Exit Focus Group & Interview Coding Scheme for Implementation Outcomes: Gender-Sensitivity Training
DOMAIN: Implementation domain if discussing issues related to implementation

· Acceptability: Acceptability is the perception among participants that the intervention (training) is satisfactory. 
· Feasibility: The extent to which a new intervention (training) can be successfully used or carried out within a given setting. This includes successes and challenges actually delivering the training program (barriers to implementation subcode) or to translation of the program’s content into practice (barriers to translation subcode) 
· >>Barriers to implementation (of the training itself): Expressed difficulty or challenges in implementing the training itself. For example, scheduling conflicts, patient burden, being interrupted. 
· >>Barriers to translation (content to clinical practice): Expressed difficulty or challenges in putting the training content into practice. For example, screening for GBV creates distrust with patients who do not want police involvement.
· Provider challenges: Challenges in implementing in practice related to provider’s personal issues (difficulty overcoming bias, letting go of anger toward a patient).
· Patient challenges: Challenges in implementing in practice related to patient issues, like patients who do not want to be found, are hard to reach, are experiencing GBV at home, are using substances, or are faced with food insecurity. 
· System/contextual challenges: Challenges in implementing in practice because of things like time, space, patient-burden, privacy issues, or other systems issues, like issues with police referrals (for GBV cases).
· Relative priority: Perceived importance of implementation within the clinic and broader health system. 
· Culture: Organizational norms, values, and basic assumptions specific to: a) innovations in care and b) gender equity.
· Appropriateness: The perceived fit of the intervention for the setting and to improve care quality and patient outcomes.
· For Health Setting: The perceived fit of the intervention for the health setting.
· For HIV gender issues: The degree to which the intervention is appropriately designed to address the issue(s) it intends to. For example, the degree to which the intervention helps reduce relevant gendered barriers to HIV care and the provision of gender responsive care specific to this community.
· Intervention source: Perception of key stakeholders about whether the intervention was externally or internally developed.
· Future adoption/scale up: Barriers/facilitators to the future adoption of this program by the health system or Mildmay. May include suggested changes or improvements to increase the likelihood or success of adoption or scale up.
· Dissemination: Use code for suggestions for how we should disseminate the findings of our study locally or nationally. This can be a sub-code of future adoption/scale up, since dissemination is usually a key step towards moving forward to programming and gathering stakeholder buy-in.

DOMAIN: Gap or suggestion
Gap: Use code to highlight gaps that were not addressed by the intervention. Examples might include some providers discussing client’s negatively or still reinforcing negative stereotypes about them. Should be paired with program effect and program element, if appropriate. e.g., Effect > attitudes > Program element: Bias content + Gap.
Suggestion: Suggestion can also be added to Implementation codes to indicate that the participant is providing a suggested change to the intervention structure to improve acceptability, feasibility, etc. For example, suggesting that the program content be spread out over more sessions might be Implementation > Acceptability > Program Structure + Suggestion

PROGRAM AREA, which can be applied within each domain/parent code: If it is clear which part of the intervention the narrative is referring to, use the drop down menu to select intervention area. General/NA can be used when it is not clear or if it is able the program overall.
· General/NA: Use when no program areas is described – but it’s the overall program
· Program structure: Anything about the format of the program, including cadre mix, number and duration of sessions, location, facilitators, etc.
· What is gender content: This was during Session 1, Module 1 of the in-person training (Day 1).  We started the training learning about relevant terms related to gender, examined gender inequities in Uganda, and helped participants understand the relationship between gender, HIV, and health. The module concluded by demonstrating disparities in HIV care using the most recent national surveillance data from Uganda.
· >>HIV threat content: This was during Session 1, Module 2 of the in-person training (Day 1). We learned about the HIV threat framework which helps to understand how what being a man or woman means and how HIV can be identified as threats to those areas. We talked about gender-responsive ways to counsel men and women to reduce HIV threats. We used role playing within case studies to apply this content, and created our own framework for women.

· Bias content: This was during Session 2, Module 3 of the in-person training (Day 2). In the training, we talked about different biases or assumptions we make about female and male clients who are either unsuppressed or have other negative treatment outcomes and how broader gender norms and HIV stereotypes can inform our opinions and treatment of clients, even when we do not mean it to. 

· Patient-Centered content: This was during Session 2, Module 4 of the in-person training (Day 2). We learned about using patient-centered techniques to counsel men and women about their gendered-barriers to care engagement. This included things like, building rapport, verbal and non-verbal communication to elicit patient perspectives, and shared decision-making.  We had interactive case studies to apply this content. 

· GBV content: Session 3 of the intervention. This group training (~2 hours) was conducted at the health facilities. It was an abbreviated version of the Ministry of Health’s existing training on how to address violence against women and children into clinical care.

· Refresher session: Session 4 of the intervention, a refresher of all content covered in sessions 1-3. The refresher session started with direct observation between providers and clients by the facilitator. The facilitator took notes using a Patient-Centered care check list. The facilitator gave individual feedback to each provider on what they did well and areas for improvement. Finally, there was a brief group session the same day, where the facilitator spoke to a group of providers (after their observation) to group problem-solve barriers to translating training content into practice.

· Intervention trial: Anything having to do with the study procedures, like mobilization, recruitment, interviews/evaluation of the intervention, and coordination of the intervention sessions. 

