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STI/HIV/AIDS

� AIDS Program Effort Index (API)
� Condoms available for distribution nationwide
� Percent of population with accepting attitudes towards those living

with HIV
� Percent of population who know HIV prevention methods
� Percent of population with no incorrect beliefs about AIDS
� Percent of population who know methods of preventing mother-to-

child transmission of HIV
� Percent of population requesting an HIV test, receiving a test, and

receiving test results
� Voluntary counseling and testing centers with minimum conditions to

provide quality services
� Percent of pregnant women counseled and tested for HIV
� Antenatal clinics offering and referring for VCT
� Percent of population who had higher risk sex in the last year
� Percent using condoms at last higher risk sex
� Percent of men having commercial sex in the last year
� Percent of young people having multiple partners in last year
� Percent of young people using a condom at last higher risk sex
� Percent of injecting drug users never sharing equipment in the last

month
� Percent of transfused blood units screened
� Percent of STI patients appropriately diagnosed and treated
� Percent of STI patients receiving advice on condom use and partner

notification and referral to HIV testing services
� Percent of health facilities providing STI services with adequate drug

supply
� Number/percent of health facilities with the capacity to deliver appro-

priate care to HIV-infected patients
� HIV prevalence among pregnant women 15-24 years old
� HIV prevalence in sub-populations with high-risk behavior
� Percent of children under 15 who are orphans



235

STI/HIV/AIDS

HIV/AIDS has become a major focus for public health
specialists and international donor agencies, as this dev-
astating pandemic continues to spread. According to
UNAIDS, at the end of 2001, an estimated 40 million
people globally were infected with HIV; of these, 70
percent reside in Africa.

Although current financial and human resources are not
adequate to confront the mammoth challenge of curb-
ing HIV/AIDS, the existing donor funds have stretched
the absorptive capacity of many organizations to the
limit.  In Africa � especially in those countries in which
as many as one third of the adults in urban areas are
infected � many health workers have themselves been
stricken. In short, available human resources are gener-
ally mobilized to implement programs; evaluation in
this context of crisis understandably has taken a back
seat.

However, with the epidemic showing no signs of let-
ting up, international donor agencies realize that they
must remain committed to HIV/AIDS initiatives for the
long run. As the sums of money to combat HIV/AIDS
increase, so do the calls for accountability in terms of
the effective use of funds. The need for better monitor-
ing and evaluation has also led to a growing number of
data collection instruments and indicators.

The first global initiative to standardize evaluation in-
dicators came during the 1980s in connection with the
World Health Organization�s Global Programme on
AIDS (GPA). Experts from key organizations met in
Geneva over a several year period in the late 1980s and
early 1990s to develop a set of 10 �prevention indica-
tors� (known as �PIs�).  This initiative was highly laud-
able, in that standardization of indicators promised mul-
tiple benefits: countries with slim evaluation resources
would not have to reinvent the wheel; rather, all could
benefit from the guidance of this group of experts. More-
over, data from this standardized set of indicators would
lend themselves to cross-national comparisons.  How-
ever, the application of the PI in specific countries
proved more challenging.  Few countries were able to

produce the necessary data on the indicators, and/or the
data were of questionable validity. Only a few coun-
tries used the PIs for monitoring of trends in programs,
knowledge, or behaviors.

Over the last decade, much has changed in HIV/AIDS
programming. Although prevention remains paramount,
programs must also provide care and support of those
infected and affected by the epidemic. Accordingly,
evaluators have needed to adapt the monitoring and
evaluation tools for these more complex programs.

M&E efforts in HIV/AIDS have evolved significantly
in the past three years through a partnership that in-
cludes MEASURE Evaluation, UNAIDS, WHO, the
Centers for Disease Control and Prevention (CDC),
Family Health International (FHI), and other USAID
cooperating agencies involved in HIV/AIDS program-
ming and evaluation.  The group first reviewed existing
indicators and tools. Subsequently, MEASURE Evalu-
ation and UNAIDS coordinated a series of case studies
to review the HIV/AIDS M&E systems in 13 countries,
including the feasibility of collecting data on the differ-
ent PIs. These case studies provided a basis for (a) re-
defining the list of indicators most useful in monitor-
ing and evaluating HIV/AIDS programs and (b) modi-
fying or in some cases developing tools to measure the
indicators.

In 2000, UNAIDS and its partners1 published a manual
entitled National AIDS Programmes: A Guide to Moni-
toring and Evaluation. We have reproduced the �core
indicators� from the UNAIDS manual in this section of
the Compendium as they appeared in the original, be-
cause this set of indicators was compiled through a very
systematic and participatory process with input from
experts throughout the world. The guide currently serves

Part III.C

1 The partners included CDC, European Union, FHI/IMPACT,
MEASURE DHS+, MEASURE Evaluation, SYNERGY
Project, The POLICY Project, UNICEF, USAID, WHO, and
the World Bank.
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to strengthen M&E plans and implementation in many
countries, as part of the expanded response against
AIDS, especially in Africa.

In spite of the recent progress on M&E for HIV/AIDS,
major methodological challenges remain.

Methodological Challenges of Evaluating STI/HIV/
AIDS Programs

� Measures requiring self-report are fraught with
bias.

This statement is true for survey work in general, but it
is particularly applicable to HIV/AIDS for two reasons.
First, respondents may not know their status (e.g., many
women have asymptomatic sexually transmitted infec-
tions; few adults in the developing world know their
HIV sero-status).  Second, the stigma surrounding HIV/
AIDS makes it a highly sensitive topic. Even if respon-
dents knew their status, evaluators would have strong
ethical issues in asking them to reveal it in the course
of an interview.  Surveys remain a fairly reliable means
of determining levels of knowledge (e.g., on HIV trans-
mission and prevention mechanisms). By contrast, ques-
tions regarding attitudes and sexual behavior may yield
biased answers, influenced by communication programs
that teach the �politically correct responses� regarding
HIV/AIDS.

� In contrast to family planning, HIV/AIDS lacks
a set of reliable, easily measurable evaluation
indicators.

Comparing HIV/AIDS and family planning is useful to
understand the dilemma facing those who evaluate HIV/
AIDS programs.  One might argue that the comparison
is unfair, given that the FP research community has had
an additional 20 years to wrestle with these method-
ological problems. Nonetheless, the problems are fun-
damental to the behaviors surrounding HIV/AIDS. (This
infectious disease has a more complex web of proxi-
mate determinants and biological outcomes than does
fertility.)

Much of FP evaluation has used three basic indicators:
o Program level: Couple-years of protection

(CYP)
o Intermediate outcome: Contraceptive preva-

lence rate
o Long-term outcome: Fertility rate

Regarding a program level indicator, the volume of
condoms distributed for HIV/AIDS prevention is analo-
gous to CYP. However, in the case of family planning,
the evaluator can estimate the correspondence between
the quantity distributed and the protection achieved (e.g.,
it takes four shots of Depo-Provera to cover a women
for one year).  By contrast, for condoms, such estimates
of coverage � combined with the issues related to con-
sistency of use � make it difficult to convert volume of
condoms distributed to the number of persons protected
against HIV/AIDS.

In terms of an intermediate indicator that measures a
behaviour directly linked to the long-term outcome, con-
dom use for HIV/AIDS is certainly analogous to con-
traceptive use. However, condom use carries a number
of limitations. First, condom use is not the only means
to safer sex (abstinence and reducing the number of part-
ners lower the risk of HIV/AIDS).  Second, the mea-
surement of condom use in surveys is much less pre-
cise than the measurement of contraceptive prevalence
(the latter which can be validated using fertility rates).
In contrast to contraceptive use (which married couples
generally practice over a period of time in a fairly con-
sistent manner), condom use may be far more erratic
and may vary by type of partner.  Self-report on extra-
marital relations and condom use within such arrange-
ments often lacks precision.

With respect to a long-term outcome, the objective of
most HIV prevention programs is conceptually clear:
to decrease the incidence rate of new HIV infections in
a given population. However, it is virtually impossible
in practical terms to obtain this information on a truly
representative sample in a given country. To measure
incidence would require identification and recruitment
of a randomly selected sample of the population, fol-
lowed across multiple (or at least two) periods of time.
Moreover, any type of experimental design used to test
the effects of a specific intervention is also fraught with
the ethical difficulties of withholding a potentially valu-
able intervention from one group in the name of �good
science.� Other obstacles include the methodological
difficulties in potential loss to follow-up, ethical issues
related to lack of facilities to treat persons identified as
sero-positive, and the high cost of such data collection.
In fact, evaluators in this area have adopted a proxy
approach: to test women attending antenatal clinics on
the grounds that they represent a wide cross-section of
the population.  This indicator is the measure of choice
for tracking the epidemic in many countries.
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The international AIDS community now advocates sec-
ond-generation surveillance, which involves coordinat-
ing the collection of several different types of data. Tra-
ditional surveillance systems tracked HIV infection or
other biological markers of risk such as STIs.  Because
one of a limited number of behaviors � namely injec-
tion with contaminated needles or blood products or
unprotected sex with an infected partner � must pre-
cede HIV/AIDS, we know that if these behaviors
change, the spread of HIV will change. Second-genera-
tion surveillance systems monitor risk behaviors, using
them to warn us of, or explain changes in, levels of in-
fection.  Thus, second-generation surveillance uses data
from behavioral surveillance to interpret data gathered
from sero-surveillance efforts.

� HIV prevalence reflects the accumulation of HIV
cases and changes slowly, even if incidence is on
the decline.

Obtaining data on HIV prevalence (e.g., from women
attending prenatal clinics) is easier than obtaining data
on HIV incidence, which requires tracking persons over
time to determine the percentage of sero-negative indi-
viduals who become sero-positive in a given year. How-
ever, HIV prevalence has the limitation that the mea-
sure includes not only the cases (individuals) that be-
come sero-positive in the past year, but rather in all pre-
vious years (and who are still alive).  Thus, even if one

had an intervention that was successfully decreasing
incidence of HIV in a given population, this trend would
not be immediately evident in data on HIV prevalence.
Evaluators have addressed this problem by focusing on
15-19 year olds attending antenatal care in a given coun-
try.  In practical terms, none would have been sero-posi-
tive prior to initiation of sexual activity, which in much
of Africa takes place around age 15.  (Most female ba-
bies with perinatal AIDS would not have survived to
adulthood.) Thus, time series data on the prevalence of
HIV/AIDS among 15-24 year olds attending antenatal
care serves as a useful proxy for HIV incidence.  HIV
prevalence trends among antenatal clients 15-19 may
also be a good indicator of HIV incidence, but as simu-
lations have shown, these trends are more sensitive to
changes that may be unrelated with true incidence
changes in the female population.

In sum, the indicators presented in this section are re-
produced from the document entitled National AIDS
Programmes: A Guide to Monitoring and Evaluation,
which represents the joint efforts of UNAIDS and mul-
tiple partner organizations. We have modified the for-
mat used in their original document to be consistent
with that used in this Compendium, and we have in-
cluded only �core indicators� (not the alternative indi-
cators). Otherwise, the content remains true to the origi-
nal.
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Definition
The average score given to a national program by a de-
fined group of knowledgeable individuals asked about
progress in over 90 individual areas of programming,
grouped into 10 major components

The API uses key informants from a designated mix of
institutions to give opinions about central areas of com-
mitment and programming, compiling an index out of
scores given in various areas. The score, which is cal-
culated as a percentage with 0 indicating no program
effort and 100 indicating maximum effort, may be con-
verted into a grade to minimize informant variation.
Suggested grades range from very weak and weak
through moderate and strong to very strong, depending
on the range in which the numerical scores fall.

Data Requirement(s)
Responses to a detailed questionnaire from selected key
informants (representatives of the Ministry of Health;
NGOs; international consultants familiar with that coun-
try; and other informed individuals)

Data Source(s)
The AIDS Program Effort Index (API) questionnaire
and protocol2

Purpose and Issues
The AIDS Program Effort Index is a composite index
designed to measure political commitment and program
effort in the areas of HIV prevention and care. It tries to
capture many of the inputs and outputs of a national
HIV/AIDS program. The score is made up of 10 main
components of an effective national response:

� Political support;
� Policy formulation;
� Organizational structure;
� Program resources;
� Evaluation and research;
� Legal and regulatory aspects;
� Human rights;
� Prevention programs;
� Care programs; and
� Service availability.

The major concerns are that the API may be subjective
and unreliable. The outcome depends entirely on the
choice of informants, and informants will likely change
from year to year. Because the indicator is still under
development, the choice of informants has not yet been
standardized.

Questions have also been raised about the utility of a
single composite score, in which deterioration in some
areas may mask improvements in other areas. For diag-
nostic as well as monitoring purposes, simply publish-
ing the scores for the index separately for each compo-
nent may be more useful. The separate category scores
may stand alone as indicators, although for several ar-
eas of program effort, this document proposes alterna-
tives based on measured parameters rather than on ex-
pert opinion and may therefore more usefully track
trends over time.

One area in which the API process may yield a particu-
larly useful indicator is in the area of policy formula-
tion.

AIDS PROGRAM EFFORT INDEX (API)

2 Available online at:  http://www.tfgi.com/api.asp
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CONDOMS AVAILABLE FOR DISTRIBUTION NATIONWIDE

Definition
The total number of condoms available for distribution
nationwide during the preceding 12 months, divided by
the total population aged 15-49

The indicator estimates the number of condoms (male
and female) available for in-country use during the last
12 months. Key informants are identified and inter-
viewed to uncover all possible sources of condom manu-
facture, import, distribution, and storage. Next, data are
collected from all manufacturers and major commer-
cial distributors as well as major donors, condom stor-
age facilities, and government, parastatal, and NGO
bodies involved in acquiring and distributing condoms.

This indicator sums the condoms in stock nationally at
the start of the 12-month period, plus condoms imported
during the 12-month period, plus condoms manufac-
tured in country during the same period, minus any ex-
ports of condoms over that period. The sum of all
condoms available for use in the country during the past
12 months is then divided by the total population aged
15-49.

This indicator is calculated as:

# of condoms in stock + # of condoms imported +
# of condoms manufactured � # of condoms ex-
ported during a 12-month period
Total population aged 15-49

Data Requirement(s)
Condom inventories and purchase records for (1) so-
cial marketing programs, (2) national condom distribu-
tion programs, and (3) commercial wholesalers/distribu-
tors; stock records and production records for manu-
facturers

Data Source(s)
WHO/GPA protocol for estimating condom availabil-
ity for distribution at the central and peripheral level

Purpose and Issues
The best distribution system in the world is not much
help if it has nothing to distribute. The first challenge
for national programs promoting condom use is to en-
sure that there are enough condoms in the country to
satisfy demand. This indicator measures the number of
condoms available for use by those in the most sexu-
ally active age group. Where programs actively promote
the availability of male condoms, they should also in-
clude female condoms, although the indicator should
be disaggregated by condom type.

Combining this indicator with indicators of sexual be-
havior gives a powerful picture of the adequacy of con-
dom provision. For example, if a third of all men aged
15-49 say they have had non-regular sex in the past year,
and 20 percent of married couples say they have used
condoms to avoid pregnancy, and yet only three
condoms are available per sexually active adult per year,
one can deduce that the national supply of condoms is
insufficient to meet the potential demand.

The number of condoms available at the central level
helps assess the adequacy of overall condom availabil-
ity. We must note, however, that �availability� does not
equal �accessibility,� which includes dimensions of
price, location, and access by sub-populations at risk
for unprotected sex and HIV.  Frequently, not all avail-
able condoms are distributed or reach the individuals
who most need them to protect against the spread of
HIV.  This indicator by itself cannot give a picture of
how many �in-stock� condoms actually get distributed
or used.

Ironically, efforts at the national level to encourage con-
dom use sometimes complicate the measurement of this
indicator. Many countries have deregulated condom
imports in the face of AIDS in order to maximize the
number of condoms available. Deregulation means that
a wide variety of companies, NGOs, donors and gov-
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ernment departments (the health ministry, the defense
ministry, among others) may import condoms without
necessarily reporting numbers imported to a central
body. Programs distinguish between condoms distrib-
uted through family planning programs and those dis-
tributed to reduce sexually transmitted infections. One
must take both sources into account. If possible, evalu-
ators need to present data by program, because family
planning programs primarily intend condoms for rela-
tively low-risk acts within stable monogamous unions,
whereas AIDS program condoms aim at higher risk
sexual contacts.

Where condom promotion activities center around mar-
keting condoms at subsidized prices to people likely

engaging in risky sex (social marketing), sales of par-
ticular brands of condoms can also provide a useful in-
dicator of program success. Organizations responsible
for the social marketing of condoms typically keep very
good records of condoms distributed down to the retail
level. Although these data tell only part of the story of
condom availability, they provide a very low-cost source
of information for the National AIDS Program and can
be very useful for advocacy purposes. A rise in the num-
ber of condoms manufactured or imported into a coun-
try, or of condoms sold, can be useful in supporting other
indicators measuring rises in self-reported condom use
or falls in self-reported STIs and, eventually, in HIV
prevalence.



Indicator

241

Definition
The percent of people who express accepting attitudes
towards people with HIV, of all people surveyed aged
15-49

Respondents in a general population survey answer a
series of questions about people with HIV, as follows:

� If a member of your family became sick with
the AIDS virus, would you be willing to care
for him or her in your household?

� If you knew that a shopkeeper or food seller
had the AIDS virus, would you buy fresh veg-
etables from them?

� If a female teacher has the AIDS virus but is
not sick, should she be allowed to continue
teaching in school?

� If a member of your family became infected
with the AIDS virus, would you want it to re-
main a secret?

Only a respondent who reports an accepting or support-
ive attitude on all four of these questions enters the nu-
merator. The denominator is all people surveyed.

This indicator is calculated as:

# of respondents who report accepting
attitudes on all four questions         x 100
Total # of respondents aged 15-49

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues
This indicator is based on answers to a series of hypo-
thetical questions about men and women with HIV. It
reflects what people are prepared to say they feel or

would do when confronted with various situations in-
volving people living with HIV.

Methodologically, this is a relatively easy way to con-
struct an indicator of attitudes to people with HIV. A
low score on the indicator is a fairly sound indication
of high levels of stigma, and for that reason alone it is
worth measuring.

However, difficulties arise in interpreting indicators
based on hypothetical questions, and a high score on
the indicator is harder to understand than a low one is.
It could mean  little real stigma is attached to HIV. Or it
could mean that people know they should not discrimi-
nate, and therefore report accepting attitudes. This
knowledge may not change their behavior, which may
continue to be discriminatory towards people with HIV.
Changes in the indicator may therefore reflect a reduc-
tion in stigma or simply a growing awareness that it is
not nice to own up to one�s prejudices. That awareness
in itself may, however, constitute the first step in pro-
gram success. High scores may also reflect the
respondent�s limited personal experience with someone
who is HIV-infected.

The proposed indicator is similar to an earlier measure
developed by WHO, but questions have been changed
following field testing to better reflect situations in
which people with HIV actually suffer from stigma.
Field tests revealed that the exact wording of the indi-
cator greatly affected responses. When the gender of
the teacher was not specified, for example, one country
registered very high levels of �discriminatory� attitudes
on that question, for example. Further investigation
showed that the negative attitudes were related to re-
cent news reports of male teachers infecting female
pupils with HIV.

The earlier WHO indicator has been little used, calling
into question the utility of this measure. Possibly, it was
little used because so little programming effort to date
has gone in to reducing stigma surrounding HIV in most
countries. As the power of stigma to obstruct preven-

PERCENT OF POPULATION WITH ACCEPTING ATTITUDES

TOWARDS THOSE LIVING WITH HIV
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tion and care efforts becomes ever clearer, however,
more national AIDS programs will likely turn their at-
tention to this area. We expect, therefore, that use of
this indicator will increase.

Some have suggested that this indicator serves to mea-
sure differences in discrimination or stigma by gender.
Although some research suggests that women are more
likely than men to be treated and viewed harshly if they
have HIV or AIDS, other recent surveys have shown
little difference in response to gender-specific questions
about stigma and discrimination.
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PERCENT OF POPULATION WHO KNOW HIV PREVENTION METHODS

Definition
The percent of all respondents who, in response to
prompted questions, say that a person can reduce the
risk of contracting HIV by using condoms or having
sex only with one faithful, uninfected partner.

The denominator includes all respondents surveyed, re-
gardless of whether they have ever heard of AIDS or
not. The indicator components should also be reported
separately to show changes in specific knowledge ar-
eas.

The evaluator (i.e., the person designing the question-
naire) must carefully select the precise wording of the
prompted questions in each linguistic and cultural con-
text. We should note that the correct prevention meth-
ods prompted for should be interspersed in the ques-
tionnaire with misconceptions used to calculate the fol-
lowing indicator:  Percent of Population with No In-
correct Beliefs About AIDS.

This indicator is calculated as:

# of respondents who say that a
person can reduce the risk of contracting
HIV by using condoms or having sex
only with one faithful, uninfected partner    x 100
Total # of respondents

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues
Most AIDS programs targeting the general population
promote mutual monogamy and condom use as the pri-
mary ways of avoiding HIV infection among the sexu-
ally active men and women who make up the majority
of all adults in virtually every population. This indica-

tor measures the extent to which those messages have
reached the general population or the specific sub-popu-
lation surveyed.

Data for this indicator are easy to collect in a popula-
tion survey. In most countries, the score on this indica-
tor will be high, but disaggregation of the indicator by
individual questions, residence, gender, or age group
may provide useful pointers to gaps in information
flows.

Limitations of the use of prompted data were discussed
in the introduction to this section.  Although the evalu-
ator should construct the primary indicator using
prompted data, a comparison between prompted and
non-prompted data where possible may yield interest-
ing information. For instance, both the revised UNAIDS
general population survey and the DHS AIDS module
ask, �What ways can people protect themselves from
getting HIV?� before asking specific �prompted� ques-
tions. To further help program managers, this indicator
should always be used in conjunction with:  Percent of
Population with No Incorrect Beliefs about AIDS

Previous knowledge indicators included abstinence as
a �correct� method of prevention used in this indicator.
Abstinence is an extremely important prevention op-
tion for young people. However, research in many set-
tings shows that adults who are already sexually active
rarely use abstinence as a primary HIV prevention
method. In addition, people who know that HIV is sexu-
ally transmitted are highly likely to know that not hav-
ing sex can reduce the risk of transmission. Negative
responses on this item are more likely to result from
people believing that abstinence is not feasible than from
their believing that abstinence does not provide effec-
tive protection. In surveys among young people, how-
ever, questions about abstinence continue to be impor-
tant. Programs focusing on delaying age at first sex
among young people may choose to add a knowledge
indicator that includes correct responses to a question
about abstinence as a prevention method.
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Gender Implications of this Indicator

Women may be poorly informed about prevention meth-
ods because of gender-related socio-cultural barriers that
deny or discourage their access to information about HIV
and their willingness to discuss such information.  For
example, many cultures view a woman�s ignorance about
sexual matters as a sign of purity, this being an ideal
feminine quality.  Women may thus be reluctant to seek
out information about HIV prevention for fear of being
labeled as promiscuous (UNAIDS, 1999a).  Addition-
ally, women may be reluctant to report that they have
such knowledge, for the same reason.

HIV prevention messages may also not be reaching
women because some providers may be reluctant or fail
to discuss condom use as a method of preventing HIV
with female clients. They may perceive condoms as a
male contraceptive or because they may associate
condoms with illicit sexual activity.

For example, in areas where female literacy rates are
low,  information campaigns on HIV prevention that rely
on printed materials may be ineffective in reaching
women who are illiterate or have limited literacy skills.
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PERCENT OF POPULATION WITH NO INCORRECT BELIEFS ABOUT AIDS

Definition
The percent of all respondents who correctly reject the
two most common local misconceptions about AIDS
transmission or prevention, and who know that a
healthy-looking person can transmit AIDS

In a series of prompted questions, the interviewer reads
a series of correct and incorrect statements about AIDS
transmission and prevention. Responses to the correct
statements about prevention are used to calculate the
previous indicator:  Percent of Population Who Know
HIV Prevention Methods. Responses to a question
about infection status in healthy-looking people and to
two incorrect statements about transmission or preven-
tion are used to calculate this indicator.

The incorrect statements will vary to reflect the mis-
conceptions most common in the local context. Very
often these misconceptions will include the belief that
AIDS can be spread through an insect bite or through
witchcraft. Sometimes, they will include beliefs about
prevention or cure, such as AIDS being preventable by
eating certain types of foods or herbs, or being curable
by having sex with a certain type of person such as a
virgin (or simply being curable at all). One question
will always center on knowledge of the �healthy car-
rier� concept, that is, knowledge that a person may con-
tract HIV by having unprotected sex with an apparently
healthy person. The exact wording may vary locally.
For example, in some areas �fat� may be synonymous
with �healthy� in this context and may better reflect
people�s misunderstanding of who constitutes a �safe�
partner.

Before conducting a survey, the evaluator should iden-
tify the local misconceptions. They may vary over time
within the same country.

To enter the numerator for this indicator, a respondent
must correctly reject both misconceptions, and must
know that a healthy-looking person can transmit AIDS.
The denominator is all respondents, including those who
have not heard of AIDS. For program purposes, the in-

dicator should be disaggregated by misconception, and
the percentage believing that a healthy-looking person
cannot transmit HIV should also be reported separately.

This indicator is calculated as:

# of respondents who correctly reject the
two most common local misconceptions
about AIDS and who know that a healthy-
looking person can transmit AIDS             x 100
Total # of respondents

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues
Many of the people who know that condoms protect
against AIDS also believe that AIDS can be contracted
from a mosquito bite or other uncontrollable event. Why
bother to reduce the pleasure of sex, they reason, if they
might in any case be infected by something as random
as a mosquito bite? At high levels of HIV-related aware-
ness, a reduction in misconceptions that act as a disin-
centive to behavior change may actually better reflect
the success of a BCC campaign than will an incremen-
tal shift in already high levels of �correct� knowledge.
This indicator measures progress made in reducing mis-
conceptions.

Again, this indicator is easy to measure. It gives a good
picture of the level of false beliefs that may impede
people�s determination to act on correct knowledge.
When the data are disaggregated, they provide invalu-
able information for program managers planning future
BCC campaigns, telling them which misconceptions
must be attacked, and in which sub-populations.

A word of caution is in order, however. There is always
a danger that including misconceptions in a question-
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naire actually increases their credibility. Preparatory
research should be sure to establish commonly held
misconceptions (rather than run the risk of promoting
new ones), and the questionnaire should make very clear
that some of the statements in the sequence are true while
others are false.

One limitation is the indicator�s potential inability to
distinguish between misconceptions which are likely
to influence behavior and those which are merely inci-
dental. Measurement of this indicator also requires pre-
paratory work to determine which misconceptions are
currently most likely to be common.
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PERCENT OF POPULATION WHO KNOW METHODS OF PREVENTING

MOTHER-TO-CHILD TRANSMISSION OF HIV

Definition
The percent of women and men who correctly respond
to prompted questions about preventing mother-to-child
transmission of HIV through anti-retroviral therapy and
avoidance of breastfeeding

Respondents in a population survey answer a series of
questions about the transmission and prevention of HIV.
(See previous indicators:  Percent of Population Who
Know HIV Prevention Methods and Percent of Popu-
lation with No Incorrect Beliefs about AIDS.) Among
these are questions about whether HIV can be transmit-
ted from mother to child and about means of prevent-
ing mother to child transmission.

The indicator is the number of respondents who say that
HIV transmission from women who have tested HIV
positive can be prevented by the mother taking drugs
during pregnancy, and by the mother avoiding
breastfeeding, divided by the total number of respon-
dents to the survey.

This indicator is calculated as:

# of respondents who say that a mother
can avoid MTCT of HIV by taking drugs
during pregnancy and by avoiding
breastfeeding            x 100
Total # of respondents

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult)

Purpose and Issues
This indicator examines whether women and men know
of methods to prevent the transmission of HIV from
mother to child. In this field, as in the field of preven-
tion of sexual transmission, knowledge is a prerequi-

site for decision-making and intervention, although by
no means sufficient to ensure it.

This indicator measures people�s knowledge of meth-
ods to prevent transmission from mother to child through
anti-retroviral therapy and avoidance of breastfeeding.
Men�s knowledge in this area is also important, not least
because in many societies men dominate decisions about
family formation and childbearing, so the indicator is
constructed for both sexes. Because most BCC cam-
paigns in this area aim to reach women, program man-
agers will want to monitor program effectiveness by
disaggregating the indicator by gender.

This indicator presupposes that efforts are being made
to educate women about maternal to child transmission
of HIV and that information about prevention forms part
of that education.

The indicator does not distinguish in its denominator
between those who know about maternal to child trans-
mission and those who do not, because people who do
not know that such transmission can be prevented are
definitely among those who have not been reached with
information about prevention methods. The question-
ing sequence does, however, allow countries to construct
an indicator of knowledge about HIV transmission from
mother to child should they wish.

The knowledge that transmission from mother to child
can be prevented is likely to shape women�s care-seek-
ing and breastfeeding behavior. A pregnant woman who
simply knows that she can pass HIV on to her child is
less likely to seek to know her HIV status than a preg-
nant woman who knows that she can avoid transmitting
HIV to her child.

In many countries in Latin America and elsewhere, the
demand for prevention has driven a radical improve-
ment in service provision for pregnant women with HIV.
Such a demand will only arise if people know that
therapy exists and can effectively reduce transmission
of HIV to infants.
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PERCENT OF POPULATION REQUESTING AN HIV TEST,
RECEIVING A TEST, AND RECEIVING TEST RESULTS

# of respondents aged 15-49 who
requested, underwent, and received
HIV test results            x 100
Total # of respondents aged 15-49

Definition
The percent of people aged 15-49 surveyed who have
ever voluntarily requested an HIV test, have received
the test, and have received their results

The evaluator can also collect data on those requesting
an HIV test, receiving the test, and receiving their re-
sults in the last 12 months.

A general population or sub-population survey can in-
clude questions on whether the respondent has ever re-
quested an HIV test, whether he/she has been tested,
and if so, whether he/she has received the results. Those
having ever requested a test and having received the
results form the numerator, while the denominator is
all respondents in the survey.

The interviewer prefaces the question by saying, �I do
not want to know the results of the test�.�  As for most
indicators, results should be presented by component
and separately for men and women. In addition to hav-
ing information on the broad reach of VCT services over
time, knowing the percentage of the population surveyed
who have been tested and have received the results in
the last 12 months, a more time-sensitive measure, will
be useful.

This indicator is calculated as:

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS mod-
ule; FHI BSS (adult); FHI BSS (youth)

Purpose and Issues
The coverage of quality VCT services will go a long
way towards determining whether those services achieve
their threefold aims of providing an entry point for care
and support, promoting safe behavior, and breaking the
vicious circle of silence and stigma.

This indicator aims to estimate the reach of HIV testing
services in the general population and of the percent-
age of people who now know their HIV status. It can
also be used in specific sub-populations with high-risk
behavior where counseling and testing services are be-
ing promoted. When calculated for sub-populations with
high-risk behavior, the numerator should include only
those who requested a test and received their results in
the last 12 months.

A breakdown of the indicator into its components parts
(looking, for example, at people who requested and re-
ceived a test but never received their results) can point
to gaps in program service provision and quality of care.
Data on those who do not return for results or do not
know their results may offer insight, for example, into
levels of stigma and/or reluctance to learn HIV status
given the lack of available options for care.

The survey question for this indicator specifies that the
respondent must have requested the test. In many situa-
tions, people may assume that their blood has been tested
for HIV at some time, for example, when giving a blood
donation, when applying for insurance, or for surveil-
lance purposes when attending antenatal services. To
calculate this indicator, the evaluator excludes these in-
voluntary tests, whether real or perceived. Also excluded
are tests made for diagnostic purposes without the con-
sent of the client, even if the client was later told of the
results. Such tests do not reflect either the coverage of
or the demand for testing services, nor do they take into
account that the measure emphasizes the �voluntary�
element desired for HIV tests. For that reason, survey
questions must specify that the person requested a test.
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In many countries, many people will have been offered
and accepted an HIV test in a health care setting. To
measure the proportion of people who may be aware of
their sero-status (regardless of who initiated the request
for a test), one should also collect data on people hav-
ing been offered a test, having accepted it, and having
received their results.

This indicator gives some idea of the increasing cover-
age of services that meet people�s demand for testing.
It is not, however, limited to voluntary testing and coun-
seling services staffed by trained counselors. It may,
therefore, include tests requested from private doctors
who do not necessarily provide any counseling.

In areas where HIV is highly stigmatized, respondents
may be unwilling even to admit to having taken an HIV
test, because such an admission may imply that they
fear they may be infected. This unwillingness increases
when the question arises in a questionnaire about risk
behavior. On the other hand, in countries that heavily
promote testing as a �responsible� act, some people may
say they have been tested when in fact they have not.
Despite these potential biases, the indicator is useful
for providing a rough estimate of the proportion of
people likely to know their HIV status at all.

If one adapts the indicator to reflect the percentage of
respondents requesting, receiving an HIV test and re-
ceiving results in the last 12 months, the measure will
reflect recent changes in testing services, knowledge
about testing among the population surveyed and de-
sire for testing.  While those people exposed to HIV
more than once in a lifetime should be targeted for re-
peat testing, existing evidence suggests that most only
get tested once.  Thus, in high prevalence populations
with good coverage of testing, those who tested posi-
tive in the past may not return for further testing in fu-
ture years.  This could affect trends in the time-bound
indicator.  The tendency to test only once tends to bias
this indicator in underestimating prevalence.

The �ever tested� measure is less sensitive to recent
trends in test-seeking behavior than a time-bound mea-
sure such as �tested in the last 12 months,� but the �ever-
tested� measure will provide an idea of the overall reach
of testing services.

In low-level and concentrated epidemics, the indicator
will likely yield extremely low percentages if measured
in the general population. However, the indicator is ap-
propriate to measure behavior in sub-populations at
higher risk of infection.

Gender Implications of this Indicator

Women�s use of VCT services may be limited be-
cause of a variety of barriers that prevent them
from accessing services, such as: lack of mobil-
ity, the cost of tests, and reluctance or prohibition
of receiving care from a male health care provider.
A lack of female health care providers or female-
oriented health services may prevent women from
requesting VCT. Women, especially those who are
married or who believe they are in a monogamous
relationship, may have a low perceived risk of
being infected with HIV and thus may not request
VCT.  Research suggests that men are more likely
to seek out VCT services without consulting oth-
ers, while women feel obligated to discuss test-
ing with partners before requesting services, thus
creating a potential barrier to VCT access (Gupta,
2000).

A positive test result may have serious repercus-
sions for women, including partner violence, iso-
lation, ostracism, or abandonment.  For this rea-
son, women, although they suspect they may be
infected, may not request VCT or return for re-
sults.  HIV positive women may also fail to fully
comply with recommended treatments or bottle-
feeding to prevent MTCT for fear of being iden-
tified as HIV positive (UNAIDS, 1999b).
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VOLUNTARY COUNSELING AND TESTING CENTERS WITH MINIMUM

CONDITIONS TO PROVIDE QUALITY SERVICES

Definition
The number and percent of facilities that provide VCT
services meeting minimum conditions necessary to pro-
vide quality counseling and HIV testing services

Evaluators take a random sample of facilities and as-
sess the quality of counseling and testing services (in-
cluding NGOs, private clinics and doctors� surgeries).
They evaluate structural elements necessary to provide
quality counseling and testing services, including trained
staff, adequate privacy for counseling, systems for main-
taining confidentiality, a directory of services for refer-
ral, and adequate conditions for ensuring quality con-
trol of specimen tests.

Evaluators may choose to weight the score obtained by
each site in the random sample by the annual client load
of that site. The indicator is the number of clients served
in the last year by sites with adequate conditions to pro-
vide quality VCT services, divided by the total number
of clients served in the last year by all sites sampled.

This indicator is calculated as:

Data Requirement(s)
Assessment by external evaluator of adequacy of key
elements for conducting VCT

Data Source(s)
UNAIDS protocol for the evaluation of voluntary coun-
seling and HIV testing services

Purpose and Issues
In many countries, voluntary counseling and testing has
landed in the hands of under-funded and ill-equipped

non-government and community organizations or has
become a corollary of private sector health service pro-
viders. Many of these entities lack even the most basic
structural facilities necessary to provide quality coun-
seling, such as a room where counseling can occur pri-
vately, or a regular electricity supply to ensure the ad-
equate storage of specimens until testing.

This indicator measures a condition that is necessary
but not sufficient to guarantee quality counseling ser-
vices.  The percentage of clients served in a facility that
meets conditions for quality counseling is also likely to
reflect other factors, such as access, available testing
services, or the history of positive experiences at the
center by other community members. Inevitably, a num-
ber of contextual variables influence the results of an
indicator assessing quality.  The goal of the indicator is
to provide a framework for assessing some accepted
goals and guidelines.

A potential difficulty in constructing this indicator is
that sites with inadequate record keeping may be un-
aware of their overall client load; it will therefore be
impossible to weight the indicator by client load. One
could construct the indicator as a simple percentage  (i.e.,
the percentage of facilities surveyed which meet mini-
mum conditions for adequate service). However, be-
cause poor conditions at a small facility with a low
caseload is relatively less important than poor facilities
at a large and busy center, one should apply weighting
where possible. (In truth, a strong correlation may exist
between conditions and caseload: caseloads may be low
because conditions are poor.)

As with other aggregate indicators, the evaluator may
need to obtain information on different elements sepa-
rately for program planning purposes.  Disaggregating
this indicator by type of service provider (NGO, hospi-
tal, private clinic) may also be useful.

# of clients served in the last year by
sites with adequate conditions to provide
quality VCT services                                   x 100
Total # of clients served in the last year
by all sites sampled
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PERCENT OF PREGNANT WOMEN COUNSELED AND TESTED FOR HIV

Definition
The percent of women who received counseling during
antenatal care for their most recent pregnancy, who ac-
cepted an offer of testing, and who received their test
results, based on all women pregnant at any time in the
two years preceding the survey

In a general population survey, the interviewer asks the
respondent when her most recent child was born and
whether she received any antenatal care before that last
birth. If she received care, she is asked whether clinic
staff talked to her about HIV infection and offered her a
confidential HIV test. If yes, she is further asked if she
agreed to a test and if she received the results. Before
asking such questions, the interviewer offers assurance
that he/she is not interested in knowing the outcome of
any test.

The indicator is the number of women counseled and
offered voluntary HIV testing at ANC before their most
recent birth in the last two years and received their test
results, divided by the total number of women surveyed.
To measure recent trends the evaluator excludes women
whose most recent birth was more than two years ago
from the analysis.

This indicator is calculated as:

# of women who were counseled, who
accepted the offered voluntary HIV
testing at ANC, and received results
before their most recent birth in the
last two years   x 100
Total # of women who were pregnant in
 the last two years

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey

Purpose and Issues
The principal active interventions to reduce mother to
child infection depend on knowledge of HIV status.
Knowledge of HIV status during pregnancy may also
affect future reproductive choices. Ideally, women
would learn their HIV status using VCT services be-
fore they choose to become pregnant. But the gap be-
tween this ideal and reality is often very wide. In prac-
tice, the first opportunity many women have to be coun-
seled about HIV and to be offered tests may be at ante-
natal clinics that offer these services as a precursor to
offering interventions to reduce transmission of HIV
from mother to child.

To learn their HIV status in an antenatal care situation,
women have to complete a number of steps. First, they
must attend antenatal services. Then, they must be coun-
seled and offered an HIV test. Next, they must accept a
test. Finally, they must return to receive the test results.
It is only after the post-test counseling that follows all
of these steps that they make necessary decisions about
therapy and infant feeding.

This indicator measures the percentage of women with
a recent pregnancy who completed all of those steps. A
general population survey can yield data on the cover-
age of ANC-based counseling and testing country-wide,
rather than just in specific pilot facilities.

This broad measure of service provision reflects cover-
age on a national scale. However, few countries may
have the resources to introduce counseling and volun-
tary testing for pregnant women country-wide. Those
countries providing prevention services for pregnant,
HIV-positive women typically start with pilot projects
in a few antenatal clinics. Even if all women in pilot
clinics are counseled and offered testing, the indicator
will typically remain low for some time. Evaluators
should use this indicator in conjunction with the fol-
lowing one:  Antenatal Clinics Offering and Refer-
ring for VCT.
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As a summary indicator, it does not attempt to diagnose
at which point women are dropping out of the spectrum
of care. For program purposes, managers will find it
important to know whether a poor result on the sum-
mary indicator is because of low initial attendance at
antenatal services, because women attending services
are not being offered tests, because they are refusing
the offer of a test, or because they are tested but do not
return for test results. Each of these points of failure
has a different implication for programming, and all can
be calculated from the data collected for this indicator.
The summary indicator does not attempt to measure
quality of counseling or other elements of service cov-
erage.

Gender Implications of this Indicator

The availability of anti-retrovirals which can pre-
vent the transmission of HIV from mother to child
increase the value that voluntary counseling and
testing could have for pregnant women. Yet many
women refuse testing and treatment.  Health work-
ers must recognize that VCT entails significant
risks for women which may include partner vio-
lence and ostracism. Applying strict standards of
confidentiality and privacy to VCT, as well as to
the treatment phase (if one is required), is neces-
sary to ensure that pregnant women will have
enough trust in their own safety to risk being
tested. The lack of treatment options for the
mother herself remains a serious obstacle to pre-
vention of MTCT.
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ANTENATAL CLINICS OFFERING AND REFERRING FOR VCT

Definition
The percent of public antenatal clinics offering coun-
seling and voluntary testing for HIV by trained staff or
referring to VCT services

Evaluators randomly select public antenatal clinics in a
health facility survey. Evaluators conduct staff inter-
views and record reviews to ascertain whether any of
the clinic staff are trained in counseling, and whether
the clinic routinely counsels clients about HIV in preg-
nancy and offers HIV tests with post-test counseling or
refers clients to qualified outside services. The annual
client volume of the clinic is also recorded.

This indicator is calculated as:

# of antenatal clinics offering voluntary
testing for HIV and post-test counseling
by trained staff     x 100
Total # of antenatal clinics

Evaluators may then weight the result by client volume.

Data Requirement(s)
Total number of antenatal clinics and number of ante-
natal clinics offering and referring for VCT

Data Source(s)
UNAIDS guide to the monitoring and evaluation of pre-
vention programs for mother to child HIV transmission;
UNAIDS tool for evaluating HIV voluntary counseling
and testing

Purpose and Issues
Private sector clinics will often take the lead in provid-
ing services for those HIV-infected pregnant women
who can afford to pay for interventions. Because such
interventions are relatively expensive, the goal of na-
tional programs is to extend their reach to less affluent
members of society, through service provision in pub-
lic facilities. Thus, evaluators should calculate this in-
dicator based on service provision in public sector clin-
ics. However, countries that are making an effort to in-
crease training in counseling for staff at antenatal clin-
ics in the private sector or among traditional birth at-
tendants may want to include such groups in this indi-
cator as well.

Ideally, this measure would include all public antenatal
services in a country. Since the number of such services
is often too large to be practical, sampling is adopted.

This indicator is most useful in countries actively ex-
panding coverage of maternal to child prevention ser-
vices. A steady rise in the indicator is likely to reflect a
steady expansion of service provision. However, if sam-
pling is necessary, the indicator may be slow to reflect
progress.
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PERCENT OF POPULATION WHO HAD HIGHER RISK SEX IN THE LAST YEAR

Definition
The proportion of respondents who have had sex with a
non-marital, non-cohabiting partner in the last 12 months
of all respondents reporting sexual activity in the last
12 months

Respondents are asked about their marital status and
the last three sexual partners within the last 12 months.
For each partner, details are taken of cohabiting status
as well as duration of the relationship, condom use, and
other factors. The numerator is those respondents who
say that in the last 12 months, they have had sex with
someone who is not their spouse or the person they live
with. The denominator for this indicator is all respon-
dents who report having any sex in the last 12 months.

The numerator should exclude polygynous men who
live with several wives unless they also have sex with
women who are not part of their household.

This indicator is calculated as:

# of respondents who report having sex
with a non-marital, non-cohabiting partner
in the last 12 months     x 100
Total # of respondents who report having
sex in the last 12 months

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult)

Purpose and Issues
The spread of HIV depends upon unprotected sex with
people who also have other partners. Most monogamous
relationships are cohabiting, although the reverse is not
necessarily true. Partners who do not live together �
who have sex only occasionally � are those who are
most likely to have other partners over the course of a
year. These partnerships therefore carry a higher risk of

HIV transmission than partnerships that remain outside
a wider sexual network. AIDS prevention programs try
to discourage high numbers of partnerships and to en-
courage mutual monogamy. This indicator estimates the
proportion of the population that engages in relatively
high-risk partnerships and that is therefore more likely
to be exposed to sexual networks within which HIV
can circulate.

This indicator gives a picture of levels of non-monoga-
mous sex. If people stop having sex with all of their
extramarital partners, the change will be captured by
changes in this indicator. However, if people simply
decrease from seven extra-marital partners to one, for
example, the indicator will not reflect a change, even
though this reduction may have a significant impact on
the epidemic spread of HIV and may count as a pro-
gram success.

This indicator proposes a different definition for higher
risk sex than that commonly used in the past. Obviously,
a change in definition will upset trend data for coun-
tries that have collected data using a different defini-
tion from the one currently proposed. However, this
difficulty is surmountable. The proposed data collec-
tion instrument allows for both the old and new ver-
sions of the indicator to be calculated simultaneously.
In practice, in existing data, which allow for the com-
parison between the two indicators, the difference has
been small. The change is proposed largely because
countries report dissatisfaction with previous indicators,
arising mostly from respondents� difficulties in under-
standing the definitions of regular and non-regular part-
nerships.
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PERCENT USING CONDOMS AT LAST HIGHER RISK SEX

Definition
The percent of respondents who say they used a con-
dom the last time they had sex with a non-marital, non-
cohabiting partner, of those who have had sex with such
a partner in the last 12 months

For each partner listed in the last 12 months, respon-
dents are asked whether they used a condom the last
time the couple had sex. Other questions allow for the
classification of partnerships as cohabiting or non-co-
habiting. All those who report at least one non-marital,
non-cohabiting partner in the last 12 months (i.e., the
numerator of the previous indicator: Percent of Popu-
lation Who Had Higher Risk Sex in the Last Year)
form the denominator. The numerator is the number of
those in the denominator who used a condom the last
time they had sex with their most recent non-cohabit-
ing partner.

This indicator is calculated as:

# of respondents who report using a
condom the last time they had sex with
a non-marital, non-cohabiting partner         x 100
Total # of respondents who report
having sex in the last 12 months with a
non-marital, non-cohabiting partner

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey; DHS AIDS Mod-
ule; FHI BSS (adult)

Purpose and Issues
If everyone used condoms every time they had sex with
a non-marital or non-cohabiting partner, a heterosexu-
ally transmitted HIV epidemic would be almost impos-
sible to sustain. Although AIDS programs try to reduce
casual partnerships, they must also, if they are to suc-
cessfully curb the epidemic, promote condom use in

the casual partnerships that remain. This indicator tracks
changes in condom use in these partnerships.

A rise in this indicator is an extremely powerful indica-
tion that condom promotion campaigns are having the
desired effect among their principal target market.

Because condom promotion campaigns aim for consis-
tent use of condoms with non-regular partners rather
than simply occasional use, some surveys have tried to
ask directly about consistent use, often using an always/
sometimes/never question. Although this question may
be useful in sub-population surveys (see below), it is
subject to recall bias and other biases and is not suffi-
ciently robust for use in a general population survey.
Asking about the most recent act of non-cohabiting sex
minimizes recall bias and gives a good cross-sectional
picture of levels of condom use. However, since higher
levels of condom use with non-regular partners will re-
flect increases in overall consistency of use, this indi-
cator supports the objective of consistent condom use.

Gender Implications of this Indicator

Although women may know the protective effect
of condoms, sexual negotiation between partners
depends on the balance of power between part-
ners, which in most places, weighs more heavily
in the man�s favor.  This has several ramifications.
Many women may lack the negotiation skills to
ask their partner to use a condom or they may be
reluctant to approach the subject because of the
association between condoms, illicit sex, and
STIs.  Some women may be apprehensive about
demanding or negotiating condom use (or with-
holding sex if partners refuse to use condoms) for
fear of partner violence, fear of being perceived
as unfaithful or promiscuous, or fear of abandon-
ment (which some women may perceive as hav-
ing more serious consequences than engaging in
unprotected sex) [UNAIDS 1998].
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Gender Issues (continued)
Many women may not be having �higher risk sex� (defined as having
sex with a non-marital, non-cohabitating partner), but they may be ex-
posed to HIV infection within a monogamous relationship or a marriage,
especially where condom use is rare between marital or regular partners.
Cultural norms are lenient with regards to men�s multiple sex partners �
thus diminishing the protective effect that a monogamous relationship
has for women who are unable to control or are unaware of their partner�s
extra-marital relationships (UNAIDS, 1999a).
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PERCENT OF MEN HAVING COMMERCIAL SEX IN LAST YEAR

Definition
The percent of men reporting sex with a sex worker in
the last 12 months

This indicator is intended only for countries with well-
defined populations of sex workers. (See below.) In gen-
eral population surveys or in specialized surveys among
groups of men who fit the profile of clients of sex work-
ers (the military, truck drivers, among others), men are
asked directly if they had sex with a sex worker in the
previous 12 months.

Although a given country may have several different
types of definable sex workers, each with different per-
ceived levels of risk, evaluators can combine all these
groups into an indicator of commercial sex use for moni-
toring and evaluation purposes.

This indicator is calculated as:

# of men who report having sex with
a sex worker in the past 12 months      x 100
Total # of male respondents

In some countries, evaluators have collected this indi-
cator in the past using only sexually active men (rather
than all male respondents) as the denominator. To main-
tain valid trend data, we recommend calculating this
indicator both ways (using only sexually active men and
using all men in the denominator) over a period of sev-
eral years.

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey;  DHS AIDS Mod-
ule; FHI BSS (adult)

Purpose and Issues
In concentrated epidemics, sexual mixing between

groups with a high likelihood of infection and the gen-
eral population is of central interest. In heterosexual
concentrated epidemics, the initial focal point of infec-
tion is among sex workers and their clients. Those cli-
ents then spread infection to their wives and girlfriends
in the general population, as well as to other sex work-
ers. In such situations, AIDS programs often focus on
trying to reduce the proportion of men having sex with
sex workers, as well as increasing condom use in these
encounters. This indicator measures progress towards
the first of these goals.

This indicator is useful in concentrated heterosexual
epidemics in countries where commercial sex (and es-
pecially brothel-based sex) is common, and where a
�prostitute� has a clearly defined role. Thus the indica-
tor is most likely to be used in parts of the world where
commercial sex has played a dominant role in the epi-
demiology of HIV (e.g., many countries in Asia).

Attempts to collect and analyze data using a wider defi-
nition of commercial sex  (questions such as �Have you
given or received money or gifts in exchange for sex?�)
have not yielded useful information. In epidemic terms,
sex workers are of interest because they have a high
turnover of partners and therefore have a high prob-
ability of being exposed to infection and passing on in-
fection. In many cultures, the high number of partners
is true of only a fraction of the people who have �re-
ceived money or gifts in exchange for sex.� If no lo-
cally specific term for prostitution exists, the chances
are that this indicator is not relevant to the program and
should not be used.

The indicator is also of limited use in very high preva-
lence epidemics, because differences in risk associated
with sex with a sex worker compared with any other
casual partner may be unsubstantial.

One may construct a similar indicator for clients of male
sex workers in special surveys of men who have sex
with men.
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PERCENT OF YOUNG PEOPLE HAVING MULTIPLE PARTNERS IN LAST YEAR

Definition
The percent of young people (15-24) who have had sex
with more than one partner in the last 12 months, of all
young people surveyed

In a survey among people aged 15-24, respondents are
asked about their sexual partnerships in the last year.
Those who report more than one partner in the last 12
months constitute the numerator. The denominator is
all respondents.

Evaluators should report this result separately for men
and women. It may also be constructed separately for
those aged 15-19, <15 and 20-24, as appropriate.

This indicator is calculated as:

# of youth (aged 15-24) who report having
sex with more than one partner in the last
12 months      x 100
Total # of youth

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey;  DHS AIDS mod-
ule; FHI BSS (youth)

Purpose and Issues
Prevention messages for young people tend to begin
with abstinence and often focus also on mutual mo-
nogamy. But because sexual relationships among young
people are frequently unstable, relationships that were
intended to be mutually monogamous may break up and

be replaced by other relationships in which similar in-
tentions prevail. Particularly in high HIV prevalence
epidemics, serial monogamy is not greatly protective
against HIV infection. This indicator measures the pro-
portion of young people exposed to more than one part-
ner in the last year, that is, the proportion for whom the
�one, mutually faithful partner� message has failed.

This indicator does not distinguish between marital and
non-marital partners. It tracks all multiple partnerships,
regardless of their relative levels of risk. In the very
similar adult sexual behavior indicator (Percent of
Population Who Had Higher Risk Sex in the Last
Year), a distinction is made between marital and co-
habiting partners, and all other partner types. This dis-
tinction is partly to cope with the measurement chal-
lenge posed by men in polygynous societies, who may
have multiple partners within marriage. However, be-
cause polygyny among men under 25 is extremely rare,
the distinction is unnecessary in an indicator for young
people.

The indicator also suffers from the expected respon-
dent and social desirability bias. Young people saturated
with prevention messages will be highly motivated to
underreport partners. Likewise, social pressure for
women to give untruthful answers may be strong.
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PERCENT OF YOUNG PEOPLE USING A CONDOM AT LAST HIGHER RISK SEX

Definition
The percent of young people (aged 15-24) who have
had sex in the last 12 months and used a condom at last
sex with a non-marital, non-cohabiting partner, of all
young people surveyed

In a general population or targeted youth survey, the
interviewer asks all respondents about their sexual part-
nerships in the last year. For each partner a young per-
son reports, cohabitation status is established. Where a
general population survey is undertaken for people aged
15-49, the evaluator can simply stratify the data by age
groups to calculate this indicator.  The denominator is
all young people aged 15-24. The numerator is the per-
cent of those persons using a condom at last sex with a
non-marital, non-cohabiting partner in the last 12
months.

This indicator is calculated as:

# of youth who report using a condom
at last sex with a non-marital,
non-cohabiting partner   x 100
Total # of youth

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
UNAIDS general population survey;  DHS AIDS mod-
ule; FHI BSS (youth)

Purpose and Issues
The indicator includes the non-marital partners of young
people who are currently married, as well as all reported
partners of those who are still single or not in a stable
enough relationship to be cohabiting with their partner.

The indicator differs from Percent Using Condoms at
Last Higher Risk Sex in that it includes in the denomi-
nator all respondents, rather than just those who report
risky sexual activity in the last year.

The evaluator should report the indicator across the 15-
24 age range and separately by sex. It may also be re-
ported separately for those aged 15-19, 20-24, and un-
der 15 years, where relevant.

In terms of advocacy, this indicator of young people�s
sexual behavior can have powerful effects.  Where the
indicator shows low levels of condom use with higher
risk sex among youth, programs will need to focus ef-
forts around abstinence after initiation of sexual activ-
ity, but primarily on condom use.  But major constraints
may exist in programs that wish to avoid addressing
youth sexual activity.

Like the previous indicator, Percent of Young People
Having Multiple Partners in Last Year, this indica-
tor will capture all unmarried people having sex, the
proportion of which will generally be fairly high, espe-
cially among men.  In addition, it will capture married
young people having sex outside of marriage.

The indicator suffers from the same reporting bias prob-
lems inherent in surveys asking about sexual behavior;
depending upon the degree of programs effort satura-
tion and/or existing cultural or religious mores, young
people may actually be more willing than adults to re-
port details about their sexual behavior.
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PERCENT OF INJECTING DRUG USERS NEVER SHARING

EQUIPMENT IN THE LAST MONTH

Definition
The percent of active injecting drug users surveyed who
report never sharing injecting equipment during the last
month

In a behavioral survey among injecting drug users, re-
spondents are asked about their injecting habits. The
indicator excludes those who report sharing needles,
syringes, or other injecting equipment at any time in
the last month. The denominator is all respondents re-
porting injecting behavior in the last month.

Questionnaires should specify all the locally relevant
types of �equipment� that may result in the exchange
of body fluids.

This indicator is calculated as:

# of active injecting drug users who
report never sharing injecting equipment
during the last month     x 100
Total # of respondents who report
injecting behavior in the last month

Data Requirement(s)
Self-reported data from survey respondents

Data Source(s)
FHI BSS (injecting drug users)

Purpose and Issues
Sharing injecting equipment between HIV-infected and
uninfected drug injectors is an extraordinarily effective
way of spreading HIV. Because the risk of contracting
infection per single act of risky injection is so high, pro-
grams must aim for a complete halt to this behavior, not
just for a reduction in the sharing of equipment between
drug users.

This indicator measures trends in consistently safe be-
havior among drug users who continue to inject drugs.

As with all indicators measured among drug injectors,
the biggest difficulty is access. Random sampling is all
but impossible, and convenience samples are biased in
often unpredictable ways. It is therefore difficult to de-
termine the extent to which those surveyed represent
the larger population of injecting drug users. Where the
representativeness of the sample is variable, trends over
time will be hard to interpret.

These surveys yield information from people identified
as members of a community of drug injectors. In re-
sponse to HIV-related interventions, some injectors may
possibly stop taking drugs entirely or switch to non-
injected drugs. Since the indicator tracks changes in
risky injecting practices over time among people who
continue to inject drugs, the denominator excludes
people who cease to inject.

Some education programs have focused on sterilizing
needles between users.  Users may continue to inject
drugs and even share needles, but may sterilize between
uses. However, knowing the success of individual ef-
forts to sterilize equipment is difficult. Experience in
some settings has demonstrated that inadequate clean-
ing of equipment is common, and many programs have
ceased to promote equipment cleaning as a prevention
method, preferring to concentrate efforts on ending to
the sharing of injecting equipment. This indicator in-
cludes in its numerator of those with risky behavior all
injecting drug users who sterilize, but still share, their
equipment.

Because it restricts those included in the indicator to
those who have injected in the last month, this indica-
tor is very sensitive to recent trends in injecting prac-
tices. Countries with inconsistent policies supporting
safe drug injection may see large variations in this indi-
cator. Police crackdowns on users, distributors, or sup-
port services such as needle exchange centers may lead
to dramatic changes in injecting practices over a very
short period of time.
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In addition, the indicator is subject to high recall bias.
Depending on the local drug scene, drug users may be
injecting several times each day. Recalling the circum-
stances of every act of injection over the past 30 days
may be problematic.
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PERCENT OF TRANSFUSED BLOOD UNITS SCREENED

Definition
The percent of blood units transfused in the last 12
months that have been adequately screened for HIV ac-
cording to national or WHO guidelines

The indicator requires three pieces of information: the
number of blood units transfused in the previous 12
months, the number of blood units screened for HIV in
the previous 12 months, and among the units screened,
the number screened up to WHO or national standards.

The number of units transfused and the number screened
for HIV should be available from health information
systems.  Quality of screening may be determined from
a special study that re-tests a sample of blood previ-
ously screened or from an assessment of the conditions
under which screening occurred.  Where this approach
is not feasible, data on the percent of facilities with good
screening and transfusion records and no stock outs of
test kits may be used to estimate adequately screened
blood for this indicator.

This indicator is calculated as:

# of blood units transfused in the
last 12 months that have been
adequately screened for HIV          x 100
Total # of blood units transfused

Data Requirement(s)
Program records

Data Source(s)
MEASURE Evaluation blood safety protocol

Purpose and Issues
Blood safety programs aim to ensure that the over-
whelming majority (ideally 100 percent) of blood units
are screened for HIV, and that those included in the na-
tional blood supply are indeed uninfected. This is de-

monstrably not the case in many countries. Some blood
units are not screened at all; others are screened by
poorly trained personnel using outdated equipment or
insufficient inputs. Moreover, poor blood testing facili-
ties mean that some blood is screened using antibody
tests at a time after the donor has become infected with
HIV but before the donor has developed antibodies to
the virus. Together, these factors mean that a signifi-
cant proportion of blood units may be classified as safe
even though they are infected. This indicator reflects
the overall percentage of blood units screened to high
enough standards that they can confidently be declared
free of HIV.

Where sufficient information exists to construct it, this
measure is a strong indicator of the overall safety of the
blood supply. However, changes in the indicator could
reflect changes in the proportion of blood units screened
or changes in the quality of the screening process. The
indicator may also reflect a successful campaign to re-
duce unnecessary transfusions, because the overall num-
ber of transfused units would fall and the proportion of
those screened to WHO/national standards should rise
in consequence. However, the different elements of the
indicator should be reported separately for program-
matic purposes.

Where health systems are decentralized, or where the
private sector is involved in blood screening and blood
banking, one may have difficulty obtaining good enough
information to construct a robust indicator on a national
scale. In this case, selecting sentinel hospitals and labo-
ratories in both the public and the private sector for fa-
cility-based surveys of blood transfusion and screening
quality will probably be necessary.
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PERCENT OF STI PATIENTS APPROPRIATELY DIAGNOSED AND TREATED

Definition
The percent of patients with STIs at selected health care
facilities who are appropriately diagnosed and treated
according to national guidelines, of all STI patients at
those centers

Evaluators collect data through observing and interview-
ing providers at selected health care facilities offering
STI care. Providers are assessed on history taking, ex-
amination, and treatment of patients. A provider must
score positively on all three items in an interaction with
a client for that client to enter the numerator of the indi-
cator.

Protocol researchers have tried several alternative data
collection methodologies. Instead of, or in some cases
in addition to, observation and provider interviews, data
have also been collected through exit interviews with
clients and interactions with �mystery� clients � that is,
trained assessors posing as clients.

�Appropriate� diagnosis and treatment is assessed ac-
cording to national guidelines governing STI services.
In developing countries, these guidelines will most com-
monly include protocols for the syndromic management
of locally common sexually transmitted pathogens, in-
cluding treatment with drugs specified in national drug
lists. Some countries recognize both syndromic and etio-
logical management as appropriate, according to the
diagnostic capacity of the service provider. Where na-
tional guidelines are unavailable, WHO guidelines on
the syndromic management of STIs may be used to guide
assessment of appropriate treatment.

This indicator is calculated as:

# of patients with STIs who are
appropriately diagnosed and treated      x 100
Total # of patients with STIs

Data Requirement(s)
Assessment of an external expert

Data Sources
WHO/UNAIDS revised guidelines on evaluating STI
services; MEASURE Service Provision Assessment
(SPA)

Purpose and Issues
STI programs are focusing on syndromic management
of STIs as the most practical approach in high preva-
lence, low resource situations. The shift to syndromic
management has increased the potential coverage of
care, since such management poses fewer bottlenecks
in diagnosis. Training nurses and other health care pro-
viders new to the approach and often to STI care in
general has required a huge investment.

This indicator reflects the success of that training, com-
bined with efforts to ensure adequate supplies of drugs
and other necessary materials to care provision points.
It tracks changes in the provision of adequate care to
patients seeking care for STIs.

Choosing which STI service delivery points to survey
is important. Traditionally, this indicator has applied
primarily to public sector STI clinics, because most of
the early training in syndromic management was of pub-
lic sector employees. However, people with STIs often
seek treatment in other sectors � either at private sector
clinics, from pharmacies or from traditional healers.
Some countries have begun to include these sectors in
training programs for syndromic management, and
evaluations using this indicator have successfully been
carried out in these sectors. Service delivery points sur-
veyed should include representative service providers
from any sector that has received training in syndromic
management of STIs.

This indicator, measured through observation but in-
cluding provider interviews in the process of data col-
lection for validation purposes, has been widely used
and proven feasible. There has been discussion of the
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extent to which the direct observation and provider in-
terview methodologies bias data. It is thought that ser-
vice providers perform better under observation than
they normally would, or over-report �correct� diagno-
sis and treatment, falsely diminishing the gap between
knowledge and practice. However, client exit interviews
and mystery patient methodologies, as well as proving
feasible, have demonstrated that the biases are smaller
than was assumed. The gap between knowledge and
practice in the area of treatment often shaped results
because service providers do not follow �correct� pro-
tocols simply because they know drugs are unavailable
or unaffordable. We thus recommend that evaluators
present this indicator with indicators of drug availabil-
ity.

As with all composite indicators, improvements in some
areas may mask deterioration in others. If service in one
area is poor, the facility will score poorly on the indica-
tor, even if service provision in other areas has pro-
gressed significantly. Program managers need scores
reported separately by area of knowledge and perfor-
mance so that they may identify areas of weakness and
may improve program performance.
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PERCENT OF STI PATIENTS RECEIVING ADVICE ON CONDOM USE AND

PARTNER NOTIFICATION AND REFERRAL TO HIV TESTING SERVICES

Definition
The percent of patients with STIs who are given advice
on condom use and partner notification and referred for
HIV testing

Previous indicators only included the first two elements
of this indicator. A health care provider must score posi-
tively on both condom advice and partner notification
advice for the client to enter the numerator for this indi-
cator. The current indicator includes a third element:
referral for voluntary testing for HIV. However, if na-
tional policy does not include referring STI patients for
HIV counseling and testing, or if VCT services are un-
available and not actively promoted by national AIDS
and STI programs, the indicator should exclude refer-
ral for counseling and voluntary HIV testing. Health
facility surveys through direct observation of interac-
tion between care providers and clients yield data for
this indicator.

This indicator is calculated as:

# of patients with STIs given advice
on condom use and partner notification
and referred for HIV testing    x 100
Total # of patients with STIs

The evaluator should report different components of this
indicator separately, for reasons given below.

Data Requirement(s)
Assessment by an external expert

Data Sources
WHO/UNAIDS revised guidelines on evaluating STI
services; MEASURE Service Provision Assessment
(SPA)

Purpose and Issues
By promoting condom use and by encouraging the treat-
ment of partners to avoid reinfection, STI services seek
to prevent the recurrence of STIs, not just to treat them.
Increasingly, STI care serves as an entry point for refer-
ral for voluntary testing for HIV. This indicator mea-
sures the extent to which these aspects of STI service
provision are functioning.

If a client is at an STI clinic, previous efforts to pro-
mote safe behavior have failed him or her. This mea-
sure does not evaluate the success of prevention initia-
tives, merely the extent to which service providers are
complying with standards.

The extent to which the direct observation methodol-
ogy biases data has caused concern because research-
ers assume that service providers perform better under
observation than they normally would. Also, it is sug-
gested that exit interviews with clients may be a more
cost-effective method than observed interactions in com-
piling this indicator. However, clients may misreport
the actual content of counseling. Further research is
needed to determine the reliability of exit interviews in
collecting data for this indicator.

Condom promotion, advice on partner referral, and re-
ferral for HIV testing are in fact quite distinct activi-
ties. The value of an aggregate indicator in this field is
therefore somewhat limited, at least to program staff.
In addition, referral to HIV testing services will depend
upon the availability of those services locally. And the
addition of this component will disrupt trends over time
in those countries where a different indicator has been
calculated in the past. For these reasons, the evaluator
must take special care to report separately the three el-
ements of this indicator.
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Definition
This indicator measures the percent of health facilities
providing STI care that have a current supply of essen-
tial STI drugs and report no stockouts lasting longer
than one week in the preceding 12 months

Countries promoting syndromic management of STIs
usually have protocols for the prescriptions of drugs by
syndrome as well as a national essential drug list that
includes the relevant drugs. Drugs necessary to treat
each of the important syndromes should appear in the
stock-check for this indicator. A survey of randomly
selected facilities providing STI services checks for
current supplies of designated drugs. Clinic manage-
ment is questioned about stockouts in the last 12 months,
and clinic stock records are reviewed for that period.
Client numbers are also recorded. The sampling frame
for the selection of sites may include private clinics and
hospitals and non-government services, as well as pub-
lic facilities.

Evaluators may construct the indicator weighting each
facility by its client load because a rupture of stock at a
small rural clinic will have less impact on the epidemic
at a national level than a stockout in a large urban clinic
that sees many times more patients.

This indicator is calculated as:

# of health facilities providing STI services
that have a current supply of essential
STI drugs and report no stockouts      x 100
Total # of health facilities providing
STI services

Depending on national policy, the indicator may include
a variety of outlets providing services for HIV care, such
as integrated reproductive health services, private sec-
tor facilities, and pharmacies with special training in
STI care provision.

Data Requirement(s)
Assessment by an external evaluator

Data Sources
WHO/UNAIDS revised guidelines on evaluating STI
services; MEASURE Service Provision Assessment
(SPA)

Purpose and Issues
Correct history-taking, diagnosis, and prescription are
all very well, but if drugs are unavailable, these proce-
dures will not translate into cases cured and will there-
fore not reduce the likelihood of HIV infection.

National AIDS programs engaged in improving STI ser-
vices have put time and money into improving drug dis-
tribution services and in attempting to ensure adequate
manufacturing or importing of drugs for the syndromic
management of STIs. This indicator measures the ef-
fectiveness of those efforts in ensuring that service pro-
viders are consistently supplied with the drugs they need
to work efficiently.

This indicator is a good measure of consistent supplies
of drugs to STI service facilities; it provides a mini-
mum measure of the availability of drugs. However,
clients very often buy drugs from other sources, even
when they have been to an STI facility for diagnosis.
Indeed, in countries where control of drug supplies are
lax, a stockout in a public clinic may simply mean that
the supply of drugs has been diverted to another nearby
outlet. This laxity will likely affect the cost of the drug
to the client (and therefore accessibility), but it may not
affect the physical availability of the drug.

Again, the selection of STI facilities may have a major
influence on the indicator. The facility survey should
attempt to include a mix of all major provider catego-
ries in both the public and the private sectors.

PERCENT OF HEALTH FACILITIES PROVIDING STI SERVICES

WITH ADEQUATE DRUG SUPPLY
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NUMBER/PERCENT OF HEALTH FACILITIES WITH THE CAPACITY TO

DELIVER APPROPRIATE CARE TO HIV-INFECTED PATIENTS

Definition
The number and percent of health care facilities at dif-
ferent levels of the health care system that have the ca-
pacity to deliver appropriate palliative care, treatment
for opportunistic infections, and referral for HIV-in-
fected patients, according to national guidelines

A health facility survey that includes facility inspec-
tion, interviews with service providers, and records re-
views assesses health facilities against a standard check-
list. The checklist, which will be modified according to
local standards, will differ according to the level of the
institution within the health care system. It will typi-
cally include the availability of trained staff, the ad-
equacy of diagnostic facilities, the adequacy of sanita-
tion, the adequacy of nursing care, procedures for record
keeping, preventative counseling, and referral to higher
level care and community support organizations as ap-
propriate.

The assessment of �adequate� or �appropriate� condi-
tions and services should follow national guidelines for
care of HIV-infected patients. The absence of such
guidelines in itself indicates that care and support ser-
vices for HIV-infected people are likely to be inadequate.
However, where they do not exist, one may substitute
international standards currently being developed by
WHO to determine standards against which to measure
facilities.

This indicator excludes the availability of drugs and
procedures to prevent accidental transmission of HIV
within the health care setting because separate indica-
tors cover this availability.

The indicator is the number of health facilities match-
ing or exceeding the minimum score for adequate ca-
pacity to manage HIV-infected patients, divided by the
total number of health facilities surveyed. For program
purposes, it should be disaggregated by level of health
facility as well as by area of service provision.

# of health care facilities with the capacity
to deliver appropriate palliative care,
treatment for opportunistic infections,
and referral for HIV-infected patients         x 100
Total # of health care facilities

This indicator is calculated as:

Data Requirement(s)
Assessment by external evaluator of adequacy of care
to HIV infected patients

Data Sources
WHO draft protocol for the evaluation of HIV/AIDS
care and support; UNAIDS protocol for evaluation of
care and support

Purpose and Issues
In the early years of the HIV epidemic, a high propor-
tion of patients with HIV-associated conditions were
automatically referred to tertiary level institutions be-
cause health services at other levels had neither the
trained personnel nor the capacity to cope with them
appropriately. Even guidelines on what constituted �ap-
propriate� treatment were rarely available. The constant
referral to higher levels of care clearly led to inefficient
use of resources within the health system.

In recent years, attempts have been made to ensure that
HIV-related conditions are dealt with at appropriate lev-
els within the health system, with referrals in both di-
rections when necessary. Many countries have produced
national guidelines to help guide service providers in
the appropriate care of HIV-infected patients. Pallia-
tive care and treatment for common and minor oppor-
tunistic infections may be given at the primary level,
while more complex opportunistic infections may be
referred to higher levels of the health care system. Re-
ferrals should also be made for social and psychologi-
cal support where appropriate.
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This indicator measures the extent to which health ser-
vices have the capacity to meet treatment, care, and re-
ferral needs of HIV-infected patients at appropriate lev-
els of the health care system, according to national guide-
lines.

This indicator is a compendium of many different as-
pects of care and service provision, all of which must
score a minimum amount if the indicator is to include
the facility in its numerator. Because services tend to
improve unevenly, especially in resource constrained
settings, the resulting indicator may remain low for some
time. Disaggregation of the indicator will indicate the
areas in which services have improved and those in
which they continue to lag.

The scoring of the components of the indicator will nec-
essarily include a measure of subjectivity. This subjec-
tivity may influence comparisons between different
countries, as well as trends over time if the monitoring
team changes.

Because it includes facilities at different levels of ser-
vice provision, the indicator is not weighted by client
load. Weighting by client load is likely to give tertiary
institutions and reference hospitals excessive influence
in the indicator, despite the fact that most patients first
come into contact with the health system at the primary
level.
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HIV PREVALENCE AMONG PREGNANT WOMEN 15-24 YEARS OLD

Definition
The percent of blood samples taken from women aged
15-24 who test positive for HIV during routine sentinel
surveillance at selected antenatal clinics

The data for this indicator are obtained from the na-
tional sentinel surveillance system for HIV, and the in-
dicator is calculated through unlinked anonymous test-
ing for HIV of blood samples taken from women at sen-
tinel antenatal clinics chosen to reflect urban, rural, eth-
nic, and other socio-geographic divisions in a country.

Even where programs exist that simultaneously offer
counseling and voluntary HIV testing for pregnant
women to reduce mother to child transmission, only the
results of unlinked, anonymous screening of blood taken
for other purposes should be used in calculating this
indicator of HIV prevalence. Refusal and other partici-
pation bias are considerably reduced in unlinked anony-
mous HIV testing compared with other forms of test-
ing.

This indicator is calculated as:

# of pregnant women aged 15-24
who test positive for HIV                 x 100
Total # of women aged 15-24 tested

Data Requirement(s)
Results of test for HIV sero-positivity

Data Sources
UNAIDS/WHO Second Generation Surveillance; WHO
guidelines for HIV surveillance

Purpose and Issues
Women who are pregnant have by definition had un-
protected sex sometime in the last ten months. Levels
of HIV infection in these women do not reflect levels
among women who are not having sex, among women
who are infertile, or among women who are systemati-

cally using contraception, including barrier methods
such as condoms which also prevent HIV transmission.

Confining the indicator to women aged under 25 aims
to give a picture of recent trends in infection. Most in-
fections in this age group are relatively new, and data
from these younger women are also less subject to bias
than data for the whole reproductive age span. The in-
dicator is reported for women aged 15-24. However,
we strongly recommend that the evaluator report two
separate figures: one for women aged 15-24 and one
for women across the whole reproductive age range of
15-49. Because many countries have in the past failed
to report HIV prevalence broken down by age, it is im-
portant to continue to report a figure for HIV preva-
lence across 15- to 49-year-olds, to allow for the com-
parison of trends over time.

Additional information may be gained by looking at HIV
prevalence by parity of mother. Such information is of-
ten routinely collected in sentinel surveillance, and
analysis of trends among women of parity 0 and 1 com-
bined is a good additional indicator of trends in HIV
incidence among young women.

The indicator gives a fairly good idea of relatively re-
cent trends in HIV infection nation-wide in countries
where the epidemic is heterosexually driven. It is less
reliable as an indicator of overall epidemic trends in
areas where the bulk of HIV infection remains confined
to sub-populations with especially high-risk behaviors.
Even countries with generalized heterosexual epidem-
ics have wide regional, ethnic, or other differences in
trends in HIV infection. These differences will be lost
when data are aggregated into a single national figure.
For program purposes, prevalence should thus always
be reported separately by site as well as by a single na-
tional figure. Evaluators should take care in reporting
HIV prevalence estimates by sites, however, given the
possible political sensitivity of results.

In the past, sample sizes in regular sentinel surveillance
have been selected to measure changing trends across
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the whole age range of 15-49. Numbers in each five-
year age band may have been too small to yield any
reliable trend data, particularly at individual sentinel
sites. To construct a reliable indicator around the nar-
rower age range, larger sample sizes in the younger age
groups will be needed.

Clearly, trends in HIV infection among pregnant women
will not adequately reflect some of the most important
changes in behavior supported by AIDS prevention pro-
grams � abstinence and consistent condom use in all

populations and not simply the antenatal care clients.
Trends in HIV infection are beset by a number of bi-
ases, as described above. Prevalence among pregnant
women reflects trends in prevalence in the general popu-
lation, but does not an accurately reflect overall levels
in all women, let alone in all men.

Evaluators should thus report prevalence data together
with behavioral data (such as mean age at first sex or
condom use at last sex) for better explanatory power.
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HIV PREVALENCE IN SUB-POPULATIONS WITH HIGH-RISK BEHAVIOR

Definition
The HIV prevalence among members of a defined sub-
population at higher risk of contracting or spreading
HIV.

Tracking HIV in sub-populations can be logistically and
ethically difficult, especially if the groups are
marginalized or their activities are illegal. Sampling and
estimation of total population sizes are key issues. An
understanding of how the sampled population relates
to any larger population sharing similar risk behaviors
is critical to the interpretation of the indicator. For some
groups, population-based sampling strategies will be
necessary. In other cases, sentinel sites are available.
Sentinel sites for these populations tend to be linked to
the provision of health services, for example, a men�s
health clinic in an area with a high concentration of gay
sex bars, or a drug rehabilitation center.

The indicator is the number of members of the at-risk
sub-population testing positive for HIV at sub-popula-
tion sentinel sites, divided by the total number of mem-
bers of the at-risk sub-population tested for HIV.

This indicator is calculated as:

# of members of at-risk sub-populations
testing positive for HIV     x 100
Total # of members of at-risk sub-
population tested

Data Requirement(s)
Results of test for HIV sero-positivity

Data Sources
UNAIDS/WHO Second Generation Surveillance guide-
lines; FHI guidelines on sampling in sub-populations

Purpose and Issues
In countries with concentrated epidemics, tracking of
HIV infection among pregnant women may be a waste
of resources. In any case, the bulk of interventions in

concentrated epidemics often focus on the behaviors or
groups contributing most to the expansion of the epi-
demic. In a concentrated epidemic, these generally in-
clude one or more of the following: injecting drug us-
ers, men who have sex with other men, sex workers,
and frequent clients of sex workers.

The design of a second generation surveillance system
should take into account the epidemic state. In coun-
tries with low-grade or concentrated epidemics, surveil-
lance for the HIV virus as well as behavioral surveil-
lance should focus on those groups where both infec-
tion and interventions are concentrated. Changes in HIV
prevalence in these groups should reflect the success or
failure of prevention attempts.

Because of the difficulties in access to sub-populations,
the biases in sub-population sero-surveillance data are
likely to be far greater (and much less predictable) than
in data from a more generalized population such as
women at antenatal clinics. Where sentinel sites pro-
vide health services to the sub-population in question,
for example, the use of the facility may be associated
with problems that are themselves related to HIV infec-
tion.

Minimizing biases associated with age is especially dif-
ficult, because the age of participation in especially high-
risk behaviors may vary widely. It is therefore, undesir-
able simply to restrict the analysis to young people as it
is in ANC sentinel sites.

Despite these difficulties, tracking HIV infection in
those with higher risk behaviors in concentrated epi-
demics is essential. The information will not be per-
fect, but some measure of progress or lack thereof will
be essential to maintain support for prevention programs
in critical sub-populations.
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PERCENT OF CHILDREN UNDER 15 WHO ARE ORPHANS

Definition
The percent of children under 15 whose mother, father,
or both parents have died.

In a household survey or a national census, respondents
are asked the ages of all children in the household and
whether the mothers and fathers of those children are
alive. Those children who are currently under the age
of 15 and whose mother or father or both are dead form
the numerator for this indicator. The denominator is all
children currently under 15 listed by respondents in the
survey.

Breaking the results down into maternal orphanhood,
paternal orphanhood, and double orphanhood is useful.

This indicator is calculated as:

# of children under 15 whose mother,
father, or both parents have died  x 100
Total # of children under 15 listed
by respondents

Data Requirement(s)
Responses on household surveys

Data Sources
Household schedule in UNAIDS general population
survey; DHS household schedule; Census data

Purpose and Issues
HIV is changing the face of adult mortality in many
communities, killing men and women at just the ages
when they normally form families and bring up chil-
dren. Their deaths leave behind orphans who must be
cared for, generally by other members of the commu-
nity. The social and economic impact of rising orphan-
hood can be considerable; national AIDS programs
tracking orphanhood will be better equipped to plan for
impact mitigation efforts. This indicator tracks levels
of orphanhood in a country.

Data on an increase in orphanhood can be a very pow-
erful indicator of the impact of an AIDS epidemic. Be-
sides tracking the impact of AIDS deaths on communi-
ties, this indicator also has multiple advocacy uses.

One limitation of this measure is that it cannot distin-
guish AIDS-related orphanhood from orphanhood due
to other causes. However, because young adult death
was stable or falling in most countries for some years
before the arrival of HIV, we can reasonably assume
that the bulk of any rise in orphanhood over baseline
levels is attributable to HIV.

Orphans may be more mobile than other children. Those
most in need of care may be in child-headed households
that do not qualify for inclusion in a household survey.
Street children living in orphanages will also be missed.
Households with AIDS-related deaths often completely
disintegrate following the death of heads, and children
are sent to live with relatives in the same or another
area. Using a household survey and asking about
whether the parents are still alive will help alleviate the
primary household disintegration issue.

Definitions of orphanhood differ among countries. For
example, in some countries, the legal definition includes
all children under 18 who have lost either or both par-
ents, whereas in others it includes all children under 15
who have lost their mother. We suggest that the stan-
dard definition given in this indicator allow for com-
parison across populations. However, countries may also
wish to compile an indicator based on their own na-
tional definition of orphanhood. The methodology for
constructing the indicator remains unchanged.








