007/070613_humanrightsethicallegalguidance_en.pdf

e Male circumcision situation analysis toolkit
www.malecircumcision.org and
http://www.who.int/hiv/pub/malecircumcision/sit_analysis/en/index.html

e Operational guidance for scaling up male circumcision services for HIV prevention
www.malecircumcision.org and
http://www.who.int/hiv/pub/malecircumcision/op_guidance/en/index.html

e Male circumcision quality assessment toolkit
www.malecircumcision.org and
http:/www.who.int/hiv/pub/malecircumcision/who_hiv_q_assessment.pdf

e Communications guidelines
www.malecircumcision.org

1 Although described in the situation analysis document, this framework has been updated and the more
recent version is used here.
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Indicators and the Action Framework

This guide looks at interventions that should be common to all male circumcision programmes
and suggests indicators that might be effective for many or all countries. Terms used in the Action
Framework are defined in Table 2 and the Action Framework itself is detailed in Figure 1. An
introduction to the indicators is found on page 17 and the details on each indicator are given on
page 23. The Action Framework provides a diagrammatic overview of all the indicators and shows
how they fit into it.

The measurement of overall impact (i.e. change in HIV rates in the intended population, the goal
being a reduced HIV incidence in this population) is not covered by this guide, as it is difficult
to attribute change to a single intervention (such as male circumcision) outside the setting of a
randomized controlled trial.

Table 2. Action Framework definitions

The broader impact to which the programme contributes at the

Goal f
national and sectoral levels

The expected outcome at the end of the programme (to which all

Purpose key objectives will contribute)

The expected outcome of achieving the associated component
objectives

Key objectives

(oo oLl s I e I LN The expected outcome of achieving the associated activities

The tasks carried out to implement the programme and deliver the

Activities identified outputs of each component objective




Figure 1. Action Framework

Goal

Reduced HIV incidence in the intended population

Contributes to

Purpose
Increased number of males circumcised in the intended population (P1, P2)

Fulfil the

Key objectives
Maximization of demand for male circumcision services in an intended population (K1)

Maximization of supply of male circumcision services in an intended population (K2)
Maximization of safer sex behaviour following male circumcision (K3.1, K3.2, K3.3)

Fulfil the

— Demand |

Supply

Component
objective 1

Increase demand for
male circumcision
services in an
intended population

(C11, C1.2)

X

Activities

Component
objective 2
Increase the
supportive civil
society, policy
and legislative
environment for male
circumcision activities

(C21,C2.2,C2.3)

X

Activities

Component
objective 3

Increase the
capacity of health
care providers and

institutions to provide
male circumcision
services to the
intended population

(C31, C3.2,C3.3)

X

Activities

Component
objective 4

Support the delivery
of the minimum
package of male

circumcision services

(C41,C4.2,C4.3,C4.4)

X

Activities
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Standardization of indicators

These indicators have been constructed to be consistent with other WHO/UNAIDS documents, in
particular the Manual for safe male circumcision under local anaesthesia, Operational guidance for
scaling up male circumcision services for HIV prevention, and Male circumcision services quality
assessment toolkit. PEPFAR has constructed a set of indicators with extensive disaggregation
advice for PEPFAR-funded programmes. Where possible, the present guidance document has
used the same indicators, disaggregations and definitions. The PEPFAR guidance? is intended for
PEPFAR programmes that supply services and, as such, reflects their reporting requirements.

Integration of indicators

It will be important to clearly identify sources of data for indicators and how the monitoring of
male circumcision will be incorporated into national HIV/AIDS monitoring and evaluation plans.
Wherever possible, programmes should integrate the data requirements for male circumcision
M&E into existing M&E systems, in accordance with the Three Ones principles.?

The indicators should be measured (or data collected) through existing data collection mechanisms
to the greatest possible extent. For example, the collection of data on the number of male
circumcisions performed should be done through the modification of routine clinic data collection
forms or through the addition of questions on attitudes towards male circumcision to existing
household survey questionnaires.

Feedback of results

The data resulting from these indicators will help to determine how well the programme is working
and whether it is achieving its objectives. There will be insights into how to improve the effectiveness
and efficiency of interventions but the data will also assist regional and global efforts to determine
the scope and effectiveness of male circumcision programmes.

It is essential that information collected on male circumcision be carefully packaged and shared with
the communities, with a view to improving the understanding and acceptance of the programme.
Feedback requires the dissemination of results to those people who will find them useful or relevant
to their personal or professional decision-making.

M&E should engage key stakeholders (including, for example, government, traditional leaders,
donors and opinion leaders) in every aspect, from the needs assessment and setting of indicators
to their monitoring. This reduces the likelihood of results causing alienation and surprise among
those involved in the programme.

2 The President’s Emergency Plan for AIDS Relief. Next generation indicators reference guide. Version 1.1,
August 2009.

3 The Three Ones: one agreed HIV/AIDS Action Framework that provides the basis for coordinating the work
of all partners; one national AIDS coordinating authority, with a broad-based multisectoral mandate; one
agreed country-level monitoring and evaluation system.



Using this guide

Male circumcision is the surgical removal of the foreskin of the penis. It is one of the oldest and
most common surgical procedures worldwide, undertaken for religious, cultural, social or medical
reasons. In 2007, WHO/UNAIDS convened an international consultation in which it was concluded
that there was compelling evidence of male circumcision being efficacious in reducing HIV
transmission from women to men and that male circumcision should be recognized as an important,
additional strategy for preventing heterosexually acquired HIV infection in men.* However, it is
vital that men and women understand that the procedure does not provide complete protection
against HIV infection.

The programme cycle

The development of a male circumcision programme should not be started without a clear M&E
strategy. M&E are a recurring part of the programme cycle (originally presented in the Situation
analysis toolkit), in which monitoring occurs continuously and evaluation occurs at planned
intervals (Figure 2).

Figure 2. Programme cycle

Situation
analysis
(toolkit)

Decision about
interventions

Revision and
improvement

Evaluation Project plan

Implementation and
monitoring of
indicators

Decision on indicators
(this M&E guide)

Adaption
based on test
results

Baseline for
indicators taken
pre-activity

Testing of
activity in pilot
environment
or of
messages/
techniques to
be used

4  WHO/UNAIDS. New data on male circumcision and HIV prevention: policy and programme implications.
WHO/UNAIDS technical consultation: Male circumcision and HIV prevention: research implications for
policy and programming. Montreux: 6-8 March 2007 (http:/www.who.int/hiv/pub/malecircumcision/
research_implications/en/index.html).
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It is necessary for specifically identified indicators to be monitored from the outset of programme
activities in order to acquire baseline information so that the overall effect of the programme can
be measured. Defining these indicators and monitoring them are therefore part of the programme
cycle®

Planning for monitoring and evaluation

Table 3 presents a template of a standard M&E framework that may help to keep track of decisions
made about what and how to measure, thus supporting the measurement of progress towards
achieving targets. Targets are specific points to aim for in an indicator scale and are time-bound.
An indicator is what is measured to determine whether change towards a target has been achieved.
Targets are therefore fundamental to determining whether the objectives of the programme are
being achieved, based on the results of monitoring the indicators. By filling in this template, there
will be a concrete record of the M&E plan and the targets against which progress will be judged.
The template should be used and maintained throughout the lifetime of the programme.

Table 3. Standard monitoring and evaluation plan

Action
Framework
level*

Input Output Outcome Targets/ Data Frequency of

indicators** indicators indicators goals source measurement

*  Purpose, key objective and component objective levels.

** Input, output and outcome indicators are included in the Standard M&E Plan, although the present guidance
document does not divide indicators in this traditional way (and input indicators are not used at all). The
indicators used here may be entered in Table 3, and the monitoring and evaluation team can determine the
type of standard indicator, set a target and add data sources and frequency of measurement.

Annex 1 provides further discussion of standard M&E.

Data sources

As the collection of data must be repeated, it is important to develop a timetable and replicable
methods for collecting the data. Many of the data sources (Table 4) will be part of a routine
M&E system, while others will require special surveys. The Standard Monitoring and Evaluation
Plan (Table 3) has a column for source of data. Presented below, using indicators from the Action
Framework, are the data sources that are suggested for each indicator.

5 For more detail, see the Male circumcision situation analysis toolkit.



Table 4. Data sources and indicators

Data source Indicator label Indicator
number
Proportion of males circumcised P1
Correct knowledge of protective effect Cl
Population-based surveys
Circumcision intention Cl1.2
Leadership knowledge Cc21
Government support (National Composite 2.2
Policy Index 2010 - adapted) '
Civil society support (National Composite 23
Policy Index 2010 - adapted) )
Special surveys Number of sexual pa_rtners (longitudinal K31
cohort or cross-sectional)
Condom use (longitudinal cohort or cross-
) K3.2
sectional)
Sexual activity before wound-healing (cross- K3.3
sectional survey) ’
Number of male circumcisions performed P2
Presentation for surgery K1
Male circumcision service supply K2
Supply stock-outs C31
Competent provider supply C3.2
Health-facility-based
Unmet demand C3.3
Male circumcision service safety Cc41
HIV testing C4.2
Counselling/condoms C4.3
Lost to follow-up C4.4

Whatever system of data collection is used, the following important aspects should be considered.

e Ask only for necessary information. Ask “How will the information from this indicator be useful
to my programme?” to check if the information being gathered is really needed, or what is

needed.

¢ Check that information for the data collection system is, or can be, easily available.

¢ Make sure that the people providing and collecting the information understand its value.

¢ Make sure that the people providing the information and those collecting it understand the
question and what information is desired.

The most efficient approach is to draw together all the monitoring data requirements by method

of collection (Table 4) and ask the questions together. For example, a form can be produced for

completion with each male circumcision procedure to capture the information needed for multiple

indicators.
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Frequency of data collection

The frequency of data collection should be noted in the M&E plan. It may be difficult to decide on
this frequency. For example, health facility records should be collected on a weekly or monthly basis,
as this information is needed regularly and it is important to ensure that the data are collected and
compiled appropriately. Data will be ‘lost’ if records are not compiled regularly. On the other hand,
a survey of individuals (which requires more resources and collects data that might not be critical
to routine programme functioning) could be undertaken on a less frequent basis, e.g. annually.

The development of a Gantt chart will support the monitoring function.® Most monitoring must
become an automatic part of people’s activities but may require specific efforts to ensure that
data are collected and reported. A hospital may ‘forget’ to send in monitoring information. It may
be possible to collect data later but the hospital staff may have ‘forgotten’ to fill in the forms. Such
a situation should be rectified quickly to avoid loss of data. It is important to seek and use regular
feedback opportunities for monitoring information, e.g. a circulated memorandum or presentation
and a monthly meeting, to remind people that the information is being actively analysed and is not
just sitting in a file. People involved in a programme appreciate knowing the results of their work.

Evaluation takes place at various times during a programme. The Gantt chart reminds people when
it is likely to happen so that they can build it into their own activities. Consider existing events
when scheduling (such as team meetings, budgeting periods, etc.). Look for existing feedback
opportunities, such as monthly staff meetings, that can be incorporated into the timetable.

Communicating data

Communicating numbers

Indicators are often expressed in percentages (proportions). While this is useful, it can also create
confusion or be misleading, as indicated below.

* A 100% increase can be achieved by a programme that increases the number of males being
circumcised from one to two!

e If the percentage of men circumcised in an area changes from 20% to 40%, this could be
because the number of men living in the area has changed. For example, over a one-year
period the number of miners at a hostel who were circumcised remained the same at 200.
However, if the number of men in the hostel has decreased from 1000 to 500 over the same
time (perhaps because miners from a non-circumcising tribe left), then the proportion of
miners circumcised has actually increased from 20% (200 out of 1000) to 40% (200 out of
500).

It is important to explain the changes in a denominator in any dissemination report. In addition,
reporting both the numerator and denominator enables better comparison with results from other
regions or from different countries.

6 A Gantt chart is a type of bar chart that illustrates a programmme schedule. It shows pictorially, in an easily
understood way, when individual activities should occur.



Communicating results

While it is important to think carefully about how numbers and results are expressed, it is also
important to consider, and attempt to record, all the important facts used in the interpretation of
the results, such as population changes and the number of service points. An indicator is more
likely to be properly completed and interpreted when one knows more about the situation/issue
being monitored or evaluated.

Feedback and analysis by stakeholders is important. This will probably enhance participation,
ownership of results and understanding of the reasons why a certain situation or change has
arisen. Finally, these features can lead to improvement of the indicators or the way data are
collected in the future.

Quality assurance

Quality assurance is vital to any male circumcision programme or M&E system. For quality
assurance of male circumcision services, specific standards and criteria can be found in the Male
circumcision services quality assessment toolkit. These quality assurance criteria are not provided
in this document. However, there is some overlap with the M&E indicators, e.g. performance of male
circumcisions in accordance with national standards, clinical competency of persons performing
male circumcision, supply stock-outs and adverse events monitoring.

Assurance of data quality is another aspect of quality assurance. As noted earlier, this M&E
document is addressed to individuals who already have some knowledge of M&E, and data quality
assurance should be a routine part of M&E to ensure the timely and accurate collection of data.
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Introducing indicators

Targeted indicators

Indicators for traditional male circumcision

This guide does not provide indicators for traditional male circumcision. It may be difficult to
monitor traditional male circumcision for numbers of circumcisions, type of practice or adverse
events following circumcision because of the often informal and private nature of the process.

Work to improve safety in this area will require close and positive relationships with traditional
male circumcision providers. The issue of M&E should not be raised until a positive relationship has
been developed. The subject is highly sensitive and could easily be misinterpreted as a criticism of
the safety of current procedures.

There are many different customs and rituals involving male circumcision, each with its own inherent
risks and benefits. Useful indicators could include: number of male circumcisions completed, use
of single-use sterile equipment, frequency of adverse events, estimated demand for traditional
male circumcision providers to carry out male circumcision, estimated number of adverse events
following male circumcision by traditional male circumcision providers. It will also be important to
learn about the content of traditional counselling and condom promotion that may be given along
with the male circumcision procedure.”

If these indicators are collected, they should probably use the term ‘estimated’ because traditional
male circumcision providers may not have systematic or verifiable records of their activities. As a
result, these indicators may have to be based on estimations of what is happening, made by the
traditional male circumcision providers themselves.

This will only give an approximate picture, which is nonetheless important. It may be possible
to introduce a more verifiable M&E system, depending on the success of efforts to work with
traditional male circumcision practitioners.

Indicators for women

Although males are the primary focus for male circumcision activities, women and girls are often
involved in decision-making. They are also affected by men’s circumcision and should therefore
be included in M&E programming. To this end, indicators have been written and disaggregations
included that look at the involvement of women and girls and their access to information and
understanding of it.

Indicators for neonates
Neonatal male circumcision refers to the circumcision of male children in the first 28 days of life.

Many experts believe that if a male circumcision programme is to become sustainable its focus
should shift from catch-up with adults to neonates, because the circumcision of neonates is
considerably easier and less expensive than that of adults.

The indicators in this document have been constructed so that many of them can be used if
programme activity focuses on neonates.

7 UNAIDS. Collaborating with traditional healers for HIV prevention and care in sub-Saharan Africa:
suggestions for programme managers and field workers. 2007 (UNAIDS/06.28E, http://data.unaids.org/
pub/Report/2006/jc0967-tradhealers_en.pdf).
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Using local definitions

Certain terms used in the indicators will need to be defined by each country in relation to local
characteristics within its society. For example, what constitutes a leader may differ between
societies. Similarly, terms such as ‘correct knowledge’ will need to be defined in the context of
existing knowledge and local message choices.

This M&E guide assists in measuring the quality of services by monitoring some service functions,
e.g. numbers of health-care institutions delivering services according to an appropriate standard.
However, it does not provide a comprehensive method of verifying the quality of services (see Male
circumcision services quality assurance: a guide to the safety and quality of services and the Male
circumcision services quality assessment toolkit).

Indicators for advocacy

Six of the 20 indicators described in this document relate to advocacy work with a strong policy
focus. The Action Framework is not just about service provision, it is also about creating a positive
policy environment for both supply and demand. However, it is acknowledged that measurement of
these six indicators may be difficult. Many of the documents listed in Annex 2 look at social change
indicators and M&E processes. Although these indicators tend to be qualitative, they are not ‘soft’
indicators. Indeed, they can be difficult to measure but worth measuring as it is in the areas of
policy, implementation and leadership that much of the work to increase male circumcision rates
will be most effectively achieved.

¢ For advocacy and policy change see: Gosling L, Edwards M. Toolkits: a practical guide to
assessment, monitoring, review and evaluation. 2" ed. London: Save the Children UK; 2003
(ISBN 1-84187-064-1).

* For general social change see: The Communications Initiative website at http:/www.comminit.com

The following particular challenges confront all advocacy M&E.

* Multiple forces. The complexity of issues can make it difficult to determine the cause and
effect between advocacy initiatives and outcomes. A change in a law or an increase in a
standard of implementation may result from economic changes, pressure from another
direction, a change in government, etc.

¢ Time frame. The time frame for measuring success in advocacy may be long and therefore it is
a challenge for feedback mechanisms to be put into practice.

« Compromise versus outright success. There are likely to be a variety of opinions among
different partners and stakeholders in any campaign. Compromise is often necessary, with
some objectives being discarded or modified. Outright success, i.e. achievement of all the
project objectives, is rare.

¢ Implementation and outcomes. It is important to ask whether the desired change in policy or
action has benefited the people it was intended to benefit.

Measuring the result of advocacy, and understanding how advocacy is linked to success, is not
always easy, and Table 5 is presented as an example of why advocacy and indicators for monitoring
it are important. Consulting the National Composite Policy Index 2010 as an example may also
better explain this importance.
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Table 5. Understanding use of advocacy indicatorst

Dimension of work

Policy, implementation
or activity change

Output indicators’

Increased dialogue on an issue
Raised profile of an issue
Changed opinion

Changed rhetoric in public or
private

Change in written publications
Change in actions

Outcome indicators

Changed policy
Changes in legislation
Policy/legislation change
implemented

Strengthening civil

society by working with:

partner UN
organizations

NGOs
movements/networks
community-based
organizations

popular organizations

Change in individual members’
skills, capacity, knowledge and
effectiveness

Change in individual civil
groups’ capacity, organizational
skills and effectiveness

Greater synergy of aims/
activities in networks/
movements

Change in collaboration, trust
or unity of civil society groups
Change in people’s skills,
capacity and knowledge to
mobilize and advocate on their
own behalf

Increased effectiveness of civil
society work

Civil groups active in
influencing decision-makers in
ways that will benefit people
Increased participation of civil
society groups in influencing
decisions

Change in accountability

and transparency of public
institutions

+

1

Adapted from Coates and David, 2000.

Output and outcome indicators are included here as examples and in order to aid understanding although
this guidance document does not specifically address them using this categorization.




Indicators for behaviour change and social change

Much of the work of the male circumcision programme is likely to involve behaviour change
activities and social change communication. It is hoped to:

¢ influence people’s understanding of the benefits of male circumcision and allow them to make
an informed choice about seeking male circumcision (for themselves, for the male partners of
women, and for their male children);

¢ influence leaders;

¢ influence policy and its implementation.

Knowledge is a key part of behaviour change and thus is an indicator of the likelihood of increased
demand for male circumcision. In order to use this indicator, knowledge among men and women
has to be tested. Finding out how accurately messages are turned from information into knowledge
and then into action, and counteracting myths and misunderstandings, are fundamental to effective
communications interventions. An important aspect of male programmes is the knowledge that
male circumcision is not 100% protective for males, that it is not proven to protect women from
acquiring HIV from HIV-positive men and that safer sex methods are still needed for circumcised
men in order to prevent risk compensation. This knowledge is important for both males and
females. Indicators that signify the likelihood of long-term change are required (e.g. attitudes
towards male circumcision) as well as for immediate success (e.g. changes in the level of adult male
circumcision). As a result, ‘intention to change’ is often used as a predictor of actual change (a
proxy indicator). This means that the programme can see whether its work is having an immediate
effect as well as a long-term one.

Suggestions for operational research

The indicators suggested in this guide cannot represent all the important information that a male
circumcision programme requires. For the optimization of programmes it is necessary to carry out
operational research (OR), and this should be part of all safe male circumcision programmes. OR
seeks to make programmes more effective, more efficient or of higher quality.

Monitoring and evaluation is the first step to understanding how well programmes are working, as
it tells programme managers what is happening and sometimes why. OR can be used to further
understand why something is happening, or to test a hypothesis about a cause or a potential
solution.

OR investigates specific causes of potential problems and potential solutions to problems that
limit programme effectiveness, efficiency or quality; or, having identified possible solutions, it
determines which solutions would yield the best results. For example, a study to increase condom
use among patients on antiretroviral treatment might experiment with changes in provider training
or client counselling, and measure the impact on the number of condoms distributed or the
frequency of consistent condom use. OR is sometimes described as ‘the science of better’, as it
seeks to improve the delivery of services by looking at the results of different approaches.

Below are some suggested issues that programmes could investigate using OR in order to better
understand demand and supply.




Understanding demand

* The reason for a stated intention not to be circumcised

e Parental intention to have sons circumcised, in order to achieve a full picture of current
demand as well as the sustainability of demand for male circumcision

¢ The effect of cost on seeking male circumcision

*  The effect of various available services on male circumcision being sought, e.g. HIV testing
and counselling

¢ The effect of promotion events led by leaders showing accurate knowledge of male
circumcision issues, in order to achieve a fuller picture of the influence of leaders

Understanding supply

¢ Assess cost-effective ways to integrate male circumcision into facility services
* Average time spent on a waiting list for male circumcision, disaggregated by health institution

¢ Assess acceptability and reach of service delivery options: mobile, fixed or fixed with events
such as opening on weekends, and including the private sector

¢ Attitudes of health-care providers to male circumcision, disaggregated by trained status of
operating individual

¢ Estimate success of counselling approaches in maintenance or adoption of safer sexual
behaviour

A false distinction between OR and M&E is sometimes made solely on the basis of frequency or
regularity of data collection, and this can lead to confusion. Monitoring is a routine event, for which
data must be collected systematically and regularly. It could, for example, be done every day of the
year, daily for one month or semiannually. Because something is not done on every patient does
not mean that it is not monitoring and that it is thus OR.

In this document, ‘special survey’ means that a survey is done regularly. It need not be done on
every patient. It may measure the quality or quantity of services, but it does not specifically seek
to do what OR does, i.e. to determine why there are problems and what potential solutions to the
problems might be, nor does it seek to test possible solutions to the problems.

See Annex 1 for further discussion of M&E.
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Indicators

The format of the indicators listed below is similar to that used in the UNAIDS document Monitoring
the Declaration of Commitment on HIV/AIDS: guidelines on construction of core indicators: 2010
reporting.® Table 6 gives the headings adapted from this document which are used in the present

guide and a brief explanation of each.

Table 6. Description of indicator format

Label
Indicator

Rationale

Frequency of reporting

Measurement tool

Method of measurement
Numerator

Denominator

Disaggregation

Interpretation

Terminology

A short description of the indicator, used in table of contents
and tables

A full description of the indicator

What the indicator is intended to measure

How frequently data should be reported centrally. Data may
be collected with this frequency or data may be continuously
collected, collated or reported more frequently at a local level

The type of survey or source of data that will provide
information for the indicator

How the data will be collected

Description of what constitutes the numerator

(If applicable) Description of what constitutes the denominator

(If applicable) Categories that provide further information and
better understanding of the indicator

How the indicator may be used, including the use of
disaggregated data

In general, standard terminology is used in the indicator descriptions. However, some terms are

described below for clarity.

Male. When the word ‘male’ is used, it is not restricted to any particular age, unless otherwise

indicated: it includes neonates through to adults.

Men. When the word ‘men’ is used, it is restricted in meaning to adolescents and adults.

Adolescent. Definitions may vary from society to society. The WHO definition includes ages 10 to

19 years, corresponding to the age categories below.

Age disaggregation. The following age categories (in years) are used.

o <

« 1-9

* 10-14
* 15-19
e 20-24
e 25-49
* 50+

8 UNAIDS. Monitoring the Declaration of commitment on HIV/AIDS: guidelines on construction of core
indicators. Geneva: 2009 (UNAIDS/09.10E/JC1676E, http://data.unaids.org/pub/Manual/2009/JC1676__
Core_Indicators_2009_en.pdf).



http://data.unaids.org/pub/Manual/2009/JC1676_Core_Indicators_2009_en.pdf
http://data.unaids.org/pub/Manual/2009/JC1676_Core_Indicators_2009_en.pdf
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It is also useful to consider how the M&E data from the programme may be fed back into national
and international reporting systems. The WHO Health Sector Response disaggregates data by age
on the basis of categories of less than 15 years and 15 years and over at the broadest level, and
categories 15-24 years and 25-49 years for further analysis of differences between youth and older
adults. It is important to consider what age categories are needed for disaggregation in order to
be in harmony with the choices made locally. This age disaggregation works with UNGASS goals
as well as Spectrum estimates.

Children aged 1-9 years, while comprising an age disaggregation category, do not constitute an
age category commonly used. This is because safe male circumcision programmes do not target
this age group on account of the need to typically use general anaesthesia

Health-care facility. Health-care facilities are disaggregated by static (fixed) versus temporary
(including mobile) facilities. If static, there is further disaggregation into hospital or clinic,
using WHO-defined or locally defined categories. Defining static services as governmental or
nongovernmental is also recommended.

Intended population.® The term ‘intended population’ is used to describe a group targeted to
benefit from male circumcision services that might be defined in differing ways. For example, an
intended population might be a particular tribe that has a low prevalence of male circumcision,
a geographical area where there are men with a low prevalence of male circumcision, or even a
district/province/country. ‘Intended population’ should be defined locally.

Correct identification of the intended population and accurate assessment of baseline male
circumcision prevalence are critical to the design of any male circumcision programme, since even
in non-circumcising communities some boys and men may have been circumcised for medical
reasons or there may be intermingling of individuals from groups that traditionally circumcise and
those that do not. Thus, for instance, an intended population may be:

¢ an identifiable subgroup of a population, e.g. the Luo in Kenya;

e males in a physical area;

* the national male population.

Where the intended population is a subgroup mixed with a larger population, a population survey
may be required to gather data. However, results will only come from the disaggregation of the data

by subgroups. See Male circumcision situation analysis toolkit and New data on male circumcision
and HIV prevention: Policy and programme implications.”®

9 Population estimation techniques are also available should they be required. The following are additional
reference sources for information on population estimation techniques:

. How to conduct a coverage exercise: a rapid assessment tool for programs and services. Population
Council, Inc. (http:/www.popcouncil.org/pdfs/CoverageExerciseGuide.pdf).

. Rapid assessment and response technical guide (TG-RAR). World Health Organization (http:/www.
who.int/docstore/hiv/Core/Index.html).
The Demographic and Health Surveys (DHS) may collect data on male circumcision.
The AIDS Indicator Survey (AIS) also collects data on male circumcision.
10 Male circumcision situation analysis toolkit, and New data on male circumcision and HIV prevention: Policy
and programme implications (Www.malecircumcision.org).


http://www.popcouncil.org/pdfs/CoverageExerciseGuide.pdf
http://www.who.int/docstore/hiv/Core/Index.html
http://www.who.int/docstore/hiv/Core/Index.html
www.malecircumcision.org

Health facility survey. A periodic survey of a representative sample of health-care facilities (public
and private) in a country. This is a method of obtaining information about services delivered. More
detailed information is obtained than in a facility census but a health facility survey is more time-
consuming and costly."

Health facility reports/records/service statistics. Regular health facility data collection and
reporting to regional and national levels by service providers. Usually standard reporting formats/
records are used along with a reporting cycle. Limited details are available, and often information
is incomplete and with delays in reporting; generally from the public sector only.

The reporting period. The time over which data are collected.

Cadre of provider. This term is intended to disaggregate types of providers of service. For surgical
services, these are likely to be doctor, clinical officer and nurse, although countries may wish to
use additional categories and the provision of neonatal/infant circumcision will probably require
additional, locally determined categories. For other services, other categories, also determined
locally, may be used.

Surgery. The terms ‘surgery’ and ‘surgical’ include, where appropriate, the use of non-surgical
interventions for neonatal circumcision, e.g. the use of devices.

Minimum package. Male circumcision should always be considered as part of a comprehensive HIV
prevention package including:

e provision of HIV testing and counselling services;

¢ treatment for sexually transmitted infections;

¢ the promotion of safer sex practices;

¢ the provision of male and female condoms and promotion of their correct and consistent use.
Knowledge. The word ‘knowledge’ is used in several contexts, each of which will be clear when used.
A key concept of ‘knowledge’ in constructing indicators is that knowledge is (generally) required

as a prerequisite to action, e.g. correct knowledge of the protective effect of male circumcision
against HIV acquisition is a prerequisite for seeking male circumcision for HIV prevention purposes.

The indicators in this guide have been constructed by individuals knowledgeable about male
circumcision, and monitoring and evaluation. They represent collective best judgement about
the areas of a male circumcision programme that are important to monitor and evaluate, using
the least number of indicators feasible. Indicators other than those in this guide could be used.
Countries are welcome to add indicators to their own M&E system that they feel are valuable or
adapt those in this guide. Similarly, countries need not use all indicators proposed in this guide.

1 Toolkit on monitoring health systems strengthening: service delivery. WHO, June 2008 (http://www.who.
int/healthinfo/statistics/toolkit_hss/EN_PDF_Toolkit_HSS_ServiceDelivery.pdf).
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Purpose level indicator 1 (P1). Proportion of males circumcised

INDICATOR Proportion of males circumcised in the intended population

To assess changing rates of male circumcision in an intended
population

RATIONALE The results of the indicator inform modelling of male circumcision’s
impact on HIV incidence, and provide an indication of potential
demand in an intended population

FREQUENCY OF

REPORTING Every 3-5 years

Population-based survey (DHS, HIV/AIDS survey, Multiple Indicator

MEASUREMENT TOOL Cluster Surveys) or other representative survey

METHOD OF In a survey, men are asked about their circumcision status
MEASUREMENT Y

Numerator Number of males circumcised

Denominator Number of males responding

Age, source/practitioner of circumcision procedure (formal health-

DISAGGREGATION care system, traditional or mixed)

Changing rates of male circumcision may or may not be the
result of a programme. For example, changing societal norms
not due to a programme may be leading to changing rates of
male circumcision. This indicator measures total change in the
population, whatever the reason(s).

Existing population-based surveys (such as DHS) may not
accurately measure true circumcision status because of a lack of
knowledge of what circumcision is, confusion about circumcision
status, or perceived social desirability of circumcision status. Other
approaches to determining circumcision status might be used, e.g.
the use of pictures or drawings (drawings may be more culturally
appropriate), prompts or even direct examination.

Modelling the potential impact of changing rates of male
circumcision on HIV incidence requires accurate knowledge of
male circumcision status over time. HIV prevalence, or modelled
incidence, will be acquired from population-based surveys and
changes will then need to be interpreted using information from
this indicator.

Changes in the result will inform interpretation and the
triangulation of supply and demand indicators.

INTERPRETATION
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Purpose level indicator 2 (P2). Number of male circumcisions performed

INDICATOR

Number of male circumcisions performed during the reporting period
according to national standards

RATIONALE

To assess progress towards providing male circumcision services to
the intended population

FREQUENCY OF
REPORTING

Annually.

Data should be collected routinely at the health-care facility level and
aggregated periodically, preferably monthly or quarterly, for use at
the local level

MEASUREMENT TOOL

Health facility recording and reporting forms

METHOD OF . . .
MEASUREMENT Patient records or health facility registers
Numerator Number of males circumcised during the reporting period according

to national standards

Denominator

Not applicable

DISAGGREGATION

Required:
* Age
e HIV status (this disaggregation provides data for indicator C4.2 -
HIV testing)
» Tested at facility — positive result
» Tested at facility — negative result
» Tested at facility — indeterminate result
» Tested elsewhere — positive, verification provided: (1 yes [] no
» Tested elsewhere — negative, verification provided: [0 yes [ no
» Refused/unknown

Recommended:

e Type and location of health facility
* Cadre of provider

v

INTERPRETATION

The total number of male circumcisions carried out indicates either change
in the supply of services or change in demand. Comparing the results
against previous values shows where male circumcision services have been
newly instituted or where male circumcision volume has changed.

When numbers of male circumcisions are disaggregated by:

HIV status and age, it will be possible to adjust modelling inputs used in
models to determine the impact of male circumcision programmes on HIV
incidence and, if a country has prioritized services to or set targets for
particular age groups, determine the success of those priorities;

age, it is also possible to determine whether age-specific communication
strategies are working by creating demand;

type and location of health-care facility, it may be possible to assess
resource allocation needs and successes;

cadre of health-care provider, it will be possible to determine the results of
task-shifting efforts and help to determine resource allocation.

Some programmes will work closely with voluntary counselling and testing
services to provide HIV testing. A patient desiring male circumcision may
have been recently tested, in which event an on-site HIV test may be
unnecessary. In these cases, a written ‘verified result’ may be requested
at the facility to verify HIV status. There is no specific length of time
before male circumcision that the test should have been done, but within
three months is suggested (the purpose of testing is not to identify every
man who might be infected but to provide HIV testing to men seeking
health care and to identify HIV-positive men who, if they choose to be
circumcised, are likely to be at higher risk of surgical complications, i.e.
men who are chronically infected and with low CD4 counts).




Key objective level 1.1 (K1). Presentation for surgery

INDICATOR Number of males registered to receive male circumcision services

RATIONALE To assess progress towards receiving male circumcision services

FREQUENCY OF

REPORTING Annually

MEASUREMENT TOOL Health-care facility records and reporting forms

METHOD OF Facility records of males who request male circumcision services,
MEASUREMENT with data collected continuously and collated quarterly
Numerator Number of males scheduled for surgery

Denominator Not applicable

DISAGGREGATION Age

The number of males registered presenting for male circumcision
services is an objective measure of demand.

Facility scheduling records, including ones for education and
counselling services about male circumcision, and surgical
scheduling records, may be available. The former would be a list
of men who desire surgery and are placed on a list, while the latter
might be men actually scheduled for surgery, compiled very close
to the day of surgery. Facility records are more likely to be of use
as a measure of demand, particularly when used as suggested in
the next two paragraphs.

When compared to the results of indicator C1.2 (circumcision
intention), this indicator assesses the translation of potential
demand into actual demand, and changes over time will illustrate
increases or decreases in demand.

When compared to the results of indicator P2 (number of male
circumcisions performed), this indicator may identify when there
are barriers to demand fulfilment between presentation and
circumcision.

When disaggregated by age, age-specific demand can be
assessed.

INTERPRETATION
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Key objective level 1, component objective 1.1 (C1.1). Correct knowledge of protective effect

INDICATOR

Percentage of the population aged 15-49 years with correct
knowledge of male circumcision for HIV prevention

RATIONALE

To assess progress towards maximization of correct knowledge

FREQUENCY OF
REPORTING

Every 3-5 years

MEASUREMENT TOOL

Population-based survey or other representative survey

METHOD OF
MEASUREMENT

The following questions can be used in a survey
All survey respondents
Can a man who is circumcised also be HIV-positive?

(M Yes (2) No (3) Don’t know
Can a circumcised HIV-negative man who has sex without a
condom get infected with HIV during sex?

(M Yes (2) No (3) Don’t know
Can a circumcised HIV-positive man who has sex without a
condom infect his sex partner* with HIV?

(1 Yes (2) No (3) Don’t know
Can an HIV-negative woman who has sex without a condom with a
circumcised HIV-positive man become infected with HIV?

(M Yes (2) No (3) Don’t know
Can an HIV-positive woman who has sex without a condom with a
circumcised HIV-negative man infect him with HIV?

(M Yes (2) No (3) Don’t know
"The term ‘sex partner’ is used in the questions for men because it is
appropriate for both heterosexuals and men who have sex with men.

Numerator

Number of respondents with correct knowledge

Denominator

All respondents

DISAGGREGATION

Age
Male circumcision status
Sex

INTERPRETATION

By measuring knowledge, this indicator shows the result of
communication strategies creating awareness of the partially
protective effect of male circumcision and for the continued use
of safer sex practices. Evidence of a lack of knowledge suggests a
need for enhanced communication strategies.

Disaggregation by age may inform the allocation of resources to
improve communications that target certain age groups.
Disaggregation by circumcision status may inform the adequacy of
communications or counselling to uncircumcised men.

Disaggregation by sex may inform the allocation of resources to
improve communications that target a particular sex.




A guide to indicators for male circumcision programmes in the formal health care system

Key objective level 1, component objective 1.2 (C1.2). Circumcision intention

INDICATOR

For uncircumcised males: percentage of uncircumcised males in the
intended population with a stated intention to be circumcised in the
next 12 months

For all males: percentage of males in the intended population with a
stated intention to have next-born or teenage son circumcised

For females: percentage of females in the intended population with
a stated intention to encourage a male partner to be circumcised
For females: percentage of females in the intended population with
a stated intention to have next-born or teenage son circumcised

RATIONALE

To assess progress towards maximization of demand

FREQUENCY OF
REPORTING

Every 3-5 years

MEASUREMENT TOOL

Population-based survey (DHS, HIV/AIDS survey, Multiple Indicator
Cluster Survey) or other representative survey

METHOD OF
MEASUREMENT

The following questions can be used in a survey.

For uncircumcised adult males

Do you intend to be circumcised in the next 12 months?
(M Yes (2) No (3) Maybe (4) Don’t know what circumcision is
(5) Have not thought about it

For all men

If you were to have a male child in the future, would you have him
circumcised at birth?
(M Yes (2) No (3) Maybe (4) Don’t know what circumcision is
(5) Have not thought about it
If you had/have a teenage son, would you encourage him to be
circumcised in the next 12 months?
M Yes (2) No (3) Maybe (4) Don’t know what circumcision is
(5) Have not thought about it
For women
If you were to have a male child in the future, would you have him
circumcised at birth?
(M Yes (2) No (3) Maybe (4) Don’t know what circumcision is
(5) Have not thought about it
If you had/have a teenage adolescent son, would you encourage
him to be circumcised in the next 12 months?
(M Yes (2) No (3) Maybe (4) Don’t know what circumcision is
(5) Have not thought about it
Would you encourage a male sexual partner to be circumcised?
(M) Yes (2) No (3) Maybe (4) Don’t know what circumcision is
(5) Have not thought about it

Numerator

Those answering ‘Yes’

Denominator

All those surveyed

DISAGGREGATION

Age of respondent
Sex of respondent




Demand in the intended population may be estimated by multiplying the
percentage of respondents answering ‘Yes’ to the first question above
by the number of appropriate individuals (either uncircumcised men,
uncircumcised adolescents or neonates) in the intended population.

Estimating the number of uncircumcised men in the intended
population requires knowing the total size of the intended population
and the percentage who are uncircumcised, the latter being derived
from population-based surveys (see indicator P1).

INTERPRETATION

The percentage of respondents answering ‘Yes’ is an indication of
current or future demand and the effect of communication messages.
Changes over time in percentages, in particular, allow the estimation of
the effect of communication messages or changing societal norms.

Key objective 1, component objective 2.1 (C2.1). Leadership knowledge

Percentage of leaders with correct knowledge of male circumcision
for HIV prevention

INDICATOR

To assess progress towards maximization of demand. Correct
RATIONALE knowledge of the protective effect of male circumcision is vital for
leaders to promote male circumcision

FREQUENCY OF

REPORTING Annually

MEASUREMENT TOOL Special survey

The following questions can be used in a survey to assess the level
of knowledge among leaders.

Can a man who is circumcised also be HIV-positive?
(M Yes (2) No (3) Don’t know

Can a circumcised HIV-negative man who has sex without a
condom get infected with HIV during sex?

(M Yes (2) No (3) Don’t know

METHOD OF Can a circumcised HIV-positive man who has sex without a
MEASUREMENT condom infect his sex partner* with HIV?

(1) Yes (2) No (3) Don’t know
Can an HIV-negative woman who has sex without a condom with a
circumcised HIV-positive man become infected with HIV?

(1) Yes (2) No (3) Don’t know
Can an HIV-positive woman who has sex without a condom with a
circumcised HIV-negative man infect him with HIV?

* The term ‘sex partner’ is used in the questions for men because it is
appropriate for both heterosexuals and men who have sex with men.

Sex of respondent

DISAGGREGATION
Age of respondent

Leaders with correct knowledge (a scale or appropriate means of

Numerator . . .
scoring correct answers will need to be devised)

Denominator Number of respondents completing survey

This indicator shows the level of awareness among leaders.
Changes over time will assess the success of communications
targeting both the general population and those specifically
targeting leaders.

INTERPRETATION
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Key objective 1, component objective 2.2 (C2.2). Government support

INDICATOR

Degree of supportive policy and legislative environment

RATIONALE

To assess progress towards a supportive policy and legislative
environment

FREQUENCY OF
REPORTING

Annually

MEASUREMENT TOOL

Special survey

METHOD OF
MEASUREMENT

Adaptation of UNAIDS National Composite Policy Index 2010 to
relate to male circumcision. In particular, adaptation of Annex 4,
section A, subsection | (question 1, whether there is an adopted
national policy/strategy for male circumcision), subsection Il
(questions 1,3), and subsection Il (questions 1,2,3, 4.1). http://data.
unaids.org/pub/Manual/2009/JC1676_Core_Indicators_2009_
en.pdf

These key questions (adapted to male circumcision) include:

I. Al. Has the country developed a national multisectoral strategy
to respond to HIV with male circumcision programme/services?
If not, explain why.

I. 1. Do high officials speak publicly and favourably about male
circumcison for HIV prevention in national forums at least
twice a year?

Il. 3. Does the country have a mechanism to promote interaction
between government, civil society and the private sector for
implementing male circumcision for HIV prevention?

I1l. Does the country have a policy or strategy:

(1) promoting information, education and communication on
male circumcision for HIV prevention to the general population?

(2) promoting male circumcision and related reproductive and
sexual health education for young people?

(3) promoting information, education and communication on
male circumcision among vulnerable subpopulations?

(4) determining the extent to which male circumcision for HIV
prevention has been implemented?

One additional question that should be included is: “Does
the country have a policy or strategy for reaching women
with information and education on male circumcision for HIV
prevention?”

DISAGGREGATION

Not applicable

Numerator

Not applicable

Denominator

Not applicable

INTERPRETATION

For successful increases in demand for male circumcision, as well
as successful scale-up of male circumcision services, a supportive
legislative and policy environment is necessary. Successful efforts
for indicator C2.1 (leadership knowledge) should lead to positive
changes in this indicator. This indicator identifies gaps in areas

of government support and allows the targeting of advocacy
strategies.



http://data.unaids.org/pub/Manual/2009/JC1676_Core_Indicators_2009_en.pdf
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http://data.unaids.org/pub/Manual/2009/JC1676_Core_Indicators_2009_en.pdf

Key objective 1, component objective 2.3 (C2.3). Civil society support

INDICATOR

Degree of civil society participation

RATIONALE

To assess progress towards maximization of civil society participation
and support.

FREQUENCY OF
REPORTING

Annually

MEASUREMENT
TOOL

Special survey

METHOD OF
MEASUREMENT

Adaptation of National Composite Policy Index 20710 to relate to male
circumcision. In particular, adaptation of Annex 4, Part B subsection Il
(questions 1,2,3,5), subsection Il (question 1.1). http://data.unaids.org/
pub/Manual/2009/JC1676_Core_Indicators_2009 en.pdf

1. To what extent has civil society contributed to strengthening the
political commitment of top leaders and strategy/policy formulations?

2. To what extent have civil society representatives been involved in
the planning and budgeting process for male circumcision for HIV
prevention?

3. To what extent are the services provided by civil society in male
circumcision for HIV prevention included in national strategy, national
budget and national reports?

4. To what extent is civil society sector representation in HIV efforts
inclusive of diverse organizations?

I11. 1.1 To what extent has male circumcision for HIV prevention been
implemented?

In addition, the following should be assessed.

1. What is the percentage of civil society groups with policy consistent
with WHO recommendations? (The denominator is civil society groups
estimated to exist by governments.)

2. What is the extent of involvement of women-focused civil society
groups in male circumcision activities? (Use Likert scale ranging from
low to high.)

3. What is the extent of involvement of youth-focused civil society
groups in male circumcision activities? (Use Likert scale ranging from
low to high.)

4. What is the extent of involvement of people living with HIV/AIDS
groups in male circumcision activities? (Use Likert scale ranging from
low to high.)

DISAGGREGATION

Not applicable

Numerator

Not applicable

Denominator

Not applicable

INTERPRETATION

For successful demand and supply, civil society needs to be involved.
The results of this indicator allow for evaluating the involvement of
civil society in male circumcision strategy, planning and involvement,
and for the targeting of civil society-related strategies to assist in male
circumcision communication and demand strategies.



http://data.unaids.org/pub/Manual/2009/JC1676_Core_Indicators_2009_en.pdf
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Key objective 2 (K2). Male circumcision service supply

INDICATOR

Number of institutions delivering male circumcision services

RATIONALE

To assess progress towards maximization of supply of male
circumcision services available to the intended population

FREQUENCY OF
REPORTING

Every 2 years

MEASUREMENT TOOL

Health facility survey

METHOD OF
MEASUREMENT

Facilities are asked if, over a reporting period, they have provided
male circumcision services

DISAGGREGATION

Type and location of health-care facility
Age of clients (neonates or men)

Numerator

Number of facilities providing male circumcision service (a mobile
provider counts as a single facility)

Denominator

Not applicable

INTERPRETATION

Knowledge of lack or surplus of supply supports the effective
and efficient distribution of resources. This indicator is useful for
indicator P2.

Disaggregation by type and location of facility allows an
assessment of the range and numbers of facilities that deliver
male circumcision services, and government or nongovernmental
activity. If compared with total numbers of facilities the indicator
may inform the allocation of resources, e.g. if only a small
proportion of government district hospitals are performing male
circumcision services, resources may have to be allocated to
them. In addition, if mapping of each facility is done, geographical
coverage may be assessed.

Disaggregation by age of client allows an assessment of possible
demand for or supply of services, by age of client.




Key objective 2, component objective 3.1 (C3.1). Supply stock-outs

INDICATOR

Percentage of facilities that have the necessary medicines, supplies and
equipment for providing safe male circumcision services of high quality

RATIONALE

To assess progress towards maximization of supply of safe, male
circumcision services of high quality

FREQUENCY OF

Annually
Facilities should monitor inventory levels continuously. Data should be

REPORTING
aggregated periodically, preferably monthly or quarterly.
Health facility survey or reporting forms
MEASUREMENT See Male circumcision services quality assessment toolkit for general
TOOL guidance. http://www.malecircumcision.org/programs/documents/
WHO_QA_Toolkit_ WEB.pdf
Has the facility experienced a stock-out of one or more of the following
tracer commodity items used for male circumcision over the last 28
days?
METHOD OF . Local anaestnetic
MEASUREMENT

e Sutures

e Sterile clamps in good working order

These four essential commodities were chosen to represent all the items
that would be needed to perform male circumcision safely.

DISAGGREGATION

Health-care facility type
Health-care facility location

Numerator

Number of facilities experiencing a stock-out of one or more tracer
commodities over the last 28 days

Denominator

Number of facilities providing male circumcision services that respond

INTERPRETATION

Evidence of stock-outs indicates problems with supply chain
management. Operations research may supply further detail on what
causes these stock-outs and possible solutions.

Disaggregation by type of facility may indicate a need for resource
redistribution to particular types of facilities.



http://www.malecircumcision.org/programs/documents/WHO_QA_Toolkit_WEB.pdf
http://www.malecircumcision.org/programs/documents/WHO_QA_Toolkit_WEB.pdf
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Key objective 2, component objective 3.2 (C3.2). Competent provider supply

Number and percentage of persons who performed at least one male
circumcision in the past 12 months and who received certified male-

INDICATOR circumcision-specific training or who were deemed competent/certified
to provide male circumcision surgery to a national standard
To assess progress towards an adequate supply of clinically competent
providers to meet demand and to assess the safety of services currently
RATIONALE provided. Assessing competence at an institution is a means of verifying

that all providers are competent to perform assigned duties and
responsibilities.

FREQUENCY OF
REPORTING

Annually

MEASUREMENT
TOOL

Health facility survey or health records / reporting forms

METHOD OF
MEASUREMENT

A checklist based on the standards of care has been developed, which
the observer uses as the provider demonstrates competence in each
skill. Adaptation of the Male circumcision services quality assessment
toolkit may be used to assess competence.

http://www.malecircumcision.org/programs/documents/WHO_QA _
Toolkit_ WEB.pdf

These assessments can be carried out within the facility by an approved
trainer or evaluator. Competence can be assessed in many ways. One
of the commonest involves a written test. Tests can be developed and
administered by the facility manager or educator. This method can be
effective in measuring knowledge but does not gauge the provider’s
skills. Direct observation of clinical practice is therefore used to
determine whether the provider is able to apply the knowledge and
skills. Some countries may choose to certify staff who complete an
established training course with observed practice requirements. A
qualified physician or non-physician provider can be trained to make
these assessments.

Numerator

Number of persons providing male circumcision surgical services in the
reporting period, who have received certified male-circumcision-specific
training or who were deemed competent/certified to provide male
circumcision surgery to a national standard

Denominator

Number of persons providing male circumcision surgical services

DISAGGREGATION

Cadre of provider (nurses, midwives and other probable cadres of
providers must be included in this disaggregation because of their
likelihood of providing circumcision)

Health facility type and location

INTERPRETATION

Evidence of service provision without training or assessment of
competence may result in services that are not safe or effective, e.g. too
little foreskin removed.

Disaggregation allows a facility-specific or cadre-specific indication of
the above interpretations.



http://www.malecircumcision.org/programs/documents/WHO_QA_Toolkit_WEB.pdf
http://www.malecircumcision.org/programs/documents/WHO_QA_Toolkit_WEB.pdf

Key objective 2, component objective 3.3 (C3.3). Unmet demand

The difference between the number of individuals in the targeted
population registered for surgery (K1) and the projected capacity

INDICATOR of all providers to perform male circumcisions in the intended
population over the next 12 months
RATIONALE To assess progress towards reduction of unmet demand

FREQUENCY OF
REPORTING

Annually

MEASUREMENT TOOL

A derived (calculated) indicator

METHOD OF
MEASUREMENT

The difference between the results of indicator K1 (presentation for
male circumcision services), annualized, and a health facility survey
asking:

How many male circumcisions, performed according to national
standards, could the facility provide over the next 12 months,
assuming unlimited demand and based on expected resources for
the 12-month period?

For K1 either the number of males registered over a 12-month
period or annualization from a shorter period, e.g. the most recent
four months, may be used.

DISAGGREGATION

Health-care facility

Numerator

Not applicable

Denominator

Not applicable

INTERPRETATION

The difference between demand and capacity is an indication of
whether demand may or may not be met. These results can be
used for advocacy for increased supply and planning purposes.

Care should be taken to ensure that the period used is

representative of the entire year (if annualized reporting is
chosen).
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Key objective 2, component objective 4.1 (C4.1). Male circumcision service safety

Number and percentage of circumcised males experiencing at least
one moderate or severe adverse event during or following surgery

INDICATOR during the reporting period (based on date of surgery, not date of
adverse event)
RATIONALE To assess the safety of male circumcision surgical services

FREQUENCY OF
REPORTING

Annually

Data should be collected continuously at the facility and aggregated
periodically, preferably monthly or quarterly

MEASUREMENT TOOL

Health facility records; a specific register of adverse events might be
maintained for ease of recording.

See Male circumcision services quality assessment toolkit and
Manual for safe male circumcision under local anaesthesia for
general guidance. For specific data recording, Tool 23 (Adverse
event descriptions and management) in the former and Appendix
9.3 (Sample male circumcision adverse event form) in the latter
should be consulted. http:/www.malecircumcision.org/programs/
documents/WHO_MC_Manual_Local_Anaesthesia_v2-5C_Jan08.pdf

METHOD OF
MEASUREMENT

Clinical staff must routinely assess and record the presence of
adverse events.

Adverse events are defined as either moderate or severe, with
definitions found in Sample 23 and Appendix 9.3, above.

Adverse events are defined as follows.

Intraoperative:

e Pain

* Excessive bleeding

* Anaesthesia-related

* Excessive skin removal

e Damage to the penis

Sharps injury to personnel (not in Tool 23 or Appendix 9.3)
Postoperative:

* Abnormal pain

* Excessive swelling

¢ Infection

Haematoma

Bleeding

Difficulty urinating

Wound disruption

Delay in healing

Problem with appearance (including scar or disfigurement)
e Injury to the glans

* Excessive skin removal

DISAGGREGATION

Adverse event type

Timing of adverse event:

e intraoperative

* postoperative (disaggregated by day O, 1, 2, 3, 4, 5, 6, 7 or >7),
based on the day the adverse event began

Age

Health-care facility

Numerator

Number of males circumcised who experience at least one moderate
or severe adverse event.

Denominator

All males circumcised



http://www.malecircumcision.org/programs/documents/W HO_MC_Manual_Local_Anaesthesia_v2-5C_Jan08.pdf
http://www.malecircumcision.org/programs/documents/W HO_MC_Manual_Local_Anaesthesia_v2-5C_Jan08.pdf

INTERPRETATION

Surgery of any type occasionally leads to adverse events, determined
in part by the skill and quality of the surgery, the effectiveness of
postoperative instructions, the willingness or ability of the patient
to follow postoperative instructions, the suitability of the surgical
candidate (e.g. for male circumcision), the level of the CD4 count

if HIV-positive men are circumcised, and the judgement of the
health-care personnel assessing adverse events. The frequency, or
frequency of severity, of adverse events above an acceptable level is
an indication of the need for investigation into causes and possible
interventions. Operational research may provide further information
about specific causes and possible solutions.

Disaggregation by type of adverse event will help to determine
the need for additional training to prevent or manage certain
complications.

Disaggregation by timing of adverse event may inform the planning
of postoperative care considerations, particularly as regards mobile
services that may not be available many days following surgery.

Disaggregation by age may inform the need for age-specific
investigation into causes.

Disaggregation by type of facility may indicate institutional type-
specific needs.

Clients receiving surgery at one location but follow-up at another
pose a challenge to data linkage. No single successful approach

to linking these data has been devised. Furthermore, determining
adverse events among men who do not return for follow-up presents
a challenge, for which various approaches, e.g. short message service
(SMS) or mail-in forms, are being tried in order to obtain post-
surgery data from all men.
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Key objective 2, component objective 4.2 (C4.2). HIV testing

INDICATOR

The number and percentage of persons seeking male circumcision
services tested for HIV on site

RATIONALE

To assess progress towards maximization of testing of unknown or
unverifiable HIV status clients

FREQUENCY OF
REPORTING

Annually

MEASUREMENT TOOL

Clinical recording forms and clinic registers

Clinic staff should routinely assess and record whether men

METHOD OF ; . o )

seeking male circumcision services have been tested or accept
MEASUREMENT . )

testing for HIV on site

The sum of P2 disaggregation of:

* tested by facility, positive
Numerator * tested by facility, negative

* tested by facility, indeterminate result
Also, disaggregate those tested elsewhere with verification

Denominator

The sum of P2 disaggregation of:

* tested by facility, positive

* tested by facility, negative

e refused/unknown

Refused/unknown includes clients who refuse HIV testing, missing
on-site test results, etc.

DISAGGREGATION

Health facility type and location

INTERPRETATION

Evidence of low HIV testing acceptance indicates a lack of quality
of the HIV prevention aspect of male circumcision services or,
alternatively, high levels of knowledge of HIV test results done
elsewhere (which should be recent testing in the case of HIV-
negative men).




Key objective 2, component objective 4.3 (C4.3). Counselling/condoms

Percentage of males circumcised who received at least one age-
appropriate risk-reduction/abstinence-during-wound-healing

INDICATOR counselling session, according to national standards, and who
received condoms, during the reporting period
RATIONALE To assess progress towards maximization of safer sex behaviours

and protection from HIV transmission in the postoperative period

FREQUENCY OF
REPORTING

Annually

MEASUREMENT TOOL

Clinic recording forms including observation checklists

Appropriateness and adequacy of counselling are based on those

METHOD OF in the Male circumcision services quality assessment toolkit and
MEASUREMENT . ; f

are in accordance with national standards
Numerator Number of males circumcised who receive age-appropriate

counselling and condoms

Denominator

Results of P2 (number of male circumcisions performed)

DISAGGREGATION

Health facility (see interpretation)

INTERPRETATION

Evidence of circumcision without age-appropriate counselling to a
standard, and provision of condoms, indicates a lack of quality of
the HIV prevention aspect of male circumcision services.

In this indicator, all males are included rather than men. Age-
appropriate counselling is applicable to all clients, including
parents of neonates. Programmes may consider the counselling of
parents of neonates being circumcised inappropriate or impossible.
If so, it is reasonable to limit this indicator to men.

The provision of condoms is included because counselling includes
the subject of abstinence from sexual activity until certified wound
healing / six weeks post-surgery. If clients begin sexual activity
before this period against the advice given in counselling, having
condoms facilitates having safer sex.
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Key objective 2, component objective 4.4 (C4.4). Postoperative follow-up

Percentage of males circumcised who received at least one

INDICATOR postoperative follow-up visit (routine or emergency) during the
reporting period
RATIONALE To assess progress towards optimization of safe male circumcision

services and safer sex behaviours

FREQUENCY OF
REPORTING

Annually

Data should be collected continuously at the facility level and
should be aggregated periodically, preferably monthly or quarterly,
for use at the local level

MEASUREMENT TOOL

Clinical records / reporting form

Clinical records, registry

METHOD OF . L. X . . .

Male circumcision services quality assessment toolkit and in
MEASUREMENT ) .

accordance with national standards

Number of males circumcised who received one or more
Numerator

postoperative follow-up visits

Denominator

Results of P2 (number of male circumcisions performed)

DISAGGREGATION

Location and type of health-care facility

INTERPRETATION

Accurate assessment of the safety of male circumcision
programmes (indicator C4.1) requires assessment of the client for
adverse events.

Optimization of safer sex behaviours following male circumcision
and achieving the degree of the protective effect of male
circumcision against HIV infection found in randomized trials
probably requires repeated counselling sessions, including as part
of each postoperative visit.

Clients receiving surgery at one location but follow-up at another
pose a challenge to data linkage and no single successful approach
to linking the data has been devised.




Key objective 3.1(K3.1). Number of sex partners

The change in the percentage of men who had more than one

INDICATOR sexual partner in the past 12 months

RATIONALE To assess progress towards preventing exposure to HIV with non-
regular partners

FREQUENCY OF Biennially (and in DHS when these are done, typically every 3-5

REPORTING years)

MEASUREMENT TOOL Special survey

Longitudinal cohort among men surveyed at the time of
circumcision and then again 12 months following circumcision, or
cross-sectional surveys

METHOD OF Respondents are asked if they have ever had sexual intercourse. If
MEASUREMENT .
they have, they are asked:
In the last 12 months, how many different people have you had
sexual intercourse with?
Numerator Number of respondents who reported having more than one sex
partner in the last 6 (or 12) months
Denominator Number of men responding

Type and location of health-care facility
Age

DISAGGREGATION

The percentage of men with multiple sex partners before

male circumcision is compared to the percentage following
circumcision. An increase in the percentage following circumcision
indicates an increase in risky behaviour.

This indicator could be calculated in an additional way, by
calculating the mean numbers of different sex partners before and
after male circumcision.

If DHS gather information using this question, and considering
that interviewing techniques/situations may differ, the answers of
respondents can be compared with those from the population-
based survey of the DHS. This can give an indication of the sexual
habits of men undergoing circumcision compared to the general
population or men who remain uncircumcised (if the DHS gathers
data on circumcision status).

Disaggregating by health-care facility may give an indication of the
effectiveness of counselling in differing types of institutions.
Disaggregation by age may give an indication of subgroups who
need additional/different messages.

INTERPRETATION
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Key objective 3.2 (K3.2). Condom use

The change in the percentage of men who had more than one

INDICATOR partner in the past 12 months reporting the use of a condom
during their last sexual intercourse
RATIONALE To assess progress towards preventing exposure to HIV through

unprotected sex with non-regular partners

FREQUENCY OF
REPORTING

Biennially (and in DHS when these are done - typically every 3-5
years)

MEASUREMENT TOOL

Special survey

Longitudinal cohort, with men surveyed at the time of circumcision
and then 12 months following circumcision or cross-sectional
surveys.

Respondents are asked if they have ever had sexual intercourse. If

METHOD OF they have, they are asked:
MEASUREMENT * In the last 6 (or 12) months, how many different people have you
had sexual intercourse with?
If with more than one person, respondents are asked:
e Did you or your partner use a condom the last time you had
sexual intercourse?
Number of respondents who reported having more than one
Numerator sexual partner in the last 6 (or 12) months and who also reported

that a condom was used at last sexual intercourse

Denominator

Number of respondents who reported having had more than one
sex partner in the past 6 (or 12) months

DISAGGREGATION

Type and location of health-care facility

INTERPRETATION

The use of condoms before circumcision will be compared with
their use after circumcision. A decrease in the use of condoms
after circumcision indicates an increase in risky behaviour.

If DHS gather information using this question, and considering
that interviewing techniques/situations may differ, the answers of
respondents can be compared with those from the population-
based survey of the DHS. This can give an indication of the sexual
habits of men undergoing circumcision compared to the general
population or men who remain uncircumcised (if the DHS gathers
data on circumcision status).

Disaggregating by health-care facility and age may give an
indication of the effectiveness of counselling in different types of
facilities and age groups.




Key objective 3.2 (K3.2). Sexual activity before wound-healing

Number and percentage of men circumcised reporting sexual

INDICATOR activity before wound-healing (6 weeks or certified wound-
healing)
RATIONALE To assess progress towards preventing exposure to HIV

FREQUENCY OF
REPORTING

Biennially

MEASUREMENT TOOL

Special survey

Men are asked at least 6 weeks postoperatively:

METHOD OF * Did you masturbate or have sex between the time of

MEASUREMENT circumcision and either 6 weeks following surgery or when the
doctor told you that you could have sexual activity?

Numerator Number of men reporting sexual activity before 6 weeks post-

circumcision

Denominator

Men responding

DISAGGREGATION

Age

INTERPRETATION

Early resumption of sexual activity may be evidence of ineffective
communication about the need to abstain from sexual activity for
at least 6 weeks after circumcision.

Early resumption of sexual activity may be evidence of ineffective
counselling.

Sexual activity is defined as either masturbation or sexual
intercourse (vaginal or insertive oral/anal). Masturbation affects
only wound-healing, whereas sexual intercourse affects both
wound-healing and possible HIV transmission. It may be that men
will be reluctant to answer ‘Yes’ to masturbation (the question
does not distinguish the two for this reason) but, if so, and if

it is desired to address only HIV transmission, asking about
masturbation may be deleted.
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Annex 1. Rationale and core terms
for monitoring and evaluation

Rationale for M&E

Monitoring is the routine tracking and reporting of priority information about a programme and its
intended inputs, outputs and outcomes.”? Evaluation is the rigorous, scientifically based collection
of information about programme activities, characteristics and outcomes that determines the
merit or worth of a specific programme. Evaluation studies are used to improve programmes and
inform decisions about future resource allocations.”®

In practice, a broad spectrum of sources of information might be considered to contribute to M&E.
At one end of the spectrum are ‘gut feelings’, hunches and informal information. This information
is often useful but is subjective, open to manipulation and not always reliable. At the other end of
the spectrum are detailed audits, and full evaluation and impact assessment studies. These provide
very reliable information but can be costly and may provide information that is too late to be
useful. This guide aims to support effective M&E that balances resources and information needs.

Tracking the progress and effectiveness of efforts to increase rates of male circumcision and
evaluating the results will lead to better programming and better use of resources. M&E should
be approached as an evidence-based tool for shaping decisions through feedback. While it is not
intended to be a way of policing activity, it increases accountability and provides useful information
for advocacy work.

One of the most important reasons for carrying out M&E activities is that they create a learning
environment, which increases programme performance and thus:

¢ inform decision-making by providing accurate information when goals and objectives,
priorities and the allocation of resources are being reviewed,;

* improve activities by providing accurate information about their implementation, impact and
cost-effectiveness;

* support good programme management practices by providing accurate information to
management and about management;

* increase stakeholders’ ownership and enthusiasm by showing that programmes are working
and achieving their objectives;

* produce evidence-based knowledge of what works and, importantly, what does not work;

* increase critical thinking by making programmes carefully consider how well they are
working;

* increase accountability to a range of stakeholders, by showing that programmes seriously
determine if they are working effectively and efficiently.

12 UNAIDS. National AIDS Programmes: a guide to monitoring and evaluation. Geneva: 2000 (UNAIDS/00.17E,
http://data.unaids.org/Publications/IRC-pub05/jc427-mon_ev-full_en.pdf).

13 UNAIDS. A framework for monitoring and evaluating HIV prevention programmes for most-at-risk
populations. Geneva: 2007 (UNAIDS/07.15E, http://data.unaids.org/pub/Manual/2007/20070420_me_
of _prevention_in_most_at_risk_populations_en.pdf).
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Core terms

Specific definitions of terms used in the context of M&E vary between organizations and topics.
Definitions used in this guide attempt to find a common understanding with all readers and are
based on:

e Global advances in HIV/AIDS monitoring and evaluation (Rugg, Peersman, Carael, 2004);
e Glossary of key terms in evaluation and results-based management (OECD/DAC, 2002);

e Handbook on monitoring and evaluating for results (UNDP, 2002).

Some core concepts are described here.

Monitoring
Monitoring aims to measure what is happening and what progress has been made with respect to

a baseline established at the beginning of a programme.

Monitoring is an ongoing function. It is used to assess the progress of a programme and should be
undertaken by those running the programme on a continuous timeline with regular feedback. Means
of monitoring and verifying progress should be built into the programme design. To be effective, a
set of indicators and a baseline must be fully understood and agreed to by staff, beneficiaries and
the different types of stakeholders. Monitoring processes are becoming increasingly participatory
in nature.

Evaluation

Evaluation aims to explain why things are happening and to identify and share important lessons.
Evaluation refers to judgements about the relevance, effectiveness, efficiency, impact and
sustainability of a programme.

Evaluation is not an ongoing function: it is normally carried out after the end of a programme or at
key midpoints. Although the evaluation procedure is not a daily, ongoing activity, it is something
that programmes must always be determining. Consequently, repeated evaluations are often used.

Formative evaluation, i.e. activities undertaken to obtain information that will guide programme
improvement, may occur at any time. Such evaluation is often not planned but occurs because of
observations indicating that programmes can be improved in particular ways. It seeks to identify
these ways before they become part of the programme or a formal operational research study to
judge their value.

Evaluative processes are becoming more:

¢ involved at the programme design stage;

¢ focused on communicating with and to stakeholders;

e concerned with qualitative and quantitative approaches;

* concerned about the intended audience for the results;

¢ related to outcomes and impact and less to inputs;

¢ frequent in programmes;

e participatory in approach;

* independent from programme owners but often donor-driven.
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Indicators

An indicator is a measurable bit of data that provides a simple and reliable means for measuring
changes caused by an intervention or for helping the performance of an activity. An indicator
needs to be measured over time in order to find out something about the actions taken.

An indicator is not a target. A target defines what is to be achieved and an indicator is what needs
to be measured in order to find out whether the target has been (or is being) achieved.

Indicators are indispensable tools for programme management and lesson-learning. If properly
chosen, they inform programme management by defining what data need to be collected in order
to communicate progress in achieving goals. Achieving results in turn motivates staff, clients
and public or private funding entities by providing evidence of success and positive feedback.
Indicators support the communication of results (because they are used to measure progress)
and improve the motivation of staff (because staff can see whether the programmes they are
delivering are achieving results). Indicators are most successful when programme beneficiaries
or the staff who implement programmes are involved with their identification and monitoring
(because these individuals often know what information needs to be collected and feel ownership
of the monitoring effort).

Characteristics of indicators™
* Validity They should measure what they are supposed to measure.
* Reliability (Verifiable or objective): Conclusions based on them should be the same

when measured by different people at different times and in different
circumstances.

* Sensitivity They should be sensitive to changes in the situation being observed.
* Specificity They should clearly and directly relate to specific elements of the action
framework.

¢ Cost-effectiveness The results should be worth the time and money it costs to apply them.

¢ Timeliness The frequency of measurement should be long enough to allow the
indicator to respond.

The following categories of indicators are usually found in public health interventions.

¢ Input indicators: Indicators that provide a measure of the resources that are the basic
materials of a programme (e.g. financial resources, policies, personnel, facilities, space,
equipment, supplies). Included in this group are the following.

» Planning indicators, which indicate the presence of programme logic, planning
documentation and reporting requirements.

» Relevance indicators, which indicate the degree to which the programme is suited to local
and national development priorities and the extent to which the activities reflect local
contexts.

» Action indicators, which indicate the amount of resources (human, material, financial, etc.)
used in relation to the results achieved (e.g. how economically or optimally the inputs were
used to produce outputs). They are used to answer the question “Did the intervention
provide value for money?”

14 UNICEF. Guide to monitoring and evaluation of the national response for children orphaned and made
vulnerable by HIV/AIDS. New York: 2007 (http://data.unaids.org/Topics/M-E/ovc_me_guide_en.pdf).
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* Output indicators: Indicators that provide a measure of programme activities (e.g. number of
people trained, number of debates aired on the radio over the last quarter, level of satisfaction
with clinic services). Included in this group are the following.

» Involvement indicators, which indicate the degree to which those closest to the issue have
been involved with programme or message design.

»  Efficiency indicators, which enable a comparison of the cost of outputs and results achieved
with similar outputs and results achieved by other organizations or programmes.

Outcome indicators: Indicators that provide a measure of whether the outputs have reached the
intended audience and have had an effect (e.g. number of people who have been trained who then

implement the protocol, level of attendance at a local clinic). They represent actions that lead to
impact.

Impact indicators: Indicators that provide a measure of whether the outcomes actually affected
the goal (e.g. the incidence of HIV). Impact indicators usually fall within the realm of evaluation,
although sometimes are collected as part of other programmes, e.g. a surveillance programme for
HIV would capture incidence. Impact indicators might include sustainability indicators, measuring
the continuation of impact after the programme has finished.

Proxy indicators: Indicators that are used to represent something that is difficult to measure
directly at the time of measurement.
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