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ACRONYMS AND ABBREVIATIONS

	Abbreviation
	Definition

	AB
	Abstinence and Be Faithful

	ABC
	Abstain, Be Faithful, and Correct and Consistent Use of Condoms

	AIDS
	Acquired Immunodeficiency Syndrome

	ANC
	Antenatal Clinic

	ART
	Antiretroviral Treatment

	ARV
	Antiretroviral (drug)

	BSS
	Behavioral Surveillance Survey

	CBO
	Community-Based Organization

	CDC
	United States Centers for Disease Control and Prevention

	COP
	Country Operational Plan

	CSW
	Commercial Sex Worker

	DHS
	Demographic and Health Survey

	DOD
	United States Department of Defense

	DQA
	Data Quality Assessment

	DQP
	Data Quality Plan

	FBO
	Faith-Based Organization

	FY
	Fiscal year

	GFATM
	Global Fund to Fight AIDS, Tuberculosis and Malaria

	HHS
	United States Department of Health and Human Services

	HAART
	Highly Active Antiretroviral Therapy

	HCT
	HIV Counseling and Testing

	HIV
	Human Immunodeficiency Virus

	HMIS
	Health Management Information System

	IDU
	Injecting Drug User

	IEC
	Information, Education, and Communication

	L&D
	Labor and Delivery

	MC
	Male Circumcision 

	M&E
	Monitoring and Evaluation

	MSM
	Men who have Sex with Men

	NGO
	Non-Governmental Organization

	NSP
	National Strategic Plan

	NVP
	Nevirapine

	OGAC
	Office of the Global AIDS Coordinator (United States)

	OI
	Opportunistic Infection

	OVC
	Orphans and Vulnerable Children

	PEP
	Post-exposure Prophylaxis

	PEPFAR
	President’s Emergency Plan for AIDS Relief

	PCR
	Polymerase Chain Reaction

	PLWHA
	People living with HIV/AIDS

	PMTCT
	Prevention of Mother-to-Child Transmission

	SAG
	South African Government

	SI
	Strategic Information

	STI
	Sexually Transmitted Infection

	CT
	Testing and Counseling (for HIV)

	TB
	Tuberculosis

	UNAIDS
	Joint United Nations Program on HIV and AIDS

	USAID
	United States Agency for International Development

	USG
	United States Government

	WHO
	World Health Organization


INTRODUCTION
The purpose of this South Africa Strategic Information (SASI) Manual is to provide Strategic Information (SI) guidance with a focus on results reporting for all United States Government (USG) partners implementing the President’s Emergency Plan for AIDS Relief (PEPFAR) in South Africa.  SI is a key component of the USG/South Africa program; valid and reliable results reporting greatly enhances the program’s ability to monitor progress toward goals and objectives and ensures that resources are used effectively and efficiently.  

This Manual is specifically intended to provide guidance on how to support USG/South Africa programmatic indicators with data captured at the activity level. As such, it is applicable to all implementing partners funded by USG/South Africa. It replaces the previous SASI Manual version (v4, July 2007) with a substantially different programmatic orientation and a mostly different set of indicators. This new version of the SASI Manual is effective beginning in the first quarter of FY 2010 (October 1, 2009-September 30, 2010). The indicators presented here represent the minimum program-level reporting requirements under USG/South Africa.  However, for the most part they comprise only a subset of the information needed by programs to effectively monitor, manage and improve their programs locally.  

In the first five years of PEPFAR implementation, USG/South Africa indicators were largely focused on amassing an appropriate magnitude of programmatic outputs in order to reflect the essential strategy of scaling-up services in an emergency context. However, from FY 2010 onward, USG/South Africa has substantially revised the indicators toward the objectives of monitoring, where feasible and within the constraints of aggregate-level reporting, program quality and health outcomes for individuals receiving HIV-related services. The SASI Team has worked extensively with the South African Government (SAG) to align the indicators to the extent possible with those that are collected as part of the SAG National HIV and AIDS programs. This alignment is a key priority for USG/South Africa and should lead to reduced reporting burdens for implementing partners, especially at the facility level.  It is expected that as SAG indicators and definitions are updated to reflect policies and guidelines, USG/South Africa will issue periodic updates of this Manual accordingly.

USG/South Africa has developed a web-based reporting system to capture all PEPFAR program-level results, referred to as the Data Warehouse (DW) (www.sharing.org.za). This system will continue to be used over the short term. However, the SASI Team is exploring other options to move towards a harmonized approach with the SAG for M&E in South Africa. Efforts are being made to strengthen SAG information systems, including the District Health Information System (DHIS) which is the system used by the National Department of Health for health-related aggregate data. 

The reporting timeline and format have also been significantly restructured in order to improve the utility of the results and to further achieve the alignment of implementing partners to a common schedule of programmatic monitoring. All partners will now be required to report on a quarterly basis. All results will be specific to geographical units of South Africa. Partners working at the facility level will continue to report at that level.  Partners not working at a health facility (e.g., HIV prevention and OVC programs) will be required to report at a district level. Therefore, the previous parallel system of semi-annual and annual reporting schedules for some partners and quarterly reporting schedules for other partners has been unified: all implementing partners are now on a schedule of quarterly reporting to USG/South Africa. Partners are expected to report on the indicators that are relevant to the PEPFAR-funded program. The purpose of these changes is to enable USG and SAG to better manage and understand the results of PEPFAR-funded activities at a District level.  

Finally, USG/South Africa supports extensive training opportunities for partners and SAG officials in the area of M&E capacity building. For more information about course schedules and availability, please contact Christa van den Bergh at christa@enhancesi.co.za.

PEPFAR REPORTING

PEPFAR partners are required to report on program results each quarter of the USG fiscal year (October 1 – September 30).  The reporting schedule is as follows:

	Reporting Period
	Due Date

	Oct 1 – Dec 31 (Quarter 1)
	31 January


	Jan 1 – Mar 31 (Quarter 2)
	21 April

	Apr 1 – Jun 30 (Quarter 3)
	31 July


	Jul 1 – Sep 30 (Quarter 4)
	21 October


In addition, each USG agency has additional reporting requirements for cooperative agreements and contracts. Partners should contact their USG Activity Manager for more information about these requirements.

Each year, around August, partners are required to submit a Country Operational Plan (COP) that describes current and planned activities including targets for required indicators.  The targets that are set in the COP are for the two subsequent fiscal years’ time periods and are used to monitor partner performance.  Details of the requirements of the COP are provided each year as a separate document.

When reporting on PEPFAR indicators double counting should be avoided, particularly within one service/program area and reporting period. For example, if an individual receives care and support during the same reporting period, this person should only be counted once as an individual being supported with care and support.  In other words, this indicator intends to capture the number of individuals receiving care and support services, rather than the number of visits regardless if the visits are for the same or different services than would be categorized as care and support.  However, for individuals served by multiple program areas, it is acceptable to count individuals once for each program area (e.g., OVC, ART, and care and support).  Individuals receiving services in one reporting cycle can be counted again in the next cycle if they are still receiving services.  Thus, the report shows the total number of individuals currently being served within each reporting period.  If two or more PEPFAR partners have been approved by USG to work in the same facility and/or reaching the same people, it is important to include those details in the reports in order to minimize the double counting in the overall South Africa PEPFAR program progress report. Each partner still reports their reach and progress toward their targets; however, when aggregated to a total USG sum, the USG SI team must adjust for duplicate counting.

Partners must report on all indicators that are relevant to PEPFAR-funded program activities regardless of whether targets were set at the beginning of the period. For example, a treatment program may do counseling and testing in order to enroll patients on ARVs. The number of people counseled and tested should be reported even though a target may not have been set in the COP. If an indicator is relevant but data are not available, partners should indicate that in the report.

At present, PEPFAR partners are required to report via the Data Warehouse that is a password-protected web-based reporting system (www.sharing.org.za).  To obtain a user name and password, log on to the system to register and then contact support@sharing.org.za to activate your account. 

PEPFAR partners are expected to report on valid and reliable data to the extent that is possible and feasible.  A reasonable margin of error not greater than 10% is acceptable in cases whereby the cost of data collection and reporting exceeds the value of the data itself.  Any issues around data quality must be reported to the USG agency.  In addition, if estimates were used to report on the number of individuals reached, where exact counts could not be determined, the method of calculation must be reported and approved by the USG agency.  

All USG partners receiving funding through PEPFAR, working in either private or public service delivery sites must report data to local, provincial and national government counterparts. The SAG can use this information for planning purposes and to capture program coverage and service uptake. While the indicators in this document have been aligned to the national indicators as closely as possible, partners must contact the local or provincial government to obtain required indicators and reporting formats.

PREVENTION: SEXUAL AND OTHER BEHAVIORAL RISK BEHAVIOR
	1.1: Individuals reached with individual or small group HIV prevention interventions


	Description



	What It Measures
	This indicator measures the number of individuals reached with individual-level or small group HIV prevention interventions. In order to be counted, an individual should complete the intended number of sessions that were implemented with fidelity to the intervention (i.e. adhering to appropriate protocols or curricula, etc.).

Monitored over time, this indicator measures any changes in the number of people reached, somewhat indicating the reach of the message. Partners are encouraged to work with their SAG counterparts to estimate the total number of the intended target population in their Province or District in order to determine the percent coverage of the intervention.

It is important to know how many people complete an intervention in order to monitor how effectively programs are reaching the intended audience with HIV prevention programming.

Individual-level interventions (ILI):  Interventions that are provided to one individual at a time (e.g., individual counseling). The intervention assists clients in making plans for individual behavior change, and with ongoing appraisals of their own behavior. Counseling associated with counseling and testing should not be counted here.

Small group level interventions (GLI):  Interventions that are delivered in small group settings (more than 3 people; no more than 20 people) and that assist clients in making plans for behavior change and appraisals of their own behavior. A small group can include a family or couple. 



	Definition
	This indicator only counts those interventions at the individual and/or small group level.  Individual and small group level interventions are components of a comprehensive program but are not by themselves defined as a comprehensive program.  Partners are not expected to implement comprehensive prevention programs in order to report on this indicator, but should work with other partners and stakeholders to ensure that comprehensive prevention programs are implemented within the communities.  In order to count individuals reached, the interventions must:  

· Have a clearly defined audience; 

· Have clearly defined goals and objectives;
· Be based on sound behavioral and social science theory;

· Be focused on reducing specific risk behaviors;
· Have activities that address the targeted risk behaviors;

· Employ instructionally sound teaching methods; and  
· Provide opportunities to practice relevant risk reduction skills. 


	Disaggregated by

	Age
0 to 14

Age
15 to 24

Age
25 to 34

Age
35 to 49

Age
50 +

Males
Females


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	1.2: Individuals reached with abstinence and/or being faithful (AB) messages


	Description



	What It Measures
	This indicator measures the number of people who are reached with complete individual and/or small group level HIV AB prevention interventions that seek to modify those behaviors that lead to HIV transmission. In order to be counted, an individual should complete the intended number of sessions that were implemented with fidelity to the intervention. This indicator measures any changes in the number of people reached, indicating overall reach of the message



	Definition
	AB interventions can include programs, services and messages which encourage sexual abstinence, the delay of sexual debut and secondary abstinence, mutual fidelity, a mutual knowledge of HIV status and social and gender norms which promote mutual respect and open communication about sexuality.  

AB interventions can also include programs, services and messages which discourage multiple and/or concurrent partnerships, cross-generational and transactional sex, sexual violence, stigma and other harmful gender norms and practices.  AB interventions targeting youth should support skills-based sexuality and AIDS education as well as involve parents and guardians to improve communication with children and overall parenting skills.

The messages and content of the activities spend the majority of their time discussing; increasing individual and group’s self-risk assessments; building the skills; and other supportive behavioral, cognitive and social components to increase the AB behaviors.

The majority of the messages and content of these activities should focus on increasing the individual’s or group’s self-risk assessments, building skills and other supportive behavioral, cognitive and social components  in order to increase AB behaviors. 


	Disaggregated by
	Males
Females
Total


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	1.3: Most at risk populations (MARP) reached with prevention interventions


	Description



	What It Measures
	This indicator measures the number of people who are reached with complete individual and/or small group level HIV prevention interventions that seek to modify behaviors that lead to HIV transmission through programs designed for the intended most at risk population (MARP).  In South Africa, the MARPs that are primarily targeted include:

· Men who have Sex with Men;
· Commercial Sex Workers;
· Injecting Drug Users;
· Individuals associated with other substance abuse (e.g. alcohol).
There may be other populations that have increased vulnerability to HIV due to a combination of behavioral, social or environmental factors.  Groups that should be counted in the category of Other Vulnerable Populations include:

· Military and other uniformed services;
· Incarcerated individuals;
· Mobile populations (e.g., migrant workers, truck drivers);
· Clients of sex workers.



	Definition

	The Core Package of Services for MARPs assists with the scale-up of a combination of targeted interventions adapted for different sub-groups who are especially vulnerable to HIV.  These interventions could include but are not limited to:

· Community-based peer outreach;
· Behavior change programs including targeted condom distribution for those who practice high-risk sexual behavior;
· Referrals to a range of substance abuse and treatment services;
· Linkages through referral networks with other health services;
· Programs to prevent alcohol/drug-related sexual risk-taking behaviors and HIV transmission;
· Vocational skills training or other income-generation activities;
· Service models (e.g., VCT) developed for a general population adapted to reach, engage and meet the needs of MARPs. 
· Refer to Appendix B: Approaches to HIV Prevention for Most at Risk Populations.

	Disaggregated by

	 IDU

 MSM

 CSW

 Other Vulnerable Populations (e.g. Military Populations, Refugees, etc.)



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	1.4: Percent of the target population reached by mass media (radio or TV) for HIV prevention 

	Description



	What It Measures
	This indicator measures the estimated number of individuals reached with a PEPFAR-supported radio or TV spot or program that is specifically focused on promoting HIV sexual prevention messages.



	Definition
	Exposure to mass media programs specifically focused on HIV and AIDS prevention has been found to contribute to an overall estimated effect on HIV knowledge, attitudes, and behavior.  Measurement of exposure to particular HIV programs in South Africa is derived from large, nationally representative surveys such as the National Communication Survey or from partner-specific evaluation studies. These estimates, where available, should be used to document the extent to which (frequency, duration,) your mass media activities are reaching the intended audience.

Numerator: Estimated target population reached

Denominator: Estimated target population


	Disaggregated by 

	There is no disaggregation


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


PREVENTION: GENDER

	2.1: Individuals reached with interventions focused on norms about masculinity 



	Description



	What It Measures
	This indicator measures the number of adults and children reached by an intervention or service that explicitly addresses norms about masculinity related to HIV and AIDS. 



	Definition
	Interventions or services that explicitly address norms about masculinity related to HIV and AIDS seek to change traditional, cultural, and social male norms that contribute to behaviors that increase HIV risk in both men and women and that impede access to care and treatment services for those who need them.

Includes: 
Norms about masculinity related to HIV and AIDS including those that govern the following behaviors: 

· Cross generational and transactional sex;

· Multiple concurrent partnerships;

· Alcohol/substance misuse/abuse; 

· Inequitable control of household resources; 

· Poor use of health-care services;

· Lack of support for partner’s health-care concerns; and 

· Limited involvement in HIV and AIDS care-giving.
Excludes: 

· Individuals reached by mass media interventions or services  



	Disaggregated by 

	Males
Females
Total


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	2.2: Individuals reached with interventions focused on gender-based violence and coercion



	Description



	What It Measures


	This indicator measures the number of adults and children reached by an intervention or service that explicitly addresses gender-based violence and coercion related to HIV and AIDS.



	Definition
	Gender-based violence is violence involving men and women in which the female is usually the victim and which is derived from unequal power relationships between men and women. It includes, but is not limited to, physical, sexual and psychological harm (including intimidation, suffering, coercion, and/or deprivation of liberty within the family, or within the general community). It includes violence which is perpetrated or condoned by the state.

Sexual and other forms of abuse against women and girls fuel the spread of HIV. The practice or threat of sexual violence against women and girls puts them at increased risk of HIV infection by creating situations in which women are unable to voluntarily abstain from sex or negotiate condom use. 

Includes: 
· HIV post-exposure prophylaxis in clinical settings for survivors of violence; 

· The development of couple HIV counseling; 

· Partner notification strategies; 

· Health workers’ awareness of and skills to address violence; 

· Links with community and social services that provide protection and care for victims of violence; and
· The activities of community- and faith-based organizations to 

· Change social norms that perpetuate male violence against women, 
· Train couples in negotiation and conflict resolution, and 
· Strengthen policy and legal frameworks that outlaw gender-based violence;


	Disaggregated by 

	Males
Females
Total


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	2.3: Individuals reached with interventions focused on legal rights and protection of women and girls


	Description



	What It Measures
	This indicator measures the number of adults and children reached by an intervention or service that explicitly addresses the legal rights and protection of women and girls impacted by HIV and AIDS.



	Definition
	Many of the practices that increase women’s and girls’ vulnerability to HIV and limit their capacity to manage its consequences are reinforced by policies, laws and legal practices that institutionalize discrimination against women. 
PEPFAR supports efforts to review, revise and enforce policies that :

· Protect victims of sexual violence; 
· Support women’s and girls’ property and inheritance rights; 
· Enhance women’s and girls’ access to legal assistance; and 
· Eliminate gender inequalities in civil and criminal codes.

The legal rights and protections of women and girls impacted by HIV and AIDS include those related to gender equality (social, political, economic), property and inheritance, gender-based violence and access to health services and education.



	Disaggregated by

	Males
Females
Total


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	2.4: Individuals reached with interventions to increase access to income and productive resources of women and girls


	Description



	What It Measures
	This indicator measures the number of adults and children who are reached by an intervention or service that explicitly aims to increase access to income and productive resources of women and girls impacted by HIV and AIDS.



	Definition
	Programs to increase income and productive resources of women and girls impacted by HIV and AIDS include: 

· Changing norms and socio-cultural practices that limit women’s access to and control of economic resources; 

· Changing business, employment, and lending practices that discriminate against women; 

· Increasing opportunities for women and girls’ education and skills development; 

· Increasing information and knowledge about economic opportunities for women; 

· Supporting activities to help women and girls gain employment and generate income including through public private partnerships; and 

· Reducing competing demands for women’s time, energy, and skills for childbearing, child care, household management, family care, and community participation.

USG/South Africa recognizes that a lack of economic assets increases the vulnerability of women and girls to HIV infection. It is important to support efforts to provide women with economic opportunities that empower them to avoid high-risk behaviors, to seek and receive health-care services and to care for their families. 

More specifically such efforts include:

· Micro-enterprise and micro-credit activities for HIV-infected women;

· Programs to ensure that girls are given equal opportunity to attend school and vocational training; and 

· Skills and management training targeted to offer economic alternatives to prostitution. 

Additionally, links between PEPFAR and other USG-supported education, economic development and microfinance programs are being strengthened.



	Disaggregated by 

	Males
Females
Total


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


PREVENTION: WORKPLACE PROGRAMS

	3.1: Enterprises implementing an HIV/AIDS workplace program, providing at least one of the four of the critical components



	Description

	What It Measures
	This indicator measures the number of enterprises that are implementing one or more of the critical components of a workplace HIV program that addresses the prevention of HIV within the workforce.  While comprehensive HIV/AIDS work place programs have many components. This indicator focuses only on 4 critical areas. These recommended subsets allow for an assessment of whether the programs are moving towards providing a more comprehensive program which includes these critical elements.

This indicator will not provide information regarding the number of people served by work place programs, the coverage of the services, or the quality of the services. 


	Definition

	Public or private, and formal or informal workplace entities made up of management and employees that are implementing one or more of the four critical components in a workplace HIV program. A small to medium enterprise (SME) employs 200 employees or less. A large enterprise employs more than 200 employees. 

The critical areas of an HIV/AIDS workplace program are:

1. HIV/AIDS Work Place Policy. This policy must be in writing and endorsed by both management and workers. It must include, at a minimum, the following components;

· No mandatory HIV testing’ 

· No denial of employment, 

· No job termination if fit to work, 

· Medical Confidentiality

2. HIV/AIDS Peer Education Program;

3. Voluntary HIV Counseling and Testing (VCT) 

· This can be either on-site or via referral, and 

4. Formal HIV-Prevention Activities

· This includes formal sessions (even as little as 30 minutes) to provide factual information that protects workers from HIV transmission

Includes:

· Signing memoranda of cooperation with enterprise; 

· Setting up enterprise-level HIV/AIDS committees;  

· Establishing and training enterprise Focal Point; 

· Conducting baseline surveys for monitoring and evaluation; developing policy for workplace; 

· Enterprise-level behavior change communication program; 

· Material development; 

· Peer education; 

· Condom distribution; and 

· Establishment of referral arrangements for voluntary counseling and testing or adequate confidential onsite testing. 

When the service is made available outside the enterprise through a referral, the enterprise must have an agreement with a local provider to provide the service via a work place referral. 

	Disaggregated by

	Small and Medium Enterprises 
Large Enterprises
Enterprises supported to implement an HIV/AIDS workplace program



	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:



	


	3.2: Estimated number of people reached through workplace programs 

	Description

	What It Measures
	This indicator measures individuals who have access to at least one of the four defined critical components of a workplace program through their employer.


	Definition

	Lack of accurate information about HIV often contributes to the stigmatization of HIV–infected individuals by their co-workers. This indicator permits the monitoring of the number of people reached by some aspect of a workplace HIV program that addresses the prevention of HIV within the workforce. It is important to know how many people complete an intervention in order to monitor how well programs are reaching the employees with HIV prevention programming.

The critical areas of an HIV/AIDS workplace program are:

1. HIV/AIDS Work Place Policy. This policy must be in writing and endorsed by both management and workers. It must include, at a minimum, the following components;

· No mandatory HIV testing’ 

· No denial of employment, 

· No job termination if fit to work, 

· Medical Confidentiality

2. HIV/AIDS Peer Education Program;

3. Voluntary HIV Counseling and Testing (VCT) 

· This can be either on-site or via referral, and 

4. Formal HIV-Prevention Activities

· This includes formal sessions (even as little as 30 minutes) to provide factual information that protects workers from HIV transmission

Includes:

· Signing memoranda of cooperation with enterprise; 

· Setting up enterprise-level HIV/AIDS committees;  

· Establishing and training enterprise Focal Point; 

· Conducting baseline surveys for monitoring and evaluation; developing policy for workplace; 

· Enterprise-level behavior change communication program; 

· Material development; 

· Peer education; 

· Condom distribution; and 

· Establishment of referral arrangements for voluntary counseling and testing or adequate confidential onsite testing. 

When the service is made available outside the enterprise through a referral, the enterprise must have an agreement with a local provider to provide the service via a work place referral.



	Disaggregated by 
	Small and Medium Enterprises  

Large Enterprises

Individuals reached  



	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:

	


PREVENTION: MALE CIRCUMCISION
	4.1: Males circumcised



	Description

	What It Measures
	This indicator measures the number of males circumcised as part of the minimum package of medical male circumcision for HIV prevention services according to South African Government standards.


	Definition

	This indicator monitors clients who have been documented as having received MC within the reporting period in MC Registries or clients’ medical records maintained by programs.

Includes:
· Data  compiled from MC registers;

· Data compiled from client medical records maintained by funded programs/sites.

A program site can be either a fixed or mobile facility that is able to provide all components of the minimum package of MC for HIV prevention services.  

Excludes:
· Other services within the MC package 

· Testing,
· Behavioral change,
· Counseling,
· Training of health professionals 
· Cases of MC conducted under general anesthesia; these should not be paid for by USG/ PEPFAR and as a result should not be counted under this indicator



	Disaggregated by 
	Age
<1

Age
1 to 14

Age
15+

Males Circumcised



	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	4.2: Males circumcised who experienced one or more adverse event(s)

	Description

	What It Measures
	This indicator measures the number of males recently circumcised who experience (reporting back to the respective circumcising program) one or more moderate or severe adverse events* (AE), according to the date of MC surgery. 
* Refer to Appendix D: Adverse Effects in Male Circumcision.


	Definition

	This indicator counts circumcised clients experiencing at least one moderate or severe adverse event (AE) during or following elective MC surgery in order to monitor intra- and post-operative complications.

It is the date of surgery, not the date of AE(s) that must fall within the reporting period.

Includes:
· MC cases, involving an occupational exposure to blood/body fluids that have been documented in the client’s facility record or registry, by the facility that performed the surgery; 
· AEs such as 
· Bleeding, 
· Anesthesia reaction, 
· Infection, 
· Pain
· Wound disruption, 
· Sexual dysfunction, 
· Scarring and other complications. 
Refer to Appendix D for more information). MC cases, involving an occupational exposure to blood/body fluids that have been documented in the client’s facility record or registry, by the facility that performed the surgery.  
Excludes:
· AEs of seriousness less than moderate


	Disaggregated by
	Moderate event

Severe event

Males Circumcised



	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


PREVENTION: POST-EXPOSURE PROPHYLAXIS

	5.1: Individuals provided with post-exposure prophylaxis (PEP)

	Description

	What It Measures
	This indicator measures the number of individuals provided with PEP for risk of HIV infection through occupational and/or non-occupational exposure to HIV.


	Definition

	PEP services for occupational exposure include a comprehensive package of services for occupationally exposed health-care workers and patients. PEP services for non-occupational exposure include a larger, more comprehensive package of services for victims of sexual violence.

Includes:
· First-aid;
· Counseling; 
· Testing, and 
· The provision of ARVs’, medical care, trauma counseling, linkages with police, and other follow-up and support services
,
Excludes:
· Infants who receive neonatal prophylaxis.

Individuals, and not incidence, should be counted only once if they have received PEP drugs in accordance with South African protocols. 



	Disaggregated by 
	Occupational

Rape/ Assault victims

Other non-occupational

Exposure type



	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


PREVENTION: VERTICAL TRANSMISSION (PMTCT)
	6.1: Attended first ANC


	Description

	What It Measures
	This indicator measures all pregnant women who attended their first antenatal care (ANC) visit of their current pregnancy at your facility. 

This figure can be used to form the denominator for uptake estimates of pregnant women who should be HIV tested. 



	Definition

	It is not an expression of service uptake at a population level, but rather is an expression of the uptake of services at supported service outlets. It does, however, provide an estimate as to how many women should be accessing testing services.

Count only those pregnant women who received ANC services for the first time during this pregnancy.



	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 23 March  2010

Data quality considerations and other comments:



	


	6.2: Antenatal client known HIV positive but NOT on HAART at 1st visit


	Description



	What It Measures
	This data element can be included when forming a denominator for several other PMTCT indicators. For example, pregnant women already known to be HIV-infected would have to be excluded when looking at the HIV testing uptake at a facility.
These data will be important in order to progress towards HIV counseling and testing targets for pregnant women.

	Definition
	This data element measures HIV positive, pregnant women attending their first antenatal care (ANC) visit who already know their HIV status (HIV+) but are not yet initiated on ART. 
In the absence of documented proof, verbal confirmation of HIV positive status is acceptable.

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 23 March  2010

Data quality considerations and other comments:



	


	6.3: Antenatal client on HAART at 1st visit

	Description



	What It Measures
	This indicator measures HIV positive, pregnant women attending their first antenatal care (ANC) visit who already know their HIV status (HIV+) and have been initiated on ART. 


	Definition
	HIV-infected pregnant women who were already on HAART on their first ANC visit. 
This data element in combination with other data elements in the Vertical Transmission cascade identifies which women are already known to be HIV infected and on HAART. Therefore, they would need to be removed from the denominator when looking at testing uptake and ART initiation. 
This element is an expression of those women who fell pregnant while on ART.
· 

	Disaggregated by
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.4: Antenatal client HIV 1st test

	Description



	What It Measures
	This indicator measures pregnant women attending their first antenatal care (ANC) visit who do not know their HIV status and are thus eligible for HIV  testing.
This indicator subset reflects a primary goal of PMTCT, which is to increase the number of pregnant women who know their HIV status. It enables the monitoring of trends in HIV testing among pregnant women and the uptake of testing at sites. 


	Definition
	This indicator reflects one goal of PMTCT, which is to increase the number of pregnant women who know their HIV status. Identification of a pregnant woman’s HIV status is a key entry point into PMTCT services and to other HIV care and treatment services. 
Pregnant clients should preferably be tested at their first antenatal visit however it is possible for the first test to be conducted at a subsequent follow-up visit.
Count only those pregnant women who received, at minimum, HIV counseling and testing during the specific reporting period
Count once on the day the HIV  test was administered.


	Disaggregated by
	HIV serostatus - Antenatal client HIV 1st test positive

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.5 Antenatal client HIV re-test at 32 weeks or later


	Description


	What It Measures
	This indicator measures previously HIV negative pregnant women who were re-tested for their HIV status at 32 weeks of gestation (tested negative at their first ANC visit) 
This indicator subset reflects a primary goal of PMTCT, which is to increase the number of pregnant women who know their HIV status. It enables the monitoring of trends in HIV testing among pregnant women and the uptake of testing at sites. 


	Definition
	This indicator reflects one goal of PMTCT, which is to increase the number of pregnant women who know their HIV status. Identification of a pregnant woman’s HIV status is a key entry point into PMTCT services and to other HIV care and treatment services. 
These data will be important in order to:
· Identify progress towards the goal to reach 80% of  pregnant women with HIV testing and counselling 

· Determine performance in providing HIV  testing to pregnant women

Each pregnant woman whose first HIV test returned negative should be re-tested to detect for late sero-converters at 32 weeks gestation or later (the time period between the initial test and the re-test should be at least 6 weeks). 
Count only those pregnant women who received, at minimum, HIV counseling and testing during the specific reporting period
Count once on the day the HIV  test was administered

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 13 June 2010
Data quality considerations and other comments:


	


	6:6 Antenatal client HIV re-test positive at 32 weeks or later


	Description


	What It Measures
	This indicator measures previously HIV negative pregnant women, re-tested for their HIV status at 32 weeks gestation who re-tested HIV positive (tested negative at first ANC visit)
This indicator subset reflects a primary goal of PMTCT, which is to increase the number of pregnant women who know their HIV status. It enables the monitoring of trends in HIV testing among pregnant women and the uptake of testing at sites. 


	Definition
	This indicator reflects one goal of PMTCT, which is to increase the number of pregnant women who know their HIV status. Identification of a pregnant woman’s HIV status is a key entry point into PMTCT services and to other HIV care and treatment services. 
These data will be important in order to:
· Identify progress towards the goal to reach 80% of  pregnant women with HIV testing and counselling 

· Determine performance in providing HIV  testing to pregnant women

Count only those pregnant women who received, at minimum, HIV counseling and testing during the specific reporting period
Count only once on the day the HIV  test result was confirmed positive 

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 13 June 2010
Data quality considerations and other comments:


	


	6.7: HIV-infected pregnant women receiving food and nutritional supplementation 


	Description



	What It Measures
	The indicator measures the number of pregnant women who received food and nutrition that was made available due to some type of PEPFAR support. This could include the food and nutritional supplementation itself, but could also include Nutrition Assessment Counseling and Support (NACS) of pregnant women so that they can access food provided by other sources.
The indicator may not accurately measure the number of pregnant and lactating women receiving food or supplementation if it is shared among household members who are not its intended recipients. The indicator provides information about the number of clients receiving such food and / or nutrition services however additional alternative types of studies would need to be conducted to collect the information needed to understand factors the duration of the support provided to clients, drop-out rates, quality of the foods, quality of nutrition services, or existence of complimentary interventions with the food. 



	Definition
	Count the number of unique pregnant or lactating HIV + women who received food and nutritional supplementation.
Unique = Women who receive supplemental food, food security support and / or nutrition services more than once during the reporting period should only be counted once. 

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.8: Antenatal client CD4 1st test


	Description



	What It Measures
	Pregnant women with a known HIV positive status who are not already on ART should have their CD4 count measured to determine ART eligibility.  Ideally these CD4 counts should be done on the same day as the client’s HIV status is determined to be positive. If eligible for ART as per the South African guidelines, the woman should be initiated as such. If her CD4 count determines that she is not eligible for ART, she should receive appropriate ARV prophylaxis (as per the South African guidelines) to prevent HIV transmission to her baby.


	Definition
	This indicator measures HIV positive pregnant (not currently on ART) who were given CD4 counts to assess ART eligibility.
Count only once on the day the blood was drawn for CD4 testing. Although the woman should receive the CD4 test result to provide her with further HIV care and support, for reporting purposes count when the blood was actually drawn for CD4.


	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.9: Initiated on ARV prophylaxis


	Description



	What It Measures
	This indicator is a measure of the delivery and uptake of ARV prophylaxis for PMTCT which is the key intervention to prevent infection of the child. 

This indicator is not an expression of service coverage at a population level, but only delivery / uptake of services at PMTCT sites. 



	Definition
	This indicator measures HIV-infected pregnant women who have been provided with a ARV prophylaxis as per the South African guidelines.  
All PEPFAR-support partners must follow appropriate South African government guidelines for prevention of mother to child transmission which may be modified over time. 
Exclude pregnant women who were already on ART at first ANC visit. 

This indicator should be measured at ANC sites where the initiation occurs.


	Disaggregated by 
	· AZT
· ART (excluding those who were already initiated prior to first ANC visit)

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.10: Baby given Nevirapine within 72 hours after birth


	Description



	What It Measures
	This indicator measures HIV-exposed infants provided with Nevirapine (NVP) within 72 hours of birth to prevention of mother to child transmission.
This indicator measures the extent of PMTCT service uptake from first identifying the mother’s HIV status to providing the baby with NVP. It does not, however, measure the effectiveness of the prophylaxis itself.


	Definition
	Count only those infants born to HIV-infected mothers who received Nevirapine within 72 hours after birth.
All PEPFAR-support partners must follow appropriate South African government guidelines for prevention of mother to child transmission which may be modified over time.

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.11: Baby PCR test around 6 weeks


	Description



	What It Measures
	The indicator intends to measure the extent that babies born to HIV positive women are brought back to the health facility to be tested for HIV soon after birth. It does not detect the mode of transmission for babies who test HIV positive.
HIV testing by PCR is important to determine whether HIV transmission to the infant occurred. If the baby is identified as HIV-infected, further referral for care and support services are required. If the baby is PCR negative, the baby should be retested at a later date as per the South African guidelines.


	Definition
	This indicator measures HIV-exposed infants (born to HIV-infected women) who were tested for HIV by DNA polymerase chain reaction (PCR) at approximately 6 weeks.
If infants are still being breastfed repeat testing will be necessary to confirm HIV status as per the South African guidelines. For reporting on this indicator, however, only count babies who were tested around 6 weeks and not those who were retested at a later date.
PCR tests done between 4 and 12 weeks can be counted in this indicator.


	Disaggregated by 
	HIV serostatus - Baby PCR test positive around 6 weeks

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.12: Baby initiated on Cotrimoxazole around 6 weeks


	Description



	What It Measures
	This indicator monitors the dispensation of cotrimoxazole which is an important prophylaxis used to prevent opportunistic infections to which HIV-infected individuals, especially infants, are especially at risk.  As per the South African guidelines, HIV-infected babies should be initiated on Cotrimoxazole around 6 weeks of age.


	Definition
	HIV-exposed infant  who was initiated on Cotrimoxazole around 6 weeks after birth to prevent opportunistic infections. 


	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	6.13: Baby HIV antibody test at 18 months


	Description



	What It Measures
	The reason for conducting the test at 18 months is that the infant no longer has maternal antibodies to HIV. In most cases, infants enrolled in the PMTCT program are weaned at 4-6 months. HIV transmission usually occurs within the first 18 months after birth. Therefore, testing at 18 months can accurately detect transmission rates.

HIV testing is important to determine whether HIV transmission to the infant occurred. If the baby is identified as HIV-infected, further referral for care and support services are required.


	Definition
	The number of HIV-exposed infants (born to HIV-infected women) who were tested for HIV through an HIV antibody test at approximately 18 months after birth.
Count only those infants born to HIV-infected mothers that received an ELISA or Rapid HIV antibody test. 
Also, only count those infants tested around the 18 month after birth timeframe as recommended in the South African guidelines.


	Disaggregated by 
	HIV serostatus - Baby HIV antibody test positive at 18 months


	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


PREVENTION: HIV COUNSELING AND TESTING
	7.1: Individuals HIV tested


	Description



	What It Measures
	This indicator measures the number of clients that received testing and counseling services at a USG supported site such as hospitals, clinics, stand-alone centers and mobile units. Categories of this indicator are reported in the subsets listed below.

This indicator provides a count of those individuals who have received testing and counseling services during the current reporting period and are now aware of their HIV status. The hope is that knowledge of one’s status leads to appropriate behavior change and access to services if necessary.



	Definition
	All individuals receiving CT, including TB patients and men testing as part of a male circumcision package of services, should be included except for pregnant women and infants. Pregnant women being tested for in ANC should only be counted under the Vertical Transmission (PMTCT) section. Infants being tested by PCR or at 18 months with antibody test should also only be counted under the Vertical Transmission (PMTCT) section. Only those whose confirmed HIV test status is known can be counted. 

Note that this indicator requires disaggregation by a number of HCT subset categories. Persons tested and persons tested positive for HIV are straightforward: count these individuals from the auditable HCT registers and as you know their status as documented by your program during the reporting period.  Count these same individuals according to what type of HCT site the documentation came from – healthcare facility, mobile or stand-alone/community-based.

This indicator also requires disaggregation by whether the testing was done in the context of couple testing.  If yes, then count the number of individuals tested who arrived at the HCT station as a couple and went through the counseling & testing process as a couple. If only one person tests, then this is not couple’s counseling; to be counted, both individuals have to be tested at the same session. This is a subset of the total number of persons counted as HIV tested. 



	Disaggregated by 
	(reference)

Individuals HIV Tested

(subset)

Individuals Tested HIV+

M (<15)

M (15 - 24)

M (25+)

F (<15)

F (15 - 24)

F (25+)

Health care facility

Mobile 

Stand alone  or community based

Individuals tested by testing type

Number of individuals tested as a couple


	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 


	


	7.2: Newly-diagnosed HIV-infected individuals symptom screened for TB


	Description



	What It Measures
	This indicator measures the number of newly identified HIV-positive patients who were screened for TB in an HIV care or treatment setting. This is a subset of the total number of persons HIV tested (Indicator 7.1 above).
TB disease is the leading cause of mortality among PLWH.  Screening for TB among PLWH at initial and subsequent visits is recommended to identify TB suspects and link them to diagnosis and treatment.


	Definition
	All partners providing HCT services should report on this indicator. The screening questionnaire includes cough, fever, night sweats, recent weight loss, and lymphadenopathy.  Patients who “screen positive” are considered to be TB suspects and should be referred for further evaluation, diagnosis, and treatment as appropriate.  



	Disaggregated by 


	    (subset)

Individuals newly diagnosed HIV-infected symptom screened for TB
M (<15)

M (15 to <25)

M (25+)

F (<15)

F (15 to <25)

F (25+)



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments:


	


	7.3: Individuals newly diagnosed HIV-infected provided with CD4 test  


	Description



	What It Measures

	This indicator measures the number of individuals recently having tested HIV positive, and who have then been tested for CD4 count during the reporting period. 
This number is a subset of the overall number of individuals tested and counseled (Indicator 7.1above)


	Definition


	Despite widespread support for scaling-up testing and counseling programs, there is little available guidance on the integration of CD4 cell count testing as part of the HCT package of services.  Access to a CD4 cell count test among newly identified HIV positive VCT clients is important because the CD4 count is used to monitor immune system function in HIV-positive people. Declining CD4 counts are considered to be a marker of progression of HIV infection. 

In South Africa the key factor defining an individual’s eligibility for ART is the CD4 count. Thus a major function of HCT, aside from allowing an individual to be aware of HIV status, is to ensure that HIV-positive individuals are effectively monitored for ART eligibility.  A common problem is that HCT programs are not necessarily strongly linked to ART and/or Care/Wellness programs. As a result of this, a proportion of clients that test HIV-positive are “lost to initiation,” implying that their immunological trajectory is not monitored over time, often resulting in either no initiation or very late initiation of ART.

This indicator is designed to ensure that clients testing positive receive CD4 count testing in a timely manner 
. Although it would be important to also track persons receiving CD4 test results, for the purpose of this indicator, only report on persons who were CD4 tested.


	Disaggregated by

	    (subset)

Newly diagnosed HIV-infected provided with CD4 test 
M (<15)

M (15 to <25)

M (25+)

F (<15)

F (15 to <25)

F (25+)



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 


	


CARE: HIV CARE AND SUPPORT

	8.1: HIV-infected individuals who received pre-ART care at a clinic/healthcare facility


	Description

	What It Measures
	One of the key priorities of USG/South Africa is the provision of care and support to HIV-infected individuals not yet on ART. This indicator measures the number of individuals in a health care facility receiving care and support but not yet on ART by the end of the reporting period.  Monitored over time, this indicator can be used to assess the extent to which the pre-ART population of an ART clinical program is receiving services commensurate with the size of the overall ART clinic population. This indicator should be analyzed along with the number of persons on ART at a facility.


	Definition

	The number of HIV-infected individuals provided with pre-ART care and support services in health care facilities. The minimum requirements for someone having received care and support are that the individual must have received at least one form of clinical or physical care and one other type of non-clinical care.  The six categories of Care and Support services are: clinical/medical; psychological; spiritual; social; integrated prevention; and nutrition and food security.   Refer to Appendix A for the list of each type of care and support service.

HIV-infected individuals who can be included in this indicator are those who received care and support in a health care facility.  Pre-ART care includes all types of support listed in Appendix A.



	Disaggregated by 
	Total 0-15
Males >15
Females >15
Total 


	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:



	


	8.2: HIV-infected individuals who received HOSPICE care 


	Description

	What It Measures
	This indicator monitors progress towards achieving the goal of the South African government and USG/South Africa to increase access to HIV services especially those in hospice care settings.


	Definition

	The number of HIV-infected individuals provided with care and support services in hospice care settings. The minimum requirements for someone having received care and support are that the individual must have received at least one form of physical care and one other type of non-physical care.  

The six categories of Care and Support services are: 

· Clinical/medical; 

· Psychological; 

· Spiritual; 

· Social; 

· Integrated prevention; and

· Nutrition and food security.  

Refer to Appendix A for the list of each type of care and support service.

HIV-infected individuals who can be included in this indicator are those who are pre-ART and those on ART who received care and support in a hospice.



	Disaggregated by 
	There is no disaggregation 

	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	8.3: HIV-infected individuals who received COMMUNITY-BASED care 


	Description

	What It Measures
	This indicator monitors the critically important dimension of HIV care and support that occurs in community-based settings.


	Definition

	The number of HIV-infected individuals provided with care and support services in community-based settings. The minimum requirements for someone having received care and support are that the individual must have received at least one form of physical care and one other type of non-physical care.  The six categories of Care and Support services are: clinical/medical; psychological; spiritual; social; integrated prevention; and nutrition and food security.   Refer to Appendix A for the list of each type of care and support service.

HIV-infected individuals who can be included in this indicator are those who are pre-ART and those on ART who received care and support in a community-based setting.



	Disaggregated by 

	There is no disaggregation 

	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	8.4: HIV-infected individuals started on IPT


	Description

	What It Measures
	This indicator measures the number of individuals in a reporting period that are started on Isoniazid Preventive Therapy (IPT).  IPT should be provided to HIV-infected patients to prevent the onset of TB as per the South African guidelines. The purpose of this indicator is to assess the scale-up of IPT as an appropriate clinical intervention. 



	Definition

	The number of HIV-infected individuals who are either  pre-ART or are on ART who start IPT during the reporting period.

	Disaggregated by 

	There is no disaggregation 

	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	8.5: Individuals receiving cotrimoxazole prophylaxis



	Description



	What It Measures
	This indicator monitors the dispensation of Cotrimoxazole which is an important prophylaxis used to prevent opportunistic infections to which HIV-infected individuals are especially at risk. In South Africa, cotrimoxazole prophylaxis is a standard physical care intervention that should accompany anti-retroviral treatment services.  It is vital that PLWHA gain access to cotrimoxazole prophylaxis when it is clinically indicated so they are able to be healthy and productive.  This indicator intends to monitor a priority physical care intervention delivered by providers to HIV-infected individuals needing cotrimoxazole prophylaxis.  Because success relies on resources and sufficient staff, this indicator also measures commitment to HIV/AIDS care and treatment and the maintenance of an uninterrupted supply of cotrimoxazole for prophylactic use.


	Definition
	This indicator is designed to reflect the number of HIV-infected individuals receiving cotrimoxazole prophylaxis according to the South African government guidelines.  

To be included in this indicator, the individual must have received prophylactic cotrimoxazole during the reporting period. 


	Disaggregated by

	There is no disaggregation

	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	8.6: Clinically malnourished individuals who received therapeutic or supplementary food (non-pregnant)



	Description



	What It Measures
	This indicator measures the number of clinically malnourished clients that receive therapeutic or supplementary food support.  PEPFAR-supported programs provide food support to clinically malnourished clients, including therapeutic food products for severely malnourished clients and supplementary food products for moderately and mildly malnourished clients. 


	Definition
	Clinically malnourished clients are individuals with a BMI of 18.5 or less. PEPFAR may not necessarily pay for the food or supplements, but PEPFAR support must have played a role in ensuring that the person receives such services. For example, PEPFAR could support a nutritionist at the facility who provides nutritional assessments. 

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:



	


	8.7: Proportion of HIV-infected adults newly initiated on ART with CD4 below 100

	Description

	What It Measures
	One of the top priorities of PEPFAR is the provision of care and support. This includes not only those individuals on ART but also extends to those who are infected but not yet eligible for ART.  
A key objective of a pre-ART program is to ensure that individuals not yet eligible for ART are receiving clinical and non-clinical services which attend to their HIV-related needs.  If individuals are retained in such a pre-ART program and are provided with regular CD4 tests, it is assumed that they will initiate ART when their CD4 count just meets the eligibility criteria rather than when they are very ill with a low CD4 count. 
 As individuals who initiate ART with a CD4 of 180 will have better health outcomes compared to initiation at 50, the goal is to have a strong pre-ART program in health facilities. This new indicator will reflect the extent to which pre-ART services are being provided at a facility and whether patients are regularly receiving such services.



	Definition

	This indicator is a proxy indicator for pre-ART care programs i.e. it is the proportion of patients who are initiating ART with a CD4 count under 100 in a facility.  

Count the number of patients who, at the time of ART initiation, have a CD4 count under 100. The proportion will be calculated by the number of adults started on ART during the quarter with a CD4 below 100 divided by the number of patients who started on ART during the quarter.
This indicator is only reported by PEPFAR partners supporting patients on ART at health care facilities.

Includes: 
· Only those patients who are treatment naïve at the time of initiation. 
Excludes:
·  Patients who are already on ART and are transferred to the facility.


	Disaggregated by 
	
There is no disaggregation


	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:



	


CARE: TB/HIV
	9.1: Percent of HIV-infected individuals receiving HIV care (on ART or pre-ART) who are screened for symptoms of TB disease at last visit 


	Description

	What It Measures
	Number of individuals who received HIV care whose TB status was assessed and recorded during their last visit during the reporting period, expressed as a proportion of all persons who received care during the quarter.


	Definition

	HIV-infected individuals should be screened for TB on a regular basis to identify TB suspects and link them to diagnosis and treatment for active TB disease. The TB screening algorithm applied to identify TB suspects who require additional evaluation for TB disease should be consistent with National TB Program recommendations and best practices.  Symptom screening includes symptom questions about cough, fever, night sweats, recent weight loss, and lymphadenopathy.  This indicator measures the extent to which routine screening is being performed among HIV-infected individuals.  
Since individuals may come in several times during a quarter and this indicator specifies the last visit during the reporting period (quarter), it is acceptable to only report on patient visits for the last month of the quarter as a proxy to identify whether TB screening is being routinely conducted at the facility.  
Numerator: HIV-infected individuals symptom screened for TB at last visit
Denominator: HIV-infected individuals who received ART or pre-ART care 


	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	9.2: Percent of HIV-infected TB suspects who have had a diagnostic work-up for active TB disease 


	Description

	What It Measures
	Number of HIV-infected TB suspects who received a TB diagnostic work-up as a proportion of TB suspects.


	Definition

	HIV-infected individuals should be screened for TB on a regular basis to identify TB suspects. Those who are deemed to be TB Suspects should be then provided with or referred for TB diagnosis. This indicator measures the extent to which TB Suspects receive follow-on diagnostic work-ups (including chest x-ray and/or sputum testing).
Numerator: HIV-infected individuals who received a diagnostic work-up for TB disease
Denominator: HIV-infected TB Suspects


	Disaggregated by 
	There is no disaggregation


	This sheet was last updated on: 15 June 2010
Data quality considerations and other comments:


	


	9.3: Percent of HIV-infected individuals who received a TB diagnostic work-up who were diagnosed with active TB disease


	Description

	What It Measures
	Number of HIV-infected individuals who had confirmed TB disease, expressed as a proportion of HIV infected individuals who had a diagnostic work-up for TB disease.


	Definition

	This indicator measures the burden of known TB co-morbidity among people with HIV. It measures the recognized burden of TB in people registered in HIV care.
Numerator: HIV-infected individuals diagnosed with active TB
Denominator: HIV-infected individuals who received a diagnostic work-up for TB disease


	Disaggregated by 

	There is no disaggregation 

	This sheet was last updated on: 15 June 2010
Data quality considerations and other comments:


	


	9.4: Percent of HIV-infected individuals diagnosed with active TB disease who started TB treatment 


	Description

	What It Measures
	Number of HIV-infected individuals in HIV care or treatment (pre-ART or ART) who were started on TB treatment during the reporting period as a proportion of those who were diagnosed with active TB 


	Definition

	This indicator is intended to provide information on the proportion of TB/HIV co-infected persons who are started on TB treatment.  An increase in this indicator over time would suggest improvements in TB screening and access to TB diagnosis and treatment services among HIV patients.  This indicator should be interpreted along with the indicator on TB screening.  If the results on the TB screening indicator increase, it is expected that the results on this indicator on TB treatment will also increase.  Similarly, if the results on the TB screening indicator go up, but the results on the TB treatment indicator go down, this may suggest a problem with linking HIV patients to TB diagnosis and treatment services. 

Numerator: HIV/TB-infected individuals started on TB treatment 

Denominator: HIV-infected individuals diagnosed with active TB



	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 15 June  2010

Data quality considerations and other comments:



	


	9.5: Proportion of TB patients who had an HIV test result recorded in the TB register   



	Description

	What It Measures
	This indicator measures the HIV status among tuberculosis (TB) patients. TB is the leading cause of morbidity and mortality among people living with HIV in many countries. Knowledge of HIV status enables HIV-positive TB patients to access the most appropriate HIV prevention, treatment, care and support services.



	Definition

	Includes: 

· Those with previously known HIV status, and 

· Those newly tested for HIV.

Known HIV status includes all HIV test results recorded in the TB register and should include those TB cases that were previously known as HIV-positive (e.g. documented evidence of enrolment in HIV care), or their negative HIV result from previous testing was acceptable to the clinician (e.g. documented in the last 3-6 months). 

Numerator: TB patients who had an HIV test result recorded in the TB register   (including both HIV positive and negative status)

Denominator: All new TB patients recorded in the TB register



	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	9.6: Proportion of all registered TB patients who had documented HIV status recorded who were HIV- positive 



	Description

	What It Measures
	Number of TB patients registered with documented HIV status on TB register who are HIV-positive, expressed as a proportion of the total number of newly registered TB patients with documented HIV status during the reporting period.



	Definition

	To assess the prevalence of HIV among TB patients. Measuring the proportion of HIV-positive TB patients gives important information for targeting of resources, strategic planning of activities and monitoring the effectiveness of HIV prevention interventions over time.

Numerator: TB patients who are HIV-infected   

Denominator: TB patients who had an HIV test result recorded in the TB register   



	Disaggregated by

	There is no disaggregation 



	This sheet was last updated on: 23 March 2010
Data quality considerations and other comments:


	


	9.7: Proportion of all registered TB patients who are HIV-infected and are already on ART

	Description

	What It Measures
	All HIV-infected persons should be on ART unless they are newly diagnosed HIV-infected.  This indicator shows the extent to which TB/HIV co-infected patients are on already on ART 


	Definition

	Number of TB patients, infected with HIV on the TB register who are already on ART
Numerator: TB patients who are already on ART
Denominator: TB patients who are HIV-infected 


	Disaggregated by

	There is no disaggregation 



	This sheet was last updated on: 15 June 2010
Data quality considerations and other comments:


	


	9.8: Proportion of TB/HIV co-infected individuals provided with a CD4 test (excluding those already on ART)

	Description

	What It Measures
	All HIV-infected persons who are not already on ART should be assessed to determine their ART eligibility with CD4 testing. This indicator shows the extent to which TB/HIV co-infected patients are being provided with CD4 testing. 


	Definition

	Numerator: TB/HIV co-infected patients provided with a CD4 test 
Denominator: TB/HIV co-infected patients (not already on ART) 

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


	9.9: TB patients initiated on ART

	Description

	What It Measures
	TB patients co-infected with HIV should be initiated on ART as per the South African guidelines. This indicator measures the extent to which co-infected patients from a TB treatment site are initiated on ART for those who are eligible.


	Definition

	The number of TB/HIV co-infected patients who are initiated on ART. 
Numerator: TB/HIV co-infected patients initiated on ART 
Denominator: TB/HIV co-infected patients (not already on ART)
This could be expressed as a proportion of all co-infected patients (not already on ART) although not all co-infected patients may be eligible for ART

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:



	Issue regarding the use of the term TB Focal Point 

· TB Focal points only give out starter packs (pills for a week max) and refer patients to local TB Clinics for the full 6 months of TB treatment therefore TB focal points will not actually be able to tell how many are initiated on ART as the patients do not stay at the focal point – 
Change to read …from a TB Treatment Site are initiated


	
	.


	9.10: TB patients started on cotrimoxazole prophylaxis 



	Description

	What It Measures
	This indicator measures the commitment and capacity of programs to provide cotrimoxazole (CPT) to HIV-positive TB patients. It is important for programs to know the proportion of HIV-positive TB patients who receive this potentially life-saving therapy. 


	Definition

	Number of TB patients HIV-positive who are started on or continue previously initiated CPT, during TB treatment, expressed as a proportion of all TB patients HIV-positive newly registered.
Numerator:TB patients started on cotrimoxazole prophylaxis  

Denominator:TB patients who are HIV-infected  

	Disaggregated by 
	There is no disaggregation

	This sheet was last updated on: 3 March  2010

Data quality considerations and other comments:



	


CARE: ORPHANS AND VULNERABLE CHILDREN (OVC)

	10: Total number of orphans and vulnerable children served



	Description

	What It Measures
	This indicator measures the total number of Orphans and Vulnerable Children (OVC) provided with support in one or more of the 8 core program service areas (CPSA)


	Definition

	The unduplicated number of OVC, under 18 years of age, who are provided with support in one or more of the 8 eligible categories during the reporting period.
Includes:

Those OVC up to age 18 who received support in the one or more of the following core program service areas: 

1. Clinical Nutritional Support

2. Child Protections Interventions
2.a
Statutory Child Protection Interventions

3. General Healthcare Referrals

4. Healthcare Support for Access to Anti-Retroviral Treatment (ART)
5. HIV Prevention Education

6. Psychological Care

7. Educational Support

8. Household Economic Strengthening
Excludes:

Those OVC who are not specifically enrolled in your OVC program.  



	Disaggregated by 

	Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 22 March 2011
Data quality considerations and other comments:



	OVC indicators count services provided to children affected by and vulnerable to HIV and AIDS that are below 18 years. The definition of a successful referral below is applicable for all the OVC indicators.  
A successful referral in the OVC arena is defined as: 
· Access to a service; 
· Appropriate intervention provided; and 
· Follow-up and verification of service provision



	10.1: Clinical Nutritional Support 


	Description



	What It Measures
	This Core Program Service Area (CPSA) measures the number of OVC receiving nutritional support as a result of clinical interventions through clinics, hospitals and/or dieticians, nutritionists, other health professionals and other appropriately trained care workers.


	Definition
	The measurement of this CPSA ensures that OVC who are malnourished are identified, assessed and provided with appropriate nutritional interventions to return them to normal dietary intake.  It also helps to ascertain that OVC receive required education and counseling for ongoing clinical nutritional support at the household level. Nutritional assessment should focus strategically on children with a higher likelihood of being malnourished—for example, children under 5 years of age and children in households that are food insecure
Includes:  

· Only food provided through nutritional rehabilitation with appropriate therapeutic and supplementary foods for clinically malnourished children to improve clinical outcomes.
· Counseling and nutritional education undertaken to promote weight gain, and managing dietary complications related to HIV infection and ART.
· Addressing micronutrient needs of OVC including supplementation to improve clinical outcomes.
· Nutritional assessments, particularly anthropometric and dietary assessments. 
Excludes:

· Nutritional supplementation provided routinely to all children in a facility like a Drop-In-Centre, ECD centre, etc. without clinical assessments to identify the most vulnerable children.
· Small scale agricultural activities and community food gardens/household and community food gardens are not included in this indicator


	Disaggregated by 
	Age
0 to <2 *
Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 22 March 2011
Data quality considerations and other comments:



	 *Below 6 months appropriate nutrition support includes infant feeding counseling to the mother or caregiver to provide exclusive breast milk or exclusive infant formula, in line with NDOH PMTCT guidelines



	10.2: Child Protection Interventions  



	Description



	What It Measures
	This Core Program Service Area (CPSA) measures interventions, services or support that keep a child safe from any abuse, neglect, stigma, discrimination, or exploitation, and that ensure that the child has all the necessary citizenship documents.  


	Definition
	The measurement of this CPSA ensures that children can access community based protection and support and, where required, can access legal interventions. Children have the right to protection from harm, neglect and exploitation and above all a right to citizenship must be guaranteed.

Includes those services that: 

· Provide support for the proceedings of social workers and children at children’s courts;
· Identify, assess, refer and monitor those children who are in need of these protective services;
· Focus on child abuse prevention and early intervention  strategies against child maltreatment and neglect;
· Support the integration of children into families, communities and / or alternative care as per the Children's Act;
· Support child or youth-headed households and/or households with chronically ill parents;
· Prevent children from abusive and exploitative situations and remove children from such situations;
· Work to prevent the separation of siblings and to preserve the family structure; 
· Assist with succession planning, memory work and inheritance claims.
Succession planning includes writing a will, appointing a standby guardian, helping parents to deal with disclosure of their status to their children, helping to prepare the children for the future, discussing family property , discussing inheritance issues and providing support to children during the time of parental illness;
· Facilitate birth registration and identification documents;
· Provide child protection education in small groups and in an age appropriate format that are presented by appropriately trained facilitators.
Small group: 
A small group in this context implies that interaction is feasible and actually facilitated by the size of the group: more than 3 persons and not more than 20 persons. The number of hours / session to be determined by partners / programs


	Disaggregated by
	Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 22 March 2011
Data quality considerations and other comments:



	


	10.2.1: Statutory Child Protection Interventions (subset of 10.2  



	Description



	What It Measures
	This Core Program Service Area (CPSA) is a subset of 10.2 Child Protection Interventions and measures interventions such as statutory services, family reunification services, children’s court orders, alternative placement (removal) and adoption according to the Children’s Act for registered Child Protection Organization.


	Definition
	The measurement of this CPSA ensures that children can access child protection services and legal intervention when required.

Includes those services that: 
· Support the proceedings of children’s courts and implementation of court orders
The orders a Children’s Court makes: 

Type of orders: 
Explanation: 
Placing the child under alternative care 

With foster parents, in a child and youth care center or in temporary safe care. 

Order placing a child in a child-headed household 

Under the care of the child heading the household and supervised by an adult. 

Adoption order 

National or international. 

Partial care order 

Instructing the parent or caregiver to arrange for the care of their child during specific hours. 

Shared care order 

Instructing different caregivers and youth centers to take responsibility for the care of the child. 

Supervision order 

Placing child under supervision of social worker. 

Order for parents and/or child to participate in programs 

Early intervention services or family preservation program 

Child protection orders

Such as: child remains, is removed or is returned to care of a person; giving consent to medical treatment; instructing an assessment by a social worker; ordering the removal of someone from the child’s home if seen as a threat; prohibiting a person from contacting a child or limiting access. 

· Implement statutory work and family reunification services e.g. integrate children into families, communities and / or alternative care where this is designated as appropriate by the legal authorities;
· Provide services for the removal of children from abusive and exploitative situations as legally appropriate; 

· Work to prevent the separation of siblings and to preserve the family structure through legal channels; 

· Support Adoption as appropriate through legal authorities.

Statutory social work services involve statutory process in which an individual has become involved in some form of court case / administrative procedure e.g. Placement in alternative care on the basis of a legal order;


	Disaggregated by
	Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 23 March 2011
Data quality considerations and other comments:



	


	10.3: General Healthcare Referral



	Description



	What It Measures
	This Core Program Service Area (CPSA) measures the number of OVC that are provided with referrals in order to access preventative, curative and promotion-oriented health care services as needed. 



	Definition
	The measurement of this CPSA aims to reflect activities that ensure continued access to health care.  Types of general healthcare service include childhood immunization, IMCI, adolescent reproductive health care and pre and post- test counseling (HCT).  Access to general healthcare is through a referral process to a health facility.

A successful health referral is defined as: 

· Access to a health service; 

· Appropriate clinical interventions; and 

· Follow-up and adherence monitoring to ensure that the service was received and properly implemented.

Includes:

· Only those OVC who receive preventive, curative and promotion-oriented health care services as needed;  
Excludes:

· Those OVC 18 years and older, and 
· Those children not considered an orphan or vulnerable by the program.



	Disaggregated by 
	Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 23 March 2011
Data quality considerations and other comments:



	


	10.4: Healthcare support for access to antiretroviral treatment (ART)



	Description



	What It Measures
	This Core Program Service Area (CPSA) measures the number of children orphaned or made vulnerable by HIV and AIDS who are HIV+ and are either:  
· Eligible to receive anti-retroviral therapy (ART) but not yet initiated onto ART;  or 
· Enrolled in an ART program and in need of support to ensure appropriate adherence. 



	Definition
	This CPSA is designed to monitor those children that are living with HIV (who have tested positive for HIV), are considered eligible for anti-retroviral therapy according to Government of South Africa clinical guidelines, and have received support in accessing anti-retroviral therapy services and/or adhering to an ART program.  



	Disaggregated by 
	Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	10.5: HIV Prevention Education 



	Description



	What It Measures
	This Core Program Service Area (CPSA) measures the number of children less than 18 years reached with individual and/or small group preventive interventions that are evidence-based. 



	Definition
	The measurement of this CPSA reflects those HIV-related educational activities supported by OVC programs that are designed to prevent the spread of HIV and minimize the risk of infection among OVC, and to provide age-appropriate HIV prevention education programs with an emphasis on targeting teenagers.

Small group:

A small group in this context implies that interaction is feasible and actually facilitated by the size of the group: more than 3 persons and not more than 20 persons.

Includes interventions that:

· Prioritize abstinence and the delay of sexual initiation in programs targeting 10-14-year-old youth, especially young girls, incorporating a gendered approach and other prevention messages as appropriate;
· Curriculum should address the vulnerability of girls and boys to sexual abuse, exploitation, early sexual debut and HIV;
· Tailor programming for adolescents and sexually active youth based on patterns of behavior and their needs and values and gender norms transformation;
· Develop skills and norms to promote abstinence or the delay of sexual initiation, secondary abstinence, fidelity, partner reduction and the prevention of gender based violence; 
· Provide HIV risk reduction information and skills building in the correct and consistent use of condoms and access to condom supplies in a manner that is consistent with local needs and values; 
· Encourage sexually-active youth to learn their HIV status, referring to other services accordingly and provide confidential youth counseling and testing and linkages to care for HIV-positive youth;
· Expand access to out of school youth, including peer outreach, and curriculum-based programs for out-of-school youth under 18 years;  
· Use messages and interventions that are in-line with those recommended by the South African Department of Health; 
· Account for no fewer than 10 hours of interactive therapy with each child or small group per quarter.

	Disaggregated by 
	Age
5 to <12 years
Age
12 to <18
Male
Female


	This sheet was last updated on: 23 March 2011
Data quality considerations and other comments:



	


	10.6: Psychological Care



	Description



	What It Measures
	This Core Program Service Area (CPSA) measures the number of orphans or vulnerable children provided with access to psychological and/or intensive counseling services that respond to the needs of the individual child or groups of children and their families which are provided by trained professionals, semi-professionals, or under the supervision of trained professionals.



	Definition
	This CPSA is oriented toward psychological services and intensive counseling. It is designed to reflect activities that provide orphans and vulnerable children with individual or group outcomes-based psychological care sessions or intensive counseling sessions that aim to assist the children to manage stress, loss, grief, build resilience and coping mechanisms and build self-esteem. 

Includes:

Only those OVC who have received direct psychological or intensive therapeutic counseling support.  These categories of support consist of the following:
· Intensive clinical psycho-therapy services; 

· Strengthen the Psychological Care at a family level linking the intervention to the child and care-givers;

· Group Therapy and/or one on one counseling services 
· Support groups led by / or under the broad supervision of professionals such as Psychologists, Psychiatrists , Social Workers, Auxiliary Social workers Child and Youth Care Workers, Social Service Professionals  and final year university students in related fields with supervision by their professors and other qualified professionals as appropriate;
· Referral by Community Care Workers to professionals as listed above *;

· Intensive individual and/or group outcome-orientated sessions provided by trained social service professionals including Child and Youth Care Workers, Auxiliary Social Workers and other qualified social service workers;

· Regular play therapy interventions and intensive memory work for both the family and the children in the household.
Excludes:
· Services provided by untrained individuals

	Disaggregated by 
	Number of households
receiving psychological care
OVC members of the household
Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 24 March 2011
Data quality considerations and other comments:



	


	10.7: Effect of Educational Support on School Attendance and School Advancement (Early Childhood Development, Primary School, High School).



	Description



	What It Measures
	This Core Program Area aims to reflect two interrelated things;
· The number of OVC in your program who are receiving Educational Support
· Of those OVC receiving educational support, how many have progressed to the next level of school

The aim of this CPSA, through its indicators, is to monitor an important outcome of your educational interventions: progression in school from one level or grade to the next.

	Definition
	For this CPSA the following is being measured and should be reported on: 

Denominator:

Number of children in your program who received educational support during the reporting period.

Denominator Q2:

As of 30 March each year, the number of children in your program who received educational support in the previous year.
Numerator Q2 :

As of 30 March each year, the number of children in your program who received educational support in the previous year and who have progressed to the next level in school.  For ECD children, this is taken to be progression to primary school.
Educational interventions may include:
· The provision of after school care programs, homework support programs, academic support programs,  structured kids clubs, career support programs, linkages with other educational support resources and services;

· Early childhood development programs.

· Primary school  readiness; 

· Support for successful completion of final  high school examinations;

· Educational assistance aimed at improving numeracy and literacy e.g. Homework Tuition;



	Disaggregated by 
	LEVEL OF 
SCHOOL

Number who received Educational 
Support (ES)  

Number who received ES 
in the Previous Year (as of March 30 each year) 

Number who received ES and who Progressed
to Next Level (as of March 30 each year)
ECD 
(From 0 – 5yrs)

[enter # by gender]

[enter # by gender]

[enter # by gender]

PRIMARY

[enter # by gender]

[enter # by gender]

[enter # by gender]

SECONDARY

[enter # by gender]

[enter # by gender]

[enter # by gender]



	This sheet was last updated on: 24 March 2011
Data quality considerations and other comments:

	*Note that until a more refined approach is identified through experience over successive quarterly reporting, the measurement of “school attendance” can be considered as an OVC that is shown to have been present in school during a quarter at least 50% of the time.




	10.8: Household Economic Strengthening (HES)



	Description



	What It Measures
	This Core Program Service Area (CPSA) measures the number of households within a program that are provided with sustainable strategies and inventions aimed at reducing the economic vulnerability of the households. The focus of this indicator is on the household level and not on the individual level.
This CPSA has 2 indicators aimed at measuring: 

1. The number of households within your program benefiting from HES interventions, irrespective of the source of funding for the particular intervention

2. The number of children (<18 yrs) in your program that live in these target households (households receiving HES)

	Definition
	Household Economic Strengthening is defined as the portfolio of sustainable strategies and interventions that reduce the economic vulnerability of target households that support vulnerable children.
These interventions tend to fall into 4 categories: 
· Social assistance; this includes asset transfers, social pensions and public works (public sector employment programs, educational support in the form of scholarships, bursaries etc., health care vouchers, access to child grants, foster care grants and other social grants);
· Asset growth and protection; this includes savings, insurance (life disability, health, loan, agriculture, including food gardening for household consumption initially but with the goal of selling excess yields)  Food Gardens at the household level (non-commercial gardens) that supplement the household's income can also be counted;
· Legal services for asset protection; 
· Income growth; this includes vocational skills training, income generating activities, job creation, market linkages, facilitating business loans, etc.
Illustrative examples of HES interventions:

· Accumulating savings and credit associations (ASCAs)

· Rotating Savings and Credit Associations (ROSCAs)
· Asset Growth and Protection: 

· Collective and Individual savings 
· Insurance (life, disability, health, loan, weather) 
· Legal services for asset protection 
· Income Growth: 

· Vocational skills training 
· Income-generating activities 
· Job creation 
· Business loans 
Baselines are strongly recommended to determine coverage and reach. Ensure that all interventions address gender issues. 

	Disaggregated by 
	Total number of households in the program
Number of households receiving HES interventions
OVC living in the HES households
Age
0 to <2

Age
2 to <5

Age
5 to <12

Age
12 to <18

Male

Female



	This sheet was last updated on: 24 March 2011
Data quality considerations and other comments:



	


TREATMENT: ARV SERVICES

	11.1 : Site experienced an ARV drug stock-out during the reporting period


	Description

	What It Measures
	This indicator measures a key aspect of antiretroviral (ARV) drug supply management: whether health facilities dispensing ARV drugs have run out of stock during the reporting period. As South Africa scales-up ART services, it is important to ensure that ARVs are available to those who need them. ART is a long-term treatment strategy for people living with advanced HIV infection, and treatment interruptions may lead to HIV drug resistance. Efficient supply management is needed to ensure that required ARVs do not run out of stock.


	Definition

	Number of health facilities dispensing ARVs that experienced one or more stock-outs of at least one required ARV drug during the quarter.

A stock-out is defined as the complete absence of a required ARV drug at a delivery point for at least one day. Health facilities include public and private facilities, health center and clinics (including TB center), as well as health facilities that are run by faith-based or nongovernmental organizations.



	
	

	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	11.2 : HIV-infected individuals newly enrolled on ART 

	Description

	What It Measures
	This indicator measures individuals newly initiated on antiretroviral therapy (ART) during a reporting period. Newly initiated refers to individuals starting a program of ART for the first time (although not necessarily treatment naïve – see below) during the reporting period in a program directly supported by USG funds.


	Definition

	The number of HIV-infected individuals who newly initiated on ART, in accordance with the nationally approved treatment protocol, during the reporting period at PEPFAR supported facilities. NEW is a state defined by an individual’s beginning in a program, it is expected that the characteristics of new clients are recorded at the time they newly initiate into a program. 
Includes:

· All new patients at the facility regardless of the funding source of the ARV drugs. New patients do not have to be treatment naïve. For example, if a woman previously received Nevirapine for PMTCT she would not be treatment naïve. 

· An individual who transfers in without records or has no documented evidence of previous antiretroviral therapy (programs have no choice but to enroll this person as a new client)

· An individual who initiated treatment during the period but died, stopped ART, or transferred out before the end of the reporting period (status at the end of the period does not affect the fact that the person was still new on therapy during the period)

Excludes

· An individual who transfers in to the ART program with records of continuous ART from another facility or program
· An individual previously on ART in the program who restarts ART after an interruption in therapy
The disaggregation below is in accordance with the most recent SAG ART registers. This will allow the ability to analyze the scale up of pediatric ART and uptake of services by both men and women. 




	
	

	This sheet was last updated on: 23 March 2010

Data quality considerations and other comments:



	


	11.3 : HIV-infected individuals currently receiving ART


	Description

	What It Measures
	This indicator measures individuals currently on ART at the end of the reporting period. It measured the extent to which PEPFAR funds are supporting the scale-up for ARV services in South Africa.  


	Definition

	This indicator measures adults and children who are currently receiving ART in accordance with the nationally approved treatment protocol at the end of the reporting period. CURRENT is a state defined by vital/treatment status when last seen, so it is expected that characteristics of these clients would be updated each time they are seen by a program. Age represents an individual’s age at the end of the reporting period or when last seen at the facility.
Patients on ART who initiated or transferred in during the reporting period should be counted. Patients that pick up several months of antiretroviral drugs at one visit, which could include ART received for the last months of the reporting period, but not be recorded as visits for the last months should be included in the count. HIV-positive pregnant women who are eligible for and on antiretroviral drugs for their own treatment are included in this indicator.

Patients excluded are patients who died, stopped treatment, transferred out or are lost to follow-up (see current SAG guidelines for definition).  ART taken only for the purpose of prevention of mother-to-child transmission and post-exposure prophylaxis are not included in this indicator.

The disaggregation below is in accordance with the most recent SAG ART registers. This will allow the ability to analyze the scale up of pediatric ART and uptake of services by both men and women. 

PEPFAR partners who receive funds for ARV drugs must also report the number of patients who are receiving ARVs funded by PEPFAR.



	Disaggregated by 
	CURRENT on ART  

Total  <1
   

Total 1- 5
   

Total >5-15
   

Males >15

Females >15

· Number of patients receiving ART for which the ARVs are USG funded   



	This sheet was last updated on:23 March 2010

Data quality considerations and other comments:



	


	11.4:Cohort-based retention and attrition of individuals having initiated ART


	Description

	What It Measures
	This indicator measures the health outcomes and ART retention/attrition of individuals who have initiated antiretroviral therapy.  Cohort data can provide key information about a group of individuals who initiated at the same time period. Taken as a whole, these indicators can measure the quality of care provided at a health facility.


	Definition

	This indicator provides important programmatic details on the 6-month, 12-month, 24-month, and 36-month cohorts of individuals on antiretroviral therapy.
If a person was transferred into the PEPFAR program and has records of previous treatment records, they can be included in this indicator. Do not include children since the measurement of CD4 counts is different than the adult measurement.
Cohorts of in 
Reporting period
Patients being reported during the time quarter:

6-month cohorts  
Patients who started on art in the preceding months of:

12/24/36-month cohorts 
Patients who started on art in the previous year, during the months of:

Q1 - Oct 1 - Dec 31
JAN, FEB, MAR
JULY, AUG, SEPT
Q2 - Jan 1 - Mar 31
APR, MAY, JUNE
OCT, NOV, DEC
Q3 - April 1 - June 30
JULY, AUG, SEPT
JAN, FEB, MAR
Q4- July 1 - Sept 30
OCT, NOV, DEC
APR, MAY, JUNE
No. in cohort at Start: The number of patients who started during the specified months above.
Stopped ART: Patients who, for whatever reason, have stopped antiretroviral therapy during the cohort period.

Transferred out: Patients transferred to another facility for ART during the cohort period.

Died: Patients who have died during the cohort period.

Lost to follow up: As per the SAG guidelines Also, according to the NDoH M&E Framework for CCMT, de-registered patients who started on treatment but then did not come back for their subsequent follow up visits and who cannot be traced.

No: with blood drawn for viral load: Patients whose blood was drawn for viral load.

No. with undetectable viral load: Patients with a viral load <400 copies/ml.
No. alive and still on ART: Patients known to be alive and still on ART. Note: Do not include patients who have transferred out as those patients could be dead or alive. When the Data Warehouse calculated the percent alive and still on ART, persons transferred out is removed from the denominator.


	Disaggregated by
	
(Adults only)

Cohort

No. in Cohort at Start
Stopped ART
Transferred Out
Died
Lost to Follow-Up
No. with blood drawn for viral load

No. with Undetectable viral load
No. alive and still on ART
6 
month

12 month

24 month

36 month



	This sheet was last updated on: 18 March 2010

Data quality considerations and other comments:



	


HEALTH SYSTEMS STRENGTHENING: LABORATORY

	12.1: Laboratories with the capacity to perform specified tests


	Description



	What It Measures
	This indicator reflects USG efforts to strengthen the capacity of laboratories to perform HIV/AIDS related tests, diagnostics and monitoring tasks in order to provide point-of-care services for HIV/AIDS patients at lower level public health facilities. 

This indicator will also serve as a proxy for measuring coverage of HIV/AIDS patient monitoring testing.



	Definition
	This indicator represents the sum of all PEPFAR-supported laboratories that perform HIV/AIDS related clinical laboratory testing for HIV diagnostics including rapid test, EIA, and molecular methods and that have the capacity to perform patient monitoring testing for HIV/AIDS and/or for related infection diagnosis. 



	Disaggregated by

	· HIV ELISA

· CD4

· Viral Load

· Infant PCR

· Chemistry

· Hematology

· Line Probe 

· TB Smear, 

· TB Culture and DST



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	12.2: Laboratories that are accredited according to national or international standards



	Description



	What It Measures
	This indicator measures the number of USG supported laboratories that are accredited according to national and / or international accreditation standards. 

This indicator allows for the monitoring of the scaling-up of accreditation practices in PEPFAR supported laboratories and assesses the quality systems of these laboratories as well as their ability to maintain quality.


	Definition
	A PEPFAR-supported clinical laboratory is counted as being accredited if it has received national or international accreditation that meets the World Health Organization (WHO) Accreditation of Public Health Laboratory Networks standards.

Includes: 

Partially accredited laboratories which may not deliver full quality services and is only accredited in a specific area. 

It may undercount the number of accredited facilities if there challenges to

· Monitoring progress toward accreditation, or

· Implementing an inspection scheme aimed at accrediting a clinical laboratory.

It will not be able to link the effectiveness of lab accreditation on the delivery of quality services for HIV/AIDS diagnosis, care and treatment.



	Disaggregated by
	· HIV ELISA

· CD4

· Viral Load

· Infant PCR

· Chemistry

· Hematology

· Line Probe 

· TB Smear, 

· TB Culture and DST



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	12.3: Laboratories enrolled in an external quality assurance program



	Description



	What It Measures
	This indicator measures the number of laboratories that are enrolled and participating in an external quality assurance program. 

It assesses the quality systems of these laboratories as well as their ability to maintain quality.
the progress and extent to which USG-support has built laboratory capacity, quality and sustainability by determining

	Definition
	Through monitoring the number of laboratories, performing HIV/AIDS diagnostic and monitoring tests, that are enrolled in an external quality assurance/proficiency testing (EQA/PT) program this indicator helps to assess a country’s progress towards building the capacity to carry out quality laboratory testing.

HIV/AIDS related clinical laboratory testing for HIV diagnostics including rapid test, EIA, and molecular methods and that have the capacity to perform patient monitoring testing for HIV/AIDS and/or for related infection diagnosis. 

Includes: 

Partially accredited laboratories which may not deliver full quality services and is only accredited in a specific area. 

Laboratories must meet the minimum quality assurance and proficiency test score established by the country. 



	Disaggregated by
	· HIV ELISA

· CD4

· Viral Load

· Infant PCR

· Chemistry

· Hematology

· Line Probe 

· TB Smear, 

· TB Culture and DST



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


	12.4:  Laboratories achieving 80% successful external quality assurance



	Description



	What It Measures


	This indicator measures the number of laboratories participating in an external quality assurance program who are achieving satisfactory performance.



	Definition
	Through monitoring the number of laboratories, performing HIV/AIDS diagnostic and monitoring tests, that achieve a satisfactory performance in an external quality assurance/proficiency testing (EQA/PT) program this indicator helps to assess a country’s progress towards building the capacity to carry out quality laboratory testing.

HIV/AIDS related clinical laboratory testing for HIV diagnostics including rapid test, EIA, and molecular methods and that have the capacity to perform patient monitoring testing for HIV/AIDS and/or for related infection diagnosis. 

Includes: 

Partially accredited laboratories which may not deliver full quality services and is only accredited in a specific area. 

Laboratories must meet the minimum quality assurance and proficiency test score established by the country. 

A satisfactory performance is defined as being an 80% or above score in an external quality assurance program in any of the clinical tests



	Disaggregated by
	· HIV ELISA

· CD4

· Viral Load

· Infant PCR

· Chemistry

· Hematology

· Line Probe 

· TB Smear, 

· TB Culture and DST



	This indicator information was last updated on: 23 March 2010

Data quality considerations and other comments: 

	


HEALTH SYSTEMS STRENGTHENING: HUMAN RESOURCES FOR HEALTH

	13.1: New health care workers who graduated from a pre-service training program

	Description

	What It Measures
	This indicator measures new health care workers who graduated from a pre-service training institution within the reporting period with full or partial PEPFAR support. The purpose is to track the extent to which PEPFAR is supporting an increase in the number of health care workers in the workforce.


	Definition

	New health care workers substantially supported by PEPFAR who graduated from a pre-service training program. Substantial PEPFAR support includes funding for full or partial support of a pre-service training activity, including course development, training materials, trainer salaries, training site rental or renovation, and participant scholarship and tuition fees. If PEPFAR support was only, for example, provided for one lecture of doctoral course, this is not considered substantial support. The type of support provided must be significant enough that the training can be attributed to PEPFAR support.

For more information see Appendix C: Explanation of In-Service and Pre-Service Training
Includes:

All clinical and non-clinical professions should be included as per the categories below. Under this indicator, training must occur prior to the individual entering the health sector.  A health care worker who transitions to another position (e.g., nurse completes medical school to become a doctor) shall be counted. Only participants who have successfully completed their training should be counted.  
Excludes

“In-service” and “continuing education” training is excluded. Individuals whose completion has not been documented by diploma, certificate, or licensure should not be counted.



	Disaggregated by 
	Clinical Professions

Doctors

Professional Nurses

Nurse Midwife

Nursing Assistants

Pharmacists

Pharmacy Assistants

Pharmacy Technicians

Laboratorians

Clinical Associates

Phlebotomists

 Non-clinical Professions

Information Officers

Field Epidemiology and Laboratory Training Program (FELTP)

Community Care-givers

Social Workers

Auxiliary Social Workers

Child and Youth Care Workers


	This sheet was last updated on: 15 June 2010

Data quality considerations and other comments:



	


	13.2: Health care workers who completed an in-service training program

	Description

	What It Measures
	This indicator measures health care workers who successfully completed an in-service training program within the reporting period with full or partial PEPFAR support who are available to support the mitigation of the HIV/AIDS epidemic each year.
See Appendix C for more details about in-service training


	Definition

	In-service training must have learning objectives and auditable records of course attendance. PEPFAR is moving away from ‘training’, for example, as being a one hour course without clear objectives. Course objectives must clearly be linked to improvement in knowledge and/or skills for the participants. Several in-service training programs have been listed as categories below. Additional SAQA accredited courses can be added in the reporting template. 
Previously, PEPFAR indicators had captured persons trained in a program area. The new indicator is more specific noting the actual training course attended. 
Includes:

Individuals will not count as having successfully completed their training unless they meet the minimum requirements as defined by international or national standards. The unit of measure is the number of persons trained. A person is counted as having been trained if they participate in a workshop or course, sponsored with USG support, with a specific training subject, area, theme or topic. Staff/volunteers of partner organizations who are trained should also be counted. 
Excludes

If a person repeats the same training course, they should not be counted twice.  Participants who do not complete the full training course should not be counted.


	Disaggregated by 
	NDOH PMTCT (5-day course)
 NDOH TB Infection Control Guidelines

 Laboratory Courses (ACILT):

TB Culture and ID

TB Microscopy

Quality HIV Testing

Lab Accreditation

Biosafety

National Lab Strategic Planning 

Early Infant Diagnosis

Pediatric ART management
Early Infant Diagnosis
PEPFAR Fellowship

 Male Circumcision

 Palliative Care for Nurses

 Palliative Care for Caregivers
 (Partner to add additional SAQA accredited in-service training program)
 (Partner to add additional SAQA accredited in-service training program)



	This sheet was last updated on: 26 February 2010

Data quality considerations and other comments:



	


HEALTH SYSTEMS STRENGTHENING: HEALTH SYSTEMS GOVERNANCE
	14.1: Support provided for national policy development or reform (yes/no)

	Description

	What It Measures
	Measuring progress toward the achievement of policy reform goals and objectives is a relatively new focus for PEPFAR.  A higher-level, generalized model is proposed to ease monitoring and reporting requirements and to reflect a straightforward progression toward policy reform goals.  Six stages are proposed to track this progression, starting from initial conceptualization and assessment of policy change and continuing through to evaluation of policy implementation.



	Definition

	Support provided for national policy development or reform for any of the areas listed below.  Stages of policy reform include: 

· Identify baseline policy issues by conducting  situation assessment 

· Engagement of stakeholders in developing common policy agenda

· Develop policy

· Official Government endorsement of policy

· Implementation of policy

· Evaluation of policy implementation

A full description of Policy Areas and Stages of Policy Reform is found in Appendix E.


	Support provided for national policy development or reform (yes/no)


	 Human Resources for Health (HRH)

	
	Gender

	
	Orphans and other Vulnerable Children

	
	Counseling and Testing

	
	Access to high-quality, low-cost medications

	
	Stigma and Discrimination

	
	Strengthening a multi-sectoral response and linkages to other health and development programs

	
	Pain Management for PLWHA

	
	Post Exposure Prophylaxis

	
	Laboratory Accreditation

	
	Injection safety and waste management 

	
	Other policy areas

	

	
	

	This sheet was last updated on: 26 February 2010

Data quality considerations and other comments:



	


Appendix A: Illustrative Examples of HIV-Related Care and Support Services

	Category 1: Clinical/Medical Care

	Entrance & adherence to antiretroviral treatment
	Entrance to antiretroviral therapy (ART)

	
	Routine clinical monitoring (for those on ART)

	
	Routine clinical monitoring (for those in need but not yet on ART)

	
	Routine clinical monitoring (for those not yet in need of ART)

	
	Management of side effects related to ART medications

	Pain management
	Screening for pain

	
	Assessment of pain

	
	Treatment step 1 (WHO Analgesic Ladder)

	
	Treatment step 2 and 3 (WHO Analgesic Ladder)

	
	Referral for pain management

	
	Management of side effects of pain medications

	Treatment and prevention of opportunistic infections
	Cotrimoxazole prophylaxis

	
	Prophylaxis for cryptococcus (e.g., Diflucan)

	
	Isoniazid (INH) prophylaxis for TB

	
	Treatment of opportunistic infections (OIs) including sexually transmitted infections (STI)  and TB

	
	Support for TB/OI treatment adherence

	
	

	
	Management of  side effects related to OIs, STI and TB therapies

	
	Management of symptoms* related to opportunistic infections

	Skin problems
	Gentian violet/ointments/other treatments to reduce HIV-related skin diseases

	
	Management of symptoms* related to skin diseases (i.e., herpes simplex, bedsores, and other skin ulcers)

	Bowel/bladder care and genital problems
	Referral and/or treatment of diarrheal disease

	
	Prevention of diarrheal disease (e.g., provision of household safe water system)

	
	Management of symptoms* related to diarrheal diseases, constipation or incontinence

	
	Oral rehydration salts and/or zinc for diarrheal disease

	
	Referral and/or treatment of STI 

	
	Management of symptoms* related to genital problems (including management of genital discharge)

	Treatment and prevention of malaria
	Insecticide-treated bed nets

	
	Intermittent presumptive treatment

	
	Other interventions to prevent or treat malaria in HIV-infected individuals

	
	Management of symptoms of malaria*

	
	Management of side effects related to malaria medications

	Respiratory problems
	Referral and/or treatment of HIV-related respiratory illnesses

	
	Management of symptoms* of cough, breathlessness or respiratory disease

	Nutrition
	Routine nutritional assessment and monitoring 

	
	 

	
	Micronutrient supplementation according to WHO guidelines)  

	
	Targeted nutrition supplementation according to WHO criteria (supplementary feeding)

	
	Targeted therapeutic nutritional feeding (WHO criteria) 

	
	Promotion of exclusive breastfeeding until weaning

	
	 

	
	Provide for appropriate, safe complementary feeding practices 

	
	Provide for formula feeding if AFASS criteria met 

	
	

	
	Provide for early weaning if AFASS criteria met

	
	

	Other clinical/physical care
	Psychiatric assessment and psychiatric treatment of HIV-related mental disorders

	
	Treatment of HIV-related malignancies

	
	

	
	Clinical treatment of other HIV-related diseases 

	Additional pediatric considerations
	

	
	Referral for Early Infant Diagnosis (DBS)

	
	Appropriate child survival interventions within HIV services (e.g. Immunizations)

	
	

	
	Routine growth and development monitoring

	
	Other routine pediatric HIV care interventions

	
	

	Physical care
	Oral care (e.g., removal of secretions, tooth brushing)

	
	 Correct positioning and treatment of contractures in muscles and joints 

	Category 2: Spiritual Care

	Life planning and completion tasks

	Assessment of spiritual needs and resources


	Pastoral/spiritual care as requested by client (includes traditional healers)

	Screening of spiritual problems related to HIV disease

	Visitation by spiritual mentors, pastors, healers, imams, priests, rabbis, etc. 

	Participation in spiritual support groups 

	Participation in religious events/ceremonies 

	Participation in traditional healers groups 

	Prayer or guided meditation 

	Preparing for and coping with death and the dying process 

	Life review and assessment 

	Counseling related to hopes, fears, meaning and purpose, guilt and forgiveness 

	Category 3: Psychological Care

	Emotional support

	Screening of emotional problems related to HIV disease

	Participation in HIV-related support groups

	Basic assistance with HIV-related agitation, fears, loss, worries, sadness, stigma-related issues, or difficulties with sleeping 

	Future life planning

	Mental health care (note: psychiatric care is categorized under clinical/medical care)

	Screening and assessment for psychological problems l

	Provision of counseling for psychological problems  

	Other psychological care, counseling and support

	Support for disclosure of HIV status 

	Assistance with social interaction or therapeutic play 

	Preparing for and coping with death and the dying process / bereavement counseling

	Category 4: Social Care

	Social support

	Screening of social problems related to HIV disease

	Screening/assessment for social support needs (including gender violence, availability/capacity of caregivers)

	Screening/assessment for alcohol & drug use

	Support services for alcohol & drug abuse

	Gender violence support services

	Assistance with succession planning (i.e., creating a will, guardianship, preparing burial procedures, etc.)

	Integration of OVC into traditional support systems within the community (mentoring, apprenticeship, etc.)

	Gender-sensitive life skills and experiential learning opportunities that build resilience and self-esteem

	Strengthening caregiver capacity to listen to and talk with children and support their emotional and social development

	Support to families and caregivers to better manage stress and improve parenting

	Rehabilitation/re-integration for children who are living outside of family care

	Linking to food security interventions, income generation activities, livelihood strengthening interventions, etc. (Wrap-around food and nutrition programs)

	Linking to education, safe water and sanitation systems and other wrap around programs

	Development of People Living with HIV and AIDS (PLHIV) support groups or People Affected By Aids (PABA) support groups

	Inclusion of gender-specific care activities (e.g., male involvement, screening for violence, etc.) 

	Assistance in accessing legal services or child protection interventions

	Assistance in accessing government grants/social welfare support

	Community mobilization and promotion of awareness of HIV and AIDS prevention, counseling/testing, care or treatment services

	Household and family support

	Assistance with house cleaning, maintaining a hygiene and safe home environment or household repairs

	Assistance with meal preparation, proper food storage, cooking or feeding

	Assistance with miscellaneous errands for the client or family

	Provision of comfort measures for the client or family (e.g., quality communication and culturally-appropriate therapeutic touch, empathy and affection)

	Assistance with assessments on household and family support (including genogram development, economic planning, etc.)

	Efforts to reduce HIV-related stigma 

	Provision of measures that facilitate self-care and care for caregivers both physically and emotionally

	Supervision, mentorship and financial/incentive support for caregivers

	Training on the use of universal precautions at the household level

	Assisting with client hygiene, bathing, or changing of linens/clothes

	Category 5: Integrated Prevention Services within the Care Program

	HIV risk reduction messaging and counseling

	Delivering consistent messages to clients about Abstinence, Faithfulness and Correct and Consistent Condom use (ABC) on an ongoing basis

	Delivering ‘prevention with positives’ messages to HIV-infected clients about ABC risk reduction measures, family planning services, STI care, testing/counseling (pre and post), PMTCT services (for the unborn and breastfeeding child)

	Counseling and support for family members of HIV-infected individuals to help families keep negative and further reduce risk of transmission 

	Counseling and support for discordant couples to help partners keep negative and further reduce risk of transmission 

	Counseling and support for sex partners to help partners keep negative and further reduce risk of transmission 

	Provision of or referral for condoms 

	Other key prevention services 

	Referral for family planning services 

	Referral for STI care 

	Referral for testing and counseling - pre and post 

	Referral for PMTCT services (for the unborn and breastfeeding child)

	Universal precautions and infection control to protect the client from transmitting HIV 

	Category 6: Nutrition and food security

	Routine assessment for nutrition

	Support for small-scale agriculture activities / household and community food gardens

	Counseling/training for families and caregivers on nutrition, food/meal preparation, proper food storage

	Therapeutic food support for OVC (based on clinical assessment of malnutrition)

	Supplemental food support for nutritionally vulnerable OVC (including food parcels, school and after-care feeding)

	Micronutrient supplementation (vitamins, etc. based on dietary assessment)

	Other services to improve food security 


Appendix B: Approaches to HIV Prevention for Most at Risk Populations (MARPs)

Commercial Sex Workers (CSW): 

1. Ensure participation of target group in the development, implementation, and monitoring of prevention programs
2. Promote consistent and proper use of condoms to achieve >90% use with both clients and regular non-paying partners/boyfriends/husbands
3. Ensure consistent availability of quality male and female condoms and lubricant
4. Ensure availability of comprehensive health care services with special emphasis on quality VCT, STI and FP services and provision of or linkages to HIV treatment and care services (If actually providing these services, also use indicators #P11.1.D and C2.1.D)
5. Integrate violence reduction (both social and structural) in prostitution settings 
6. Link with relevant social welfare services for the target group and their families
7. Provide vocational training (If vocational training is HIV/health related, then also use indicator #H2.3)
Men Who Have Sex with Men (MSM): 
1. Ensure participation of MSM in the development, implementation, and monitoring of prevention programs
2. Promote consistent and proper use of condoms to achieve >90% use with both regular and non-regular partners
3. Ensure consistent availability of quality male condoms and lubricant
4. Ensure availability of comprehensive health care services with special emphasis to quality VCT and STI services and provision of or linkages to HIV treatment and care services. (If actually providing these services, also use indicators #P11.1.D and #C2.1.D)
Injection Drug Users (IDU):  

1. Tailoring HIV prevention programs to injecting drug users:  these programs should rely on tools, guidelines and evidence-based interventions designed to reduce risk of HIV transmission.  A comprehensive program should include information and education, community-based outreach, risk reduction counselling, targeted condom distribution activities and substance abuse treatment to address HIV prevention and risk reduction. These services should be provided in multiple venues to engage them in activities to enable them to eliminate/reduce risks for acquiring and/or transmitting HIV

2. Offering HIV-infected drug users a comprehensive program to reduce their risk of transmission:  a comprehensive multi-component HIV/AIDS treatment program for injecting drug users should promote recovery through confidential HIV counselling and testing, ART, palliative care, STI and tuberculosis treatment, substance abuse treatment (including medication-assisted therapies) and transitional services between treatment facilities and the community.

3. Supporting substance abuse programs as an HIV prevention measure:  these programs may include behavioral models or medication-assisted treatment (e.g., using methadone or buprenorphine), or a combination of the two, and should also include case management and counselling services. Medication-assisted treatment programs have been demonstrated to be an effective HIV prevention strategy.  Medication assisted therapy programs should be an access point for IDUs and the program should refer and link to ART programs, PMTCT for female IDUs and a range of other prevention services.

Appendix C: Explanation of In-Service and Pre-Service Training

Training is a learning activity in a setting predominantly intended for teaching or facilitating the development of certain knowledge, skills or attitudes of the participants with formally designated instructors or lead persons, learning objectives, and outcomes, conducted full-time or intermittently.

Training refers to training or retraining of individuals and must follow a curriculum with stated (documented) objectives and/or expected competencies. Training may include traditional, class-room type approaches to training as well as on the job or “hands-on” training such as clinical mentoring or structured supervision so long as the following three criteria are met:

 

1) Training objectives are clearly defined and documented

2) Participation in training is documented (e.g. through sign-in sheets or some other type of auditable training)

3) The program clearly defines what it means to complete training (e.g. attend at least four days of a five-day workshop, achieve stated key competencies, score XX% on post-test exam, etc.)

In-Service Training 

In-service training programs are for practicing providers to refresh skills and knowledge or add new material and examples of best practices needed to fulfill their current job responsibilities.  In-service training may update existing knowledge and skills, or add new ones.  Care should be taken to base trainee selection on content and skill needs.  It requires a shorter, more focused period of time than pre-service education, and is often more “hands-on.”  It can be a workplace activity (led by staff, peers or guest lecturers) or an external event. 

 

In-service training can occur through structured learning and follow-up activities, or through less structured means, to solve problems or fill identified performance gaps.  In-service training can consist of short non-degree technical courses in academic or in other settings, non-academic seminars, workshops, on-the-job learning experiences, observational study tours, or distance learning exercises or interventions.

 

An in-service training program must meet national or international standards and have specific learning objectives, a course curriculum, expected knowledge, skills, and competencies to be gained by participants, as well as documented minimum requirements for course completion.  The duration and intensity of training will vary by cadre; however, all training programs should have at a minimum the criteria listed above. 

  

Types of In-service Training:  

1. Continuing education: Education/training offered to current providers to either update or add new knowledge and skills.  While in-service training is often limited to practitioners in the public sector and/or managed by the Ministry of Health (or similar entity), continuing education is often used to describe education/training that is provided by other sources, such as professional associations, that reaches private sector practitioners and which can be linked to re- licensure and/or certification. 

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

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

4. Distance learning: Distance learning is characterized by a geographic separation of instructor and learner where learners work on their own.  It uses a range of mechanisms such as self-guided lesson plans, mailings, radio, and computer based activities.  Usually it is tied to an educational facility and uses sequential instructional material that is corrected by the instructor.  Regardless of methodologies chosen, it requires motivation on the part of the learner and regular feedback on the part of the learning institution. It can also be used for pre-service education.

Pre-Service Training

The number is the sum of new health care workers from the host country who graduated from a pre-service training institution within the reporting period with full or partial PEPFAR support.  PEPFAR support includes funding for full or partial support of student tuition or scholarships. Support can also include investments such as payment of teacher salaries, expansion of pre-service training facilities, and remuneration to recent graduates to ‘bridge’ the time period between graduation and hiring/deployment.

Individuals may be in pre-service training over a number of years, but will not count as graduated until they have completed their program. Local pre-service institutions may support other host country nationals under their program but those graduates should not be included in this indicator.

All training must occur prior to the individual entering the health workforce in his or her new position.  A health care worker who transitions to another position (e.g., nurse completes medical school to become a doctor) shall be counted as a “new” health care worker for the purposes of this indicator. However, the intent of PEPFAR program is to expand the number of workers in the workforce.  

 

Pre-service training institutions are university-based or affiliated schools of medicine, nursing, public health, social work, laboratory science, pharmacy, and other health-related fields. Non-professional or paraprofessional training would be any accredited and nationally recognized pre-service program that is a requirement for this cadre’s entry into the workforce. 

A pre-service training program must be nationally accredited, or at the minimum meet national and international standards. The program must also have specific learning objectives, a course curriculum, expected knowledge, skills, and competencies to be gained by participants, as well as documented minimum requirements for course completion.  The duration and intensity of training will vary by cadre; however, all training programs should have at a minimum the criteria listed above.  

 

Individuals may be in training over many reporting periods; however, only participants who have successfully completed their training should be counted. Successful completion of training may be documented by diploma or certificate. Individuals not meeting these documented requirements should not be counted in this indicator.  

 

“Health workers” refers to individuals involved in safeguarding and contributing to the prevention, promotion and protection of the health of the population (both professional and auxiliary-professionals). The categories below describe the different types of health workers to be considered under this indicator.  This not an exhaustive list of all health workers and position titles may vary from country to country.  

 

For the purposes of this indicator, health workers include the following: 

1) Clinical health workers – Clinical health workers play clinical roles in direct service delivery and patient care: 

a) Clinical professionals, including doctors, nurses, midwives, laboratory scientists, pharmacists, social workers, medical technologists, and psychologists; They usually have a tertiary education and most countries have a formal method of certifying their qualifications.

b) Clinical officers, medical and nursing assistants, lab and pharmacy technicians, auxiliary nurses, auxiliary midwives, T&C counselors. They should have completed a diploma or certificate program according to a standardized or accredited curriculum and support or substitute for university-trained professionals. 

2) Non-clinical health workers - Non-clinical workers do not play clinical roles in a health care setting but rather include workers in a health ministry, hospital and facility administrators, managers, monitoring and evaluation advisors, epidemiologists and other professional staff critical to health service delivery and program support. 

 

 
.

Appendix D: Adverse Events in Male Circumcision

Anesthesia Reaction:

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

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

Bleeding:

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

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

Infection:

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

Pain (Intra- and Post-Operative):

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

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

Wound Disruption:

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

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

Sexual Dysfunction/Undesirable Sensory Changes:

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

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

Scarring/Disfigurement/Poor Cosmetic Result; Excess Skin Removal; Injury to Glans:

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

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

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

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

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

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

Occupational Exposure:

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

Excess Swelling of Penis/Scrotum (including Hematoma); Difficulty Urinating; Other:

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

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

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

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

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

· Other Severe:  Other AE(s) related to the surgery that result in disability (as evidenced by loss of work or cancellation of normal activities) lasting for at least 8 days after surgery, or result in hospitalization or referral/transfer to another facility.
Appendix E: Policy Descriptions and Development Stages

Stages of Policy Development

	Stage
	Potential steps within stage

	
	

	1
	Identify baseline policy issues by conducting  situation assessment 


	Policy analysis research conducted

Relevant stakeholders identified

Stakeholders involved and engaged 

Situation assessment implemented 

National deliberative body (or individual) for policy change identified

Assessment report available as baseline

	2
	Engagement of stakeholders in developing common policy agenda 
	Ongoing stakeholder participation

Policy dialogue and advocacy

Specific policy issues to be addressed in policy reform or development defined

“White paper” or equivalent defining the policy issue(s)/problem(s) and response completed



	*3
	Develop policy 
	Policy and strategy developed

Implications of proposed policy with existing legal, policy and regulatory environments assessed

Operational barriers identified

Operational policy issues integrated into policy draft

Jointly draft formal/vetted policy text  circulated amongst stakeholders



	*4
	Official Government endorsement of policy
	Leadership engagement/mobilization

Revise draft policy accordingly

Government act/approval making policy official (e.g., passage, endorsement, publication)



	5
	Implementation of policy
	Costed action/implementation plan developed

Dissemination, awareness raising and education activities

Strategy implementation/capacity strengthening activities carried out

Accountability measures/monitoring plan for implementation determined

Resources to support implementation (resource mobilization) provided



	6
	Evaluation of policy implementation 
	Implementation monitored

Implementation barriers identified and mitigated

Gaps between policy and practice evaluated

Health impact of policy reform evaluated


Policy Area Descriptions
	Human Resources for Health (HRH):

	 
	Addressing policies required to develop a sustainable health worker system

	 
	 
	Task-shifting to allow appropriately trained and supervised lay workers to provide services

	 
	 
	Other strategies to develop, retain, and rationalize best use of workforce 

	Gender:

	 
	Addressing policy factors placing women and girls at greater risk for HIV infection, including policies related to concurrent partners, male norms, gender-based violence and high-risk behaviors of male partners. The approach should take a comprehensive view of these factors and strive to address facilitators and barriers unique to the country context in order to decrease the risk of HIV infection among women and girls. 

	 
	Addressing policy factors that influence men, including the role of men in terms of gender norms, access of men to treatment and, if applicable, opportunities for medical male circumcision.

	 
	Addressing policy and legal reforms needed to increase gender equity in land and property inheritance rights.  Specifically:

	 
	 
	Legal and policy interventions to safeguard the inheritance rights of women, particularly women in African countries, due to exponential growth in the number of young widows, orphaned girls, and grandmothers becoming heads of households.

	 
	 
	Institutional capacity-building of government ministries, universities, NGOs, and civil society to improve women’s legal rights and indigenous women’s access to justice.

	 
	 
	Legal and policy interventions that inform lawyers, prosecutors, law enforcement, and service providers on the legal rights of women, and encourage these groups to enforce these rights through the judicial and legal process.

	 
	 
	Working with governments and civil society to eliminate gender inequalities in the civil and criminal code.

	 
	Addressing policy and legal reforms related to Gender-based Violence (GBV).  Specifically:  

	 
	 
	Existence of National Anti-GBV/Sexual Violence Laws

	 
	 
	Attention to GBV within National HIV/AIDS Policies.

	 
	 
	Capacity-building of government ministries, institutions (education, health, legal, etc.), NGOs and civil society to prevent and respond to GBV.



	 
	 
	Policies and laws that address norms that perpetuate GBV.



	Orphans and other Vulnerable Children:

	 
	Addressing the unique vulnerabilities of children infected and affected by HIV/AIDS. Includes key policy interventions that address access of children to care and treatment, and those that provide protection for orphans and vulnerable children for a range of issues from inheritance rights to protection against violence to access to education, shelter, food and social support.  Policies should also support efforts to scale up antiretroviral therapy for children, including integrating HIV prevention, care, and treatment for children into both existing antiretroviral therapy sites focused on adult care and into maternal, newborn and child health services.

	Counseling and Testing:

	 
	Addressing implementation of policies that improve uptake of counseling and testing. Counseling and testing policies should enable voluntary and informed consent for all populations, including youth; enable the promotion of confidentiality and beneficial disclosure and guard against inappropriate disclosure; ensure non-discrimination in service provision, facilitating access for a range of population groups; and establish a monitoring and evaluation system that promotes an enabling environment.  As epidemiologically appropriate, policies should include:

	 
	 
	Implementation and promotion of provider-initiated opt-out counseling and testing, especially in PMTCT settings

	 
	 
	Task-shifting to allow appropriately trained and supervised lay workers to provide counseling and testing services

	 
	 
	Use of point-of-care rapid HIV testing

	Access to high-quality, low-cost medications:

	 
	Addressing partner country policies that have a dramatic impact on the availability of drugs and other commodities essential to the care and treatment of PLWHA.  Policies should include

	 
	 
	Appropriate registration of antiretroviral and other important drugs and commodities.  The national drug regulatory authorities (NDRAs) of partner countries should make every effort to work with drug manufacturers and assist in the timely registration of antiretroviral drugs, drugs for opportunistic infections, drugs for care and treatment, rapid HIV test kits, and other essential HIV/AIDS commodities that are purchased by PEPFAR.  In the event that HIV/AIDS pharmaceuticals that can be purchased by PEPFAR are NOT registered in country, the partner country should provide import waivers to allow products that are available for purchase by PEPFAR to be imported without NDRA registration.   For drugs receiving import waivers, PEPFAR should maintain due diligence to assure quality standards.   Strengthening forecasting, procurement and logistics systems within the context of a strong partnership with partner country and other international partners to ensure a coordinated response is also critical. 

	Stigma and Discrimination:

	 
	Addressing non-discriminatory policies that support PLWHA inclusion in development of policy, community interventions, and program evaluation.  

	 
	Addressing policies that have a positive impact on the causes and consequences of HIV-related stigma, and may support programmatic approaches such as:  incorporating Prevention with Positives programs into the training of healthcare workers and lay counselors; utilizing PLWHA as lay counselors and peer educators; and employing effective measurement and documentation of stigma in program plans.



	Strengthening a multi-sectoral response and linkages with other health and development programs:

	 
	Addressing policies that broaden the multi-sectoral approach.  As a starting point it is essential that government policies support linkage of HIV/AIDS programs with other health programs including maternal and child health, safe motherhood, malaria and TB programs.  Policies should also support linkage with other development efforts, for example food and nutrition, economic strengthening, and education. 

	 
	Addressing policies that include civil society, including faith- and community-based organizations and groups of PLWHA, in the development and implementation of HIV/AIDS programs.

	Pain Management for PLWHA:

	 
	Addressing policies that broaden access to quality pain management services for PLWHA.

	Post Exposure Prophylaxis: occupational and non-occupational:

	 
	Addressing policies that broaden access to quality PEP services for occupational and non-occupational uses.

	Laboratory Accreditation:

	 
	Addressing policies required to assure quality laboratories and accreditations processes.


Appendix F: Quarterly Reporting Template

Organisation 

Province :: District 

Quarterly Reporting Form :  Second Quarter 2011 

Sexual and other Behavioural Risk Prevention 

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication.  
	 Yes/No  

	   


Sexual and other Behavioural Risk Prevention continued... 

	 Individuals reached with individual or small group HIV prevention interventions  

	 
	Males  
	Females  
	Total  

	 0 - 14  
	   
	   
	   

	 15 - 24  
	   
	   
	   

	 25 - 34  
	   
	   
	   

	 35 - 49  
	   
	   
	   

	 50 +  
	   
	   
	   

	 Total  
	   
	   
	   


	 Individuals reached with abstinence and/or being faithful (AB) messages  

	 Males  
	   

	 Females  
	   

	 Total  
	   


	 Most at risk populations (MARP) reached with prevention interventions  

	 IDU  
	   

	 MSM  
	   

	 CSW  
	   

	 Other Vulnerable Populations (e.g. Military Populations; Refugees, etc.)  
	   

	 Total  
	   


	 Percent of the target population reached by mass media (radio or TV) for HIV prevention  

	 Numerator - Estimated target population reached  
	   

	 Denominator - Estimated target population  
	   

	 Percent  
	 0.00 %  


Gender  

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


Gender continued... 

	 
	Males  
	Females  
	Total  

	 Individuals reached with interventions focused on norms about masculinity  
	   
	   
	   

	 Individuals reached with interventions focused on gender-based violence and coercion  
	   
	   
	   

	 Individuals reached with interventions focused on legal rights and protection of women and girls  
	   
	   
	   

	 Individuals reached with interventions to increase access to income and productive resources of women and girls  
	   
	   
	   


Workplace Programs  

	 
	Small and Medium Enterprises  
	Large Enterprises  

	 Enterprises supported to implement an HIV/AIDS workplace program  
	   
	   

	 Individuals reached through workplace programs  
	   
	   


Male Circumcision  

	 
	< 1  
	1 - 14  
	15 +  
	Total  

	 Males circumcised (medical circumcision)  
	   
	   
	   
	   


	 
	Moderate  
	Severe  

	 Males circumcised who experienced one or more moderate or severe adverse events  
	   
	   


HIV Post-Exposure Prophylaxis  

	 
	Occupational  
	Rape/Sexual Assault  
	Other Non-Occupational  
	Total  

	 Number of persons provided with post-exposure prophylaxis  
	   
	   
	   
	   


Vertical Transmission (PMTCT)  

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


Vertical Transmission (PMTCT) continued ...  

	Services for Pregnant Women  

	 Attended first ANC  
	   

	 Antenatal client known HIV positive but NOT on HAART at 1st visit  
	   

	 Antenatal client on HAART at 1st visit  
	   

	 Antenatal client HIV 1st test  
	   

	           Antenatal client HIV 1st test positive  
	   

	 Antenatal client HIV re-test at 32 weeks or later  
	   

	           Antenatal client HIV re-test positive at 32 weeks or later  
	   

	 HIV-infected pregnant women receiving food and nutritional supplementation  
	   

	 Antenatal client CD4 1st test  
	   

	Initiated on ARV prophylaxis  

	 AZT  
	   

	 ART (newly initiated, not already on ART)  
	   

	Services for HIV-exposed babies  

	 Baby given Nevirapine within 72 hours after birth  
	   

	 Baby PCR test around 6 weeks  
	   

	           Baby PCR test positive around 6 weeks  
	   

	 Baby initiated on Cotrimoxazole around 6 weeks  
	   

	 Baby HIV antibody test at 18 months  
	   

	           Baby HIV antibody test positive at 18 months   
	   


Counseling and Testing (CT)  

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


Counseling and Testing (CT) continued ...  

	 
	Individuals HIV tested  
	Individuals tested HIV positive  
	Individuals newly diagnosed HIV-infected symptom screened for TB  
	Individuals newly diagnosed HIV-infected provided with CD4 test  

	 Males < 15  
	   
	   
	   
	   

	 Males 15 - 24  
	   
	   
	   
	   

	 Males 25 +  
	   
	   
	   
	   

	 Total Males  
	   
	   
	   
	   

	 Females < 15  
	   
	   
	   
	   

	 Females 15 - 24  
	   
	   
	   
	   

	 Females 25 +  
	   
	   
	   
	   

	 Total Females  
	   
	   
	   
	   

	 Total < 15  
	   
	   
	   
	   

	 Total 15 - 24  
	   
	   
	   
	   

	 Total 25 +  
	   
	   
	   
	   

	 Total  
	   
	   
	   
	   


	 
	Health care facility  
	Mobile  
	Stand alone or community based  

	 Persons tested by testing type  
	   
	   
	   


	 Number of individuals tested as a couple (i.e. one couple is two individuals tested so add 2 in the box for each couple)  
	   


HIV and TB Care and Support   

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


HIV and TB Care and Support continued ...  

	 HIV-infected individuals who received PRE-ART care at a clinic/healthcare facility  

	 Total 0 - 15  
	    

	 Males > 15  
	    

	 Females > 15  
	    

	 Total  
	    


	 HIV-infected individuals who received HOSPICE care  
	   


	 HIV-infected individuals who received COMMUNITY-BASED care  
	   


	 HIV-infected individuals started on IPT  
	   


	 HIV-infected individuals receiving cotrimoxazole prophylaxis  
	   


	 HIV-infected clinically malnourished individuals who received therapeutic or supplementary food (non-pregnant)  
	   


	 Percent of HIV-infected adults newly initiated on ART with CD4 below 100  

	 Numerator - Number of adults with a CD4 below 100 started on ART during the quarter  
	   

	 Denominator - Number of adults who were newly initiated on ART during the quarter  
	   

	 Percent  
	 0.00 %  


	 Percent of HIV-infected individuals receiving HIV care (on ART or pre-ART) who are screened for symptoms of TB disease at last visit  

	 Numerator - HIV-infected individuals symptom screened for TB at last visit  
	   

	 Denominator - HIV-infected individuals who received ART or pre-ART care  
	   

	 Percent  
	 0.00 %  


	 Percent of HIV-infected TB suspects who have had a diagnostic work-up for active TB disease  

	 Numerator - HIV-individuals who received a diagnostic work-up for TB disease  
	   

	 Denominator - HIV-infected TB suspects  
	   

	 Percent  
	 0.00 %  


	 Percent of HIV-infected individuals who received a TB diagnostic work-up who were diagnosed with active TB disease  

	 Numerator - HIV-infected individuals diagnosed with active TB disease  
	   

	 Denominator - HIV-infected individuals who received a diagnostic work-up for TB disease  
	   

	 Percent  
	 0.00 %  


	 Percent of HIV-infected persons diagnosed with active TB disease who started TB treatment   

	 Numerator - HIV/TB-infected patients started on TB treatment  
	   

	 Denominator - HIV-infected patients diagnosed with active TB disease 
	   

	 Percent  
	 0.00 %  


	 FOR TB FOCAL POINT SITES ONLY - NEWLY REGISTERED TB PATIENTS IN THE QUARTER  
	Number  
	Percent  

	 Registered TB patients  
	    
	  

	 TB patients who had an HIV test result recorded in the TB register   
	    
	 0.00 %   

	 TB patients who are HIV-infected  
	    
	 0.00 %   

	 TB patients already on ART   
	    
	 0.00 %   

	 TB/HIV co-infected patients provided with a CD4 test (excluding those already on ART)  
	    
	 0.00 %   

	 TB patients initiated on ART  
	    
	 0.00 %   

	 TB patients started on cotrimoxazole prophylaxis (applicable to local TB Clinics only)  
	    
	 0.00 %   


ARV Services   

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


ARV Services continued ...  

	 Please tick the checkbox if this site experienced an ARV drug stock-out during the reporting period  
	   


	 Number of patients receiving ART for which the ARVs are USG funded  
	   


	  
	NEW on ART  
	CURRENT on ART  

	 Total < 1  
	   
	   

	 Total 1 to 5  
	   
	   

	 Total 5 to 15  
	   
	   

	 Males > 15  
	   
	   

	 Females > 15  
	   
	   

	 Total > 15  
	   
	   

	 Total  
	   
	   


	(Adults Only)  
	Number in Cohort at Start  
	Stopped ART  
	Transferred Out  
	Died  
	Lost to Follow Up  
	Number with blood drawn for viral load  
	Number with undetectable viral load (under 400)  
	Number alive and still on ART  
	Percent alive and still on ART  
	Percent with undetectable viral load  

	 6 month cohort  
	   
	   
	   
	   
	   
	   
	   
	   
	 0.00 %  
	 0.00 %  

	 12 month cohort  
	   
	   
	   
	   
	   
	   
	   
	   
	 0.00 %  
	 0.00 %  

	 24 month cohort  
	   
	   
	   
	   
	   
	   
	   
	   
	 0.00 %  
	 0.00 %  

	 36 month cohort  
	   
	   
	   
	   
	   
	   
	   
	   
	 0.00 %  
	 0.00 %  


OVC Services   

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


OVC Services continued ...  

	OVC served :  
	3 Month Total  
	6 Month Total  

	 Males 0 to < 2  
	    
	    

	 Males 2 to < 5  
	    
	    

	 Males 5 to < 12  
	    
	    

	 Males 12 to < 18  
	    
	    

	 Total Males  
	    
	    

	 Females 0 to < 2  
	    
	    

	 Females 2 to < 5  
	    
	    

	 Females 5 to < 12  
	    
	    

	 Females 12 to < 18  
	    
	    

	 Total Females  
	    
	    

	 Total 0 to < 2  
	    
	    

	 Total 2 to < 5  
	    
	    

	 Total 5 to < 12  
	    
	    

	 Total 12 to < 18  
	    
	    

	 Total  
	    
	    


	 OVC served by service category  

	  
	Child protection interventions  
	Child protection Statutory Subset  
	Clinical nutritional support  
	General healthcare referral  
	Healthcare support for access to antiretroviral treatment  

	 Males 0 to < 2   
	   
	   
	   
	   
	   

	 Males 2 to < 5   
	   
	   
	   
	   
	   

	 Males 5 to < 12  
	   
	   
	   
	   
	   

	 Males 12 to < 18   
	   
	   
	   
	   
	   

	 Total Males  
	   
	   
	   
	   
	   

	 Females 0 to < 2   
	   
	   
	   
	   
	   

	 Females 2 to < 5   
	   
	   
	   
	   
	   

	 Females 5 to < 12   
	   
	   
	   
	   
	   

	 Females 12 to < 18   
	   
	   
	   
	   
	   

	 Total Females  
	   
	   
	   
	   
	   

	 Total 0 to < 2  
	   
	   
	   
	   
	   

	 Total 2 to < 5  
	   
	   
	   
	   
	   

	 Total 5 to < 12  
	   
	   
	   
	   
	   

	 Total 12 to < 18  
	   
	   
	   
	   
	   

	 Total  
	   
	   
	   
	   
	   


	 OVC reached with HIV prevention education  

	 
	Males 
	Females 
	Total 

	 Less than 12 years  
	   
	   
	   

	 12 to < 18  
	   
	   
	   

	 Total  
	   
	   
	   


	Number of households receiving psychological care  
	 OVC members of the household  

	   
	 
	Age 

0 to <2 
	Age 

2 to <5 
	Age 

5 to <12 
	Age 

12 to <18 
	Total 

	 
	 Male  
	   
	   
	   
	   
	   

	 
	 Female  
	   
	   
	   
	   
	   

	 
	 Total  
	   
	   
	   
	   
	   


	 OVC educational support  

	  
	Number who received Educational Support (ES) 
	Number who received ES in the Previous Year (as of March 30 each year)  
	Number who received ES and who progressed to Next Level (as of March 30 each year)  

	 Level of School  
	Males  
	Females  
	Total  
	Males  
	Females  
	Total  
	Males  
	Females  
	Total  

	 ECD  
	   
	   
	   
	   
	   
	   
	   
	   
	   

	 Primary  
	   
	   
	   
	   
	   
	   
	   
	   
	   

	 Secondary  
	   
	   
	   
	   
	   
	   
	   
	   
	   

	 Total  
	   
	   
	   
	   
	   
	   
	   
	   
	   


	Total number of households in the program  
	Number of households receiving HES Interventions  
	 OVC living in the HES households  

	   
	   
	 
	Age 

0 to <2 
	Age 

2 to <5 
	Age 

5 to <12 
	Age 

12 to <18 
	Total 

	 
	 Male  
	   
	   
	   
	   
	   

	 
	 Female  
	   
	   
	   
	   
	   

	 
	 Total  
	   
	   
	   
	   
	   


Laboratory Services  

	Laboratories with the capacity to perform specified tests  

	HIV ELISA  
	CD4  
	Viral Load  
	Infant PCR  
	Chemistry  
	Hematology  
	Line Probe  
	TB Smear  
	Culture and DST  

	   
	   
	   
	   
	   
	   
	   
	   
	   


	Laboratories that are accredited  

	HIV ELISA  
	CD4  
	Viral Load  
	Infant PCR  
	Chemistry  
	Hematology  
	Line Probe  
	TB Smear  
	Culture and DST  

	   
	   
	   
	   
	   
	   
	   
	   
	   


	Laboratories enrolled in External Quality Assurance (EQA)  

	HIV ELISA  
	CD4  
	Viral Load  
	Infant PCR  
	Chemistry  
	Hematology  
	Line Probe  
	TB Smear  
	Culture and DST  

	   
	   
	   
	   
	   
	   
	   
	   
	   


	Laboratories achieving 80% successful EQA results  

	HIV ELISA  
	CD4  
	Viral Load  
	Infant PCR  
	Chemistry  
	Hematology  
	Line Probe  
	TB Smear  
	Culture and DST  

	   
	   
	   
	   
	   
	   
	   
	   
	   


Human Resources for Health  

	Partner Overlap/Double Counting  

	 If any other PEPFAR partner is reporting the same individuals in this programmatic area, please tick the checkbox and describe the potential duplication  
	 Yes/No  

	   


Human Resources for Health continued ...  

	New health care workers who graduated from a pre-service training program  

	 Clinical Professions  
	  

	      Doctors  
	   

	      Professional Nurses  
	   

	      Nurse Midwife  
	   

	      Nursing Assistants  
	   

	      Pharmacists  
	   

	      Pharmacy Assistants  
	   

	      Pharmacy Technicians  
	   

	      Laboratorians  
	   

	      Clinical Associates  
	   

	      Phlebotomists  
	   

	  Non-clinical Professions  
	  

	      Information Officers  
	   

	      Field Epidemiology and Laboratory Training Program (FELTP)  
	   

	      Community Care-givers  
	   

	      Social Workers  
	   

	      Auxiliary Social Workers  
	   

	      Child and Youth Care Workers  
	   


	Number of health care workers who completed an in-service training program  

	 NDOH PMTCT (5-day course) 
	   

	 NDOH TB Infection Control Guidelines  
	   

	  Laboratory Courses (ACILT)  
	  

	           TB Culture and ID  
	   

	           TB Microscopy  
	   

	           Quality HIV Testing  
	   

	           Lab Accreditation  
	   

	           Biosafety  
	   

	           National Lab Strategic Planning  
	   

	           Early Infant Diagnosis  
	   

	  Pediatric ART Management  
	   

	  Early Infant Diagnosis  
	   

	  PEPFAR Fellowship  
	   

	  Male Circumcision  
	   

	  Palliative Care for Nurses  
	   

	  Palliative Care for Caregivers  
	   

	  Additional SAQA accredited in-service training program 1. Name=  
	   
	   

	  Additional SAQA accredited in-service training program 2. Name=  
	   
	   

	  Additional SAQA accredited in-service training program 3. Name=  
	   
	   

	  Additional SAQA accredited in-service training program 4. Name=  
	   
	   

	  Additional SAQA accredited in-service training program 5. Name=  
	   
	   


	Health Systems Governance  

	Support provided for national policy development or reform  

	  Human Resources for Health (HRH)  
	 No  

	  Gender  
	 No  

	  Orphans and other Vulnerable Children  
	 No  

	  Counseling and Testing  
	 No  

	  Access to high-quality, low-cost medications  
	 No  

	  Stigma and Discrimination  
	 No  

	  Strengthening a multi-sectoral response and linkages to other health and development programs  
	 No  

	  Pain Management for PLWHA  
	 No  

	  Post Exposure Prophylaxis  
	 No  

	  Laboratory Accreditation  
	 No  

	  Injection safety and waste management  
	 No  

	  Other policy areas  
	 No  


Overall Site Narrative  
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