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Chapter 11
Improving the Quality of Voluntary 
Medical Male Circumcision: A Case Study 
from Uganda

John Bekiita Byabagambi

Abstract Voluntary medical male circumcision (VMMC) is an intervention that has 
the potential to significantly reduce HIV transmission in Uganda. Modeling esti-
mates suggest that if implemented to reach a coverage of 80% of males aged 
15–49 years, it would prevent 300,000 new HIV infections between 2011 and 2025. 
But to reach such an outcome, services need to be of high quality, meeting and 
exceeding minimum quality standards. This case study describes the journey of 30 
pilot health units in Uganda to address gaps in VMMC service delivery and the kind 
of support that they received. The 30 health units consisted of 29 health facilities and 
one mobile van, spread across all regions of Uganda. They represented high- volume 
sites chosen by USAID’s 10 VMMC implementing partners—three sites chosen by 
each implementing partner. The case describes how baseline assessments were con-
ducted to identify quality gaps and how quality improvement (QI) teams were trained 
and organized at each site to make changes in care processes and track their results 
through the review of client forms and registers. The case presents the results 
achieved across the 30 sites and describes how the key learning from these sites was 
shared with new sites which in turn improved care at an even faster rate, due the 
knowledge transferred about successful practices to improve VMMC service quality.

Keywords Coaching · Continuous quality improvement · Learning sessions · 
Quality assessment · Safe male circumcision · Scale-up · Uganda · Voluntary 
medical male circumcision

 Background and Setting

Voluntary medical male circumcision (VMMC), also known in Uganda as safe male 
circumcision (SMC), was approved as one of the HIV prevention interventions by 
the World Health Organization (WHO) and UNAIDS in 2007 and added by the 

J. B. Byabagambi (*) 
John Snow Inc., (formerly with University Research Co., LLC in Uganda),  
Pretoria, South Africa

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-43112-9_11&domain=pdf
https://doi.org/10.1007/978-3-030-43112-9_11


178

Ministry of Health (MOH) of Uganda as part of its comprehensive HIV prevention 
strategies in 2010. VMMC reduces by 60% the transmission of HIV from an HIV- 
positive female to an HIV-negative male (WHO 2007). VMMC involves removal of 
the foreskin along with health education of clients, especially on the need for the 
continued use of other HIV prevention methods, such as condom, because the pro-
cedure is not 100% protective.

VMMC has the potential to significantly reduce HIV transmission in Uganda. If 
implemented to reach a coverage of 80% of males aged 15–49 years (4.2 million 
circumcisions by the end of 2015), it would prevent 300,000 new HIV infections 
between 2011 and 2025 (Njeuhmeli et  al. 2011). But to reach such an outcome, 
services need to be of high quality, meeting and exceeding minimum quality 
standards.

Before 2013, VMMC programming in Uganda was focused on meeting the 80% 
coverage target; quality issues were not given much consideration. In 2012, an 
external quality assessment conducted by the United States’ President’s Emergency 
Plan for AIDS Relief (PEPFAR) brought to the attention of the country quality gaps 
in VMMC service delivery, some of which needed immediate remediation. Among 
them were: use of general anesthesia as opposed to the WHO recommendation of 
using only local anesthesia, lack of standardized client data collection and reporting 
tools, and poor preparedness for management of adverse events, should they occur. 
Health facilities that were found to have severe deficits in meeting the expected 
standards were advised to suspend VMMC service delivery until the gaps that 
needed immediate remedies were fixed.

USAID, one of the major funders of VMMC service providers operating in 
Uganda, requested that a USAID improvement technical assistance project already 
operating in Uganda provide technical support to the MOH and to 10 implementing 
partners and the health units they supported with supplies and training, to address 
the identified gaps. USAID agreed to support a pilot collaborative improvement 
activity aimed at addressing the main VMMC service quality gaps initially in a 
selection of 30 sites and later scaled up to over 150 health units being funded by 
USAID to deliver VMMC services in Uganda.

This case study describes the journey of the 30 pilot health units to address gaps 
in VMMC service delivery and the kind of support that they received. The 30 health 
units consisted of 29 static health units and one mobile van, spread across all regions 
of the country. They represented high-volume sites chosen by USAID’s 10 VMMC 
implementing partners—three sites chosen by each implementing partner. The 
static health units included three regional referral hospitals, 15 general hospitals 
(100–200-bed-capacity hospital), eight health center IVs (50-bed-capacity health 
unit with a surgical theater mainly for obstetric emergencies), two health center IIIs 
(10-bed capacity, with maternity services but no operating surgical theater), and two 
health center IIs (day care health unit). Of the 30 health units, 18 were public, six 
military, and six private not-for-profit.
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 Developing and Applying a Locally Adapted VMMC Quality 
Assessment Tool

After the external quality assessment, the implementing partners and health units 
complained that the tools used in the external assessment were for high-income 
countries and not appropriate for a low-income country like Uganda, and therefore 
they were assessed against standards which were not applicable to their sites. As 
such, they did not own the findings.

To address the complaint related to the assessment tools, the MOH called a meet-
ing of VMMC stakeholders that included the implementing partners, the technical 
support project, and PEPFAR in-country team representatives in January 2013 to 
chart a way forward. The meeting reviewed the tools used and agreed to revise them 
and align them to existing MOH policies and guidelines.

A smaller team led by the MOH and including the technical support project and 
implementing partners was tasked with developing a VMMC quality assessment 
tool aligned to the Ugandan setting. The process of aligning the tool involved 
reviewing the external assessment tool section by section, identifying areas which 
were addressed by other existing guidelines so as to harmonize them and avoid 
creating new guidance and at the same time maintaining the expected standards of 
care. The revised tool was piloted at five sites to determine the usability and ability 
to collect the intended information. In January and February 2013, several meetings 
were convened by the MOH, involving VMMC stakeholders such as service provid-
ers, implementing partners, and MOH departments, to gain feedback on the revised 
tool. Comments gained through these meetings were incorporated in the drafts by 
the team that reviewed the tool as the drafts went through the three levels of approval 
at the MOH.

Owing to the fact that the process of addressing quality gaps could not be delayed, 
after getting and incorporating feedback from the various stakeholder meetings, the 
MOH agreed to go ahead and use the draft tool to conduct baseline quality assess-
ments, while the final tool went through the full MOH approval process to adopt it 
as the national MOH VMMC tool. The MOH-led National VMMC Task Force 
eventually approved the tool with minor amendments in May 2013.

Each of the 10 implementing partners was requested to identify three sites that 
were high volume to be part of the improvement collaborative. The plan was that the 
technical assistance project would jointly work with the partners and staff at these 
three health units and that the implementing partner would spread the learning to the 
rest of their VMMC sites. A schedule for conducting baseline assessments at partner 
sites was agreed upon with each implementing partner to establish the baseline level 
of performance using the new tool developed in Uganda.

In each site, the baseline assessment was conducted by a team comprised of 
technical assistance project staff, implementing partner staff, a representative from 
the district health office, and site team members. Sometimes MOH staff were able 
to join the assessment teams. The implementing partners were given the responsi-
bility of making appointments with the health facilities for onsite assessments. The 
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30 baseline assessments were conducted from March through May 2013 
(Byabagambi et al. 2015).

On the day of the assessment, the assessment team started by meeting with the 
health facility in-charge and members of the VMMC team. Everyone on the assess-
ment team introduced themselves as well as any members of the health unit present. 
Next, the assessment team leader explained the purpose of the visit and the format it 
would take. The team leader also usually gave a brief overview of the seven compo-
nents of the assessment tool and explained the purpose of each section. The seven 
components were: (1) management systems; (2) supplies, equipment, and environ-
ment; (3) registration of clients and group education; (4) individual counseling ses-
sions for HIV testing and for medical male circumcision; (5) VMMC surgical 
procedure; (6) monitoring and evaluation; and (7) infection prevention and control 
(including waste management). At this meeting, the team leader also mentioned that 
preliminary feedback would be provided to the facility and partners at the end of the 
assessment exercise. The leader of the assessment team made it a point to emphasize 
that the assessment was not a fault-finding mission but rather was an assessment 
conducted in good faith, aimed at identifying any gaps so that they can be jointly 
addressed. This information was very important because it reduced any resistance or 
allayed any fears that the health facility team had and thus improved their cooperation.

The facility team leader then described to the assessors the process of VMMC 
service delivery in that site so that they could have a clear understanding of how the 
service was organized and thus better plan for the assessment. The introductory 
meeting lasted only about 30 minutes to allow ample time for conducting the assess-
ment, which itself could take 3–4  hours. Enough copies of the assessment tool 
would be prepared so that the technical assistance project, the health unit, the dis-
trict health office, the implementing partner, and the MOH official each had their 
own copy and completed it with the same information to minimize the need for 
photocopying and to make the follow-up of action items easy.

During the assessment, the facility in-charge would assign a health unit staff 
member to guide the assessment team; this individual also actively participated in 
the assessment and was considered one of the assessors. In most cases, this was the 
technical person working with that section. Once a particular section was com-
pleted, the assessment team would give some immediate feedback to the person(s) 
responsible and leave them to continue with their work. This was done in such a way 
to ensure that respect and privacy for the client and service provider were main-
tained. As an example, if the service provider did not disaggregate waste at the time 
of generation (e.g., mixing glove wrappings with blood-soiled gauze), this feedback 
would be given immediately, so that the mistake is not repeated during the next 
surgical procedure. The assessment team would then move to assess another area. 
Once all sections were completed, a debriefing meeting, chaired by the site in- 
charge and led by the leader of the assessors, would be convened and a detailed 
feedback given to all the staff members who were able to attend the meeting.

For most of the baseline assessments, the assessment team assessed all sections of 
the clinic as one team. This was done because not many people were familiar with the 
use of the tool and also to avoid disagreements at the end of the assessment. The entire 
team would agree that the provider either met or did not meet a specific standard. This 
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approach promoted ownership of the findings by the health facility team, the imple-
menting partner, and the district health office. This helped to solve one of the com-
plaints that had been raised about the external quality assessment: that some items 
were marked as missing yet they were present but the assessors did not see them.

At the end of each site assessment, the assessment team, together with the site 
staff, developed an action plan. This process lasted about 30 minutes to 1 hour and 
was done as part of the debriefing meeting. The action plan detailed the gaps identi-
fied, the intervention selected to fill the gap, the person responsible, and the timeline 
for implementing the intervention. For example, some gaps could be addressed by 
the site staff, such as ensuring that the team members were aware of various refer-
ence guidelines and policies. The representative from the district health office was 
very instrumental in addressing gaps related to missing supplies such as drugs that 
are supplied through the national medical stores, because the district had the power 
to redistribute drugs within the district, from a health unit that has excess to one that 
did not have enough. The district also was instrumental in supporting teams to make 
timely requisitions for supplies. The implementing partner was instrumental in 
addressing gaps that required procurement of some missing equipment for emer-
gency preparedness and availability of other VMMC consumables such as surgical 
kits. The technical assistance project was instrumental in building the skills of the 
health facility staff in addressing gaps through training in the continuous quality 
improvement approach, onsite coaching and mentorship, as well as organizing 
learning sessions. The MOH was instrumental in supporting sites to acquire some 
items which are centrally procured, such as information and communication materi-
als. Therefore, it was quite beneficial to have a team of assessors who could all 
contribute to addressing the gaps.

 Organizing the Improvement Effort

 Formation of Quality Improvement Teams

At the end of the assessment and as part of the development of the action plan, the team 
members were also guided through the process of forming a quality improvement (QI) 
team that would be at the forefront of addressing the gaps. At the debrief, the technical 
assistance project explained who should be on the team. The guidance for team forma-
tion mainly involved the composition, in which sites were advised to ensure all staff 
involved in VMMC were represented on the team. These included counsellors, data 
clerks, circumcisers, assistant circumcisers, community mobilizers, and cleaners.

In some instances, the site made decisions on the spot about who would make up 
the QI team. Others said they would meet in the next few days to decide. The team 
members were selected through consensus by the health unit staff. From amongst 
the team members, a team leader and a secretary were selected. Emphasis was made 
that the team leader does not necessarily have to be the health unit manager. Sites 
were advised that they could change the composition of the team if there was need.
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During the assessments, it was noted that majority of the service providers were 
not familiar with the use of the continuous quality improvement approach. Therefore, 
after completing baseline assessments at all 30 sites, a training in the use of the 
continuous quality improvement approach was conducted by the technical assis-
tance project and the MOH. Four members of each site team, including a circum-
ciser, an assistant circumciser, a counsellor, and any other member of the team, were 
invited to attend the training in which they were taught how to make changes to 
service delivery processes using the continuous quality improvement approach to 
address the gaps. Owing to the large number of participants, the participants were 
split into three groups based on geographical location; three regional trainings were 
conducted, each lasting 3 days. The trainers were drawn from the MOH and the 
technical assistance project. The training covered the principles of QI and basic QI 
concepts such as identifying gaps, testing changes, and measuring improvement.

 Choosing Improvement Priorities

On the third day of the QI training, the participants reviewed the findings of their 
baseline assessments and the action plans they had started at the baseline debrief to 
determine what gaps were still outstanding since the completion of the assessment, 
to identify priority areas of focus for improvement. The priority areas were selected 
based on what was in the direct control of the site team, implementing partner, or 
district team. For instance, gaps such as lack of a functional QI team, no waste seg-
regation, and incomplete records were prioritized as opposed to gaps that needed 
external support, such as missing policy documents or equipment and the need to 
train staff on how to conduct circumcision. Each team was free to take on as much 
they could as long as they had the means to do so.

 Development of Aims and Measures of Improvement

Participants selected improvement objectives both for the quality standards that 
mainly look at the work environment to ensure it is safe and for the processes of care 
that focus on individual clients. After agreeing on the improvement objectives, indi-
cators to monitor performance on the objectives were developed.

As part of the QI training, the participants conducted a process mapping exercise 
in which they drew flow charts depicting the flow of events for a client who comes 
to the site for VMMC. Using the flow chart diagrams, they identified areas or activi-
ties in the VMMC care process where quality was likely to be compromised. Such 
activities included points where no uniform information was likely to be given out. 
For instance, some clients might not receive all the information given out during the 
group education session, or some clients might miss the session all together, and 
some clients might get to the theater without providing consent. In most cases these 
were points where an action needed to be taken by a service provider as a client 
moved from one point to another.
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As part of the QI training, indicators to measure various process activities were 
developed, drawing on the technical assistance project’s understanding of the main 
problem areas affecting VMMC services. These indicators included:

• HIV counseling and testing: proportion of VMMC clients who are counseled and 
tested and receive HIV test results.

• History taking and physical exam: proportion of VMMC clients who are screened 
for sexually transmitted infections prior to circumcision. Screening for sexually 
transmitted infections was used as a proxy for history taking and physical exam 
because it was a major gap at the majority of the sites.

• Provision of informed consent: proportion of circumcised clients with docu-
mented informed consent prior to circumcision.

• Surgical procedure: proportion of circumcised clients who experience moderate 
or severe adverse events.

• Postoperative care: proportion of circumcised clients who return for follow-up 
within 48 hours of circumcision.

• Postoperative care: proportion of circumcised clients who return for follow-up 
beyond 48 hours but within 7 days of circumcision.

The pilot sites participating in the improvement collaborative had two main ways 
of tracking improvement. First, improvement in compliance with quality standards 
(based on the assessment tool developed at the start of the activity) was measured 
using a color-coded dashboard that characterized performance as green (good), yel-
low (fair), or red (poor). After every assessment, scores were awarded to each stan-
dard, and a percentage computed based on how many standards the team got right out 
of the total number assessed. Along the way, the coaches noted that the scores were 
difficult to understand and the idea of developing a dashboard was borne. A score of 
less than 50% was coded red, signifying poor performance; above 50% to below 80% 
was coded yellow, signifying fair performance; and 80% or more was coded green, 
signifying good performance. A dashboard template already with preprinted colors 
was used to display the findings at site level. If for instance a site scored 85% in man-
agement system, a mark (X) would be made in the green section of the template. This 
template was used because color printing services were not available at the sites.

The second way of tracking improvement was through measuring care processes 
within VMMC service delivery using the indicators that were developed at the first 
quality improvement training. Prior to starting the collaborative, there were no indica-
tors monitored by the teams apart from tracking the number of clients circumcised. 
Initial support dwelled on guiding the teams to understand how to collect the data 
from individual client forms and transfer it into registers. Most sites were not used to 
this process and often compiled reports by collecting data from individual client forms 
as opposed to getting it from the register. Because many sites were not used to using 
registers, the technical assistance project developed a standard register. Service pro-
viders at each site were mentored on the process of getting the data from client forms 
on days when they worked on clients and transferring it to the registers. At the end of 
each month, a summary of data would be made in the register for each indicator.

Various records were kept to document the quality improvement work. At each 
site, teams maintained documentation journals which contained all the information 
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about their improvement work. In these journals, teams recorded the changes that 
were tested to improve processes of care and the results achieved. During QI team 
meetings, the data for each indicator was abstracted from the summary in the register 
and transferred to documentation journals in order to be able to track improvement 
using line graphs. The abstraction of data was done by the team members themselves. 
Each of the six indicators had a separate journal. Since the indicators were many, at 
some sites a specific team member was assigned the task of collecting data for a par-
ticular indicator and sharing the information with the rest of the team members during 
QI team meetings. At other sites this was done jointly during the QI meetings. External 
coaches would verify the data collected by the teams during coaching visits to ensure 
accuracy and completeness. For some indicators, such as client follow-up, this was 
done by taking a sample of some records if they were many or by looking at all the 
records if they were few. The coach would crosscheck the figures against the primary 
source documents (individual client forms). For indicators such as obtaining informed 
consent, this was done for all the individual records because it was easy to conduct 
and also because this indicator was of outmost importance.

 Carrying Out the Improvement Effort

 Development, Implementation, and Testing of Change Ideas

At one of the general hospitals, the team had a gap of poor client follow-up within 
48 hours after circumcision. The team identified this gap through the analysis of 
their baseline data. The team reviewed data on the number of clients who were cir-
cumcised and compared it with how many of those returned for review within 
48 hours as per the MOH guidelines. The team noted that 10/1201 (0.8%) clients 
circumcised in March 2013 and 8/1426 (0.6%) in April 2013 came back for review 
within 48 hours. The team was alarmed by these statistics.

The team discussed the reasons for this gap and noted several causes: service 
providers were not actually passing on information to the clients that they needed to 
return for review; some clients lived far away from the clinic and did not have 
money for transport to return 2 days later; and other clients could not afford to be 
away from work for another day within the same week. The team discussed these 
underlying causes to determine which problem affected the majority of the clients. 
After a thorough discussion that involved trying to understand what was the biggest 
cause of poor client follow-up, the team agreed that the bigger problem was inade-
quate information given to clients, leaving the majority of them with the option of 
not returning. The information given was not convincing enough to make clients 
who live far away or who cannot afford to be away from work for 2 days in the same 
week to return to the clinic. This discussion was facilitated by a coach. The main 
role of the coach was to ensure the discussion remained focused and logical, but the 
coach did not try to determine for the team the underlying cause of poor client 
follow-up.
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The team agreed to change the information given to the clients. The team planned 
on how this change would be implemented. This included specifically mentioning 
that clients need to return as opposed to telling them to return only if they have a 
problem. The information would be given to all clients who are circumcised, and 
this was to be done at all service delivery points, starting from group education, dur-
ing individual counseling, during the surgical procedure, and during postoperative 
care. The team tried out this change in May 2013, and when they analyzed their 
performance at the end of May, they had improved to having 619/1953 (32%) 
returning for review. The team was impressed by the result of their efforts but still 
they were not happy with 32%.

During the next coaching visit, the coach reviewed what the team had done and 
was also happy with the efforts of the team. In the same meeting, the team discussed 
ways of improving further. The staff member (part of the improvement team) who 
attended to the clients who returned for follow-up said that the majority of the cli-
ents who returned for review said it is because they want to have their bandage 
removed. The team agreed to add this to the information they gave to clients and 
changed the message from “come back if you have a problem” to “you need to come 
back for bandage removal and review.” This led to further improvement, and by July 
2013, 69% of the clients were returning for review.

Over the next 3 months, improvement leveled off. The team was invited to a 
learning session in August 2013, and while there, they further learned about the 
importance of improving documentation. They also noted that at their own site, 
some clients were returning for review, but this information was not recorded. The 
team decided to address the gap of ensuring that all clients who return are actually 
reviewed and their records updated to reflect that they indeed returned. A focal point 
for clients who return for follow-up was designated, and clients’ forms for those 
who were recently circumcised placed at this point in a folder labeled 48-hour fol-
low- up. When the team analyzed data for November, they noted that they had been 
underreporting client follow-up due to poor documentation because there was a 
20% increment in performance. The team continued to monitor progress on this 
indicator and maintained the good performance, as shown in Fig. 11.1. Examples of 
changes that were tested by teams to improve this indicator are shown in Table 11.1.

 Support for Improvement

After the QI training, every health unit was supported to improve the composition 
of the QI team they had formed at the end of the baseline assessment by building a 
team around the newly trained staff. The support involved working with service 
providers to identify who else should be on the improvement team to ensure that the 
team is fully functional and all sections of VMMC are well taken care of.

Since the main aim of the collaborative was improvement, the QI team members 
were trained on how to use the assessment tools in the absence of external coaches 
to conduct self-assessments on their own. Teams were encouraged to identify gaps 
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on their own and then make changes. During subsequent coaching visits, the exter-
nal coaches would review the self-assessment findings, the changes being tested to 
establish if they are in line with the gaps identified, and then make amendments 
where necessary. On a quarterly basis, the coaches would conduct an objective 
assessment at each site.

The teams were visited once every month by a team of coaches from the techni-
cal assistance project, the district health office, and their assigned implementing 
partner who helped them to refine the changes that they were testing. During the 
coaching visits, the teams were supported to implement the interventions they had 
selected. The support included reviewing the changes being tested by the teams to 
ensure that they were aimed at addressing the identified gaps and that the teams 
were able to accurately measure the impact of the changes tested. For example, at 
one of the sites, the team had a problem of poor documentation of clients who return 
for review. This team was planning to use the members of the village health teams 
to remind clients to come for follow-up. Such a change would not solve their prob-
lem. In reality, the clients would return and be attended to, but no records were made 
to show that clients actually did come back. In such a situation, the coach would 
systematically analyze the problem with the team so as to ensure that the change 
being tested can logically address the gap. They were also supported to plot their 
data and make decisions based on this data through analyzing the trends of the 
graphs. The analysis was made simple by merely looking at the trend of the graph 
to determine whether there is improvement depending on the type of indicator. For 
the majority of the indicators, such as client follow-up and obtaining consent, 
improvement was shown by a graph that had an ascending trending toward 100%. 
For adverse events, improvement was shown by a trend that was descending toward 
0%. This support involved providing them with documentation journals and men-
toring them in their use. In addition to using the documentation journals, some sites 
opted to plot their performance on flip charts which would be hung on the wall, so 
that all team members could easily visualize the team’s performance.

Fig. 11.1 Percentage of clients who return for follow-up within 48 hours at one general hospital
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Table 11.1 Illustrative changes tested by pilot sites to improve client follow-up within 48 hours

Change tested and 
number of sites 
which tested How exactly was change tested/implemented (where, who, how, when)?

Giving clients 
information on the 
importance of 
48-hour follow-up 
and to come for 
bandage removal at 
48 hours
Number of sites 
testing the 
change: 20

Teams held a meeting and discussed the information package for 
follow-up at 48 hours using the counseling guide (key points for the 
importance of 48-hour follow-up were discussed and agreed upon, such as 
bandage removal, assessment of wound healing) and changed the 
information that was originally being given to clients of telling them to 
come back only in case of complications
Assigned staff roles to deliver this information to clients at all services 
points
Other sites agreed on task sharing by staffs to ensure all staff members 
give this information at all service points: At group education, at 
individual counseling, during physical assessment, on the operating table, 
and at postoperative health education
During group education, counselors used the standardized information 
and education and communication materials and at immediate 
postoperative care used the postoperative instruction leaflet to give 
information
The staff at all the service points delivered the information
During mobilization drives in the community, information was provided 
by counselors on the importance of a 48-hour follow-up
Checklist of postoperative instructions with information on follow-up at 
48 hours was designed by team and is used to give information to clients

Allocating a staff 
member to conduct 
and document 
follow-up at 
48 hours
Number of sites that 
tested the change: 8

Team held a meeting and identified a staff member who was assigned the 
role of conducting follow-up
Team developed a duty roster to show assigned staff on duty to conduct 
follow-up each clinic day
Assigned staff were oriented on the process of follow-up and its 
documentation by the QI team leader
Team scheduled the follow-up visits in the morning hours
Team identified a place through the administration where to conduct 
follow-up and a staff who would conduct the follow-up from the theater 
and document the follow-up

Sending text 
messages and 
making telephone 
calls to clients to 
remind them to 
come for 48-hour 
follow-up
Number of sites 
testing the 
change: 5

Client contacts or for next of kin is captured in the register by an assigned 
receptionist
Team budgeted for airtime allowance with the implementing partner 
following discussions
Agreed on bulk short message services by a contracted service provider 
who sends short messages to clients immediately after circumcision. This 
is done twice a day
Telephone calls are made to clients who do not return after short messages 
being sent to them by the in-charge. The telephone has been provided by 
the implementing partner

Giving appointment 
date for 48-hour 
follow-up on the 
appointment card 
given to clients
Number of sites 
testing the 
change: 6

During the team meeting, discussed the importance of writing the 
follow-up date on the appointment cards and issuing the cards to clients
Cards are filled and issued by counselors at registration and at immediate 
postoperative care points at other sites
Importance of keeping the follow-up appointments is re-enforced at the 
postoperative care point by staff
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A coaching guide was developed to aid the on-site coaching visits. The guide was 
developed based on the experience gained in developing such guides for other technical 
areas. The guide went through various iterations, and the current version captures infor-
mation about the improvement team composition, any changes in membership of the 
team, what actions the team took between coaching visits such as inquiring if the team 
met in the absence of external coaches, and, if yes, if any documentation was made. 
The coaching guide also gathered information on changes that the team planned to test 
and what impact they made on processes of care, whether the implementing partner 
and district health official were present during the coaching visit, and if the district 
health office was given a report after the coaching visit. It also summarized the key 
findings from the coaching visit and the action plan for addressing the identified gaps.

Three months after completion of the baseline assessment, four members of each 
improvement team were invited to attend the first learning session. Owing to the fact 
that the 30 teams were too numerous to convene in one learning session, they were 
grouped into three based on geographical proximity to each other. The learning ses-
sion lasted 3 days, in which teams shared their performance.

On the first day of the learning session, the teams shared their performance on 
quality standards. This was done through summarizing their performance on flip 
charts that stated the gap, the changes tested, and the results achieved. The site’s 
dashboard was also presented comparing the baseline and current performance to 
depict the improvement that has been achieved. Because many sites did not have 
access to color printers, the technical assistance project coaches gathered the dash-
board information from the sites prior to the learning session and printed them.

On the second day of the learning session, the teams shared performance on client- 
level process indicators. Whereas every attempt was made to give each site an oppor-
tunity to present, due to the many indicators and an average of 10 teams attending the 
learning session, the coaches reviewed each site’s presentation and identified those 
that should be given priority to present. These included the worst and best performers 
for each indicator. The worst performers were selected to present so that they share 
their challenges and get peer support, while the best performers were selected to pres-
ent so that they share with all participants what enabled them to achieve the good 
results. If time allowed, other teams were given the opportunity to present after the 
worst and best performers. The presentation was basically a time series chart on a flip 
chart (very few sites had PowerPoint presentations), showing the changes tested and 
the impact of each tested change on each indicator.

The third day was used to conduct a refresher training in quality improvement for 
people who were already trained and for some new members if it was their first QI 
training session. Improvement areas of focus were also identified for the next imple-
mentation period. As the teams presented, the coaches took note of the common 
gaps with compliance with the standards and process indicators, and these were 
shared with the entire group. These formed the basis of selection of improvement 
focus areas, without forgetting site-specific gaps. Still on the third day, the coaches 
provided the teams with technical updates as well addressed common gaps.

Learning sessions were supposed to be conducted quarterly, but for some quarters 
they were not conducted because based on the coaching visits, the teams were not 
ready for them. Learning sessions were convened when there was a need. During their 
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visits, if coaches noted that not many new changes had emerged during the implemen-
tation period and all the teams seemed to be at the same level of performance with no 
very good or very poor site, they would put off the learning session until there was 
value in bringing teams together. Therefore learning sessions were held when there 
was need as opposed to having them according to a fixed quarterly schedule.

During coaching visits and learning sessions, whenever coaches shared experiences 
from other sites, several team members expressed the need for having onsite exchange 
visits to see in person how other teams were performing and organizing processes of 
care. Exchange visits were therefore conducted for some teams by either taking staff 
from well-performing sites to struggling sites, or vice versa. The exchange visit pairing 
was based on identifying two teams in the same region (due to cost and time) with one 
of them performing well on a given indicator or standard and the other performing 
poorly on the same indicator or standard. In most cases it was one or two members 
from the well-performing site that went to the poorly performing site. This was because 
the one or two individuals would be able to support an entire team as opposed to trans-
porting the entire poorly performing team to the well-performing site. This not only 
motivated the well-performing team but was also cheaper in terms of cost.

Not all teams participated in the exchange visits, as this was an activity based on 
need. The weaker teams that participated in the exchange visits reported that the 
visits were quite useful and helped them learn how to solve some gaps which they 
initially thought were unsolvable.

 Results

Figure 11.2 shows the performance of the 30 pilot sites on quality standards. It 
shows that over time, the sites reduced the number of standards that scored poor 
(red) and fair (yellow). By October 2013, all the sites had no standards scored as 
poor. The number of standards that scored fair was also gradually reduced.

 Sustaining and Scaling Up the Improvement Effort

Right from the start, institutionalizing the continuous quality improvement approach 
in the VMMC program was a top priority. The main plan was to transfer the skills 
to the frontline health workers, to the district-based public health officers whose 
day-to-day work was to provide support to health facilities through supervision, to 
regional coaches, and to implementing partner staff at the national level. At the 
health unit level, the establishment of QI teams was done based on the guidance in 
the National Quality Improvement Framework and Strategic Plan developed by the 
MOH. Service providers were mentored on how to collect client information using 
standardized tools and report it through the national system.
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At the start of the VMMC QI work, sites never used to report their performance 
data through the MOH health management information system, but rather, the 
implementing partner would pick up the information from the site. This was not 
sustainable because in the absence of the implementing partner, there was a risk that 
the information might not be reported. The support involved mentoring the site 
teams on how to collect the data using standard MOH reporting tools and complet-
ing the tools through submission to the district.

Health units were supported to integrate requisitions for VMMC supplies into the 
national system. At first, the majority of the sites would not include the needs of the 
VMMC clinic in the health facility’s drug order because they were used to the imple-
menting partner bringing the supplies, and they would just sit back and wait for 
whatever amount the health unit would consume. For example, the VMMC clinics 
use a lot of paracetamol for pain management and, therefore, need to order for 
amounts that are over and above the average monthly consumption of the health 
facility. If this is not done, the health units will soon run out of paracetamol before its 
time to make the next order which for majority of health units is once every 2 months. 
The support involved mentoring the teams on how to estimate the required supplies, 
monitor supplies using the standard MOH stock cards, and integrate them into the 
health unit supplies. This was aimed at ensuring that the steady supply of consum-
ables would continue beyond the period of the implementing partner’s support.

At the district level, staff from the district health office were supported to join all 
the site-based activities so that they would acquire QI and coaching skills so that they 
would go to coach and where possible mentor the teams at VMMC sites. To achieve 
this, all planned activities were jointly conducted with the district staff, starting with 
the baseline assessments. The district health officer was requested to identify one 
person from their team who would participate in the VMMC baseline assessment. 
This was also aimed at promoting district ownership of the improvement activity. The 

Fig. 11.2 Performance of the 30 sites on the seven MOH VMMC quality areas
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district staff participated in the baseline assessments and contributed to the develop-
ment of action plans. They were also invited to attend and actively participated in the 
monthly onsite coaching sessions. This was aimed at building their coaching skills. 
They also attended the QI training that was organized for service providers in addition 
to attending the learning sessions. The district staff welcomed the idea of the joint 
onsite activities because this helped them build their skills, and they also used the 
opportunity to look at other activities beyond VMMC. In some districts, there was a 
challenge of being given a new person every month which made it difficult to do the 
mentorship. In some districts, some of the people selected by the district health office 
were not popular with the site teams, and this slowed down the mentorship.

At the regional level, coaches were trained and were supported to join improve-
ment activities. For most of the regions, the existing regional coaches were oriented 
on VMMC continuous quality improvement, while for other regions which had very 
few existing regional coaches, new ones were identified and trained. At the national 
level, staff of the AIDS Control Program and Quality Assurance Department were 
actively engaged in baseline and subsequent reassessments, onsite coaching visits, 
learning sessions, and QI trainings. This was aimed at building their skills and 
knowledge so that they would transfer the knowledge and skills to all the districts 
and health units which the technical assistance project was not supporting.

The VMMC national task force of the MOH was supported to convene oversight 
meetings in which issues related to the quality of VMMC were discussed. The sup-
port involved providing a venue for the meeting, inviting participants to the meet-
ing, and providing stationery and supplies needed to have a successful meeting. 
Whereas it was the desire of the MOH to convene the task force meetings quarterly, 
it had taken over 1 year without a meeting prior to the support provided by the tech-
nical assistance project.

Prior to the collaborative, there was a stand-alone, implementing partner-led 
reporting system which would not survive if at all the implementing partners stopped 
supporting the health units. Moreover, not all VMMC sites were reporting through 
this system. With MOH leadership, standardized tools for reporting client informa-
tion were developed. These included client forms, theater register, and client card; 
these forms were later integrated in the national health management information 
system. The purpose of this was to institutionalize the process supporting improve-
ment. The VMMC quality assessment tool used to conduct the baseline assessment 
was adopted by the MOH as a standard tool for the assessment of VMMC quality 
standards and is now used to identify quality gaps within all sections of VMMC 
which are then addressed by the improvement teams. In July 2016, the MOH 
adopted all six VMMC process indicators in the District Health Information System 
2, for mandatory reporting to the district level.

 Scaling Up VMMC QI Activities

Throughout the period of the collaborative, the implementing partners kept request-
ing for support to be provided to more sites. In May 2014, 19 more sites were 
brought on board bringing the total number of supported sites to 49. The 
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implementing partners were again requested to identify two new sites to join the 
second phase of the collaborative. Once again, the sites selected were high-volume 
and those with gaps. The implementing partners had already conducted assessments 
at these sites, so they were in a better position to identify the sites that were in most 
need for this support.

Figure 11.3 shows the percentage of clients who returned for follow-up at the 
pilot sites and scale-up sites. It shows that the pilot sites took more time to get 80% 
of the clients returning for review, while the scale-up sites took a shorter period. 
This is attributed to the spread of knowledge from the old sites to the new sites and 
to the experience the coaches had gained.

 Spreading the Knowledge

From the work done by the first 30 teams, several documents were developed sum-
marizing the learning that had taken place. These included a list of changes tested to 
improve the quality of SMC in Uganda. This document was shared with all the new 
sites so that they could learn from what the old teams had done. The new teams were 
also trained in application of the continuous quality improvement approach.

Several case studies were developed from the work done by the first 30 sites and 
shared with the new teams. Improvement team members from old sites were asked to 
join some coaching visits to the new sites so that they could share their experience in 
starting the improvement work. A learning session was conducted in which both old and 
new teams were invited to share experiences. The new teams were the first to present 
their work, followed by the old teams. One of the key messages passed on by the old 

Fig. 11.3 Client follow-up at 48 hours for pilot and scale-up sites
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teams to the new teams was the importance of regularly summarizing their performance 
data on each day of VMMC and a monthly basis to avoid a backlog. The old team mem-
bers shared experiences of improving specific indicators as well as getting started.

 Reflection

 Author’s Perspective

Looking back, I say what an interesting journey this was albeit with lots of challenges and 
learning on my side. The most challenging period was at the start of the collaborative when 
all stakeholders were skeptical of each other. Ministry of Health was alarmed by the find-
ings from the external assessments as were the implementing partners. The implementing 
partners thought [the technical assistance project] had come to police them and report them 
to their funders and as such they did not fully cooperate at the start. My best lesson was that 
we need to include all key stakeholders in the planning of the improvement collaborative. 
The initial plan for this collaborative was done without the implementing partners, and this 
resulted in resistance that made us lose some time. It is important to identify key stakehold-
ers and include them in the planning, define the roles of each, and be open and transparent. 
We should be prepared to change our plans as need arises.

–John Byabagambi

 Implementing Partner Perspective

It gives [Ugandan faith-based organization] great joy to see the success [the hospital] has 
registered in providing quality SMC services despite the gaps and challenges identified at 
the baseline assessment. The continuous QI mentorship, support and training that was con-
ducted by [the technical assistance project] and involving us at all stages has been an excel-
lent learning experience that enabled us to internalize and adopt the QI approaches even 
beyond [the hospital]. Each site is quite unique but once the principles of QI are followed, 
it can create a positive change as demonstrated at [the hospital]. The mentorship and sup-
port has been continuous and allowed the actual implementers suggest and test solutions to 
see their results. The involvement of top leadership of both the implementing partner and 
the site as demonstrated by both [Ugandan faith-based organization] and [the hospital] has 
been invaluable. Great thanks to USAID for the funds provided to facilitate the process and 
to [the technical assistance project] for the QI technical support provided to [Ugandan 
 faith- based organization]. With the lessons learnt we will continue to support [the hospital] 
and all other sites to improve the quality of services being provided to the clients.

–Clinical Services Specialist, [Ugandan faith-based organization]

 Site Perspective

The counselor offering individual counseling admitted to hurriedly going through the post- 
test counseling messages and was mainly focusing on HIV test results. She was not recap-
ping the advantages/benefits of SMC to the client because she was worried about the long 
waiting time for the whole SMC exercise. After the QI training, the counselor was able to 
develop and use a checklist to guide her during the posttest counseling session; she noted 
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that there were a lot of issues that are not clear to the SMC clients during the group health 
education which she had to address in the individual session. She has also learnt that some-
times she may forget some key talking points and that’s why it’s important to stick to the 
checklist, however experienced she may be.

–HIV Counseling Program Manager at one of the supported sites

Acknowledgments The work described in this case study was supported by various individuals 
for whom acknowledgment is due. Thanks are due to Anna Lawino, Jude Ssensamba, and Albert 
Twinomugisha, Improvement Advisors with the USAID Applying Science to Strengthen and 
Improve Systems (ASSIST) Project in Uganda, for the direct support they provided to the sites 
through onsite coaching and conducting learning sessions. Appreciation is due to Esther Karamagi- 
Nkolo (ASSIST Chief Party), Mirwais Rahimzai (former ASSIST Chief of Party), Humphrey 
Megere (former ASSIST Chief of Party), Pamela Marks (former ASSIST HIV Team Lead), and 
Rhea Bright (formerly ASSIST Improvement Specialist) for the technical oversight they provided 
to the ASSIST Uganda VMMC team. Finally but not least, acknowledgments are due to Jacqueline 
Calnan and Sheila Kyobutungi of USAID Uganda, Emmanuel Njeuhmeli of USAID Washington, 
and Barbara Nanteza and Alex Opio of the Ministry of Health Uganda for the technical oversight 
provided to the ASSIST Uganda VMMC team.

The VMMC QI technical assistance described in this case was supported by the USAID Office 
of Health Systems through the USAID ASSIST Project, implemented by University Research Co., 
LLC under Cooperative Agreement Number AID-OAA-A-12-00101.

References

Byabagambi J, Marks P, Megere H, Karamagi E, Byakika S, Opio A et al (2015) Improving the 
quality of voluntary medical male circumcision through use of the continuous quality improve-
ment approach: a pilot in 30 PEPFAR-supported sites in Uganda. PLoS One 10(7):e0133369

Njeuhmeli E, Forsythe S, Reed J, Opuni M, Bollinger L et al (2011) Voluntary medical male cir-
cumcision: modeling the impact and cost of expanding male circumcision for HIV prevention 
in Eastern and Southern Africa. PLoS Med 8(11):e1001132. https://doi.org/10.1371/journal.
pmed.1001132

WHO (2007) WHO/UNAIDS technical consultation. Male circumcision and HIV prevention: 
esearch implications for policy and programming—Montreux, 6–8 March. WHO Press, Geneva

Open Access  This chapter is licensed under the terms of the Creative Commons Attribution 4.0 
International License (http://creativecommons.org/licenses/by/4.0/), which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, as long as you give appropriate 
credit to the original author(s) and the source, provide a link to the Creative Commons licence and 
indicate if changes were made.

The images or other third party material in this chapter are included in the chapter’s Creative 
Commons licence, unless indicated otherwise in a credit line to the material. If material is not 
included in the chapter’s Creative Commons licence and your intended use is not permitted by 
statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder.

J. B. Byabagambi

https://doi.org/10.1371/journal.pmed.1001132
https://doi.org/10.1371/journal.pmed.1001132
http://creativecommons.org/licenses/by/4.0/

	Chapter 11: Improving the Quality of Voluntary Medical Male Circumcision: A Case Study from Uganda
	Background and Setting
	Developing and Applying a Locally Adapted VMMC Quality Assessment Tool
	Organizing the Improvement Effort
	Formation of Quality Improvement Teams
	Choosing Improvement Priorities
	Development of Aims and Measures of Improvement

	Carrying Out the Improvement Effort
	Development, Implementation, and Testing of Change Ideas

	Support for Improvement
	Results
	Sustaining and Scaling Up the Improvement Effort
	Scaling Up VMMC QI Activities
	Spreading the Knowledge

	Reflection
	Author’s Perspective
	Implementing Partner Perspective
	Site Perspective

	References




