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The Pennsylvania/MidAtlantic AIDS Education and Training Center (PA/MA AETC) is 

among the largest professional training providers for HIV treatment education in the world. The 

program seeks to improve HIV-related and primary care for underserved populations by 

strengthening the capacity of clinician and other providers to understand and treat these 

populations. Training is organized into three basic levels: didactic(Level I),  skills building(Level 

II), clinical hands on training(Level III),  a recipient-driven clinical consultation (Level IV) and 

technical assistance (Level V). 

During the 2002-2003 grant cycle(study year 1), the AETC provided a total of 847 

structured training events (Levels I through III), as well as 429 clinical consultations and 628 

responses to requests for technical assistance. For the grant cycle 2003-2004(study year 2), the 

AETC provided a total of 877 structured training events  (Levels I through III), as well as 912 

clinical consultations and 842 responses to requests for technical assistance. Data collected by 

the PA/MA AETC was obtained separately for each year and data analysis was performed using 

Minitab and Access. Pie and vertical bar charts were created in SigmaPlot to summarize 

activities over the two years. The evaluation demonstrates the nature and extent of AETC 

training and the ways it may contribute to enhancing the knowledge and skills of the participants. 

The two core evaluation questions for 2002-2004 are the following 1) do the programs reach the 

primary care provider audiences with a focus on Ryan White, community/migrant health centers 
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(CMHCs), minority providers, and those serving medically-underserved and the poor and 2) do 

the regional programs address key content areas that address Ryan White CARE Act (the largest 

source of federal funding for people living with HIV/AIDS in the United States) requirements. 

A review of the data shows that a large percentage of AETC training participants are  

minorities or treat minorities and are serving a heavy minority client/patient caseload. More than 

half of the participants are physicians and nurses. Employees of CARE Act-funded agencies 

form a large proportion of the total trainees enabling them to acquire the latest HIV treatment 

knowledge and skills. The AETC strengthens their HIV knowledge and skills by providing 

training in advanced clinical management topics as well as topics relevant to understanding and 

working with the special populations served by many of the trainees.       

Collectively, these training activities contribute to enhancing both the quality and the 

continuity of HIV-related care provided to underserved and vulnerable populations across the 

Pennsylvania/MidAtlantic region by clinicians and other health care providers. 
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Introduction 
 

The AIDS Educational and Training Centers (AETCs) Program is the professional 

training arm of the Ryan White Comprehensive AIDS Resource Emergency (CARE) Act. It is 

perhaps the largest professional education program devoted to HIV/AIDS and is carried out 

through 11 regionally-based AETCs and four national centers (National HIV/AIDS Clinicians’ 

Consultation Center, National Minority AETC, National Evaluation AETC, AETC National 

Resource Center) (1).  

The Ryan White Comprehensive AIDS Relief Emergency Act (the CARE Act) is the 

largest source of federal funding for people living with HIV/AIDS in the Unites States. The U.S. 

Department of Health and Human Services, Health Resources and Services Administration 

(HRSA) administer these funds. The funds reach people living with HIV/AIDS through various 

funding streams: city and state grants; direct grants to health care providers; and grants 

specifically allocated for HIV medications, dental care, provider training and education, and 

special programs (2). 

The CARE Act consists of five components or Titles. While each Title is directed 

towards a different aspect of the HIV/AIDS care system, all of the Titles complement each other 

in order to provide comprehensive services for people living with HIV/AIDS. Title I of the 

CARE Act provides grants to 51 Eligible Metropolitan Areas. To qualify for Title I funds, 

jurisdictions must have a population of at least 500,000 people with at least 2,000 cumulative 

AIDS cases reported during the last five years. Title II provides grants to states and U.S. 

territories through state health departments. These funds are distributed based on a formula that 

estimates the number of people with AIDS in each state. Title III supports primary health care 

for people living with HIV/AIDS. Funding can be used for the following services: HIV testing; 

early intervention and outreach; risk reduction counseling; case management; oral health; 

nutrition; and mental health services. Title IV funds services for children, youth, women living 

with HIV and their families. Grants are provided to public and nonprofit organizations. The last 

component of CARE Act is Part F. Within Part F, there are three distinct programs: the 

HIV/AIDS Dental Reimbursement Program, Special Projects of National Significance, and the 

AIDS Education and Training Centers. The Dental Reimbursement Program provides funds for 

oral health care services for people living with HIV/AIDS. The Special Projects of National 
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Significance fund HIV service delivery models to provide health and social services to 

underserved populations. (2).      

The major goals and objectives of the project are to support existing skills and the 

acquisition of new skills and knowledge of health providers. The education and training activities 

of the PA/MA AETC have a direct impact on the HIV service delivery system in the region by 

increasing access to comprehensive state-of-the-art HIV clinical management. The aim of the 

AETC Program is to reach out to professionals who have direct patient care responsibilities for 

HIV-infected people. Training is targeted especially at providers who serve underserved 

populations and at CARE Act-funded facilities, emphasizing training on the current clinical 

management of HIV, and developing and adopting innovative training methods toward these 

goals. The AETC custom designs programs, taking into account the providers’ rural settings, 

experience and volume of HIV patients (1). 

The AIDS epidemic in the U.S. changed with the introduction of highly effective 

antiretrovirals in 1996. Advances in medical treatment have allowed people diagnosed with 

HIV/AIDS to live healthier, longer lives, and as a result, more people are living longer with HIV 

before they progress to an AIDS diagnosis. To address this shift in the epidemic, the 

reauthorization of the CARE Act in 2001 required that funding for Titles I and II be expanded to 

reflect the incidence of HIV in addition to AIDS (2).  

The Pennsylvania/MidAtlantic AIDS Education and Training Center (PA/MA AETC) 

provides education and training on HIV disease to primary health care professionals in Region 

III of the US Public Health Service. The University of Pittsburgh Graduate School of Public 

Health Department of Infectious Diseases leads the region’s consortium and serves as center 

headquarters, providing evaluation, programmatic and fiscal direction, planning, monitoring, and 

oversight of the project. The PA/MA AETC is comprised of a partnership between the 

University of Pittsburgh Graduate School of Public Health, Johns Hopkins Commonwealth 

University, West Virginia University, Inova Healthcare (Virginia), Christiana HealthCare, 

Wilmington Hospital (Delaware), and the Health Federation of Philadelphia/MCP/Hahnemann 

University, University of MD at Baltimore, Ohio State University and Howard University (3). 

The PA/MA AETC recognizes the complicated issues of providing quality care and 

focuses on the entire health care team including health professionals, emphasizing physicians, 

dentists, nurses, nurse practitioners, physician assistants, pharmacists, and other members of the 
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HIV treatment team. There is an emphasis on training minority providers and providers who 

serve minority populations, within this population. Targeted audiences of training, consultation, 

technical assistance include providers from all Ryan White programs, community/migrant health 

centers (CMHCs), jails and prisons within the adult correctional system, juvenile detention 

centers, managed care organizations, state agencies, maternal child health providers, family 

planning facilities, STD clinics and other programs serving the poor, disenfranchised, and 

medically underserved in both urban and rural areas (3). 

The present document is part of the evaluation and continuous quality improvement 

program at PA/MA AETC. It describes training events that were conducted by PA/MA AETC 

during the grant cycles 2002-2003 and 2003-2004 years. A set of program priorities guide the 

professional training activities such as: 1) concentrating on reaching out to professionals who 

have direct patient care responsibilities for HIV-infected individuals; 2) targeting providers 

caring for vulnerable populations and those working at Ryan White CARE Act-supported 

facilities; and, 3) focusing the training content on the clinical management of HIV disease. These 

training priorities are intended to support the objectives of the Ryan White CARE Act. In 

particular, training activities may contribute to achieving one or more of the following 

HIV/AIDS bureau objectives: 1) ensuring equal access for underserved populations; 2) providing 

CARE Act clients with care of the same quality received by other people living with HIV; and, 

3) providing programs that reduce HIV related morbidity and mortality. To achieve these 

objectives, the PA/MA AETC program distinguishes five overlapping levels of professional 

training (1).     

Level I programs are didactic presentations such as a lecture with the training objective of 

changing knowledge and attitudes. Level II is a skills building, clinically-based workshops 

designed to change attitudes and skills through a more intensive and participatory activities such 

as small group interactive sessions, workshops, role-play and case discussion. Level III is a 

clinically-based hands on training where the objective is to change knowledge, attitudes, and 

clinical skills, as well as to increase the comfort and confidence of the trainee to make 

appropriate clinical decisions (1).  

Clinical consultation services and technical assistance complete the major activities. 

Level IV is the clinical consultation service that has three intended results: 1) to improve clinical 

problem solving; 2) to change provider practices of the consultee to make better or more 
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appropriate clinical care treatment decisions; and 3) to provide on the spot current HIV treatment 

recommendations regarding specific HIV patient care issues (1).   

Level V is the technical assistance and provides resources and guidance to improve HIV 

service delivery and performance at the organizational and individual provider levels. The focus 

is on organizational or programmatic issues about HIV service delivery (1).  

PA/MA AETC collects data by administering a series of standardized data collection 

forms that document these five levels of professional training activities. Information is gathered 

both about the participants, and about each training event as a whole. The information in four 

PA/MA AETC forms were used for this analysis. Participants are asked to complete a one-page 

Participant Information Form (PIF) (Appendix A), which includes an expanded list of patient 

populations, documenting the extent to which training programs are serving minorities and other 

vulnerable populations. Information documenting the extent of training for hard-to-reach 

providers and CARE Act-funded agency providers is also collected. Another item documents 

trainees’ involvement in the clinical management of HIV-infected patients on antiretroviral 

therapies. Each training event, regardless of the number of participants is described by a Program 

Record Form (PR) (Appendix B). This form has training topics and an expanded list of training 

modalities to capture the use of innovative and emerging training technologies. The third form is 

a Clinical Consultation Form (CC) (Appendix C) which describes (Level IV) clinical 

consultation events or session. The fourth form is a Technical Assistance Form (TA) (Appendix 

D) which describes (Level V) technical assistance requests (1). 
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Table 1 Data Sources (A single check mark signifies data source. A double check mark 

 
 Participant 

Information 
Form(PIF) 

Program  
Record (PR)

Clinical 
Consultation 
(CC) 

Technical 
Assistance 
(TA) 
 

Training Hours                                

Type of Training Event            

Content and Topics of 
Training Events 
 

                              

Training Modality and 
Methods 
 

                              

Number of Participants                                

Participant’s Employment 
Setting 
 

                               

Geographic location (Urban, 
Rural, Suburban) 
 

                               

Linkages to RWCA-Funded  
Agencies 
 

                                        

Participant’s Profession                      

Participant’s Race and 
Ethnicity 
 

             

Participant’s HIV Clinical 
Management Experience 
 

             

Client/Patient Populations of 
Participants 
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All forms from all the PA/MA AETC local performance sites are sent to the Data Center, 

which is located in the University of Pittsburgh, Graduate School of Public Health. The forms 

are scanned, verified in Telefom, and then exported into an Access Database, where all the 

handwritten participant comments are entered. All other fields are scanned into the database. The 

applications have precoded questions. The data were collected and analyzed separately for each 

year. Data were analyzed using Minitab (10). Data were edited and reviewed for standardization. 

Minitab was also used to carry out statistical tests. Chi-squares were used for statistical analysis 

of proportions, p-values less than .05 were considered statistically significant. Pie charts and 

vertical bar charts were created in SigmaPlot (11) to summarize activities over the two years, 

compare differences and similarities over time and to address research questions through this 

evaluation. The following are the core evaluation questions for 2002-2004: 

1) Do the programs reach the primary care provider audiences with a focus on Ryan White, 

CMHCs, minority providers, and those serving medically-underserved and the poor? 

2) Do regional programs address key content areas that address CARE Act  

requirements? (3). 
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1. Section One: Overview of Training Events 

 

1.1. Number of events and participants by training levels 

During the 2002-2003 grant cycle, PA/MA AETC conducted 847 different programs in 

Levels I, II, and III and 877 programs in the 2003-2004 grant cycle. The programs in 2002-2003 

grant cycle included 5,700 hours of training and were attended by 16,710 participants (refer to 

Table 2.1) and 4,802 hours and 16,028 participants in 2003-2004 grant cycle. Figures 1.1aI and 

1.1aII show that a large proportion of training is devoted to working with a relatively small 

number of participants in the more time-intensive, clinically based training programs of Level 

III. 23% of the programs are Level III for the grant cycle 2002-2003 and 21% for 2003-2004 

grant cycle (4-6). The distribution of the percentage of training events by training level is similar 

across two years.  

  

   

Level I 22%

Level II 55%

Level III 23%

     
Figure 1 Training Events N=847 Total Programs(2002-2003) 

     

Level I 24%

Level II 55%

Level III 21%

                                                          
Figure 2 Training Events N=877 Total Programs(2003-2004)                       
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The contribution of Level III, training to improving participants’ skills is more obvious in 

Figures 1.1bI and 1.1bII, when we observe that 54% of the training hours are devoted to Level 

III for grant cycle 2002-2003 and 47% in the 2003-2004 grant cycle. This directly addresses the 

priority of reaching out to professionals with direct-care responsibilities, who are most likely to 

request and enroll in the higher levels of training. The training sessions contribute both to 

reducing the level of HIV-related morbidity and mortality and enhancing the level of care 

provided to patients (4-6). The percentage of total training hours by training level is similar 

across two years. 

 
 

Level I 11%

Level III 54%

Level II 32%

     
Figure 3 Total Training Hours N=5,664 Training Hours for 847 Programs(2002-2003) 

                                                                                                                

Level I 13%

Level II 40%

Level III 47%

 
Figure 4 Total Training Hours N=4,802 Training Hours for 877 Programs(2003-2004) 
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The numbers of participants attending events at each training level are shown in Figures 

1.1c1 and 1.1c2. The overwhelming majority (96%) attended Level I and II programs which 

provide classroom-based training in the grant cycle 2002-2003 and 99% in the 2003-2004 grant 

cycle. The count of participants per training level (Figures 1.1cI and 1.1cII) overstates the actual 

number of different individuals participating in training, as it counts the number of participants 

who participated in a specific level of training more than once. The number of repeaters is an 

indicator of the success of the AETCs’ training, as participants decide to return for further 

training (4-6). The distribution of total number of participants by training level is similar across 

two years.  

 
 
 

Level I 31%

Level II 65% Level III 4%

 
  Figure 5 Total Number of Participants N=16,710 Participants(2002-2003) 

                                                                                                                                                                                    

Level I 29%

Level II 70%

Level III 1%

 
Figure 6 Total Number of Participants N=16,028 Participants(2003-2004) 
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A better assessment of the relative contact between AETC and participants across 

training levels is the participant-contact hours, which are calculated by multiplying the number 

of participants in a training program by the duration (in hours) of the program. While a larger 

number of participants attend Level I and Level II programs, the intensity and hours of contact 

are far higher in Level III events. This difference is reflected in Figures 1.1dI and 1.1dII, 

illustrating the number of hours of training offered at each level. While Level III accounts for 

only 4% of individual attendees, it accounts for 9% of the training contact hours received by 

AETC attendees in grant cycle 2002-2003 and for grant cycle 2003-2004 Level III accounts for 

only 1% of individual attendees, it accounts for 5% of the training contact hours (4-6). The 

distribution between the two years for the total participant contact hours by training level is 

similar for the two years for Levels I and II, for Level III the percentage went down from 9% to 

5%. 

Level I 23%

Level II 68% Level III 9%

 
Figure 7 Total Participant Contact Hours Total Participant Contact Hours=74,664(2002-2003) 

   

Level I 28%

Level III 5%Level II 67%

 
Figure 8 total Participant Contact Hours Total Participant Contact Hours=62,521(2003-2004) 
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An individual might participate in more than one training event. This contributes to the 

development of the multiple types of knowledge and skills necessary to effectively treat a 

complex condition such as HIV disease. It also demonstrates that participants value the training 

provided by the PA/MA AETC enough to return. Figures 1.1eI and 1.1eII better approximate the 

actual number of distinct individuals trained. It displays the estimated number of different 

individuals attending different levels of training programs. The method that was used to compute 

unduplicated counts of individuals trained can be found in Appendix E for 2002-2003 grant cycle 

and in Appendix F for the 2003-2004 grant cycle. Applying this method, we estimate that 

approximately 11,029 different individuals attended Levels I, II and III for the grant cycle 2002-

2003 and 10,584 different individuals in the grant cycle 2003-2004 (5-7). The distribution of the 

number of individuals trained in Levels I and II is similar across two years, however for Level 3 

it went down from 613 individuals in the first study year to 248 individuals in the second study 

year. 
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Figure 9 Unduplicated Counts of Individuals Trained N=11,029 unduplicated participants(2002-2003)      
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Figure 10 Unduplicated Counts of Individuals Trained N=10,584 unduplicated participants(2003-2004) 
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Figures 1.1fI and 1.1fII show that approximately 13% of participants have previously 

taken an AETC training and hence chosen to return for another in 2002-2003 grant cycle and in 

the second study year it increased to 19%. This speaks to the value placed on AETC training by 

participants (4-6). 

 
 
 

 

1 Training 87%
2 Trainings 8%
3 Trainings 2%
4 or more Trainings 3%

 
Figure 11 Number of participants by number of trainings attended(2002-2003) 

 
  
       
 
                                                                                        

1 Training 81%
2 Trainings 12%
3 Trainings 3%
4 or more Trainings 3%

                          
Figure 12 Number of participants by number of trainings attended(2003-2004) 
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1.2. Training methods and materials 

Almost all of the AETCs’ Level I through III training events involve in-person 

presentations through lecture. Distance learning methods are primarily used to supplement face-

to-face training. Figures 1.2I and 1.2II illustrate the distribution of modality utilization for all 

training events (4-6). The percentage of CD Rom/DVD/Video modality method increased from 

13% to 27%, while the percentage of conference modality method decreased from 13% to 5%.  
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Figure 13 Percentage of Training Events Using Each Modality (may include more than one modality)(2002-
2003) 
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Figure 14 Percentage of Training Events Using Each Modality (may include more than one modality)(2003-
2004) 
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1.3. Training Ryan White CARE Act Providers 

As the professional training arm of the CARE Act, an important priority of the AETCs’ 

program is facilitating training activities for agencies and providers who receive CARE Act 

funding.  

Figures 1.3I and 1.3II show the percentage of participants who work for CARE Act-

funded agencies by level (4-7). The distribution of the percentages of participants working in 

CARE Act Agencies in Collaboration Training and agencies employed by CARE Act Funded 

agencies went up for Levels I and III over two years, however for Level II it went down. 
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Figure 15 Percentage of participants in the organizations(2002-2003) 
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Figure 16 Percentage of participants in the organizations(2003-2004) 
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1.4. Clinical Consultations and Technical Assistance 

Clinical consultations are an important feature of the AETC. Clinical consultations allow 

clinicians to consult with more experienced and often distant colleagues, enhancing the care of 

individual patients while bringing knowledge of the latest treatment approaches to the 

community level, even in areas with few other educational resources. These consultations can be 

carried out in person, by telephone, or by other distance-based means. During 2002-2003 grant 

cycle, the PA/MA AETC completed 429 Clinical Consultation Sessions (Level IV) and 912 

sessions during 2003-2004 grant cycle (4-7). The results show that in person sessions decreased 

and the percentage of distance learning increased.  
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Figure 17 Percentage of Clinical Consultation Sessions Including the Use of Each Communications Modality 
(may include more than one modality) N=429 Clinical Consultations(2002-2003) 
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Figure 18 Percentage of Clinical Consultation Sessions Including the Use of Each Communications Modality 
(may include more than one modality) N=912 Clinical Consultations(2003-2004) 
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The majority of in-person clinical consultations are provided to small groups, such as 

seminars for providers, while most remote consultation sessions are for a single provider. Figures 

1.4bI and 1.4bII illustrate the variability in time devoted to individual clinical consultations. 

Thirty-six percent of these number of clinical consultations sessions are 60 minutes or longer for 

2002-2003 grant cycle and 18% for 2003-2004 grant cycle (4-7). The average length of clinical 

consultation sessions became shorter in the second year of the study.  
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Figure 19 Clinical Consultation sessions by Duration of session Total Session Recorded=423(2002-2003) 
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Figure 20 Clinical Consultation Sessions by Duration of Session Total Sessions Recorded=884(2003-2004) 
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1.5.  Technical Assistance Activities 

Technical assistance is the most complex and variable component of the AETC available 

training types, emphasizing assistance needs defined by the recipient. Most technical assistance 

is conducted through remote communications and is of short duration. Figures 5.1bI and 5.1bII 

show the breakdown of time devoted to technical assistance requests. During the 2002-2003 

grant cycle 628 Technical Assistance encounters were provided by the PA/MA AETC and 842 

encounters in 2003-2004 grant cycle (4, 5, 6, 8). The distribution of the modalities that are being 

used in these sessions remains similar between the two years. 
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Figure 21 Percentage of Technical Assistance Sessions Including the Use of Each Communications Modality 
(may include more than one modality) N=628 Technical Assistance Sessions(2002-2003) 
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Figure 22 Percentage of Technical Assistance Sessions Including the Use of Each Communications Modality 
(may include more than one modality) N=842 Technical Assistance Sessions(2003-2004) 
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Figures 1.5bI and 1.5bII show that the largest percentage of Technical Assistance Sessions are at 

least 30 minutes and less than one hour. Most requests were fulfilled quickly. More than 50% of 

all requests were fulfilled in less than an hour (4, 5, 6, 8) for both years. 
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Figure 23 Technical Assistance by Duration of Session N=836 Events Recorded(2002-2003) 
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Figure 24 Technical Assistance by Duration of Session N=836 Events Recorded(2003-2004) 
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2. Section Two: Who is the PA/MA AETC Training? 

 
As part of the overall mission to improve the accessibility and quality of care for HIV 

infection, the AETC concentrates on reaching out to professionals who have direct patient care 

responsibilities for HIV-infected individuals. They target providers caring for minority and 

vulnerable populations, particularly minority providers and those working at CARE Act-

supported facilities. This section examines the participants in AETC training activities. 

Reflecting the emphasis on individual participants rather than training sessions (1).  

 

2.1. Trainees by Profession and Training Level 

The great majority of training participants are from professions with patient care 

responsibilities including those targeted by the AETC. Those with the most direct responsibilities 

for patient care (physicians and nurses) make up more than half of the program trainees. The 

AETC is primarily interested in targeting the top seven professions, which are physicians, 

physician assistants, advanced practice nurses, nurse practitioners, nurses, dentists and clinical 

pharmacists (professions bolded in the Table 2.1) (1). 

The distribution by discipline is similar across Levels I, II, and III, with the exception of 

the percentage of physicians (those with the most direct responsibilities) in the second grant 

cycle, which is higher in the more clinically-based training (Level III) than in the classroom-

based (Level I and Level II) training events. In the grant cycle 2003-2004, the percentage of 

physicians in Level I is 10%, Level II 11% and Level III 35%. 
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Table 2 Percentage Distribution of Trainees by Profession and Training Level (4-7) 

 
                             
                               2002-2003 Grant Cycle                    2003-2004 Grant Cycle 
 
                                                Level                                                    Level 
 
 

I 
 

II 
 

III 
 

All          I 
 

II 
 

   III 
 

All  

Physician 13% 
 

9% 8% 10%        10%
 

11%    35% 11% 

Physician 
Assistant 
 

3% 2% 3% 3%        3% 2%    3% 2% 

Advanced 
Practice 
Nurse 
 

2% 1% 1% 1%        2% 1%   2% 1% 

Nurse  
Practitioner 
 

6% 5% 4% 5%        3% 4% 4% 4% 

Nurse 
 

32% 34% 26% 33%       27% 32% 35% 31% 

Dentist 
 

5% 3% 10% 4%       6% 2% 2% 3% 

Other  
Dental  
Professional 
 

7% 
 

6% 13% 6%       9% 
 

2% 2% 4% 

Clinical  
Pharmacist 
 

2% 
 

1% 3% 1%       2% 
 

2% 5% 2% 

Mental  
Health  
Provider 
 

4% 
 

5% 10% 5%       3% 
 

5% 1% 4% 

Other  
Professions 
 

18% 21% 16% 20%      18% 22% 7% 20% 

Non-Health 8% 
 

13% 6% 12%      14% 
 

13% 3% 14% 

Total 3,737 8,225 511 12,473      3,720 8,752 151 12,623 
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2.2. Race/Ethnicity of training participants 

The AETC aim is to enhance the standard of care for minority populations by targeting 

minority providers for training opportunities. Training reached 7% of trainees across all levels 

who were of Hispanic origin in 2002-2003 and 6% in 2003-2004 (4-7). The distribution remains 

consistent across the years. 

 

 

 

Figure 25 Ethnicity of Training Participants(2002-2003) 

Hispanic 7%
Non-Hispanic 93%

 
 

Hispanic 6%
Non-Hispanic 94%

 
Figure 26 Ethnicity of Training Participants(2003-2004) 
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African-Americans made up a significant proportion of trainees representing more than 

quarter of participants across all levels. The smaller minority population of Asians contributed 

5% in 2002-2003 and 6% in 2003-2004 to the total number of training participants, suggesting 

that AETC training is reaching representatives of this minority population among which the HIV 

epidemic is just beginning to draw attention (4-7).  The distribution of race/ethnicity of training 

participants remains similar across both years. 

 
 

 

African American 29%
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65%
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Figure 27 Race/Ethnicity of Training Participants N=12,762(2002-2003) 
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1%

               
Figure 28 Race/Ethnicity of Training Participants N=12,502(2003-2004) 
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2.3. HIV-positive and antiretroviral medication caseloads for care providers/clinicians 

The AETC aims to improve care by providing training for providers who treat HIV-

positive patients, or are likely to do so in the future. Most participants report some current 

contact with HIV-positive patients: only 25% report that they do not for both years, although it is 

reasonable to suppose that they are in AETC training to prepare themselves for this possibility. 

They are also reaching a spectrum of low-through high-volume ART (antiretroviral treatment) 

providers. Approximately 75% of participants have direct contact with HIV-positive patients, 

and approximately 70% of training participants are managing one or more patients on 

antiretroviral medications for both years. The caseload profiles in terms of HIV-positive patients 

and antiretroviral patients are broadly similar (1, 4-7). The trends remain similar across both 

years. 

Pe
rc

en
t o

f P
ar

tic
ip

an
ts

0

10

20

30

40

HIV-positive Caseload (10,145)
HIV-positive patient on ART (N=9,277)

25

14 14
12

9

30

12 13

36
34

None 21 to 50 50 or more1 to 10 11 to 20
Participants' Caseload Per Month (number of patients)

 
                           

Figure 29 Participants' Caseload Per Month (number of patients)(2002-2003) 
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Figure 30 Participants' Caseload Per Month (number of patients)(2003-2004) 
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2.4. Clinical Consultation 

Clinical consultations are a distinguishing feature of the AETC training programs. 

Figures 2.4I and 2.4II illustrate the distribution of professional discipline among participants who 

receive clinical consultation. As we might expect, physicians, who direct or supervise most care, 

are by far the largest single group of professionals represented among participants in clinical 

consultations, followed by nurses. The percentage of physicians increased from 53% to 72% and 

nurses decreased from 26% to 16 %, the distribution of other disciplines remained similar over 

the years. This indicates that AETC training is reaching the level where many key treatment 

decisions are made, and where training can provide the greatest returns in affecting quality of 

care (1, 5-8). 
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Other Health Professions 10%
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Figure 31 Discipline for Clinical Consultations N=768(2002-2003) 
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Figure 32 Discipline for Clinical Consultations N=901(2003-2004) 

24 



 

3. Section Three: Where are the PA/MA AETC Training Participants Employed? 

 

We have examined who the AETC training participants are. However, this is only one 

component of providing care to underserved populations. The other component is ensuring that 

training is reaching providers employed in settings where these populations receive care. This 

section examines the settings where training participants are employed and provide care (1). 

 

3.1. Principal employment settings by training levels 

The profile of participants’ employment settings includes a large number where 

underserved populations are most likely to be found and reached. Specifically 24% of 

participants in 2002-2003 grant cycle and 22% in 2003-2004 grant cycle are employed in 

community care settings where one might expect the underserved, especially the uninsured to 

seek care as shown in Figures 3.1aI and 3.1aII (5-7). The distribution of employment settings of 

the participants of Levels I, II and III remained similar across the years. 

 

 

 

                                

Non Health Care (including not working) 9%
Community Care 22%
Hospital 30%
Private Practice/HMO 10%
Correctional Facility 7%
Other Health Care 22%

9%30%

22%
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10%
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Non Health Care (including not working) 7%
Community Care 24%
Hospital 31%
Private Practice/HMO 13%
Correctional Facility 9%
Other Health Care 16%

24%

7%
31%

16%

9%
13%

Figure 33 Employment Settings N=12,209(2002-2003)      

                                                                                                Figure 34 Employment Settings N=12,743(2003-2004) 
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As shown in Figures 3.1bI and 3.1bII, the majority of participants classified themselves 

as working in urban and suburban areas and 19% described themselves as working in rural areas 

for both years. Nonetheless, it is encouraging that a substantial number of AETC participants 

report working in rural areas, historically the areas least served by trained HIV providers (1, 5-8). 

The distribution of geographical locations of training participants remained similar across both 

years. 

 

Rural 19%

Urban 56%

Suburban 25%

 
 
Figure 35 Geographical Locations of Training Participants (levels I, II, III) N=12,322(2002-2003) 
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Figure 36 Geographical Locations of Training Participants (level I, II, III) N=11,796(2003-2004) 
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3.2. Clinical consultation: Principal employment settings, organizational features and 
geographic features 

Figures 3.2aI and 3.2aII illustrate the distribution of principal employment settings for 

recipients of AETC clinical consultations (5-8). Correctional facilities and hospitals have the 

highest frequency for both years. The distribution of employment settings of recipients of clinical 

consultations remains similar over the two years.   
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Figure 37 Employment Settings of Recipients of Clinical Consultations N=780(2002-2003) 
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Figure 38 Employment Settings of Recipients of clinical Consultations N=880(2003-2004) 
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The distribution of the geographic locations of those receiving clinical consultations is 

similar with the distribution of Levels I, II and III (5-8). The distribution also remains similar 

over the two years, with urban increasing slightly. 

 
 

Rural 26%Suburban 26%

Urban 48%

 
 
Figure 39 Geographic Location of Participants Receiving Clinical Consultations N=772 Participants(2002-
2003) 

 

 
 
 

Rural 32%
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Figure 40 Geographical Location of Participants Receiving Clinical Consultations N=880 Participants (2003-
2004) 

28 



 

3.3. Technical assistance: Principal employment settings, organizational features and 
geographical features 

 
Similar to the use of AETC training and clinical consultations, many requests for 

technical assistance come from community-based organizations and hospitals. A difference 

between technical assistance requests and clinical consultations is the technical assistance 

participants’ higher level of representation from “other” health settings. The distribution of 

employment settings of organizations receiving technical assistance is similar over the two years. 
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Figure 41 Employment Settings of Organizations Receiving Technical Assistance N=625(2002-2003) 
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Figure 42 Employment Settings of Organizations Receiving Technical Assistance N=832(2003-2004) 
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The distribution of geographical origins of technical assistance requests is similar to the 

distribution of Levels I-IV. The distribution of origins of technical assistance requests is also 

similar across the years. 
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Suburban 28%

Urban 53%

 
 
Figure 43 Geographical Origins of Technical Assistance Requests N=478 Request(2002-2003) 
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Figure 44 Geographical Origins of Technical Assistance Requests N=828 Requests(2003-2004) 
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4. Section Four: What Type of Clients do the PA/MA AETC Training Participants 
Serve? 

 

Prior sections have examined the AETC trainees. Section Four examines who trainees’ 

patients and clients are. It summarizes participants’ client caseloads in terms of underserved and 

vulnerable populations. 

Training programs are important in meeting the HIV/AIDS Bureau’s central objective of 

overwhelming barriers to accessing medical care for underserved populations. Training does this 

by improving the skills of providers who are already caring for traditionally underserved 

populations, populations who have historically had little access to adequate medical care 

generally and to quality HIV care specifically. AETC training programs not only improve the 

HIV-related skills of these providers, but also provide training to enhance their skills in working 

with these populations. Training curriculum as a whole equips providers with the knowledge to 

treat HIV disease, and the skills to enhance patient satisfaction and adherence to the  

treatments. (1) 
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4.1. Caseload of vulnerable and underserved populations 

Participants in AETC training care for a wide variety of special populations. Therefore, only 

those participants with direct patient care responsibilities were examined. The following charts 

show that the distribution of the proportions of caseloads from special populations remained 

similar across both years. Those participants who reported that 25% or more of their caseload 

were from a particular underserved or high-risk group were classified as having a “high volume” 

caseload from that group. Approximately 70% of trainees reported having “high” caseloads from 

one or more racial/ethnic minorities. 51% of participants reported that they are seeing uninsured 

persons. The ability of AETC training to reach providers serving large numbers of patients with 

complex medical and psychosocial needs is shown by the fact that approximately 22% serve 

“high” caseloads of persistently mentally ill, 48% of substance users and 19% of incarcerated 

individuals (1, 5-7). 
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                                                                                                           Figure 46 Proportion of Caseloads(2003-2004) 

Figure 45 Proportion of Caseloads(2002-2003) 
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5. Section Five: What is the Content of the PA/MA AETC Training Programs? 

 
The central training objective of the AETC program is to improve the skills of treatment 

providers so that they provide high-quality, up-to-date HIV medical care that conforms to Public 

Health Service treatment guidelines. Clinical management topics are the main focus of the AETC 

training, as these most directly affect patient care. Section Five summarizes the distribution of 

training topics for the AETC training events (1). 

 

5.1. Leading topics 

This section is based on questions we asked staff of AETC training programs, about 

topics their programs covered. Faculty were asked, for each program, to identify the “top three 

topics” included in the program from a list of 52 topics. From these, eight topics were selected 

that were most frequently included in these “top three topics”, and refer to them as the “leading” 

topics. In the Levels I, II and III, the two most frequently covered topics were Clinical 

Manifestations of HIV and Antiretroviral Treatment for both years (4-6). 
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   Figure 47 Leading Topics (levels I, II, III)(2002-2003)                                                                                           

                                                                                                Figure 48 Leading Topics (levels I, II, III)(2003-2004) 
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The basic order of training topics is similar across all three training levels, but “clinical 

manifestations of HIV” are particularly likely to be among the three most important topics for 

clinically-based (Level III) training events (4-6).  
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                     Figure 49 Leading Topics(2002-2003) 

                                                                                                                          Figure 50 Leading Topics (2003-2004) 
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5.2. Leading topics of clinical consultations questions and technical assistance requests 

Similar to the topics in Levels I, II and III, the questions discussed in clinical 

consultations emphasize clinical management. The most frequently asked questions deal with 

antiretroviral therapy, clinical manifestations of HIV, and diagnostic tests and disease 

progression for both years (5, 6, 8). There was a slight increase in the percentage for both topics. 
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Figure 51 Leading Topics of Clinical Consultations(2002-2003) 
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Figure 52 Leading Topics of Clinical Consultation(2003-2004) 
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Whereas AETC training events and clinical consultations aim to improve the knowledge 

and skills of individual treatment personnel, technical assistance aims to enhance the ability of 

organizations as a whole to deliver treatment and support individual treatment  providers. The 

content of technical assistance requests are quite varied, but they complement the clinical 

management focus of individual provider training and consultation activities. The two most 

frequently requested topics are the organizational development (community linkages) and 

educational programming (design) for both years (5, 6, 9). 
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Figure 53 Leading Technical Assistance Requests(2002-2003) 
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Figure 54 Leading Technical Assistance Requests(2003-2004) 
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6. Section Six: Supporting the Mission of the Ryan White CARE Act 

 
As the professional education arm of the Ryan White CARE Act, the overreaching 

mission of the AETC program is to increase access to quality medical care for HIV infected 

individuals from medically underserved populations and communities throughout the United 

States. The AETC supports this mission through implementation of training objectives that: 

 

1. Target training activities to staff of Ryan White CARE Act funded agencies and other 

providers that provide medical care to underserved and vulnerable populations: 

2. Enhance providers’ skills to recruit and retain in treatment underserved populations; 

3. Train providers, who already work with underserved populations, in the latest medical 

knowledge and clinical techniques. 

 

This concluding section presents training activity statistics that describe the scope and 

range of AETC training activities that are responsive to these training objectives. The AETC 

makes its most direct contribution in achieving these objectives by training individuals who have 

patient care responsibilities (1). 
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6.1. Objective 1: Training Ryan White and other providers who provide medical care to 
underserved and vulnerable populations 

The AETC reaches large numbers of treaters working in agencies funded by the CARE 

Act. AETC collaboration with agencies funded under various Titles of the CARE Act is quite 

common. A large proportion of patients cared for by AETC trainees are from vulnerable 

populations. The largest percentage of special populations served is minorities and women for 

both years. 
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Figure 55 Percent of Direct Care Participants with 25% or More Patients(2002-2003) 
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Figure 56 Percent of Direct Care Participants with 25% or More Patients(2003-2004) 
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AETC participants with direct care responsibilities, who work for Ryan White CARE Act 

funded agencies, care for an even larger concentration of minority, substance users and 

uninsured persons. The largest percentage of special populations served is minorities, women 

and uninsured for both years.  
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Figure 57 Percent of Direct-care CARE-act-funded Training Participants with 25% or More of Their 
Patients(2002-2003) 
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Figure 58 Percent of Direct-care CARE-act-funded Training Participants with 25% or More of Their 
Patients(2003-2004) 

 

39 



 

For both grant cycles approximately 75.5% of all direct-care participants and 89.5% of 

those from CARE Act funded agencies were treating HIV patients at the time of the AETC 

training (5-7).  
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Figure 59 HIV Positive Caseloads of Direct-Care Participants(2002-2003) 
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Figure 60 HIV Positive Caseloads of Direct-Care Participants(2002-2003) 
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Not only are CARE Act providers responsible for larger HIV-positive caseloads than 

other AETC trainees, but they also manage HIV patients over a broader spectrum of disease 

progression. Trainees from CARE Act funded agencies are more likely than other trainees to 

manage patients through all the stages of HIV disease, rather than referring out to other 

providers. Among the CARE Act agency treaters, 59% handle all stages of HIV disease, versus 

43% for all direct care providers in the 2002-2003 grant cycle and 60% handle all stages of HIV 

disease, versus 45% for all direct care providers in the 2003-2004 grant cycle (5-7). 
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Figure 61 Referral Patterns of Direct-Care Participants(2002-2003) 
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Figure 62 Referral Patterns of Direct-Care Participants(2003-2004) 
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6.2. Objective 2: Enhancing providers’ ability to recruit and retain in treatment patients 
from underserved populations 

A first step in improving the quality of care that is accessible to underserved population is 

to attract HIV infected individuals from such populations. Figures 6.2aI and 6.2aII show that 

91% of the participants said that they see patients from at least one of the special populations in 

the 2002-2003 grant cycle and 97% in the 2003-2004 grant cycle (1, 4-7). The percentage of 

events devoted to special populations increased over the two years. It went from 30% in the first 

grant cycle to 50% in the second grant cycle. 
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Figure 63 Percent of Events and Direct-Care Participants Devoted to Managing Special Populations Total 
Events N=846 All Participants N=10,760 CARE Act Participants N=4,305(2002-2003) 
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Figure 64 Percent of Events and Direct-Care Participants Devoted to Managing Special Populations total 
events N=834 All Participants N=9,596 CARE Act Participants N=4,370(2003-2004) 
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Many clinicians are not well versed in the specific cultural and social issues that affect an 

HIV-infected individuals seeking and staying in medical care. To meet this training need, the 

AETC conducts training events that address clinical management topics that arise when 

managing patients from specific racial and ethnic minorities, the specific problems confronting 

women and persistently mentally ill, incarcerated people and substance users (1, 4-7). The 

distribution of percent of events and participants devoted to managing special populations is 

similar across the years. 
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Figure 65 Percent of Events and Participants Devoted to Managing Special Populations(2002-2003) 
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Figure 66 Percent of Events and Participants Devoted to Managing Special Populations(2003-2004) 
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6.3. Objective 3: Training providers for vulnerable populations in the latest medical 
techniques 

Not only must providers be comfortable and competent in handling patients from diverse 

populations, they must also have up-to-date knowledge and clinical management skills if they are 

to provide quality HIV medical care. AETC training enhances clinicians’ skills by providing 

clinically based training on practical aspects of managing HIV care. Eighty-nine percent of 

training events of Level III (clinically based level of training) concentrates on clinical 

management topics in the 2002-2003 grant cycle and 97% in 2003-2004 grant cycle. Another 

key topic in AETC training is adherence to medications of which 84% of clinically based events 

(Level III) devote time to medication adherence in the 2002-2003 grant cycle and 91% in the 

2003-2004 grant cycle (1, 4-6). 
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Figure 67 Percent of Training Events Covering Major Topic Area, by Training Level(2002-2003) 
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Figure 68 Percent of Training Events covering Major Topic Area, by Training Level(2003-2004) 
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Conclusion 

            PA/MA AETC – Two Study Years Comparison 

This section describes the comparison of the administration of PA/MA AETC program 

during the 2002-2003 and 2003-2004 grant cycles, which will be referred to as the first and 

second grant cycle respectively. 

During the analyzed period, there was a 3% increase in the number of Levels I, II and III 

training programs (from 847 to 877 events).  This increase was accompanied by the 4% decline 

in the number of participants (from 16,710 to 16,028 individuals). The most significant decline 

in the number of unduplicated counts of trained individuals – from 613 to 248 participants – 

occurred at the Level III, while the distribution for Levels I and II was similar in both years. 

Additionally, there was a 6% increase of participants who have taken AETC training and chosen 

to return for another training event.  

Summary of the data for the reviewed grant cycles also shows that the number of clinical 

consultation Level IV sessions more than doubled from 429 to 912 events. For the second grant 

cycle, there was a statistically significant increase in percentage of distance, rather than in-

person, clinical consultation encounters (χ2 =27.44 and p-value < 0.001), and a statistically 

significant decrease in the duration of the sessions (χ2 =92.25 and p-value < 0.001). Finally, the 

number of Level V technical assistance sessions has also increased from 628 to 842 events. The 

methods and session durations for Level V were similar across two years. 

The main seven health professions targeted by the AETC are physicians, physician 

assistants, advanced practice nurses, nurse practitioners, nurses, dentists and clinical pharmacists. 

Physicians and nurses, those professions that have the most direct responsibilities for patient 

care, make up more than half of the program participants. Race and ethnicity of training 

participants during the two years remained the same, as well as participants’ HIV-positive and 

ART caseload per month. 

While the distribution of participants by profession has been similar across all training 

levels, one notable exception was the distribution of physicians in the second grant cycle. The 

percent of physicians in the more clinically-based Level III training is higher (35%) than in the 

classroom-based Levels I and II training events (10% and 11% respectively) in the second grant 

cycle. This is a pronounced difference from the first grant cycle, when physicians accounted for 

only 8% of Level III participants.  There also was a statistically significant increase (19%) in the 
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number of physicians who attended Level IV clinical consultation sessions (χ2 =110.68 and p-

value < 0.001). This indicates that AETC training is reaching care providers who direct or 

supervise most care and suggests physicians look for guidance in managing their challenging 

cases through clinical consultations. 

The employment settings and geographical location distribution remained constant for 

two years for Levels I, II, III, IV, V. The largest percentage of participants are employed in the 

hospitals and community care, which makes up approximately 30% in each setting. This 

indicates that AETC is successful in reaching providers from employment settings where many 

key treatment decisions are made and where patients from special populations can be found. 

Also, the majority of participants classified themselves as working in urban areas with 

approximately 57.5% for Levels I, II and III, 46.5% for Level IV, and 59% for Level V. This 

matched the geographic distribution of HIV patients, the majority of whom live in urban areas.  

The distribution of special populations served is similar over the two years. Minorities 

and women were the two most frequently served groups, which also matches the epidemic 

statistics. In addition, percentage of training events devoted to covering special populations 

topics increased from 30% in the first year to 50% in the second year. This was likely due to the 

increase of the incidence of HIV disease in the special populations. Almost all direct care 

participants have responsibilities managing special populations. 

The distribution of topics at every training level was similar across the two grant cycles, 

with slight changes at Level V. Clinical Management topics are the main focus of the AETC 

training events, since they most directly affect patient care. The most frequently covered topics 

included clinical manifestations of HIV disease and antiretroviral treatment at the Levels I, II and 

III, and antiretroviral treatment and diagnostic tests and disease progression at Level IV. For 

Level V, Organizational Development (Community Linkages) was one of the two most 

frequently discussed topics during both grant cycles, while Educational Programming (Design) 

and Educational Programming (Curriculum Development) were the second most frequently 

discussed topic during the first and second grant cycles respectively. This change at Level V was 

likely the result of the changes in treatment guidelines set by the Office of Health and Human 

Services (OHHS). 
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The last section explores how the AETC supports the mission of the Ryan White CARE 

Act. AETC reaches a large number of care providers working in agencies funded by the CARE 

Act. While organizations offering management of all stages of HIV disease is the largest group 

for both CARE Act funded and non-funded agencies, a higher proportion (approximately 59%) 

of the CARE Act funded agencies fall in this group as compared with the non-funded agencies 

(44%). In addition, providers who work for Ryan White CARE Act funded agencies serve a 

higher special populations caseload.  For example, approximately 88% of participants from the 

CARE Act funded agencies serve minorities, versus 71% of all AETC participants. 

In conclusion, the most important changes that were found over two years were the 

following:  

1) a decrease in the number of Level III participants;  

2) an increase in the number of clinical consultation sessions;  

3) an increase in the number of technical assistance sessions;  

4) an increase in the percentage of physicians attending clinical consultation 

sessions.  

All of these changes suggest that the healthcare providers, and in particular physicians, served by 

the PA/MA AETC during the 2002-2004 period sought more guidance of the form provided by 

Level IV (Clinical Consultation) and Level V (Technical Assistance) programs. There also 

seemed to be a reduced demand for Level III (clinically-based hands-on training) during the 

same period among non-physicians. This, perhaps, suggests that non-physicians felt that Level 

III training was too advanced for their current needs. 
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             Comparison of PA/MA AETC to the National Data 

Table 2.1 below illustrates the comparison of PA/MA AETC programs to the national 

data (5). PA/MA data describes the program during the 2002-2004 period.  The national data 

contains the values for the programs administered through 11 centers, including PA/MA AETC, 

during the 2000-2001 period. 

The data analysis demonstrates a statistically significant difference (χ2 =165 and p-value 

< 0.001) in the fact that PA/MA AETC gave greater emphasis to Level II trainings, whereas the 

national data shows a greater emphasis on Level I trainings. Statistically significant difference 

(p<0.001) was also found for the total number of participants, which is greater for Level II for 

PA/MA AETC versus Level I nationally.  In addition, both the PA/MA AETC and national data 

show that the largest proportion of training hours were spent in Level III programs. 

 

Table 3 (comparison of PA/MA AETC to the national data) 

                  Variable    National Data (2000-2001)     PA/MA Data (2002-2004) 

            Training Events                                           

                                 Level 1                        41%                            23%         

                                 Level 2                        32%                        55%  

                                 Level 3                        27%                        22% 

        Total Training Hours        

                                 Level 1                        13%                       12% 

                                 Level 2                        19%                       36% 

                                 Level 3                        68%                       52% 

 Total Number of Participants   

                                 Level 1                        54%                       30% 

                                 Level 2                        40%                       67.5% 

                                 Level 3                        6%                       2.5% 

 

 

 

Examining training methods and materials for both the PA/MA and national data shows 

that the largest percentage of training events (Levels I, II, III) and clinical consultation sessions 
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(Level IV) employ in-person modality. For PA/MA AETC, 86% of training events used in-

person modality as compared with 80% for the national data. For clinical consultation, 48.5% of 

PA/MA AETC sessions used in-person modality as compared with 43% for the national data. 

However, for technical assistance (Level V) requests, the largest proportion of modality used in 

PA/MA AETC was in-person presentations (approximately 49%), but for the national data the 

most frequent requests involved e-mail, internet or fax (59%). 

The data for PA/MA AETC and the national programs demonstrates a number of similarities, 

including: 

• More than half of the participants both in PA/MA AETC and nationally were those with 

the most direct responsibilities for patient care (physicians and nurses); 

• Whites constituted 64% of participants in both data sets, with African-Americans 

accounting for less than a third (24% and 28.5% respectively); 

• Hospitals and community care organizations were the most frequent employment 

settings; 

• Urban and suburban areas were most frequent geographic locations; 

• Both PA/MA AETC and national programs reach a large number of providers that serve 

special populations; 

• Both PA/MA AETC and national programs reach a large number of providers working 

for Ryan white CARE Act funded agencies;  

• Women and minorities were the highest special population groups served; 

• Both data sets note that antiretroviral treatment was the most frequent topic for clinical 

consultation sessions (Level IV), 57% for PA/MA AETC and 57.5% nationally.  

Finally, some differences are observed in the top topics covered by the programs. The  

leading topic for Levels I, II and III is antiretroviral treatment (40%) for the national data and 

clinical manifestations of HIV disease (29.5%) for PA/MA AETC. The second leading topic is 

clinical manifestations of HIV disease (37%) for national data and antiretroviral treatment (26%) 

for PA/MA AETC. 

The preceding comparison of PA/MA AETC to the national data shows few striking or 

truly important differences between the two data sets. This suggests that the program of work of 

the PA/MA AETC is largely consistent with the training activities that are carried out in the other 

10 regionally-based AETCs. 
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APPENDIX 
 

Appendix A: Participant Information Form 
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Appendix B: Program Record 
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Appendix C: Clinical Consultation Form 
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Appendix D: Technical Assistance Form 
 

 

55 



 

Appendix E: Attendance, Forms Submitted and Unduplicated Count of Participants  
(2002-2003 grant cycle) 

 
Method for extrapolating unduplicated count: 

EXUND_IDi =Extrapolated unduplicated count of participants in Level i 

UND_IDi   =  Number of unduplicated IDs for level i 

PIF_NO_IDSi  = Number of participant information forms (PIFs) without ID’s for Level i submitted by AETC 

PIF_IDSi  = number of PIFs with ID’s for Level i submitted by AETC 

 
EXUND= ∑ EXUND_IDi 

 
EXUND = The extrapolated unduplicated count of participants across all levels(1,2,3) 
 
This formula assumes that the mean number of AETC training events for participants who do not provide an ID is 

the same for those providing IDs within a training level. 

 

Table A.1 - Attendance, PIFs Submitted and Unduplicated Count of Participants 
 
 
 

Level 1 Level 2 Level 3 Total 

Total PIFs Submitted 
 

4,031 8,978 630 13,639 

PIFs with Participant ID 
N 
 
% of PIFs Submitted with ID 
 

 
3,636 
 
90 

 
7,954 
 
89 

 
587 
 
93 

 
12,17 
 
89 

Unique Identifiers 
N 
 
(Mean number of encounters 
per unique participant ID) 
 

 
3,216 
 
1.13 

 
6,070 
 
1.31 

 
572 
 
1.03 

 
9,858 
 
1.24 

Extrapolated Unduplicated 
Count of 
Participants 
N 
 

 
 
 
3,565 

 
 
 
6,851 

 
 
 
613 

 
 
 
11,029 
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 Appendix F: Attendance, Forms Submitted and Unduplicated Count of Participants 
(2003-2004 grant cycle) 

 
 
Method for extrapolating unduplicated count: 

EXUND_IDi =Extrapolated unduplicated count of participants in Level i 

UND_IDi   =  Number of unduplicated IDs for level i 

PIF_NO_IDSi  = Number of participant information forms (PIFs) without ID’s for Level i submitted by AETC 

PIF_IDSi  = number of PIFs with ID’s for Level i submitted by AETC 

 

EXUND= ∑ EXUND_IDi 

 
EXUND = The extrapolated unduplicated count of participants across all levels (1,2,3) 
 
 
This formula assumes that the mean number of AETC training events for participants who do not provide an ID is 

the same for those providing IDs within a training level. 

 

 
Table A.1 - Attendance, PIFs Submitted and Unduplicated Count of Participants 
 
 
 

Level 1 Level 2 Level 3 Total 

Total PIFs Submitted 
 

4,068 9,774 254 13,842 

PIFs with Participant ID 
N 
 
% of PIFs Submitted with ID 

 
3,500 
 
86 

 
8,675 
 
89 

 
128 
 
50 

 
12,303 
 
89 
 

Unique Identifiers 
N 
 
(Mean number of encounters 
per unique participant ID) 
 

 
3,071 
 
1.14 

 
6,007 
 
1.44 

 
125 
 
1.02 

 
9,203 
 
1.34 

Extrapolated Unduplicated 
Count of 
Participants 
N 
 

 
 
 
3,571 

 
 
 
6,765 

 
 
 
248 

 
 
 
10,584 
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