12013

Operational Guidelines for
Monitoring and Evaluation of HIV
Programmes for Sex Workers,
Men who have Sex with Men,
and Transgender People

VOLUME | National and Sub-National Levels

O
HUNAIDS _ S o (GOS0

ting in our huture Evaluation
The Global Fund

To Fight AsDHS, Tuberculosts and Malaria



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&docid=7aT3Zogohv4VFM&tbnid=eh52a4TTw39K2M:&ved=0CAUQjRw&url=http://aidsaccountability.org/?p=5933&ei=XGUWUvzDBsbD4AOM5YHoDg&bvm=bv.51156542,d.dmg&psig=AFQjCNEtQa3A1pizphVr2QZz8QAY0_3IIw&ust=1377285849462197

Table of Contents

I o T ¢ = iv
LY o) i =TT S iv
LiSt OF BOXES.....uuuiiiiiiiiiiiisisisisss s s s s e s s s s e s e s e s e s e s e s e s e s e s e s e s e s s s s s s e sesesesesesesesesasasasesssssessassnesenssenenennnns v
ACKNOWIEAZEMENTS. ....ccuucieiiiiiiiricieiireeenseeertreesnasessesesssesnnsssssessseeesnnsssssssssnessnnsssssssssneesnnnssssssessnenns vii
LiST Of ACTONYIMS ceteerueuieierrrerennnesseeeereeeennnssssesessressnasssssssesssesnnnssssssssssesnnsssssssssssssnnnsssssssssssssnnssssssssssssannns viii
A. Rationale: We Need to Improve Monitoring & Evaluation of Programmesl..........cccerririiriieeciriennnns 9
B. Purpose of the Operational GUIdelines..........ccceun oo rrene e rree e e e e ea e e senasassennnns 10
C. Content of the GUIAElINES.......ccceiriiiiiiiiiiiiiiiiii s esesesesesesesessssssns 15
D. Causal Pathway: From Programmes to Prevention.........ccccccccceeeiiiiieremnnnieiseineennnnssssessseeesnnssssssssssssenns 16
E. The Recommended Combination Prevention Programme for Key Populations........ccccccerreencirerannnnnens 17
F. Using a Programme Impact Pathway to Monitor a Combination Prevention Programme.................... 23
G. 8 Step Public Health Questions Model of Monitoring and Evaluation..........ccccceeeeiiiiiininneenenenenenennennnns 27
H. Introduction to INpUt IMONITOIING.....c.... it sre s sesssessessenesssssenssssssnnens 29
I. Introduction to Process Monitoring and Evaluation.............ccoeeeeiiiiieiiiiieiiireccccreee e e s reee s e enaes 29
J. Introduction to Outcome and Impact Evaluation...........ccoveeuiiiiieieiiiiecccreieceeeeeeerenaneesenaseeseennnaenens 31
K. Coordination Among National, Sub-National and Service Delivery Levels........c.cccceeeeiriirireenniiicrinnnenne. 31
L. Ensuring Ethical CoONAUCT .......ccciiiiiiieeiiciiiiiiiiiiieseienireeenesesssesesesesennssssssesseessnnnssssssessssssnnnssssssssnssannnns 32
M. How to use the Operational Guidelines: Where to Begin........cccceciiieeiiiiimeiiiieeniinieencnnenessennenescsnennes 33
N. Key References for the GUIdeline........ oot rene s re e e s e ee s s s e na s ssenssassennnns 37

Volume I: Monitoring and Evaluation of HIV Programmes for Sex Workers, Men Who Have Sex with
Men, and Transgender People: National and Sub-National Level..........c..corrreniirrireiiireicrrreccrreeece e, 40

Step 1: Know Your Epidemic: What is the magnitude and geographicdistribution of the HIV epidemic
over time among men who have sex with men, sex workers, and transgender people?.......ccccccecerrrenneee 42

Step 2. Measure Determinants: What are the baseline estimates of the direct biologic determinants

Step 3: Know Your Response and Set Targets: How is the combination prevention programme defined
and what are the targets for outputs, coverage, outcomes and impact?.........ccceeeueeireeecirreenicereeenecenennnn 66

Step 4. Input Monitoring: What resources are needed to reach the sub-national and national targets?...86

Step 5. Quality Monitoring: What services and critical enablerinterventions are currently
implemented? With What qUality? .......ccciiiiiiiiiiiiiiiircrrrersse e e s s s s e s snasssssssssesesnnasssnns 91

Step 6. Monitoring Outputs and Programme Coverage: Are output targets achieved? What proportion
of men who have sex with men, sex workers and transgender people receive services? .........ccccccuuunneee.. 98



Step 7. Outcome Monitoring and Evaluation: Are there changes in biologic determinants of HIV
transmission? Are there changes in the enabling environment? Are these changes due to the
PrOBIAMIME? ... cceeeiieeieeierreeneeereraseerennssareenssssenssssssenssssssensssssesnsssssenssssseensssssennsssssennsssssenssssnnenssnssennes 118

Step 8. Impact monitoring and evaluation: Is the combination HIV prevention programme reducing

HIV transmiSSION? .......uuei e 136
APPENAICES. .. .ceeeciiiieieitiiierteeeerteaeeeteensestennssestenssesseenssessennssessenssssseenssssseensssssennsssseennsssseennssessnnnnans 144
APPENAIX L. TOOIS ..iiereeiiiiiiiiiiiiiiiiiesiiieerensiessttresanasssssesstesennnsssssssssssesnnssssssssssssesnnsssssssssssssnnnnssnsssns 146
TOOL 1. lllustrative Critical Enabler Activities and Indicators...........cveviiiiiiiiiii, 146
TOOL 2. Overview of size estimation Methods ... 148

TOOL 3. Summary of HIV prevalence data for sex workers and population size estimates. Example for

]2 o T (T PSPPI 151
TOOL 4. Example Know Your Epidemic spreadsheet.........cccoevuuiiiiiiiiii i 152
TOOL 5. Worksheetforsettingimpact, outcome, and coverage targets at sub-national or national

level. EXample fOr SEX WOIKEIS ....... e e e e e et e e e et e e e et e e s et e e e e saaannas 154
TOOL 6. Topicsto addressin a rapid assessment forsex workers, menwho have sex with menand
LT HY 4T gV T o T=Yo o] [T 155
TOOL 7. Input Form: Funds availability ........c.uueiiiiiiiiiii e e 158
TOOL 8 Quality/Programme enabler checklist............ooooviiiiiiiiii 159
TOOL 9 Comprehensive ENCOUNTET FOIM .. ..ouuu et e e et e et e e e et e e e et e e e s et e e e eaaanns 164
010 M (0 1Y o T o al g ole YU T o} =Y ol oo o o o U 172
TOOL 11. Sample survey questions to obtain datafor measures. Example for men who have sex with

0 0= o PP PP 175
TOOL 12 Target setting worksheet for quality and output measures at the service delivery level.......... 181
TOOL 13. OutpUt FOrm: TraiNiNG l0Z . .ccvuueieiiiiie e et e e e e e et e e e e et e e e eaaa e e seaaaeeeeanaas 182
TOOL 14. Referral card and referral monitoring form .........cooouiiiiiii e, 183
TOOL 15 Form for monitoring distribution of condoms.............coiiiiiiiiiiiiii e, 185
TOOL 16. Form for monitoring HIV testing and counselling interventions............ccceevvviiiiiinnnnn, 186
TOOL 17. Form to calculate the number of people reached by outreach programmes...........cc............. 187
TOOL 18. Form to monitor outputs across outreach WOrKers......ccoeeeiiveeiiiiiiiieeeeeeeeeecee e 188
TOOL 19 Checklistfor post-service user-centred approach for provision of condoms and condom-

(oeYaa] o141 ] (I (V] o T o T o} PNt 189
TOOL 20. Tool for participant feedback to assess distribution of condoms and condom-compatible

TUT oY gTor: ) & PSP TUPPPPPPPPPINt 190
TOOL 21 User satisfaction survey for HIV testing and counselling...........cccccveviiiiiiiii, 191
TOOL 22. Worksheetto Select Measures at National, Sub-National and Service Delivery Levels to

Monitor and Evaluate Programs for Men who Have Sex with Men and Transgender People................. 193
TOOL 23. Worksheet to Select Measures at National, Sub-National and Service Delivery Levels to

Monitor and Evaluate Programs for SEX WOTKEIS........cooiviiiiiiiii it 202
TOOL 24. Recommended Community Systems Strengthening Indicators..........cccceeeiiiiii . 211

Appendix 2. HIV/AIDS Monitoring and EValuation GlOSSary ...e.eeeeeeeeeeereeeeeeeeeeeeereeeresesesesssssssssssssssssssssssnns 214



APPENAIX 3. REFEIENCES cerreeeeirieeiertieeierieieeerteeeeertnnsertennsserrenssssreensssssesnssessennsssssensssssesnsssssennssessennnnes 222

List of Tables

Table I.1.1 Example of Tool 3: Summary of Size Estimates and HIV Prevalence Data by Area................. 52
Table I.3.1 Example of HIV and STl baseline prevalence by sub-group...............uuveveveiiiiiiiuiiiiiiiiiiiiinnnnns 75
Table 1.3.2 Overview of target-setting MethodS...........ooiiiiiiiiii e 80
Table 1.3.3 Examples of targets for impact, outcome and coverage indicators..........ccccvvveeeeeeeereviinnnnnn. 81
Table 1.4.1 Example of monitoring funding for HIV Testing and Counselling Programmes (HTC), in USS..87
Table 1.4.2 Example of a spreadsheet to monitor inputs (other than funding) at national level.............. 88
Table 1.4.3 Example of funding and otherresource inputs fora national testingand counselling
Programme (HTC), INUSS.......ciiiiiiiiieiiee ettt e e ee e e e e e e e ettt e e e e e e e s eesabbaeeeeeeeeesssaataaneeeeeens 89
Table 1.6.1 Example of geographic coverage calculation...........cooovuiiiiieiieiiiiiiiccee e 109
Table 1.6.1 Condoms: Number distributed, targets and percentage of target achieved (in thousands).. 115
Table 1.7.1 Calculating a national estimate from outcome measurements in sub-national areas.......... 126

List of Figures

Figure 1 Organizing Framework for a Functional National HIV M&E System —12 Components.............. 13
Figure 2 Causal Pathway from Programmes to Prevention ............ceeeieiiiiiiiiiiiceee e 16
Figure 3 Combination Prevention ProSramme ...........uiiiiiiiiiiiiiiie ettt e e e et e e e e et e e e eaaa e e 17
Figure 4 Simple Programme Impact Pathway..........coouuiiiiiiiiii e 23
Figure 5 General Programme Impact Pathway for Key Populations................uevuviiiiiiiiieiiiiiiiiiiiiiiiiinans 26
Figure 6 Publichealth questions modelapplied to the HIV epidemicamong men who have sex with men,
sex workers and clients, and transgenNder PEOPIE.......ceeeeiieeeiiiiee e 28
Figure 7 lllustrative HIV testing and treatment cascade in a country with 10,000 sex workers and

estimated HIV prevalence 0f 20% ........uuiiie it e e e e e e e et e e e e e e e aa it as 30
Figure 8 Proposed timeframe for conducting M&E activities at each level..........ccccooooiiiiiiiiiiins 32
B. Step 1 Flowchart of Key Questions, Methods, and Data Use (Figure 1.1.1) c....ccooeeeeiiviiiicieneeeeeeeieninne, 42
Figure 1.1.2 Map showing overlap between key populations................uueuueeeeiuiiiuiiiiiiiiiiiiiiiiiieiiiiieaeaees 45

Figure 1.1.3 Mapping Female Sex Worker Population Size by Sub-national Area in a Fictitious Country..48
Figure 1.1.4 Number of Female Sex Worker and Prevalence Estimates by Sub-national Area, Guatemala51

Figure 1.2.1 Causal Pathway from Programmes to Prevention..............coeiviiiiiiiiiiiiee e 55
B. Step 2 Flowchart of Key Questions, Methods and Data Use (Figure 1.2.2) .....ccooeeeivvviiiiiiieeeeeeeeeeeninne, 55
Figure 1.2.3 General Programme Impact Pathway for Key Populations.............ccouueeiiiiiiiiiiiiiiin e, 56
B. Step 3 Flowchart of Key Questions, Methods and Data Use (Figure 1.3.1) .....cooeeeeiiiiiiiiiiieeeeeeeeeeevieee, 66
Figure 1.3.2 Example of service delivery sites for at-risk groupsin Moldova................eeeeeeieiieininieiennnnnn. 77



Figure 1.3.3 Combination Prevention Programme of 17 Critical EnablerInterventions and Services for Sex

WOrKers, FICHONAl COUNTIY.....coiiiiiiiiii e et e e ettt e e e e e e e e e et e e e eeeeeesssaaeeeeaeeesssnsnanneaaeaeenens 78
Figure 10 FOCUS 0N Process EValUatioN.........ciiiiiiiiiiiiii e et e e e et e e e et e e e et e e e eaaaaaaees 84
B. Step 4 Flowchart of Key Questions, Methods and Data Use (Figure 1.4.1) .....cccooeeeevvviiiiiiieeeeeeeeeeeninen, 86
Figure 1.4.2 Common inputs for implementation of activities to ensure adequate levels of outputs....... 88
B. Step 5 Flowchart of Key Questions, Methods and Data Use (Figure 1.5.1) .....cooeeeeiiiiiiiiiiieneeereeeeeienne, 91
B. Step 6 Flowchart of Key Questions, Methods and Data Use (Figure 1.6.1) .....ccooeeeevvveiiincieneeeeeeeeenienn, 98
Figure 1.6.2 ENCOUNTEI fOIMS ..coiuiiiiiii e e e e et e e e et e e e st e e e et e e e e e aaaaans 101
Figure 1.6.3 FOCUS ON ProCeSS @ValUtioN ......uueueueriiiiiiiiiiiiiiiiaitiaieieieieaebsaeaebababababaaaeeseseasbsessnsesennsennnes 101
Figure 1.6.5 Types of forms to measure output indicators...........ccoeeiiiiiiiiiiin e, 105
Figure 1.6.6 Sample Data Collection and Reporting Schedule .........ccooeiiiiiiiiiiiiiiieiiceeccee e, 105
Figure 1.6.7 lllustrative HIV testing and treatment cascade in a country with 10,000 sex workers and

estimated HIV prevalence 0f 20% ........uiiee it e e e e e et e e e e e e e ea it e e 107
Figure 1.6.8 Decision tree on calculating population COVErage..........uuuuuuuuuuuuuuuruiiiiiiiiiiiiiiiiieieeeieeneeanens 110
Figure 1.6.9 Using service delivery data (encounter forms) ora population-based survey to calculate

STV COVB AR . euuuitiun et ettt e ettt ettt ettt e et s ettasettnetuasettaaatusseasaseesnseesaeesnseesnseesnneesnseesnneeennsesnnseens 111
Figure 1.6.10 Method to calculate coverage based on service delivery data........ccccoeeevvvieiiiiiiieennnnnnnn. 112
Figure 1.6.11 Examples of coverage indiCators .........cuuuuiiieiiiiiiiiiceeee et e e e e e eee s 113
Figure 1.6.12 Graphical Representation of Condom Distribution —Single Service Provider................... 115
Figure 1.6.13 Graphical Representation of Condom Distribution — Multiple Service Providers.............. 116
Figure 1.7.1 Questions to Assess Readiness for Outcome Monitoring and Evaluation .......................... 119
B. Step 7 Flowchart of Key Questions, Methods and Data Use (Figure 1.7.2) ....cccccoevvveiiiiieeeeeeeeeennennnn, 120
Figure 1.7.3 Overview of methods for collecting outcome data and understanding trends................... 121
Figure 1.7.4 Actions based on observed trends in outcome data.........cccooooviiiiiiiiiiiiiicie e, 122
Figure 1.7.5 Example of outcome monitoring among menwho have sexwithmen..................cocevnneen. 126
Figure 1.7.6 Outcome Monitoring of Critical Enablers for Sex Workers.........ccoeeevviiiiiiiiiiieiiieiieeeeeeen, 127
Figure 1.7.8 Quasi-experimental design example: Design, Features & Requirements...........ccccceeeeenenn.. 130
T B B e =R o Yo o [T =/ o H PO PPPUPRPRPPOR 131
Figure 1.7.10 Outcome Evaluation of Condom Distribution Programme for Sex Workers..................... 132
B. Step 8 Flowchart of Key Questions, Methods and Data Use (Figure 1.8.1).........ccoevvvivucieneeeereennennnn. 136
Figure 1.8.2 Condom use and HIV prevalence among sex workers in Cambodia...........cccccceevvveeeeennnnn.. 140

List of Boxes

Box 2 Examples of Critical Enabler INterventioNns..........coeiiiiiiiiiiiie e e 19
Note: See Tool 1forillustrative critical enabler activities and indicators.........cccccceevvvviiiiiinieeeeeeeeeininnen, 19
Box 3 Recommended Combination Prevention Programme for Sex Workers.........cccooeveeeiiiiiiiiiiiiiineenns 20
Box 4 Recommended Combination Prevention Programme for Men Who Have Sex with Men.............. 21
Box 5 Recommended Combination Prevention Programme for Transgender People..........cccccceeevvvunneens 22
Box 6 lllustrative Description of Inputs Needed for Monitoring and Evaluation of HIV Programmes for

I o T o TU = ie o PO PPN 29



Box 1.2.2 Sample checklist of questions forassessing the usefulness of available surveydatafor

monitoring and evaluation of HIV prevention programmes.......ccooeevveeeiiiiienieeeeeeieeereseeeeesee e 59
Box 1.2.3 Baseline estimates of condom use among sex workers in countries that reported indicatorto

O N AT 0 RS 60
Box 1.3.1 Checklistforsocial enablers based onthe National Commitments and Policy Instrument (NCPI)
........................................................................................................................................................ 69
Box 1.3.2 Illlustrative definition of what is meant by “reached with a service” ..............uuveieiiiiieininiiennnnn. 71
Box 1.3.3 lllustrative Operational Definitions of Critical Enabler Interventions............cccooeeeiiiiiiiiiiiinnnnns 73
Box 1.5.1 Universal quality standards which should be applied across all services: .........ccceeeeeeeervevnnnnnnn. 93
Box I.5.3 Indicators for assessing the quality of services for the key population..........ccccoooeviiiiiins 96
Box 1.6.1 Requirements for specifying and monitoring output indicators.........c...ccoevvviiiieiineeeeeeeeennnnnn, 102
Box 1.6.2 Definitions of coverage iNdiCators..........ooi i iiiie e 108
BoX 1.7.4 Sampling MEthOdS .......uniieiie e et e e e e e s 125
Box I.7.5 Characteristics of eValUations..........eieeiiiiiiiicie e e e e ea s 129
Box 1.7.6 Features and considerations for probability designs............ccoeeiiiiiiiiiiiii e, 130
Box 1.7.7 Quasi-experimental plausibility design features and considerations...........ccccceeeveeeeveeiinnnnnn. 131
Box 1.7.8 Pre-post plausibility design features and considerations............cccoeeeeiiiiieeeiiiiiie e, 131
Box 1.7.9 Summary table for comparing indicator data...........ccouvviiiieiiiiiiiiccee e 133
Box 1.8.2 Tailored products/methods for disseminating evaluation findings ............cccvvvvvvvvvereveeneennnn. 142

Vi



Acknowledgements

This documentrepresents the result of alarge individual and multipleagency collaboration.
Organizationsinclude WHO, UNFPA, UNODC, UNDP, UNAIDS Secretariat, Global Fund, ICASO, USAID,
CDC, PEPFAR, DFID. Individuals include civil society representatives, colleagues workingin the field,and
consultants. Currentand former members of the working group include: Sharon Weir (co-chair,
University of North Carolina); Keith Sabin (co-chair, WHO); Abu Abdul-Quader (CDC); Maria Au (USAID);
Ludo Bok (UNDP); Jenny Butler (UNFPA); Alison Crocket (UNAIDS Secretariat); ThuVan Dinh (USAID);
Sandra Kuzmanovska (Global Fund); Silvio Martinelli (Global Fund); Kevin O’Reilly (WHO); Marleen van
derRee (UNFPA); Miriam Sabin (UNAIDS); Otilia Scutelniciuc (Government of Moldova); Mary Ann
Torres (ICASO); Igor Toskin (WHO); and Cheikh Traore (UNDP). Consultants and UNC graduate students
providing assistance include Matt Avery, Zulfiya Chariyeva, Laililrani, Andrew Kerkoff, Jill Lebov, Virginia
Loo, Leigh Ann Miller, William Miller, Greet Peersman and Tobi Saidel. People inJamaicawho
contributed to piloting the guidelines include Peter Figueroa (University of the West Indies) and
Sharlene Jarrett (Ministry of Health). We also want to thank Antonio Gerbase (WHO) and Annette
Verster (WHO) for theirongoing advice and comments and Deborah Rugg for sparking this effortin 2009
as a task force reporting to the Monitoring and Evaluation Reference Group.

vii



List of Acronyms

AIDS
ART
BSS
CDC
DFID
FHI
GARPR
GFATM
HIV
IBBS
IEC
M&E
Mis
NGO

ol
PLACE
PPA
PLHIV
QA/al
RDS

STI

T8

TOR
UIC
UNAIDS
UNDP
UNFPA
UNGASS
UNODC
UNICEF
USAID
WHO

acquiredimmunodeficiency syndrome
antiretroviral therapy

behavioural surveillance system

United States Centresfor Disease Control and Prevention
UK DepartmentforInternational Development
FHI 360

Global AIDS Response Progress Reporting

The Global Fund to Fight AIDS, Tuberculosis and Malaria
humanimmunodeficiency virus

integrated biological and behavioural survey
information, education, and communication
monitoring and evaluation
managementinformation system
nongovernmental organization
opportunisticinfections

Priorities for Local AIDS Control Efforts

Priority Prevention Areas

people living with HIV

quality assurance and quality improvement
respondent-driven sampling

sexually transmitted infection

tuberculosis

terms of reference

unique identification code

Joint United Nations Programme on HIV

United Nations Development Programme

United Nations Population Fund

United Nations General Assembly Special Session
United Nations Office on Drugs and Crime

United Nations Children’s Fund

United States Agency for International Development
World Health Organization

viii



A. Rationale: We Need to Improve Monitoring & Evaluation of Programmes!

Sex workers, men who have sex with men, and transgender people are populations at higherrisk for HIV
infection. HIV and AIDS are having a disproportionate impact on these populations, includingin
countries with generalized epidemics. A systematicreview of datafrom 38 low- and middle-income
countries found that men who have sex with men were, on average, 19 times more likely to have HIV
than the general population (Baral, 2007). Female sex workers in low- and middle-income countries are
nearly 14 times more likely to be infected by HIV compared to women of reproductive age (Baral, 2012).
Transgender people inlow-and middle-income countries are 50 times as likely to have HIV compared to
the general population (Baral, 2013). Preliminary datafrom 95 countries reporting on the indicators of
the Global AIDS Response Progress Reportingin 2011 suggest that less than 20% of countries forwhich
data were available had HIV-testing coverage of sex workers of 80% or greater. Even poorer availability
and uptake of testing services was reported formen who have sex with men, with less than 10% of
countries reporting 80% or greater coverage (UNAIDS, 2012a). Men who have sex with men,
transgenderpeopleand sex workers also face harsh legal and policy environments while having poor
access to justice and services. Thisincreases their vulnerability to HIV and decreases their ability to cope
with consequences of HIV (World Bank, 2011).

In 2012 UNAIDS produced a new tool called “Investing for results. Results for people”, which was
developed to assist countriesin decision-making with respect to the allocation of resourcesin the AIDS
response (UNAIDS, 2012b). The new investment approach supported by this tool aims to facilitate
decision making by countries to ensure their HIV responses are optimally responsive to the national and
local context of their unique epidemic patterns and to assist countries to setclear prioritiesin resource
allocation, inaccordance with national objectives in curbing the epidemic. Amongthe basic programme
activitieswhich need to be delivered atappropriate scale to respond to the local epidemiological
contextare integrated programmes directed towards key populations.

The primary objective of thisdocumentisthe scale up of monitoringand evaluation of HIV prevention
programmes serving sex workers, men who have sex with men, and transgender populations. Currently
thereislimited information onthe implementation of programmes forthe prevention and treatment of
HIV infection amongthese populations. Few countries monitorthe determinants of transmission, fewer
monitorthe quality and adequacy of programmes delivered to meet the needs of these populations, and
fewerstill rigorously assess whetherthe programmes actually contribute to the reduction of HIV
transmissionin key populations. Agood monitoring and evaluation system can measure these enabling
environments, the availability and quality of services, guidefocused programmeimplementation, and
assess effectiveness.
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Further information on why we need to improve monitoring and evaluation of HIV programmes:

e Baral S,Sifakis F,Cleghorn F, et al.,(2007), Elevated risk for HIV infection among MSM in low- and
middle-income countries: A systematic review. PLOS Medicine.

e Baral S,Beyrer C, MuessigK, et al., (2012), Burden of HIV among female sex workers in low-income
and middle-income countries: a systematic review and meta-analysis; The Lancet.

e Baral,S, Poteat T, Stromdahl S, et al., (2013), Worldwide burden of HIV in transgender women: a
systematic review and meta-analysis. Lancet Infect Dis.

e UNAIDS, (2012a), Together we will end AIDS.

e UNAIDS, (2012b), Investing for results. Results for people.

e The World Bank, (2011), The Global HIV Epidemics among MSM.

e UNDP, UNAIDS, (2012), Understanding and acting on critical enablers and development synergies.

B. Purpose of the Operational Guidelines

The purpose of these Guidelinesis to provide operational guidance for monitoring and evaluation (M&E)
of HIV prevention programmes for:

e Sexworkers
e Men whohave sex with men
e Transgenderpeople

Sex workers include “female, male and transgender adults and young people (18 years of age and
above) whoreceive money orgoodsin exchange for sexual services, eitherregularly or
occasionally”(UNAIDS, 2012). Sex work is consensual sex between adults, which takes many forms, and
varies between and within countries and communities. Sexwork may vary in the degree towhichitis
formal or organized.

Men who have sex with men is an inclusive publichealth construct used to define the sexual behaviours
of maleswho have sex with other males, regardless of the motivation forengagingin sex or
identification with any or no particular “community”. The words “man” and “sex” are interpreted
differentlyin diverse cultures and societies, as well as by the individuals involved. As aresult, the term
men who have sex with men covers a large variety of settings and contexts in which male-to-male sex
takes place. Perhaps the mostimportant distinction to make isone between men who share anon-
heterosexual identity (i.e. gay, homosexual, bisexual or other culture-specific concepts that equate with
attractionto othermen) and menwhoview themselves as heterosexual but who engage in sex with
othermalesforvariousreasons (e.g. isolation, economiccompensation, sexual desire, gender scripts)
(WHO, UNDP, UNAIDS, MSMGF, 2011).

Transgender is an umbrellaterm for persons whose genderidentity and expression does not conformto

the norms and expectations traditionally associated with the sex assigned to them at birth. Transgender
people may self-identify as transgender, female, male, transwoman ortransman, trans-sexual, hijra,
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kathoey, waria or one of many othertransgenderidentities, and may expresstheirgendersinavariety

of masculine, feminine and/orandrogynous ways (WHO, UNDP, UNAIDS, MSMGF, 2011).

6x 1 Focus on Adolescents

Provision of services to adolescents (age 13-19) must be adapted based on theirlack of
at higherrisk may notcome to staticservice delivery points, and services may need to be

information and commodities are taken tothem). Thus, the essential package of targeted HIV

to consent, or ‘competence’ to provide consent, to medical interventions and treatment, and
Q\etherothers should be involved in decision making on their behalf.

\

experience in negotiating use of services and, in some instances, legal barriers to use. Adolescents
specifically targeted forthem and provided on an outreach or mobile basis (where health services,
preventioninterventions for key populations should be adolescent friendly and accessibleforall

adolescents from key population whatever their age, legal or socio-economicstatus. In addition,
policymakers and health care providers need to consider whetheran adolescent has the capacity

/

The ultimate aimisto increase the ability of sex workers, men who have sex with men and transgender

people to prevent HIV infection, achieve full health, and realize their humanrights.

The specificobjectives of the guidelines are to:

e Supportmonitoringand evaluation systems that are responsive tolocal HIV epidemics among

sex workers, men who have sex with men, and transgender people;
e Functionasan advocacy tool to lobby forthe inclusion of monitoring and evaluation of HIV

programmes forsex workers, men who have sex with men and transgender people in existing

M&E systems;

¢ Provide guidance for monitoring and evaluation of prevention programmes at three levels: the

national, sub-national, and service delivery level;

¢ Recommend indicators for monitoring and evaluating HIV prevention programmes at the
national, sub-national and service delivery level;

e Describe methods to estimate indicators and genericformsto collectindicator data;

¢ Include methods that facilitate meaningful involvement of men who have sex with men, sex
workers, and transgender peoplein monitoring and evaluation of HIV programmes;

¢ Incorporate experience-based and qualitative evidence as monitoringand evaluation data
sources;

¢ Encourage timely sharing of databetween national/sub-national and service delivery levels;

¢ Promote the use of programme implementation pathways using input-output-coverage models;

¢ Facilitate use of the guideline with simple checklists, decision trees, and examples;
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e Provide methodsthan canbe usedto identify and prioritize questions for operations and
effectivenessresearch; and
e Providelinkstorelevanttoolsandresources.

The guidelines assume threelevels of monitoringand evaluation that require coordination—national,
sub-national and service delivery levels. The M&E system should assistin decision making, and not
simply be used forreportingto government, stakeholders and donors. The objectives of monitoringand
evaluation ateachlevel are described below:

e Nationallevel: Toreview the epidemiology of the HIV epidemicamong sex workers, men who have
sex with men, and transgender people; identify the sub-national areas of the country where
prevention programmes are most needed; monitorthe inputs, outputs and outcomes of
programmesinthese areas that provide servicesto men who have sex with men; identify the
programmes that decrease transmission risk; and work strategically with partners toimplement
effectiveinterventions at sufficient scale to reduce HIV transmission among sex workers, men who
have sex with men, and transgender peopleinamannerthat respects humanrights;

e Sub-national level: Toreview the local epidemiology of the HIV epidemicamong men who have sex
with men, sex workers, and transgender people; monitor programme inputs, service quality,

outputs, service coverage, and programme outcomes among sex workers, menwho have sex with
men, and transgender people in the area; and

e Service delivery providerlevel: To monitor programme inputs at the service delivery level, monitor
the quality of services, monitor service delivery outputs, and, where feasible, to monitorchangesin
behavioural, environmental, and disease outcomes among personsin the catchmentarea of the

service delivery provider.

These Guidelines apply to countries with low-level, concentrated, and generalized HIV epidemics. These
guidelines are compatible with the 12 components of a functional national M&E system (UNAIDS 2008)
depictedinthe figure below. The people, partnerships and planning (the outercircle) relevant for M&E
of HIV Programmes for key populations should include members of the key populations, advocacy
organizations and groups working on programme to improve the legal and policy environment.
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Figure 1 Organizing Framework for a Functional National HIV M&E System — 12 Components

Organisational
structures with M&E

M&E plan

Courtesy of UNAIDS (2008)

These Guidelines are a companion document to:

e UNAIDS Guidance Note on HIV and Sex Work (UNAIDS April 2012)
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2009/JC
2306_UNAIDS-guidance-note-HIV-sex-work_en.pdf

e Preventionandtreatment of HIV and other sexually transmitted infections among men who
have sex with men and transgender people. Recommendations fora publichealth approach
(WHO, UNDP, UNAIDS Secretariat, MSMGF 2011)
http://whglibdoc.who.int/publications/2011/9789241501750_eng.pdf

e Preventionand Treatment of HIV and other Sexually Transmitted Infections for Sex Workersin
Low- and Middle-income Countries. Recommendations fora publichealth approach (WHO,
UNFPA, UNAIDS Secretariat, NSWP 2012)
http://apps.who.int/iris/bitstream/10665/77745/1/9789241504744 eng.pdf

e Investingforresults. Results for people (UNAIDS 2012)
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2012/)
C2359 investing-for-results_en.pdf

o UNAIDS Action Framework: Universal Access for Men who Have Sex with Men and Transgender
People (UNAIDS 2009)
http://data.unaids.org/pub/report/2009/jc1720_action_framework_msm_en.pdf
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http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2009/JC2306_UNAIDS-guidance-note-HIV-sex-work_en.pdf
http://whqlibdoc.who.int/publications/2011/9789241501750_eng.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2012/JC2359_investing-for-results_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/2012/JC2359_investing-for-results_en.pdf
http://data.unaids.org/pub/report/2009/jc1720_action_framework_msm_en.pdf

A Framework for Monitoring and Evaluating HIV Prevention Programmes for Most-At-Risk
Populations (UNAIDS 2008)
http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/manual/2008/jc1519
_framework_for_me_en.pdf

U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) Technical Guidance on Combination
HIV Prevention for Men Who Have Sex with Men (PEPFAR May 2011)
http://www.pepfar.gov/documents/organization/164010.pdf

Monitoring and Evaluation Toolkit Part I and 2 (Global Fund 2011)
http://www.theglobalfund.org/en/me/documents/toolkit/

Operational Guidelines for Monitoring and Evaluation of HIV Programmes for People who Inject
Drugs (UNAIDS in press)

Further information on the purpose of the Guidelines:

e  UNAIDS (April 2012). Guidance Note on HIV and Sex Work.
http://www.unaids.org/en/media/unaids/contentassets/documents/unaidspublication/200
9/JC2306_UNAIDS-guidance-note-HIV-sex-work_en.pdf

e WHO, UNDP, UNAIDS Secretariat, MSMGF (2011).Prevention and treatment of HIV and
other sexually transmitted infections among men who have sex with men and transgender
people. Recommendations for a public healthapproach
http://whglibdoc.who.int/publications/2011/9789241501750_eng.pdf
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C. Content of the Guidelines

The Guidelines are presented in four parts:

e Introduction containsan overview of the guideline.

e Volume 1 “Operational Guidelines for Monitoring and Evaluation of HIV Programmes for Sex

Workers, Men Who Have Sex with Men and Transgender People: Nationaland Sub-National Leve

contains:

III

0 Introductiontothe Guidelines
0 Anoverviewofkeyconceptsincludingthe “8Step PublicHealth Questions Model”
0 Guidance fornational and sub-national levels for each of the 8 Steps. Foreach step,

guidance is provided on the following:

Rationale —Why is this step important?

Flowchart of Key Questions, Methods and Data Use

How to answerkey questions and use data: Overview for Step
Methods and Tools

Products and data use

Additional information

0 Appendixof all tools referenced throughout the Guidelines, a glossary of terms, and

reference materials.

e Volume 2 “Operational Guidelines for Monitoring and Evaluation of HIV Programmes for Sex
Workers, Men Who Have Sex with Men and Transgender People: Service Delivery Level” contains:

0 Introductiontothe Guidelines
0 Anoverviewofkeyconceptsincludingthe “8Step PublicHealth Questions Model”
0 Guidance forservice delivery providers foreach of the 8 Steps. For each step, guidance is

provided onthe following:

Rationale —Why is this step important?

Flowchart of Key Questions, Methods and Data Use

How to answerkey questions and use data: Overview for Step
Methodsand Tools

Products and data use

Additional information

o Appendix containsall tools referenced throughout the Guidelines, a glossary, and references.
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D. Causal Pathway: From Programmes to Prevention

The causal pathway below illustrates how a combination prevention programme reduces HIV
transmission among key populations. An effectivecombination prevention program will ultimately
reduce biologicrisk of HIV transmission and lead to fewer new infections.

Figure 2 Causal Pathway from Programmes to Prevention

Reduce
Biologic
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and/or
Exposure to HIV

Implement
Combination

Prevent

transmission of
HIV

Prevention
Programme

Effective HIV prevention programmes for key populations must ultimately reduce biologicexposure to
HIV and/or biologicsusceptibility to HIV. Exposure and biologicsusceptibility are also called biologic
determinants of HIV transmission. Exposure to HIV refers to the amount of HIV that a person comes
into contact with eitherthrough sex orsharing needles. Biologicsusceptibility referstothe extentto
which a person has biological factors, such as genital ulcer or other sexually transmitted infection, that
increase the risk that HIV will be transmittedif apersonisexposedto HIV. Reducingthe HIV viral load
ina personwhoisinfected reducesinfectiousness, thereby reducing partners’ HIV exposure.

The main strategies forreducingthe biologic determinants of HIV transmission are to:

e reducethe numberof unprotected sex acts, particularly between HIV-discordant partners
e increase the use of condom-compatible (such as water-based) lubricants during sex

e increase the effective treatment of sexually transmitted infections

e reduce viral load amongthose infected viaappropriate anti-retroviral treatment

e reduce the use of non-sterile injecting equipment.

In orderto evaluate whetheraprogramme has been successful in preventing new infections among key
populations, indicators measuring whether these strategies have changed the biological determinants
must be monitored. Indicatorsforthese strategies are called outcome indicators andinclude indicators
of condom use, sexually transmitted infections,and proportion of peoplerequiring treatment who
receive appropriate anti-retroviral treatment.

A description of the combination prevention programme isinthe nextsection.
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E. The Recommended Combination Prevention Programme for Key
Populations

The recommended programmaticresponse for key populationsisacombination HIV prevention
strategy. A combination HIV prevention programmaticresponse seeks to achieve maximum impacton
reducing HIV transmission by combining behavioural, biomedical, and structural strategies that are
human rights-based, evidence-informed, and community-led. Programmes are tailored to local needs
and conditions; focus resources on programmaticand policy actions to address bothimmediaterisks
and underlying vulnerability; and, are thoughtfully planned and managed to operate synergistically and
consistently on multiplelevels (i.e., individual, relationship, community and society). Combination
prevention mobilizes the local community, the private sector, government and global resourcesina
collective undertaking; requires and benefits from enhanced partnership and coordination; and,
incorporates mechanisms forlearning, capacity-building and flexibility in orderto permit continued
programme improvement overtime (UNAIDS, 2008).

A combination prevention strategy recognizes that a variety of activities are needed to reduce HIV
transmission. A combination prevention strategy includes interventions toimprove the social
environment (socialenablers) and improve the quality of programmes (programme enablers) as well as
basichealth servicesincluding clinic-based and outreach-based services. The term “critical enablers”
includes social and programme enablers and addresses factors often referred to as contributing factors
or underlying determinants.

Figure 3 Combination Prevention Programme
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“Social enablerinterventions” create an environment conducive to an effective HIV/AIDS response by
addressing:

e restrictive lawsand policies

e stigmaand discrimination

e poverty

o lliteracy

e lack of social support

e lack of protective orsupportive laws and policies for key populations
e violence

e political instability

e hostilesocial orlaw enforcementenvironments forkey populations
e co-morbid conditions thataffect vulnerability (i.e. mental illnesses)
o lack of knowledge about methods to preventinfection.

“Programme enabler” interventions address factors that limit the availability, acce ptability and quality
of servicessuch as:

o thelack ofinvolvement of men who have sex with men, transgender people, and sex workersin
programme planning and implementation

e poor attitudesamongservice delivery providers
poor quality of services such as long waits to see providers

o lack of knowledge among providers.

Afterappropriate consultation with communities and other stakeholders, each country should specify
the nationally recommended combination prevention programme of services and interventions for each
key population and disseminate a description of the programme widely.

In addition, the country should specify an operational definition of being “reached with each service”
and an operation definition of whetherthe entire package is availablein atarget sub-national area. See
Step 3 for more information on definitions.

The proposed Combination Prevention Programmes forsex workers, men who have sex with men and
transgenderindividuals are not meantto be the final word on interventions for these populations. Given
the advancesin HIV preventionscience, itis possiblethatinterventions such as provision of
microbicides, pre-exposure prophylaxis and ultimately vaccines will become key components of the
packages once evidence of effectivess is sufficicient.

Combination prevention is often described as three complementary intervention approaches.

In practice, the three types of interventions (biomedical, behavioral and critical enabling) may be
deliveredjointlyinaclinicoroutreach settingor delivered together. Forexample, aclinicbased HIV
treatmentservice mayinclude education about condom use and information about where to access
legal services.
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Box 2 Examples of Critical Enabler Interventions

Note:See Tool 1 forillustrativecritical enableractivities and indicators

Critical enabler interventions Rationale Responsibility

Social Enablers

Politicalcommitment [ Enables political leadership to engage and raise Head ofstate’s office, parliamentarians and lawmakers,
and advocacy awareness about HIV; national political parties. Ministries of Health, Ministries of
Supports reducing HIV-related stigma; Law/ Justice, heads of province and municipalleaders.

Unhinderedservice provision to those in need

Stigma reduction Reduction indiscrimination against people living with Key populations and people living with HIV, local
HIV andkeypopulations; community leaders, activist and religious | eaders;
enables uptake of HIV prevention and treatment employers andworkers’ organisations, HIV caregivers,
services relevant government agencies —health, interior, criminal

justice, prison administration

Laws, legal polides Enables a favourable environment forthe protection of [ Humanrights groups, journalists, academia, international
and practices rights ofkey populations, such as accelerating HIV- organizations, rights organizations, bar associations, legal
related law reform, amending existing legalframeworks | aid cells, human rights commissions, ombuds offices
thatare counter-productive to effective HIVresponses | Networks of people livingwith HIV and key populations,
Relevant government agencies —interior, criminal justice,
genderandwomen

Community Enables the mobilization and organization of groups Community leaders, activists, localgovernment and

mobilisation such as sexworkers and other key populations, as their | networks of people living with HIV, key populations
participationin HIV prevention services is essential

Local responses to Enable positive changesatthe locallevel byaddressing | Traditional leaders, local dedsion-makers, religious

changetherisk norms, values, culture andreligious beliefs that leaders and caregivers

environment negativelyinfluence risk behaviour, such as through

community conversations

Programme Enablers

Community-centred | Enables community particdpationandensures the Communityleaders, activists, employers and workers
design and delivery sustainability of prevention and treatment programmes | organisations, local government and networks ofkey
populations
Programme Enables galvanization of support forthe behaviour Media, journalists, local community, donors, government
communication change programme activities and programme staff
Possible replication and scalingup of programme
activities
Healtheducation Develops healthyattitude and skills so learners and Ministry of education, schools, teachers, teachers, training
youth reduce their HIV risk; helps reduce stigma and institutions, private and publicschools, formaland non-
discrimination ofkey populations andpeople living formal education providers such as religious schools,
with HIV community-runschools and civil society
Genderequalityand | Enables promotion ofsafersex negotiation and Communityleaders, women, men, microfinance

gender-based violence| behaviour bytransforming harmful gendernormsand | institutions, schools, police, sexworkers, media
interventions empowerment of women and transgender people,
includingkey populations

Adapted from: UNDP/UNAIDS (2012). Understanding and acting on critical enablers and development
synergies forstrategicinvestments.
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Box 3 Recommended Combination Prevention Programme for Sex Workers

Recommended Combination Prevention Programme for Sex Workers

The following 9 “critical enabler” interventions should be implemented based on community
consultation and engagement, to achieve community-centred interventions:

e Sustained community mobilization and engagement with local sex workers to raise awareness
aboutsex workerrights

e Safespacessuch as drop-in centres

e Venue-baseddelivery of services

e Collectivenetworks and self-help groups forsex workers

e Advocacy for sex workersincludingadvocacy to increase political commitment

e Enablinglegal and policy environmentsinthe context of HIV and sex work

e Community-centred promotion and support for programmes addressing stigma, discrimination,
and violence towards sexworkers

e Programmes and efforts toreduce violence through strategies that provide redressal and (judicial)
services, including sexworker-led approaches

e Activitiestoincrease the availability, accessibility and acceptability of health services for sex
workers based onthe principles of avoidance of stigma, non-discrimination and the right to health.

The following 8 services should be available, accessible and affordable to all sex workers:

e Targeted condomand condom-compatiblelubricants promotion and distribution toincrease
correct and consistentcondom use
e TargetededucationandHIV risk reduction counselling through outreach and peer education
e STl diagnosisandtreatmentbased on WHO guidelines fortreatment of symptomaticSTls among
sex workers
0 periodicscreeningforasymptomaticSTls to female sex workers; and
0 periodicpresumptivetreatment (onlyin high prevalence settings asa temporary measure,
maximum of six months).
e Voluntary HIV testingand counselling linked to care and treatment for sex workers
e Treatmentof sex workers living with HIV based on current WHO recommendations on the use of
antiretroviral therapy forthe general population
e Programsto ensure adherence and retention among sex workers
e Harm reduction programmes based on the current WHO recommendations on harm reduction for
sexworkerswhoinjectdrugs
e Programmestoinclude sex workersin catch-up HBV immunization strategiesin settings where
infantimmunization has not reached full coverage.

Adapted from: WHO, UNFPA, UNAIDS Secretariat, NSWP (2012). Prevention and treatment of HIV and
othersexually transmitted infections for sex workersin low- and middle-income countries
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Box 4 Recommended Combination Prevention Programme for Men Who Have Sex with Men

The following5 “critical enabler” interventions should be implemented based on community
consultation and engagement, to achieve community-centred interventions:

e Individual-level and community level interventions including:
0 empowermentactivities
0 outreach
0 smallgroupsessionsand
0 leadership activities.
e Venue-based outreach strategies to decrease risky sexual behaviourand increase uptake of HIV
testingand counsellingamong men having sex with men
e Promote and supportenablinglegal and policy environmentsin the context of HIV and men having
sex withmen
e Promote and support programmes addressing stigma, discrimination, and violence towards men
having sex with men
e Healthservices made available, accessible & acceptable to men havingsex with men based on the
principles of avoidance of stigma, non-discrimination and the right to health.

The following 9 services should be available, accessible & affordable to all men who have sex with men:

e Targeted condomand condom-compatible lubricants promotion anddistribution toincrease
correct and consistent condom use during anal intercourse
e Targeted education and risk-reduction counselling through outreach and peer education
e STl prevention andtreatment based on WHO guidelines for treatment of symptomatic STlsamong
men who have sex with men
0 periodictestingforasymptomaticurethral and rectal N. gonorrhoeae and C. trachomatis
infections using nucleicacid amplification tests (NAAT)and
0 periodicserological testing forasymptomaticsyphilisinfection.
e Community-based HIV testing and counselling linked to care and treatment
e Treatmentof menwho have sex with men living with HIV based on current WHO
recommendations on the use of antiretroviral therapy forthe general population
e Programsto ensure adherence and retentionamong men who have sex with men
e Evidence-based brief psychosocialinterventions involving assessment, specificfeedback and advice
made available to men having sex with men with harmful alcohol or other substance abuse.
e Harm reduction programmes based onthe current WHO recommendations on harm reduction for
men who have sex with menwhoinjectdrugs.
e Programmestoinclude men havingsex with menin catch-up HBV immunization strategiesin
settings where infantimmunization has not reached full coverage.

Adapted from: WHO, UNDP, UNAIDS Secretariat, MSMGF (2011). Prevention and treatment of HIV and
othersexually transmitted infectionsamong men who have sex with men and transgender people.
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Box 5 Recommended Combination Prevention Programme for Transgender People

The following 5 “critical enabler” interventions should be implemented based on community consultation and
engagement, to achieve community-centred interventions:

Individual-level and community level interventions including:

0 empowerment activities

0 outreach

0 small group sessions and

0 leadership activities.
Venue-based outreach strategies to decrease risky sexual behaviour and increase uptake of HIV testing and
counselling among transgender people
Promote and support enabling legal and policy environments in the context of HIV and transgender people
Promote and support programmes addressing stigma, discrimination, and violence towards transgender
people
Health services made available, accessible and acceptable to transgender people based on the principles of
avoidance of stigma, non-discrimination and the right to health.

The following 10 services should be available, accessible and affordable to all transgender people:

Targeted condom and condom-compatible lubricants promotion and distribution to increase correct and
consistent condom use during intercourse
Targeted education and risk-reduction counselling through outreach and peer education
STI prevention and treatment based on WHO guidelines for treatment of symptomatic STls among
transgender people

0 periodic testing for asymptomatic urethral and rectal N. gonorrhoeae and C. trachomatis

infections using NAAT and

0 periodic serological testing for asymptomatic syphilis infection.
Community-based HIVtesting and counselling linked to careand treatment
Treatment of transgender people living with HIV based on current WHO recommendations on the use of
antiretroviral therapy for the general population
Programs to ensure adherence and retention among transgender people
Evidence-based brief psychosocial interventions involving assessment, specific feedback and advice made
available to transgender people with harmful alcohol or other substance abuse.
Harm reduction programmes based on the current WHO recommendations on harm reduction for
transgender people who inject drugs
Promote and support programmes enabling transgender people who inject substances for gender
enhancement to use sterile injecting equipment and practise safe injecting behaviours to reduce the risk of
infection with bloodborne pathogens such as HIV, hepatitis B and hepatitis C
Programmes to include transgender people in catch-up HBV immunization strategies in settings where
infant immunization has not reached full coverage.

Adapted from: WHO, UNDP, UNAIDS Secretariat, MSMGF (2011). Prevention and treatment of HIV and
othersexually transmitted infections among men who have sex with men and transgender people.
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F. Usinga Programme Impact Pathway to Monitor a Combination

Prevention Programme

A simple programme impact pathway isillustrated below. The pathway illustrates the key activitiesin

monitoring and evaluation:

e |nputmonitoring

e Service availability mapping

e Qutputmonitoring

e Programme coverage

e Outcome monitoring of HIV exposure and susceptibility

e Impact monitoring of HIV infection.

Figure 4 Simple Programme Impact Pathway
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Each type of monitoringand evaluation—input monitoring, output monitoring, outcome monitoring and
impact monitoring—relies on quantitative indicators of programme progress. These can be
supplemented with qualitative assessments. Indicator standards developed by UNAIDS (see UNAIDS

Indicator Standards, 2010) include:

Standard 1. The indicator is needed and useful

Standard 2. The indicator has technical merit

Standard 3. The indicatoris fully defined

Standard 4. The indicatoris feasibleto collectand analysedata
Standard 5. The indicators have been field tested or used in practice.
Standard 6: The indicator setis coherent and balanced overall
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Useful indicators should indicate whethera programme has beenimplemented, who has beenreached,
whetherthe programme works, orwhere itneedsto be improved. Inputand outputindicators are exact
numbers such as numbers of condoms distributed or number of peopletested and use dataroutinely
collected ordata from special studies. Inputand outputindicators should be verifiablethough data
quality audits (DQA’s). See Data Quality Audit Tool (DQA): Guidelines for Implementation (Measure
Evaluation, 2008).

Coverage, outcome and impactindicators such as HIV prevalence, percentage of consistent condom use,
or coverage rate (based on size estimation as the denominator) are usually estimated from surveys or
special studies.

Input, output, coverage, outcome and impactindicators comprise anindicatorset which measures
differentelements of a programme. It may be bestto start with a few indicators which provide key
information about the programme. Once the basics are in place, additional indicators may be added, if
needed, and asresources and capacity permit. See Step 3 for more information on target-setting and
Step 6 fordefining outputindicators.

Throughoutthese Guidelines, specificrecommendations are made to help with selecting appropriate
indicators. In addition, Tools 22 (pg. 193) and 23 (pg. 202) list measures which can be used at the
national, sub-national and/orservice delivery levels. These listsincludethe indicators required by
UNAIDS, the Global Fund and PEPFAR. As the focus of these Guidelines is primarily on HIV programmes
as prevention, indicators for treatment, care and support programmes are not included here.
Monitoring and evaluating of individuals enrolled in HIV care and treatment programmes should refer to
the existing national programme protocols.

In accordance withthe “Three Ones” principles (UNAIDS, 2004), countries are working towards one
country-level M&E system. Applying this principletoindicator selection means thatindicators should be
selected as much as possible from existing indicators.

The indicatorsinthese Guidelines (Tools 22 and 23) include additionalindicators not used in global
reporting that may be helpful in monitoring programmes. These indicators are directly linked to the
programme impact pathway. Because programme implementation pathways are developedin
collaboration withimplementing partnersincluding members of the key populations, pathways and
indicators will differ from country to country. The list of indicatorsinthe appendixis designed to be
illustrative of aset of indicators that monitor key points along the pathway. Consistent monitoring of
these indicators willidentify where there are bottlenecks and where additional attentionis needed.

Data on the HIV epidemicand prevention activities for vulnerable populations are often scarce, causing
many people toforgetaboutthe importance of the data quality. Data users should be aware of the size
of the sample from which the datawas collected, whereit was collected, how participants orservices
were selected, interviewertraining, missing data, the investigators’ possible conflicts of interest, and
otherbiases orfactors that might compromise the quality of the dataat hand.
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Figure 5 provides amore detailed overview of the programme impact pathway fora combination HIV
prevention strategy. Indicators are included for each part of the pathway. All programme impact
pathways reveal the logical sequencefrom programme inputs to outputs to outcomes toimpacton HIV
incidence. Reductionin HIV transmission is always the ultimate objective. Sometimes this cannot be
achieved without addressing the mostimportant contributing social and programme factors.

Separate pathways can be written forthe entire country, each sub-national areaand foreach service
delivery provider. A service delivery pathway should include the entire pathway from inputstoimpactin
orderto show the logicofits work. The pathway should identify which parts of the full pathway are
addressed by the providerand which indicators it will measure. However, service delivery providers are
not expected to develop and monitor outcome orimpactindicators. If capacity exists, the service
delivery provider should monitor 1-2 outcome indicators such as condom use or STl cases.
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Figure 5 General Programme Impact Pathway for Key Populations

If the required inputs are available and a combination prevention programme of services and critical enabler interventions delivered at
sufficientscale to achieve output and coverage targets, then outcome indicators will show a decrease in the biologic determinants of HIV

transmission, and fewer people will become infected.
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G. 8 Step Public Health Questions Model of Monitoring and Evaluation

The 8 step publichealth questions modeldescribes the steps necessary to design aninformed
programme implementation pathway. The 8 stepsfollow a “Plan, Monitor, Evaluate” approach. The

objectives for planning, monitoring and evaluation are listed below, adapted for key populations.

Steps 1-3: Plan: “Based on what we know about the HIV epidemic, what should we be doing to reduce
HIV transmission among men who have sex with men, sex workers and transgender people?

Specificobjectives are to:

Describe HIV prevalence among sex workers, men who have sex with men, and transgender
peopleinthe country andidentify sub-national areas with the highest prevalence of infection
Estimate the number of sex workers, men who have sex with men, and transgender people
nationally andin each sub-national area

Estimate baseline indicators forincreased risk of exposure orsusceptibility to HIV infection (for
example, condom use, unprotected anal sex, co-infection with another STI)

Identify critical enablers thatimpede orsupport the implementation of high quality, accessible
and acceptable community-led programmes

Adapt as appropriate the recommended combination prevention programme foreach
populationincludingrecommended services and critical enablerinterventions (See boxes 3-5)
Create a programme impact pathway that reflects the recommended national programme

Set coverage, outcome and impact targets based on the programme implementation pathway,
service availability maps and HIV testing and treatment cascade.

Steps 4-6: Monitor: “What activities are we implementing? Are we doing them right?”

Specificobjectives are to:

Conductinput and output monitoring to assess whether programme inputs are adequate to
meet outputtargets and whetheroutputtargets were achieved

Documentimplementation of critical enablerinterventions

Calculate coverage estimates to assess the extentto which key populations are reached with
servicesinthe package

Assess the quality of services that are provided

Conduct process monitoring and evaluation: use the programme implementation pathway, HIV
testing and treatment cascade, service availabilitymaps and “Plan-Do-Check-Act” cycles to
identify where toimprove programmes

Steps 7-8: Evaluate: “Are programmes effective?”

Specificobjectives are to:

Determine whetherthe risk of HIV infection has decreased among key populations
Determine whetherthe critical enablerinterventions have improved the environment

Assesswhetherdecreasesinriskare due tothe programme
Synthesize findings in recommendations useful for planning changes
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Figure 6 Publichealth questions model applied to the HIV epidemicamong men who have sex with
men, sex workers and clients, and transgender people

JUusssssssisEEEEEEEEEEEEEEE NN EEEE RN
i “What activities are 6. Monitoring outputs and programme coverage: Are
we implementing? Are
we doing them right?”

“What should
we be doing to
reduce HIV

“Are prevention 8. Impact monitoring and evaluation:
programmes effective?” Is the combination HIV prevention

programme reducing HIV
transmission?

7. Outcome monitoring and evaluation: Are
there changes in biologic determinants of HIV
transmission? Are there changes in the enabling
environment? Are these changes due to the
programme?

output targets achieved? What proportion of men who
have sex with men, sex workers and transgender
people receive services?

5. Quality monitoring: What services and critical enabler
interventions are actually implemented? With what quality?

4. Input monitoring: What resources are needed to reach the sub-
national and national targets?

3. Know your response and set targets: How is the combination prevention
programme defined and what are the targets for outputs, coverage, outcomes
and impact?

transmission

2. Measure determinants: What are the baseline estimates of the direct biologic

determinants and critical enablers of HIV transmission?

people?

1. Know your epidemic: What is the magnitude and geographicdistribution of the HIV
epidemic overtime among men who have sex with men, sex workers, and transgender

1
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H. Introduction to Input Monitoring

Input monitoring measures whetherinputs required forimplementing a programme are available. Often
countries neglecttoidentify the resources needed for monitoring and evaluation. Every country will

have differentresource requirements. Here is a checklist that covers resources typically required for

monitoring and evaluation. Furtherinformation on how to do input monitoringisin Step 4.

Box 6 lllustrative Description of Inputs Needed for Monitoring and Evaluation of HIV Programmes for

Key Populations

Resource National Level Sub-National Level Service Delivery Level

Personnel

2-3 person M&E Unit

1-2 person M&E unit

1 person

Supplies /
Equipment / Data

1-2 computers

Internet access

Spreadsheet software

Email

Access to trainingequipment
Access to surveillance data for
each sub-nationalarea

1-2 computers

Internet access
Spreadsheet software
Email

Access to training
equipment

Access to surveillancedata

1-2 computers
Internet access
Spreadsheet software
Email

Access to training
equipment

This operational

Basic statistics

Forms development

Basic epidemiology

Basic mapping

Basic survey

Basic quantitativeanalysis

Basic statistics

Basic epidemiology

Basic mapping

Basic survey

Data management

Basic quantitativeanalysis

This operational guideline for the sub-national area guideline
This operational guideline
Skills / Training Management Management Management

Data management
Basic mapping
Basic qualitative analysis

Funding

5-10% of national programme
budget

5-10% of sub-national

programme budget

5-10% of service
delivery programme
budget

I. Introductionto Process Monitoring and Evaluation

Process monitoringreveals whetherthe activities and strategies developed as part of the planned
response are beingimplemented ontime, atthe scale required by the targets, and with sufficient

quality. Process monitoring can occur at the national, sub-national orservice delivery level. Process
monitoring compares the planned activities, timeframe, inputs, and outputs with what actually
occurred. Process monitoring identifies bottlenecks, duplications and inefficiencies and can reveal
practical solutions to problems.
One example of process monitoringisthe prevention and treatment cascade. Below isan example of a
HIV testing and treatment cascade that summarizes the magnitude of the epidemicin aspecific
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populationandthe gapsinaccess to testingand antiretroviral therapy. The cascade can be applied
conceptually orquantitatively and can be used to describe a current epidemicand care situation. In
orderto develop aprevention andtreatment cascade, the number of personsinthe population who are
infected with HIV must be estimated. This number can be estimated using the prevalence of infection
and the estimated size of the population. (See Step 1)

Figure 7 lllustrative HIV testing and treatment cascade in a country with 10,000 sex workers and
estimated HIV prevalence of 20%

2500

2000

1500

1000

Number of Sex Workers

500

Stage of Engagement in HIV Care

Adapted fromGardner EM, McLees MP, Steiner JF, Del Rio C, Burman WJ. The s pectrum of engagementinHIVcareandits
relevance to test-and-treat strategies for prevention of HIV infection. Clin Infect Dis 2011;52:793-800.

Process monitoring can alsoinclude an assessment of the quality of the services provided in addition to
an assessment of whetherservices were provided ornot. Evenif the programmesare implemented,
programme effectiveness will sufferif people do not feel welcome, if the service is not provided inan
accessible setting, if supplies run out, or if providers are not well trained. There may be high staff
turnoveramongservice delivery providers that requires frequent training and re-training. Measurable
standards of quality are necessary in orderto monitor quality. Standards should be setatthe national
level with input from experts, providers, and the population being served. Atthe national level, an
accreditation system for facilities and/ora certification for service providers could be usefulto ensure
that quality servicesare provided.

Process monitoring and evaluation are described in Steps 4-6.
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J. Introduction to Outcome and Impact Evaluation

The main objective of an outcome orimpact evaluationisto determine if the programme is makinga
difference interms of HIV transmission as measured by changesin HIV transmission (impact evaluation)
or outcome evaluation (such asimprovements in the rate of condom use). The strength of an
evaluation’s design has consequences on the conclusions that can be drawn from the study. Habicht’s
1999 article, “Evaluation designs foradequacy, plausibility and probability of public health programme
performance and impact” distinguishes between evidence from weaker designs (cross-sectional studies
or studies without acomparison group) and stronger evidence from experimental studies that randomly
assignthe interventionto some groups and not to others. While the strongerthe evidence, the better,
some designs may not be feasible. Outcome and impact evaluation may not be appropriate or
necessary capacity to conduct evaluations may not exist at the service delivery level.

Outcome and impact evaluation are described in Steps 7-8.

K. Coordination Among National, Sub-National and Service Delivery Levels

Monitoring and evaluation of combination prevention should be well-coordinated among national, sub-
national and service delivery levels. The national and sub-national levels need to share information
aboutthe course of the epidemicand aboutresults of special surveys and surveillance studies with
service providers. Service providers need to share information about reach and quality of the services
they provide sothat the national and sub-nationallevels can ensure acomprehensiveand coordinated
response.

People carrying out activitesinthese guidelines should be familiar with the monitoring and evaluation
systeminthe country where they are working and work closely withitintheir efforts. Coordinating data
collection, compilation of data, aggregation of service delivery statistics and ensuring that the data are
used fordecision makingis challenging. The M&E cycle isdynamicand complexandrequires ongoing
communication among national, sub-national and service delivery levels.

Figure 8 illustrates one possible timeframeforthe M&E cycle. The cycle should be coordinated to match
decision making periodsinthe country planning cycle.
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Figure 8 Proposed timeframe for conducting M&E activities at each level
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L. Ensuring Ethical Conduct

Ethical conduct and regard forthe welfare of those involved in M&E activities and those affected by
theirresults are of utmostimportance. M&E must provide useful information while ensuring that data
collectionand use does not worsen discrimination and stigma. Sex workers, men who have sex with men
and transgender people are already socially vulnerable and often marginalized for their behaviours. Data
collection efforts that bring attention to these populations may place them atadditional risk.

All people should be respected and treated as autonomous individuals who can and should freely make
decisions regarding their participation in M&E activities. Those directing M&E efforts should maximize
the benefits and minimize any potential harm from these activities. Individuals involved in planning or
implementing M&E activities have ethical and legal obligations to protect the privacy of their
participants. They must clearly explain to participants how they will protect and use private information.
In this context, privacy refers to the control of information aboutan individual by thatindividual; and
the right to control information about one'sselfisan aspect of autonomy.

Some common procedures that ensure that these principles are achieved when conducting
outcome/impact evaluations and research includeinformed consent, safeguards of private information
and protection of human subjects review by aninstitution authorized to do so, such as an institutional
review board (IRB). Informed consentand human subject protections are measures to ensure that the
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rights, welfare, and wellbeing of human subjectsinvolved in research are documented and protected.
In some cases, M&E activities may requireaformal protection of human subjects review when data
collection activities are classified as human subject research by qualified individuals/institutions.
However, these formal documentations are generally not necessaryin routine programming unlessitis
deemed necessary by the IRB.

However, proper procedures must be used to ensure the confidentiality and protection of private
informationin all programs, regardless of whether research is being conducted. These mayinclude
conductinginterviews in private spaces, usingidentification numbers rather than namestoreferto
individuals and storing private orindividually identifiableinformationin asecure environment. These
Guidelines recommend the use of a unique identifier code (UIC) foreach individual accessingaservice.
This guaranteesthat data cannot be linked directly to aspecificperson and allows for bettertracking of
service utilization.

M. How to use the Operational Guidelines: Where to Begin

The eight steps are not necessarily undertaken insequence. Nevertheless, steps often build onand
produce data needed forsubsequent steps. The guidelines specify when prerequisites exist for
completingastep.

Tool Ais a programme assessmentformthat can be usedtoidentify M&E priorities. Tool Aisdesigned
to help usersvisualize their progressin regard to the key M&E products. Thistool can alsohelp users
prioritize methods ordatato be collected asit may be dauntingto consider collecting all recommended
data. The toolis organized based on the 8 Step PublicHealth Question Model butthe ordercan be
modified based oninstitutional or national priorities.

The following describes the different columns that make up Tool A:

e Products: data collection products necessary for monitoring and evaluation of HIV programmes

e Availability: depends notonly whetheritexists forthe geographicarea of interest, but how
recentlyitwas created. Data lose relevance and become out-dated as time passes which is why
the Availability column specifies that the product should have been collected in the past three
years. If a particular productis more thanthree yearsold, considerrecollecting that particular
product.

e Priority Level for M&E: based onthese Guideline’s assessment regarding the importance of each
productfor monitoring and evaluation of HIV programmes

e Ranking: Use this columnto rank the most important products based on your knowledge of the
epidemicandyourresponse.

Users may findit helpfulto postTool A ina visible location and update it as necessary; it can serve asan

overarching guide through the monitoring and evaluation process. Service delivery providers may
request certain products relevantto their catchmentareafromthe national and sub-national levels.
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TOOL A. Checklist to self-assess available dataand resources mentionedin these guidelines

Country:

Key Population:

Number of Sub-National Areas Targeted for Services:

Available (past Rank Your Top 5
3 years) for: Priority Priorities
M&E Products Number | tevel Sub-
Nation| Of Sub- for

al Level National M&E National | National

Areas
Step 1 Know Your Epidemic:
Map showing geographicdistribution of population
1 p. ggeograp pop Y N Y
and size
2 Prevalence andincidence table by sub-national area Y N v
3 | Map of prevalence estimates Y N v

Step 2 Measure Determinants:

Community consultation assessment coveringissues
4 | of access, stigma, violence andidentifyingbarriersto | Y N vV
enabling environment

Survey of key population providing baseline estimates
5 of prevalence, behaviours, use of health services,and | Y N vy
perceived barriers to health

6 Policy, law, judicial redress report Y N vV

Step 3 Know your Response and Set Targets:

7 Defined combination prevention programmeincluding Y N Sy

health services and critical enablerinterventions
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Available (past Rank Your Top 5
3 years) for: Priority Priorities
M&E Products | Number Level Sub-
et et for National | National
al Level National | M&E
Areas
8 OPG‘:ratlonaIdefmltlons of rgached by aservice” and Y N Sy
critical enablerinterventionimplemented
9 Operational definitions of sub-groups for monitoring Y N vV
10 | Service availability baseline map and targets Y N vy
11 | Critical enablerinterventions at baselineand targets Y N v
12 | Coverage, outcome and impactindicatortargets Y N Y
13 | Programme Impact Pathway/ otherprocessevaluation| Y N vvv
Step 4 Input monitoring:
14 | Documentation monitoringinputs Y N Vv
15 | Gap analysis Y N v
Step 5 Quality monitoring:
16 | National quality standards Y N v
17 | Periodicassessment of service quality Y N 444
Step 6 Monitoring Outputs and Programme Coverage:
18 | Indicatorreference sheetforeachindicator Y N v
19 | Identified strategy to avoid double-counting Y N v
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Available (past Rank Your Top 5
3 years) for: Priority Priorities
M&E Products | Number Level Sub-
et et for National | National
al Level National | M&E
Areas
20 | Outputtrendsreport Y N v
21 | Service availability trend reportand map Y N v
22 | Enablingenvironment checklist: trends Y N VY
23 | Coverage trendsreport Y N v
HIV Testingand Treatment Cascade/ other process
2 ng /otherp Y N vy
evaluation
Step 7 Outcome Monitoring and Evaluation:
25 | Protocol foroutcome monitoring Y N 444
Trend analysis of outcome indicators at sub-national
26 . Y Y N vvvy
and national levels
27 | Aggregation method fornational indicators Y N vy
28 | Outcome evaluation protocol Y N v
29 | Reportof outcome evaluation Y N v
Step 8 Impact Monitoring and Evaluation:
30 | Impact evaluation protocol and report Y N v
31 | Modellingeffectiveness of HIV prevention efforts Y N v
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Volume I: Monitoring and Evaluation of HIV
Programmes for Sex Workers, Men Who Have Sex with

Men, and Transgender People: National and Sub-
National Level
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Overview of 8 Steps of M&E of HIV

Prevention Programmes (See page 25)

Planning: What can we do to reduce HIV transmission?

Step 1. Know Your Epidemic:
e  Whatis the magnitude and geographic distribution
of the HIV epidemic over time among men who have
sex with men, sex workers, and transgender people?
Step 2. Measure determinants:

e  What are the baseline estimates of the direct
biologic determinants and the critical enablers of HIV
transmission?

Step 3. Know your response and set targets:

e How is the combination prevention programme

defined and what are the targets for outputs,
coverage, outcomes and impact?

Data products from Steps 1-3:
e Map showinggeographicdistribution of population
andsize

Prevalence andincidencetableby sub-national area
Map of prevalence estimates

Community consultation assessment

Baseline estimates from surveys

Policy, law,judicial redress report

Defined combination prevention programme
Operational definitions of “reached by a service” and
critical enabler intervention implemented
Operational definitions of sub-groups

Service availability baseline map and targets

Critical enablerinterventions atbaseline and targets
e Coverage, outcome andimpactindicator targets

Programme ImpactPathway

Monitoring the response: What interventions and services are being implemented? Are they

implemented correctly?

Step 4. Input monitoring:

e What resources are needed to reach the sub-
national and national targets?
Step 5. Quality monitoring:
e What services and critical enabler interventions are
actually implemented? With what quality?
Step 6. Monitoring outputs and programme
coverage:

e Are output targets achieved? What proportion of
men who have sex with men, sex workers and

transgender people receive services?

Data products from Steps 4-6
e Documention monitoringinputs
e Gap analysis
e National quality standards

Periodic assessment of servicequality
Indicator reference sheet for each indicator
Identified strategy to avoid double-counting
Output Trends Report

Service availability trend report and map
Enabling environment checklist:trends

e Coverage trends report

e HIVTesting and Treatment Cascade

Evaluating effectiveness: Are our programmes ef

fective?

Step 7. Outcome monitoring and evaluation:

e Are there changes in biologic determinants of HIV
transmission? Are there changes in the enabling
environment? Are these changes due to the
programme?

Step 8. Impact monitoring and evaluation:

e s the combination HIV prevention programme

reducing HIV transmission?

Data products from Steps 7-8:
e Protocol for outcome monitoring
e Trend analysis of outcome indicators
e Aggregation method for national indicators
Outcome evaluation protocol

Report of outcome evaluation

Report of outcome evaluation

Impact evaluation protocol and report

Modelling effectiveness of HIV prevention efforts
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Step 1: Know Your Epidemic: What is the magnitude and geographic distribution
of the HIV epidemic over time among men who have sex with men, sex workers,
and transgender people?

A. Rationale —WHhy is this step important?

KnowingyourHIV epidemicisimportant so that M&E systems focus on monitoring the adequacy and
effectiveness of the prevention programme response in the areas where the epidemics among sex
workers, menwho have sex with men, and transgender people are concentrated. Sex workers, men
who have sex with men, and transgender people are often hidden populations. Acommon failure of
monitoring and evaluationisto limitits scope to areas where programmes are in operation ratherthan
where they are most needed. Inthisstep, anational investigation of the size, scope and geographic
distribution of the HIV epidemics among sex workers, men who have sex with men, and transgender
peopleisundertaken asthe firststepin understanding the scope for monitoring and evaluation.

B. Step 1 Flowchart of Key Questions, Methods, and Data Use (Figure 1.1.1)

1.1 How many sex workers, men = Methods:
who have sex with men and Mapping
transgender people are in the
country and each subnational area?
How is each population distributed
across sub-national areas?

Size Estimation

What will this step help you
do?

This step will help ensure

1.2 What information is available that your M&E system .
about the extent of HIV infection responds to the context, size
among these populations? and scale of the HIV

epidemics among men who
have sex with men, sex

- workers and transgender
people.
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C. How to answer key questions and use data: Overview for Step 1
Key Question ‘ Methods ‘ Data Use

How many sex workers, men

who have sex with men and 1. Mapbi e Use maps to show where
. Mappin
transgenderpeopleareinthe Pping programs should be focused
1.1 country and each subnational . L o Use size estimatestoinform
] . 2. Size estimation .
area? How is each population target setting

distributed across sub-
national areas?

e Use synthesis of surveillance
data and size estimates from
What informationisavailable | 1. Synthesis of existing Step 1.1 to identify sub-

aboutthe extentof HIV HIV prevalence data national areas with greatest
1.2 infectionamong sex workers, need for prevention services

menwho have sexwithmen | 2. Incidence e Use HIV prevalence/incidence

and transgender people? estimation methods data as baseline measures for

evaluating the impact of HIV
prevention programmes

Volume | page43



D. Methods and Tools to Answer Each Key Question

Key Question Methods Data Use
How many sex workers, men who e Use maps to show where
have sex with men and transgender 1. Mapping programs should be
- people areinthe country and each focused

’ subnational area? How is each 2.Size estimation |e Use size estimatesto
population distributed across sub- informtarget setting
national areas?

1.1.1 Mapping

Maps showing the number of sex workers, men who have sex with men, and transgender peoplein each
sub-national area can guide strategies forwhere to focus prevention and care programs.

Methods

Sex workers, menwho have sex with men and transgender people are more likely tolive in some parts
of the country than others. A national forum can be called to review available data on the location of
each population. In each sub-national areawith evidence of asignificant population of men who have
sex withmen, sex workers ortransgender people, more specificmaps can be made to identify where
programs are needed toreach the populations.

Extreme caution must be usedin developing maps so thatthey do not unintentionally harmanyone or
undermine the confidentiality of the people being served orthose providing services. Maps can draw
unwanted attentiontothe location of marginalized populations.

One approach formappinga population (included in the Priorities for Local AIDS Control Efforts (PLACE)

method) is the following:

e Holda national meetingto review available information and datain order to identify sub-national
areas where there are expectedto be a large number of each key population.

e Withineachsub-national area, ask alarge number of various types of community informants to
identify places where sexworkers, men who have sex with men, and transgender peoplecan be
reached.

o Recordthe namesandlocations of the places. Visitand characterize the placesin terms of the type
of people whovisitthe site and whetherthere is any evidence of on-site HIV prevention efforts.

e Asksexworkers, menwho have sex with men, and transgender people atthese locations about
theirbehaviour, wheretheywork, live, visit, how frequently theyattend these areas as well as why
they attend these places.

Volume | paged4



e Use theinformation onthe frequency of attendance, number of venues, and estimated number of
each populationateachvenue togeta crude estimate of the number of each key population who
visitthese venues.

e Determine whetherthe place would be suitableforoutreach activities.

e Map thelocation of each place using global positioning system (GPS) equipment and geospatial
tools such as geographicinformation systems (GIS). Geographicdata from GPS units can be
displayed on free Google Earth images or using free software such as QGIS. Indicate which venues
are high priority for preventioninterventions based on the information obtained on size, risk
behaviourand suitability for prevention programs.

Spatial datasuch as transportation networks and health care facilities may be added to maps and can be
useful forinterpreting maps. Another method for mappingthe populationisto map the number of AIDS
casesamong men who have sex with men or sex workers by neighbourhood.

Methodsfor creating mapsinclude:

e Displayinggeographiccoordinates obtained using a hand-held GPS unit on Google Earth maps
e Using GPS software such as Arc-View, Epi-Map, or QGIS to display spatial data
e Drawing maps by hand

Products
e Map showinggeographicdistribution of population andsize

A map can also show the overlap among key populations. Below isamap of a city showingthe overlap
between venues where people meet new sexual partnersand venues where people whoinjectdrugs
socialize. (Map is courtesy of MEASURE/Evaluation Project, University of North Carolina).

Figure 1.1.2 Map showing overlap between key populations
TYPES OF VENUES:

®  Both Injecting drug use & sexwork

®  Venuewith persons whoinject drugs
Sexwork only

Neithersexwork oriniectingdruguse
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Further information and guidance on mapping:

e  MEASURE Monitoringand Evaluation Systems.
http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/geographic-
information-systems

e A GeographicApproachto MappingHigh Risk Locations for Scaling Up HIV Prevention
Programme in Karnataka, a Southern Indian State.
http://www.iasociety.org/Abstracts/A2193720.aspx

e AnOverview of Spatial Data Protocols for HIV/AIDS Activities: Why and How to Include the “Where” in
YourData. http://www.cpc.unc.edu/measure/publications/MS-11-41A

e Priorities for Local AIDS Prevention Programs (PLACE), MEASURE Evaluation.
http://www.cpc.unc.edu/measure/news/the-place-method-for-m-e-of-hiv-prevention-
programs

e PLACE Mappingand Size Estimation Module, MEASURE Evaluation.
https://www.cpc.unc.edu/measure/publications/WP-11-126/at_download/document

e National Research Council (2007). Putting People on the Map: Protecting Confidentiality with
Linked Social-Spatial Data.Panel on Confidentiality Issues Arising fromthe Integration of
Remotely Sensed and Self-Identifying Data, M.P. Gutman and P.C. Stern, Eds. Washington,
D.C.: The National Academies Press. http://www.nap.edu/catalog.php?record_id=11865

e VanWey, et al (2005). Confidentiality and spatially explicitdata: Concerns and challenges. PNAS
October 25, 2005 vol. 102 no. 43 15337-15342.
http://www.pnas.org/content/102/43/15337 fll

e Guidelines on Protecting the Confidentiality and Security of HIV Information: Proceedings from
a Workshop 15-17 May 2006, Geneva, Switzerland INTERIM GUIDELINES 15 May2007.

1.1.2 Size estimation

Size estimatesare used to determinethe scale and scope of programs needed and estimate funds
required. Size estimates are also used in assessing coverage and programme effectiveness.

Estimates of the size of the sex worker population, men who have sex with men and transgender people
should be made foreach sub-national area. Size estimates are extremely useful for programme
planning, estimating burden of disease, geographic prioritisation of response, target setting, assessing
coverage and evaluating effectiveness.

Methods
Methods for estimating the size of the population of sex workers, men who have sex with men, and
transgenderpeopleineachareainclude:

e Capture-recapture method
e Nomination method
e Censusandenumeration method
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Multiplier methods
Population survey methods
Network scale-up method
Extrapolation

An overviewof the size estimation methods are in Appendix 1, Tool 2 (pg.148).The following are tips for

planningand conducting size estimations:

The most important estimates are the estimates of the population in sub-nationalareas with
evidence of alarge or growing population of menwho have sex with men, sex workers or
transgender people.

Because many of these populations are dynamicand populations may move inand out of a
programme catchmentarea, estimates should specify whether the estimateis of the number of sex
workers, menwho have sex with men, and transgender people at one pointin time (cross-sectional
estimate) orthe number of the populationinthe areaovera certain period such as one year. If the
populationisvery mobile, across-sectional estimate in one area may significantly underestimate the
numberof unique individuals that need servicesin thatareaovera 12 month period. Also, itis
useful to assess turnover of most-at-risk populations because, while the size may remain constant,
its membership may not.

The least expensive and quickest size estimation methods are those that do notrequire surveys of
the target population. Forexample, surveys of other populations may ask about sex work. Estimates
of the percentage of people who engagein sex work can be used to “multiply up” an estimate of the
total number of sex workersin the entire population.

This guidelinerecommends conducting surveys of the target population in sub-national areas with
large or growing HIV epidemics among men who have sex with men, sex workers and transgender
people. Any survey of sex workers, men who have sex with men, and transgender people conducted
for any purpose can be modified to obtain excellent estimates of the size of the population.
Information from service delivery providers can similarly be used to estimatethe size of the
populationif providers can estimate based onthe numberand characteristics of first-time and
repeatusers, what proportion of the total target population they fail to reach.

Every method hasits pitfallsandis subjectto bias. Meetings across sub-national areas to discuss
issuesinsize estimation and to share experiences and data are useful forinterpreting the data.

What are the specific challenges related to most-at-risk populations?

With many most-at-risk populations engaginginillegal or stigmatized behaviours, any data collection

activity, including estimations of populationsize, is challenging. Making size estimation aninclusive
processthat involves government and non-governmental organizations, as well as communities, forces

people to confronttheirbiases and assumptions, to make the process move forward more effectively.

One challengeis to safeguard the appropriate use of size estimations. There isavery real possibility that
reliable estimates of the numbers of druginjectors, street-based sexworkers or MSM men could lead
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not to a publichealth response, butratherto a law-enforcement response. The likelihood of this
happening depends on the national situation, butitshould be carefully considered when undertaking,
and above all when publicizing, the results of population size estimation efforts. A less damaging yet still
problematicresponseisthatauthorities will simplyignore the results of arigorous and transparent
estimation and use less robust estimates that better suit their political agendas. Public health officials
must weigh the costs of making credible estimates against the likelihood that these estimates will be
used constructively.

Many methods for estimating population sizes are based on mathematical calculations and requireno
contact with individuals. These methods are not designed to identify individuals who may be members
of groups at highrisk of HIV, or to facilitate access to those groups for programming. For ethical reasons,
however, data collection and size estimations should go hand in hand with service provision.

Products
e Populationsize estimates for each key population in each sub-nationalarea

Below isa map showingthe numberof key populationsin each sub-national area.
Figure I.1.3 Mapping Female Sex Worker Population Size by Sub-national Area in a Fictitious Country

Example: Country with 4 Sub-National Areas

Sub-national area 2:
1,000 sexworkers < 25
years

Sub-national area 4:

No information

available
Sub-national area 1:
8,000 sex workers <25
years
8,000 sexworkers age 25+ Sub-national area 3:

5,000 sexworkers <25years

5,000 sexworkers age 25+
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Further guidance on conducting size estimates:

e  UNAIDS, WHO (2010). Guidelines on Estimating the Size of Populations Mostat
Riskto HIV.
http://www.who.int/hiv/pub/surveillance/estimating_populations_HIV_risk/en
/index.html

e UNAIDS, WHO (2009) Estimation of the size of highrisk groups and HIV
prevalence in highriskgroups in concentrated epidemics. Geneva, UNAIDS.
http://www.epidem.org/Publications/Amsterdam%20Report_July%202009.pdf

e  UNAIDS (2006) M&E of HIV Prevention Programmes for Most-At-Risk
Populations. Aguide to monitoringand evaluating national HIV prevention

programmes for Most-At-Risk Populations in low-level and concentrated
epidemic settings; with applications for generalized epidemics.

Key Question Methods Products and Data Use

e Use information on geographic

What informationis clustering of infection along with size
available aboutthe 1. Synthesis of existing estimatesfrom Step 1.1 to identify
extentof HIV infection HIV prevalence data sub-national areas with greatest

1.2 amongsex workers, need for preventionservices
menwho have sexwith | 2. Incidence e Use HIV prevalence/incidence data as
men and transgender estimation methods a baseline measure for evaluating
people? the impact of HIV prevention

programmes

1.2.1 Synthesis of HIV prevalence data

HIV prevalence trends can identify sub-national areas where the need for preventionis greatest.
Baseline prevalence estimates can be used to evaluate HIV prevention programs

Methods

Trendsin HIV prevalence by geographicarea, age and otherimportant sub-groups providesimportant
insightintothe epidemicandisthe standard method for monitoring the HIV epidemicamong
populations. Trendsin HIV incidence are rarely available.

HIV prevalenceis the percentage of people inapopulation who are currently infected. Forexample, a
prevalence of 10% among transgender people indicates that 10% of all transgender people are infected
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with HIV. Changesin HIV prevalence do notindicate whetherthe numberof new infectionsisincreasing
or decreasing. Changes only indicate if the overall proportion of those infected with HIV isincreasing or
decreasing. HIV prevalence canincrease even if there are no new cases of HIV infection. Forexample,
prevalence canincrease if there is agreater uptake of testing services combined with the fact that
peoplelivelongerdue to effectivetreatment.

HIVincidence is the number of new HIV infections overa period of time in a defined populationinitially
free frominfection. Forexample, an annual incidence of 5% among transgender people indicates that
5% of all transgender peopleinitially uninfected at the beginning of the year became infected during
that year. HIV prevention programmes aim to reduce the number of new infections and thus, decrease
HIVincidence.

Monitoring HIV prevalence is usually conducted by the national unit responsible for HIV surveillance.
Existing data may be wrong or incomplete. The following tips may help toimprove the dataovertime:

e Documentthe source of the HIV testing dataand obtain copies of all protocols;

e Focuson HIV prevalence trends from the same areas using the same protocol;

o |dentify problems orirregularitiesin protocol implementation; and

e |dentifygapsindataand put into place appropriate data collection methods to addressthese.

Products

e Identification of priority prevention areas

The map below used GIS software to show the size and prevalence of the female sex worker population
by sub-national areain Guatemala. Based on this map, itwould be reasonable to focus prevention
effortsinthe fourdistricts with more than 500 sex workers.

Volume | page50



Figure I.1.4 Number of Female Sex Worker and Prevalence Estimates by Sub-national Area, Guatemala
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References: Morales-Miranda S, Hernandez B, Caal M. [Size estimation for most at risk populations: Men who have sex with men and female sex
workers in six cities in Guatemala). Guatemala City: Del Valle University, UNAIDS; 2010.

Sanchez-Viesca AF. Final report of the follow-up study: Initiative for the strengthening of HIV/AIDS prevention and treatment actions among vulnerable
groups and prioritized areas. Final report. Guatemala City: World Vision of Guatemala; Center for Strategic Health Development (CES); 2010.

Tool 3 (pg. 151) in appendix 1summarizes HIV prevalence data. Tool 3may be stored as a spreadsheet
and usedto document trends over many years. HIV prevalence estimates may be used in a Modes of
Transmission Exercise (see nextsection.) Information showing areas of the country with highest
prevalence of infection can be used to justify additional resources forareas with highest prevalence of
infection. HIV prevalence datacan be a baselinemeasure to evaluate HIV prevention programmes.

The table below isan example of Tool 3for men who have sex with men. Information fromthe number
testedin a bio-behavioural survey and the number of those who are HIV infected is shown fortwo age
groupsin each sub-national areaandinthe entire country. The two age groups are age 15-24 and age 25
and older. The table shows the estimated HIV prevalence for these age groupsin each sub-nationalarea
and inthe country using known information about the prevalence of infection and the size of the
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population. There are two sub-national areas in the table, one with 15,000 men who have sex with men
and the otherwith 35,000. In Area 1, 300 people age 15-24 and 300 people age 25 and olderwere
tested for HIV. Using the estimated number of menwho have sex with menin each age group, a total
numberof infected personsinthe areacan be estimated as well as the percentage of men who have sex
with men of all ages who are infected with HIV.

Table 1.1.1 Example of Tool 3: Summary of Size Estimates and HIV Prevalence Data by Area

Example of Tool 3:

Summary of Size Estimates and HIV Prevalence Data: Number Tested, Percent HIV Positive and Estimates
of Number of Men who Have Sex with Men Living with HIV in Each Sub-national Area

v Size Estimates Men who have Sex with Men
ear
Age 15-24 Age 25+ Total
Sub-National
2008 8000 7,000 15,000
Area 1
Sub-National
2008 20,000 15,000 35,000
Area 2
Total 28,000 22,000 50,000
Summary of Prevalence Data
. Number Number Estimated Number %
Sub-National % %
Year HIV+/ HIV+/ HIV+/ HIV
Areal HIV+ HIV+ .
N Tested N Tested Population +
RDS Study 2008 30/ 300 10% 45/300 15% | (800+1050)/ 15000 [12.3%
RDS Study 2010 36/ 300 12% 51/300 17% (960+1190)/ 15000 |[14.3%
Sub-National N HIV+/ % N HIV+/ % Estimated Number %
Area2 N Tested HIV+ N Tested HIV+ HIV+/ Population HIV+
RDS Study 2008 54 /300 18% 54 /300 18% | (3600+2700)/ 35000 18%
RDS Study 2010 54/300 18% 60 /300 20% (3600+3000)/ 35000 |18.8%
. Number Number Estimated Number
National % % %
. HIV+/ HIV+/ HIV+/
Estimates HIV+ HIV+ A HIV+
N Tested N Tested Population
(800+3600)/ (1050+2700)/
2008 15.7% 17.0% | (1850+6300)/ 50000 |16.3%
Prevalence 28,000 22000
Estimates (960+3600)/2 (1190+3000)/
2010 16.3% 19.0% | (2150+6600)/ 50000 |17.5%
8,000 22,000

Volume | page52



Volume |: National and Sub-National Level

1.2.2 Incidence estimation methods

Estimates of the number of new infectionsamong men who have sex with men and sex workers can
helpidentify targets for HIV prevention efforts.

Methods
HIV prevalence data can be used to crudely assess HIV incidence using the following methods:

Prevalence trends amongyoung people: HIV prevalence trends amongyoung people or new sex
workers better reflect actual changesinthe epidemicthantrendsamongolderpeople.

Itiscritical that M&E data are collected and disaggregated by age and sex so that the programmatic
response for most-at-risk adolescents can be monitored and evaluated. Adolescents are often
overlooked in surveillance efforts because of legalissues ora perception that adolescents are not
involved inrisky behaviours. While effort should be made toinclude adolescentsin data collection
efforts, ethical and legal obligations need to be considered when collecting data on children under
18 in most countries (see Ethical Approaches to Gathering Information from Children and
Adolescentsin International Settings: Guidelines and Resources, Population Council 2005 for more
information on this topic).

Repeated cross-sectional estimates of prevalence among age cohorts: These methods are complex
and outside the scope of these Guidelines.

Models such as the UNAIDS Modes of Transmission Analysis (MoT) tool or UNAIDS Incidence Model,
Asialmpact Model, UNAIDS Estimation and Projection Package (EPP) or UNAIDS Workbook Method.
See Tool 4 (pg. 152) for an example of the Modes of Transmission spreadsheet. These models use
data on HIV prevalence, the size of at-risk populations, and risk behaviour. The simple MOT
spreadsheet estimates the mode of transmission for the next 1000 cases of HIV infection. See Step
8 formore information.

Note that models often require categorization of individuals into one risk group and therefore do not
reflectthe complexity of the epidemic.

Products

Estimates of the number of new infections among key populations at the national or sub-national
level
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Further guidance on estimating HIV prevalence and incidence:

e UNAIDS Estimation and Projection Package:
http://www.unaids.org/en/Dataanalysis/Tools/EstimationandProjectionPackageEPP

e Mahy M, Chhea C, SaliukT, Varetska O, Lyerla R (2010). A Proxy Measure for HIV
Incidenceamong Populations atIncreased Riskto HIV. In: New Strategies and
Methods for HIV/AIDS Surveillancein Low and Middle Income Countries. jHASE
Special Issue2(1):
http://www.ieph.org/HASE/j-gateway.htm

e When and how to use assaysforrecent infection to estimate HIV incidenceata
population level (WHO/UNAIDS, 2010)
http://www.who.int/diagnostics_laboratory/hiv_incidence_may13_final.pdf

e Guidelines onsurveillanceamong populations mostat risk for HIV, (WHO/UNAIDS,
2011)
http://www.unaids.org/en/media/unaids/contentassets/documents/epidemiology/2
011/20110518_Surveillance_among_most_at_risk.pdf

E. Summary i

information
available

This step helped youto develop:

Submational area 1:
5,000 sex workers < 25

vears Subnational area 3:

8,000 sex workers 3ge 5,000 sex workers < 25 year:
22l 5,000 sex workers age 25+

d Map showing geographicdistribution of population and size
| Prevalence andincidence table by sub-national area

- —+
| Map of prevalence estimates i s
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Step 2. Measure Determinants: What are the baseline estimates of the direct
biologic determinants and critical enablers of HIV transmission?

A. Rationale —Why is this step important?

Step 2 describes how to monitorthe direct biologicdeterminants and critical enablers of HIV
transmission. Direct biologicdeterminants are the biological factors that directly increase exposure to
HIV, infectiousness, or susceptibility toinfection. Direct biologic determinants include the number of
sexual partners, co-infection with other STl and lack of condom use. Critical enablers (social enablers
and programme enablers)are the underlyingindividual, structural and community factors such as
punitive laws, policiesand practices, stigmaand discrimination, genderinequality, etc. thatindirectly
cause HIV transmission by affecting direct determinants such as condom use and untreated STI.

Figure 1.2.1 Causal Pathway from Programmes to Prevention

Implement Reduce Biologic
Combination Susceptibility

Prevent

transmission of
HIV

Prevention and/or Exposure
Programme to HIV

B. Step 2 Flowchart of Key Questions, Methods and Data Use (Figure 1.2.2)

Methods:

2.1 Direct Biologic Determinants:
What are the baseline measures
of key indicators of biologic
exposure, susceptibility and
infectiousness?

-Bio-behavioural surveys

-Analysis of service delivery data
-Qualitative methods

-Surveys and law & policy reviews

What will this step help you do?

2.2 Critical Enablers: What are
other individual, community and
structural factors contributing to This step will help to:

the epidemic?

- Monitor trends in the direct
determinants and critical enablers
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Accordingto the programme impact pathway, HIV prevention programmes will not reduce HIV transmission unless theyreduce the direct
biologicdeterminants of transmission: exposure to the virus, infectiousness, or biologicsusceptibility. Figure 1.2.3lists outcome measures that
can be used to monitorreductionsin direct biologicdeterminants and critical enablers.

Figure l.2.3 General Programme Impact Pathway for Key Populations

Required
Inputs

Funds
Commodities
Equipment
Personnel
Facilities

To provide a well-defined
package of services and

critical enablerinterventions:

Services

e Targeted condom/lubricant
promotion anddistribution

e Targeted education & risk
reduction counselling

e STl screening, diagnosis and
treatment

e Voluntary testing & counselling

e HlVtreatment

e Harmreductionfor people who
injectdrugs

e HBV / TB / other health services

Critical Enabler Interventions

o Community engagement

e Safespaces/drop-in centres

e Community networks

e Advocacy

e Legal and policy interventions
e Stigma /violencereduction

e Redressal and judicial services
e Program quality improvement

At Sufficient Scale To Achieve
Output and Coverage Targets*

Service availability in each sub-national
area:
e Map ofservicesineacharea

Outputs - Services

e HIVtestingand treatmentcascade

e Number of individuals reached by each
service

o Number of individuals reached by the
package of services

o Number of trained service delivery
providersimplementing services

e Number of personstested for HIV

Outputs - Critical Enablers
e Number of improved laws/ policies
o Number of judicial redress cases
resolved

o Number of stigma reduction
interventions

Coverage
e % of populationreached by each service
e % of populationreached by all services

Outcome Indicators* of
Direct Biologic
Determinants Decrease

% of populationengagingin

unprotected sex

e Number of new STl cases

e STlIncidence

e % of HIV positive persons
noton treatment

o Number of non-sterile

injections

t

Outcome Indicators* of
Critical Enabler
Interventions to Improve
Environment

% of population
participatingin community
engagement

® % reportingviolence
® % reporting stigma

*  Indicators shown here are illustrative.
Countries should identify the most
meaningful set of indicators to monitor
based on programme priorities.

Leadingto
Program

H»| Impact:

Reduction of
HIV
transmission
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C. How to answer key questions and use data: Overview for Step 2

‘ Key Question
Directbiologic
determinants: Whatare
baseline measures of key
indicators of biologic
exposure, susceptibility

2.1

and infectiousness?

Methods

Selection of measures
Repeated bio-
behavioural surveys
Analysis of service
delivery data

Data Use

Use measures as baselines for
setting targets (Step 3) and for
monitoringtrendsin HIV
transmission risk

Critical Enablers: What
are otherindividual,

2.2 | community and structural
factors contributing to
the epidemic?

Selection of measures
of individual, community
and structural factors
that contribute tothe
epidemic

Qualitative methods,
surveys and law & policy
reviews

Use measures of strengths and
barriers as a baseline for setting
targets (Step 3), prioritizing
actions, and monitoring progress
inaddressingbarriersand
leveraging strengths

D. Methods and Tools

2.1.1 Selection of Measures for Direct Biologic Determinants

A key productis the estimated outcome measures of each biologic determinant of HIV transmission (for
example, condom use atlast sex). Baseline measures of biologicdeterminants of HIV transmission can
be used to settargets and to monitortrends overtime. There are many indicators to measure biologic
determinants. Seethe Worksheetin Tool 5 (pg. 154). See also Steps 7 & 8. Box 1.2.2 provides achecklist
for assessing the adequacy of bio-behavioural surveys and ways to improve the value of surveys.

Methods

There isa Measure Selection Worksheetin the Appendix 1(Tools 22, pg. 193 and 23, pg. 202) that lists
the indicators that UNAIDS requests all countries to reportas well as a list of measures that can be
considered. Feedback from countries regarding the usefulness of the measure selection worksheet will
be usedto develop aset of recommended measures and to provide additional guidance on the use of
the measures.

Measure selectionincludes selecting the method for collecting the information and specifying the sub-

national areas where the indicators willbe measured. This guideline recommends focusing on sub-
national levelindicatorsinareasidentified in Step 1as areas with greatest need for prevention

Volume | page 57



Volume I: National and Sub-National Level
programming based on a review of the size of each populationin each sub-nationalareaand prevalence
trendsinthose areas.

2.1.2 Bio-behavioural surveys

The best method for obtaining data for estimating the outcome measuresis a bio-behavioural survey of
a representative sample of the population. See Box |.2.1for content of surveys. Bio-behavioural surveys
of menwho have sex with men, sex workers, transgender peopleare usually conducted every 2-3years.

Box I.2.1 Bio-behavioural surveys seekinformation about the following:

What are the socio-demographic characteristics of men who have sex with men, sex
workers, transgender people?

o Age

e Education

e Income

Whatindividual level factors affect the vulnerability of the population and could be
addressed by critical enabler interventions?
e  Mobility and homelessness

e History of incarceration
e Poverty
e Sex work
e Education level, knowledge of transmission risks
e Exposure to stigma and discrimination
e Druguse
What are the sexual behaviours of men who have sex with men, sex workers,
transgender people?
e Number of sexual partners
e Condom use
e Selling sex
e Age at first sex
Do people inject drugs?
e Frequency of drug injection and use of non-sterile needles
e Access to needle exchange programs and treatment
What is the prevalence of infection among the population?
e Prevalence of sexually transmitted infections (STIs) including HIV
e Prevalence of viral hepatitis Band C
e Number of men who have sex with men, sex workers, transgender people
living with HIV and receiving antiretroviral therapy (ART)

To what extent has the population accessed services?
e For each service, whether accessed in the past year and month

e  Whether tested for HIVin past 12 months and aware of HIV status
e  Whether participated in community strengthening activities

SeeTool 11 (pg. 175) for sample survey questions and Tools 22 (pg. 193) and 23 (pg.
202) for the measures associated with each survey question.

| page 58




Volume |: National and Sub-National Level

Box 1.2.2 Sample checklist of questions forassessing the usefulness of available survey data for
monitoring and evaluation of HIV prevention programmes

1 Are survey protocols, questionnaires and datafromall previous surveys available for use by
the national monitoring and evaluation unit?

2 Doesthe survey data include HIV test results that can be linked to survey respondents?

3 Have surveys beenroutinely conducted in the sub-national areas where the most menwho
have sex with men, sex workers, transgender peopleare thoughttolive?

4 Have the surveys been routinely conducted in the sub-nationalareas suspected of having
growingor new HIV epidemics among men who have sex with men, sexworkers,
transgender people?

5a Is the sample size sufficient (i.e., atleast 500) in each sub-national area of interest?

5b Based on information from the rapid assessment, doyou planto oversample people younger
than 25?

6a Were ethical approvals obtained for the surveys?

6b Did the surveys clearly request and obtaininformed consent from respondents?

6¢ Were incentives given for participation?

7a Is the sampling process reasonable, of scientific merit, and well described?

7b What percentage of participants refused to participate?

8a Were questions posed for measuring all of the recommended indicators?

8b Is each numerator and denominatorforeach indicatoravailable fromthe survey data?

9a Were results of previous surveys shared at the sub-national level?

9 With service delivery providers?

9 With members of the population surveyed?

2.1.3 Analysis of service delivery data

In the absence of survey data, information from users of the service delivery providers can provide
information about HIV transmission. See the Tools 9 (pg. 164) and 10 (pg. 172) for examples of aUser
Encounter Forms that obtaininformation on condom use and number of partners. Interpreting
measures from service delivery datarequires caution because the measures miss people who do not get
services.
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Products

e Baseline estimates of biologicdeterminants of HIV transmission from bio-behavioural surveys
and service delivery data

Box 1.2.3 Baseline estimates of condom use among sex workers in countries that reported indicator to
UNAIDS, 2011

G2 Percentage of female sexworkers reporting the use of acondom with theirmostrecentclient

Country Percentage Country Percentage Country Percentage
Afghanistan 1 Eritrea 71 Nigeria 89
Albania 77 Estonia 98 Pakistan 35
Algeria 44 Ghana 92 Panama 94
Angola 74 Greece 5 PapuaNew Guinea 80
Argentina 99 Guinea 77 Paraguay 95
Armenia 93 Guinea-Bissau 93 Philippines 65
Azerbaijan 53 Guyana 94 Portugal 95
Belarus 85 Haiti 90 Korea 80
Belize 67 Honduras 79 Romania 89
Benin 80 Indonesia 58 Rwanda 80
Bolivia 96 Jamaica 91 Senegal 94
Bosnia 88 Japan 40 Serbia 87
Brazil 90 Kazakhstan 96 Sierraleone 71
Bulgaria 89 Kyrgyzstan 88 Singapore 99
Burkina Faso 98 Lao PDR 92 Sri Lanka 89
Burundi 91 Latvia 85 Tajikistan 75
Cameroon 73 Lebanon 96 Thailand 95
Cape Verde 55 Malaysia 61 Macedonia 89
Chad 38 Mali 98 Timor Leste 36
Chile 73 Mauritania 88 Togo 91
China 88 Mauritius 88 Tunisia 55
Comoros 34 Mexico 65 Uganda 82
Cote d'lvoire 93 Mongolia 90 Ukraine 92
Cuba 70 Montenegro 84 Uruguay 76
DRC 24 Morocco 50 Uzbekistan 84
Djibouti 71 Myanmar 96 Vanuatu 39
Dominican Republic 81 Nicaragua 96 Vietnam 87
Equatorial Guinea 14 Niger 94 Zimbabwe 68

Reference: UNAIDS (2012). AIDSinfo.
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| | Key Question | Methods H Products and Data Use
- 1. Rapidassessmentand
Critical Enablers: What ) Use measures of strengths and
o community ) ] .
are otherindividual, . barriers as a baseline forsetting
. consultationtoselect o .
community and targets (Step 3), prioritizing actions,
2.2 measures . .
structural factors o and monitoring progressin
o 2. Qualitative methods, ] ] .
contributingto the addressingbarriers and leveraging
. i surveysand law &
epidemic? ) ) strengths
policy reviews

2.2.1 Rapid Assessments including community consultations to select of measures of individual,
community and structural factors that indirectly contribute to the epidemicincluding measures of an
enabling environment

Rapid assessments describing the socio-economicand political context and situation of key populations
at higherrisk can be used to increase understanding of the context of HIV epidemics, raise awareness of
issues regarding the vulnerability of these populations, and engage community led organizations. A
rapid assessment can help identify sub-groups of each population that require separate monitoring;
identify sub-national areas wherethe need for prevention programs may be greatest; inform indicators;
identify gapsin knowledgethat could be obtained through additional data collection efforts; raise
awareness among policy makers and the public; and provide input for decision-making about HIV
prevention. Arapidassessmentcanalsobe usedto collectinformation and select measures of
individual, community and structural factors thatindirectly contribute to the epidemic. Effective critical
enablerinterventions will resultin animprovement of these measures. A national forum of people from
community-led organizations of men who have sex with men, sex workers and transgender people as
well as from governmental, non-governmental and international organisations can discuss the
assessmentand Key Question 2.2.

Methods

The previous section addressed indicators related to direct risk of transmission (e.g., condom use,
number of sexual partners, treatment of STI). Selection of measures of critical enablers will vary by
country and sub-national area. The main method foridentifying the most appropriate measuresis
community consultation. See also Section 2.1.1and the section below. Itis usually helpful to have some
proposed measures priorto conducting qualitative studies and law and policy reviews. An example of
outcome measuresisthe percentage of the population participatingin community engagement. This
measure may be identified asimportant during the assessmentand be measured in the bio-behavioural
survey.

In orderto identify the critical enablers of HIV transmissionitis necessary to understand the cultural,
economicand political country and local context. Rapid assessments rely on document review and
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gualitative methods such as discussions and in-depth interviews. A rapid assessmentwill reveal the
history and context of the HIV epidemiccountry and among key populations at higherrisk, increase the
involvement of these, increase the involvement of the populationsin the response, and identifyina
preliminary way the most apparent strengths and weaknesses of current programs.

Rapid assessments can use multiple methodsincluding:
e Documentreview includingsurveillance reports, published research, qualitative studies, and
newspaperaccounts
e Communityinformantinterviews
e In-depthinterviews with stakeholders, members of the community, governmental officials,
advocacy groups and service delivery providers
Please see Tool 6(pg. 155) fortopicsto addressina rapid assessmentforsex workers, men who have
sex withmen, and transgender people

Products

e Resultsorreportfrom rapid assessmentidentifyingissues of access, stigma, violence and identifying
barriersto enabling environment

e Qutcomestoaddressthrough critical enablerinterventions

Further guidance on critical enablers:

e Schwartlander B, Stover J, HallettT, et al.Investment Framework Study Group. Towards
animproved investment approach for an effective response to HIV/AIDS. Lancet. 2011
Jun 11;377(9782):2031-41.
http://www.thelancet.com/journals/lancet/article/P11S0140-6736%2811%2960702-
2/fulltextiarticle_upsell

e  UNDP and UNAIDS (2012). Understandingand actingoncritical enablers and
development synergies for strategic investments.
http://www.undp.org/content/undp/en/home/librarypage/hiv-aids/understanding-and-
acting-on-critical-enablers-and-development-sy/
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Further guidance on rapid assessments:

WHO (2004). Rapid Assessmentand Response Adaptation Guide on HIV and Men who
have Sex with Men. WHO, Geneva,
http://www.who.int/hiv/pub/prev_care/en/msmrar.pdf

IPPF, UNFPA, WHO, UNAIDS, GNP+, ICW and Young Positives (2009). Rapid Assessment
Tool for Sexual & Reproductive Health and HIV Linkages; A Generic Guide.
http://srhhivlinkages.org/uploads/docs/articles/rapidassessmenttoolsrhlinkages 2009 e
n.pdf

Population Council and UNFPA (2003). Rapid Needs Assessment Tool for Condom
Programming.
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2003/condo
m_programming.pdf

FHI (2001). HIV/AIDS rapid assessmentguide. Triangle Park, NC, FHI and USAID, USA
http://www.fhi.org/NR/rdonlyres/evtjsjyoitissfvez7qoi3ghey5vgu5dxukffl3xgjltna5nsxrd
mbu4tj7wakyoyaoyxzz7etrkjp/rhapassessmentguide.pdf

A Methodological Model for Rapid Assessment, Response, and Evaluation: The RARE
Programme in Public Health
http://fmx.sagepub.com/content/13/2/137.short?rss=1&ssource=mfc

2.2.2 Surveys, qualitative studies, law and policy reviews

Measures of contributing factors of HIV transmission are critical for monitoring progress at creatingan

enabling environment. Understanding the mostimportant factors and addressingthemisakey stepin
reducingthe vulnerability of populations. Monitoring and in-depth analysis of barriers to effective

service delivery helpsto designinterventions to address these barriers and track whether they succeed
inchangingthe targeted barriers. Likewise, identifying and tracking individual, community and structural

strengths can be employedtoincrease the availability, access, and effectiveness of HIV prevention

services.

Methods

Once indicators have been selected, methods to estimate measures of critical enablersinclude:

e Surveysandquestionnaires (e.g., questions on HIV-related knowledge oron stigmaand
discrimination can be included in bio-behavioural surveys)

e (Qualitative methods, including:

0 Focusgroup discussions (e.g., ondiscrimination experienced by key populations at higherrisk
and people living with HIV in the local community)

0 Individual in-depthinterviews (e.g., on personal barriers to accessing HIV-related services)
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0 Observations(e.g., observing the attitude of health care providersin dealing with men who have
sex with men, sex workers, transgender people)
O Rapidassessments(such asthe rapidassessmentand response method described in Step 1)
e Law and policyreviews (e.g., on criminalization of same-sex relations and sex work)
o Legalredressreport

One tool for assessing the policy environment and social enablersis the Global AIDS Response Progress
Reporting (GARPR) National Composite Policy Index (NCPI) from UNAIDS. Tools 22 (pg.196) and 23
(pg.205), number U3, list 16 questions thatapply to men who have sex with men, sex workers,
transgender people. Thisinstrumentrelates to the laws and policiesin a country that can help or hinder
HIV prevention efforts. They can reveal community engagementin addressing the HIV epidemicamong
men who have sex with men, sex workers, transgender people.

A reporton judicial redressis anotherway to measure and monitorsocial enablers. Individuals who are
discriminated against or experience violence due to their sexual orientation have the rightand
obligationtoreportoffencestothe corresponding law enforcement or human rights agency. To monitor
the frequencyandinStep 3, the response to claims made, areport for the national and sub-national
areas should be maintained and tracked overtime.

Strategiestoreduce transmission of HIV must address the barriers that limit the use of condoms. These
can be legal barriers, community level barriers, and barriers at the individual level. The negative effects
of stigmaon HIV prevention efforts with men who have sex with men, sex workers, transgender people
probably cannot be over-estimated. Stigma can affect the uptake of services, self-empowerment, self-
efficacy ininsistingon condom use, and the likelihood that HIV status will be disclosed. Many barriers,
however, are local and include activities by police, lack of training for medical providers onissues
related to working with men who have sex with men, sex workers, transgender people,and whether HIV
prevention services for menwho have sex with men, sex workers, transgender people are available and
accessible.

Products
e Baseline estimates of critical enablers of HIV transmission among key populations
e Policy, law, judicialredress report
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Further guidance on identifying contributing factors:

® Poundstone KE, Strathdee SA, and Celentano DD (2004). The social epidemiology of
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome. Epidemiologic
Reviews, July 2004; 26(1):22-35.
http://epirev.oxfordjournals.org/content/26/1/22 full

e WHO (2004). Rapid Assessmentand Response Adaptation Guide on HIV and Men who
have Sex with Men. WHO, Geneva.
http://www.who.int/hiv/pub/prev_care/en/msmrar.pdf

e PanAmerican Health Organization (2010). Blueprintfor the Provision of Comprehensive
Care to Gay Men and Other Men who Sex with Men (MSM) in Latin America and the
Caribbean.Pan American Health Organization, Washington, D.C.
http://new.paho.org/hg/dmdocuments/2010/Blueprint%20MSM%20Final%20ENGLISH.
pdf

o  Blueprintfor the Provision of Comprehensive Care for Trans Persons and their
Communities in Latin America and the Caribbean

e Report of the Global Commissionon HIV andthe Law

www.hivlawcommission.org

E. Summary
This step helped youto develop:

Community consultation assessment coveringissues of access, stigma,

d violence and identifying barriers to enabling environment

0 Survey of key population providing baseline estimates of prevalence,
behaviors, use of health services, and perceived barriers to health

| Policy, law, judicialredress report
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Step 3: Know Your Response and Set Targets: How is the combination
prevention programme defined and what are the targets for outputs, coverage,
outcomes and impact?

A. Rationale -Why is this step important?

In Step 3 targets are set for coverage, outcome and impactindicators, thus monitoring performance.
These targets are based on the current response including the availability of services and baseline
indicatorvalues. The responseshould be based on the datafrom Step 1: Know your epidemic(page 38-
50) and Section E., The recommended combination prevention programme for key populations (pages %
18).

B. Step 3 Flowchart of Key Questions, Methods and Data Use (Figure 1.3.1)

3.1 Based on the epidemic, what

combination prevention programme of =
health services and critical enabler
interventionsis needed? Methods:
Review of international
guidelines

3.2 What are the operational definitions of "a
person being reached” with each service? What
is the operational definition of a critical enabler Target-setting methods

intervention being implemented?

Service availability mapping

What will this step help you

3.3 What sub-populations, sub-areas or setting- do?

specific populations should be monitored? What
are the operational definitions of each sub-

group? —
This step will help to:
-Define the package of
. ) . services
3.4 What services are curr_ently_ayallable in - Map the availability of each
each sub-national area? Which critical enabler cEe

interventions are being implemented? - Identify critical enablers

- Specify the Programme
Implementation Pathway
-Specify coverage, outcome

3.5 What are the 2-year targets for impact, . el
and impact indicator targets

outcome and coverage indicators in each sub-
national area?

3.6 What isthe national Programme Impact

Pathway?
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C. How to answer key questions and use data: Overview for Step 3

Key Question Methods Data Use

Review of international
Based on the epidemic, what | guidelines and available
combination prevention informationto _
31 | Programme of health specify combination ¢ T: deﬁﬂithe progran;me
. . that will be monitore
servicesand critical enabler | Preventionprogramme
interventionsis needed?
Review of NCPI Checklist
for social enablers
What are the operational
definitions of "aperson
beingreached” with each
service? ) )
] e To specifythe operational
3.2 A meetingtoagree on .
. . . L definitions sothat

What isthe operational operational definitions )

Lo . coverage can be estimated
definition of acritical enabler
intervention being
implemented?
What sub-populations, sub- e To specify sub-groupsthat
areas or setting-specific will be used by all sub-
populations should be Review of surveillance national areas for

3.3 ) and assessments from .
monitored? What are the Step2 monitoring coverage and
operational definitions of tracking prevalence
each sub-group?

What services are currently e Use service availability
available in each sub-national . maps and assessments to
. . Mapping . .

3.4 area? Which critical enabler identify gaps
interventions are being e Sub-national and national
implemented? aggregation
What are the 2-yeartargets

35 forimpact, outcome and Target-setting methods e Use targetsto assess

) coverage indicatorsin each programme performance
sub-national area?
. . . e Todescribe the logicof
Based on the above, whatis | Meetingtospecify
i the programme and
3.6 the national Programme Programme Impact ) e

identify indicators to

Impact Pathway? Pathway .
monitor
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D. Methods and tools

‘ ‘ Key Question ‘ Methods ‘ Data Use ‘

Review of international
guidelinesandavailable
informationto

specify combination e To define the programme
prevention programme

Based on the epidemic, what
combination prevention

3.1 programme of health services
and critical enabler
interventionsis needed?

that will be monitored

Review of NCPI Checklist
for social enablers

3.1 Review of international guidelines to specify HIV combination prevention programme

In Step 2, outcome measures that must be changed to reduce the transmission of HIV were described. In
this step, the elements of the combination prevention programme necessary to make those changes will
be specified. Nationalresponses to the HIV epidemicvary by country. The recommended combination
prevention programmedescribedin Section E(pg. 17) is based on international normative guidance and
policy documents for HIV prevention for men who have sex with men, sex workers and transgender
people and should be adapted to the context of the epidemicin each country. Randomized controlled
trials have shown that ART reduces the risk of transmission by 96% among sero-discordant heterosexual
couples. Although similartrials for key populations do not exist, the principal of reducingindividual viral
load through ART for preventionis applicableto sex workers, men who have sex with menand
transgender people. Gapsindiagnosis, treatmentand adherence should be documented and includedin
outputand outcome targets.

There are two parts to the combination prevention programme:

e The package of services

e Thecritical enablerinterventionsthatimprove the delivery of services and improve the social
environment

For example, hereisthe recommended list of services and recommended critical enablerinterventions
for sexworkers (see Section E, pg. 17):

e Targeted condomand condom-compatible lubricants promotion and distribution

e Targeted educationand HIV risk reduction counselling through outreach and peereducation
e STl diagnosisandtreatment

e Voluntary HIV testing and counselling linked to care and treatmentforsex workers

e Antiretroviraltreatmentforsex workers based on current WHO recommendations

e Programsto ensure adherence and retention amongsex workers

e Harm reduction programmes based on the current WHO recommendations

e Programmestoinclude sex workersin catch-up HBV immunization strategies
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e Sustained community mobilization and engagement

e Safe spacessuch as drop-in centres

e Venue-baseddelivery of services

e Collective networks and self-help groups forsex workers

e Advocacy for sex workersincluding advocacy toincrease political commitment

e Enablinglegal and policy environmentsin the context of HIV and sex work

e Community-centered programmes addressing stigma, discrimination, and violence

e Redressal and (judicial) services to address violence, discrimination, rights violations
e Activitiestoincrease the availability, accessibility and acceptability of health services

Methods
A meetingshould be held to identify the components that will be included in the national HIV
combination prevention programme.

The first objective of the meeting should be toidentify whatis necessary forthe country in terms of
provision of services and critical enablerinterventionsin orderto achieve its objectivesin terms of
reducing the biologic determinants of HIV transmission rather than identify only those components that
are feasibleorcan be funded. Later, decisions can be made for prioritizing components of the program.
A documentshould be developed that explains the combination prevention programme.

The UNAIDS National Commitments and Policy Instrument (NCPI) addresses social enablers at the
national level, and countries can use thistool to identify barriers to an effective programmatic response.

Box 1.3.1 Checklist for social enablers based on the National Commitments and Policy Instrument
(NCPI)

U4 Enabling Environment Checklist for Sex Workers

Yes No
(Contributing factors/social enablers assessment)
U3l Has the country developed national multisectoral strategy to respond to HIV that addresses sex v N
workers?
U3.2 Has the country ensured “full involvement and participation” of civil society including sex workers in v N

the development of the multisectoral strategy?

Does the country have a mechanismto promote interaction between government, civil society
U3.3 | organizations includingorganizations of sex workers], and the private sector for implementing HIV Y N
strategies/programmes?

Does the country have non-discrimination laws or regulations which specify protections for sex

u34 Y N
workers?

U35 Is the country free of laws, regulations or policies thatpresent obstacles to effective HIV v N

' prevention, treatment, careandsupport for sex workers?

Does the country have a policy or strategy to promote information, educationand communication

U3.6 | andother preventive health interventions for key or other vulnerablesub-populationssuch as sex Y N
workers?

U3.7 | Does the country have a policy or strategy that addresses condom promotion for sex workers? Y N
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Does the country have a policy or strategy that addresses HIVtesting and counselling for sex

u3.8
workers?

Does the country have a policy or strategy that addresses stigma and discrimination reduction for sex

u3.9
workers?

U3.10 Does the country have a policy or strategy that addresses targeted information on riskreduction and v

HIV education for sex workers?

Does the country have a policy or strategy that addresses vulnerability reduction (e.g. income

u3.11 ) , . . Y
generation or community empowerment, orsocial protection)for sex workers?

U3.12 | Has the country identified the specific needs for HIV prevention programmes for sex workers? Y

U3.13 To what extent has HIV prevention been implemented? Do the majority of sex workers in need have v
' access toriskreduction?

U3.14 | Is there a central national databasewith HIV-related data on key populations such assex workers? Y

U3.15 Does the country a policyto ensure equal access for sex workers to HIV prevention, treatment, care v
' and support?

U3.16 Does the country have municipal level comprehensive HIV prevention, treatment and care v

programmes implemented for and with sex workers?

Each country should disseminatethe nationally recommended programme of health services and critical
enablerinterventions forsex workers, men who have sex with men, and transgender people widely.

Products
e Defined national HIV combination prevention programme including of health services and critical
enablerinterventions

Key Questi Methods Data Use

What are the operational
definitions of "aperson
beingreached” with each

service? . .
e To specifythe operational

3.2 i
A meetingtoagree on definitions sothat

What isthe operational operational definitions .
Lo . coverage can be estimated
definition of acritical enabler
intervention being

implemented?

3.2 Consultation to specify operational definitions of HIV combination prevention programme

In orderto assess program coverage, operational definitions to determinewho has been reached with
the service are required. (seeBox1.3.2). Operational definitions of whatis meant by being reached
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should be as simple as possible. Operational definitions should be in aformat that can be easily
translatedinto a few easily answered questions. For standardized reporting and aggregating data across
service providers and sub-national areas, focus the definitions of “reached” on the use of the services
and the frequency and/orintensity of service utilization.

The definition of the national combination prevention programme of health services and critical enabler
interventionsis usedto define coverage indicators foreach individual serviceand intervention offered
and forthe complete package. Thisisimportantfor planning of the service delivery butalso for

monitoring purposes such as data collection and reportingon who should be counted as “reached with
HIV prevention package” received services.

The national definition of a “personreached" with specificservice orwith the entire package of services
isusedto standardize data collection. See Section E (pg. 17) and Step 3.1 on defininganational
combination prevention programme of health services and critical enablerinterventions.

Methods
Below are some examples of operational definitions. They include minimal assessments of the quality of
the service.

Box 1.3.2 lllustrative definition of what is meant by “reached with a service”

lllustrative Definition of “person reached with the

Services service” : Person has been reached with the
program if she or he....

Targeted condom and condom-compatible

. ) o Accessed free condoms from a programme targeting
lubricants promotion and distribution

members of the key population atleast once during
the past 12 months

Targeted education and HIV risk reduction Received tailored messages through either written or

counsellingthrough outreach and peer face-to-face communication about HIV risk reduction

education fromtrained outreach workersincludingtrained peer
educators at leastonce inthe past 12 months

STl diagnosis and treatment Was screened according to national syndromic

protocol or tested forevidence of sexually
transmitted infectionsatleast once in the past 12
months and fully treated if indicated.

Voluntary HIV testing and counsellinglinked | Was tested for HIV infection using national
to care and treatment for sex workers counselling and testing protocol and linked within 1

month to appropriate assessmentfortreatmentif
the HIV testis positive

Antiretroviral treatment for sex workers Tested positive for HIV infection and found eligible
based on current WHO recommendations for ART based on current WHO and National
guidelines and subsequently received ART within 1
month of beingfound eligible

Programmesto ensure adherence and Ever received ARTand adheredtotreatmentinthe
retention among sex workers past month
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Harm reduction programmes based onthe Was eligiblefor harm reduction and participatedin
current WHO recommendations harm reduction programin the past month (See
WHO guidelines.)

Programmestoinclude sex workersin catch-

up HBV immunization strategies Received HBV immunization

The entire package of services Met the definition of being reached foreach of the
above services

This guidelinerecommends that countries adopt a more complete definition of being reached with HIV
preventionif possible than the simpler definition currently recommended by the Global AIDS Response
Progress Reporting guidelines. Accordingto those guidelines, a personis considered to be reached with
an HIV prevention programme if he/she answers “Yes” to both of the following questions:

1. Do you know where you can go if you wish to receive an HIV test?
2. In the last twelve months, have you been given condoms (e.g. through an outreach service, drop-in
centre or sexual health clinic)? (GARPR, 2011)

Knowingwhere toreceive an HIV test and accessing free condoms are important, but does not reflect
the full package of services and may not be sufficient to decrease outcome indicators and prevent HIV
transmission.

Operational definitions are also required to monitor the implementation of critical enabler

interventions. Below are some examples of indicators of implementation of critical enabler
interventions. See also Box 2 (pg. 19).
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Box 1.3.3 lllustrative Operational Definitions of Critical EnablerInterventions

Critical EnablerInterventions

lllustrative Definition of Implementation of Critical
Enabler Intervention for Sex Workers In A Sub-
National Area

If the following conditions have been met:

Sustained community mobilization and
engagement

An organization of sex workers has been established
and meetsatleastonce a yearand invitesall sex
workersinthe sub-national areatoattend

Safe spaces such as drop-in centres

An identified place promoted by sex workersis
available inthe sub-national area where members of
the population can obtainrisk reduction information,
information about community mobilization,and
thereisa systemsetup forrespondingto moments
of crisissuch as violence

Venue-based delivery of services

HIV testing and condom distribution are providedin
at least 10% of knownvenues where sexworkers
workin additiontoclinicsettings

Collective networks and self-help groups for
transgender people

Evidence thattransgender people meetingroupsin
orderto discuss common problems

Advocacy for sex workers including advocacy
to increase politicalcommitment

Texts of speeches, emails or pictures of protests
where advocacy for sex workers has occurred

Enablinglegal and policy environmentsin
the context of HIV and sex work

Evidence of removinglaws thatare barriersto the
uptake of HIV servicesinthe context
of sex work

Community-centered programmes
addressing stigma, discrimination, and
violence

Descriptions of programmes including evidence of
participation of key populations at higherriskin the
design of the programme and evidence that the
objective of the program s reduction of stigma,
discrimination orviolence

Redressal and (judicial) services to address
violence

The existence of legal clinics, hotlines or names of
personsincluding attorneys who are willingto be
provide redressal and judicial services

Activitiestoincrease the availability,
accessibility and acceptability of health
services

Evidence thata quality assessment of aservice has
been conducted and that the recommendations
arising from that assessment have been implemented
and improved the availability, accessibility and
acceptability of services.

Products

e Operational definitions of beingreached with each service offered as part of the national

combination prevention programme

e Operational definitions of beingreached with a package of health services that make up the

national combination prevention programme
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‘ ‘ Key Question H Methods ‘ Data Use ‘
What sub-populations, e To specifysub-groupsthat
sub-areas, and/orsetting- will be used by all sub-
specificpopulations e Review of surveillance national areas for

3.3 should be monitored? and assessments from monitoring coverage and
What are the operational Step 2 tracking prevalence
definitions of each sub-
group?

3.3. Guidelines review and consensus meeting to operationalize definitions of population and sub-
groups

Standard operational definitions should be disseminated to national, the sub-national and service
delivery levels and actively promoted so that data can be aggregated across levels and compared across
sub-national areas. The operational definitions should be aligned with definitions used by surveillance
programs so that programs can compare monitoringindicators and surveillance indicators.

Methods
One of the requirements of agood monitoring and evaluation system is thoughtful translation of

information about the characteristics of the epidemicinto strategies for reducing transmission among
key populations. There are clear global definitions of sex workers, men who have sex with men and
transgender people(seeSection B) butan operational definition of each population and important sub-
populationsis needed as for monitoringand evaluation. Well-specified operational definitions of sub-
groups take into account the culture and context of the epidemic. Operational definitions of sub-groups
should specify measurable behaviours that define membership in each sub- population. Forexample, an
operational definition forastreet-based sex worker may be a “person who has solicited money onthe
streetin exchange forsexinthe past 3 months”. The populations of sex workers, men who have sex
with men, and transgender people are not mutually exclusive and the operational definitions of sub-
groups should take into account any overlaps. The operational definition of membershipin asub-
populationisusedinsurveillance, size estimation, assessment of coverage, and measuring program
effectiveness.

Operational definitions are essential forinterpreting trends over time, across sub-national areas, and
amongservice delivery providers. Operational definitions should reflect the active input of national,
sub-national,servicedelivery levels and community-led organizations. Servicedelivery providers can
furthersegmentthe populationin orderto tailor prevention efforts (see Volumell) to the local setting.
Operational definitions for M&E may focus on specificsub-populations at higherrisk.

Examples of operational definitions of sub-groups that could be monitored include:

e Womenaged 18 and olderwhoworkin brothelsidentified by a systematic mapping of all
brothels meeting the national definition of a brothel
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o Men who have had anal sex with anothermanin the past 12 monthsand live in aspecific
geographicarea

e Personswhoself-identify as transgender, male-to-female (MTF) or female-to-male (FTM) or
transsexual (forexample, hijra, kathoey, or waria)

Below is an example of baselineindicators of HIV and other sexually transmitted infection fortwo
groups of sex workersina countryinthe Caribbean. The large difference in prevalence confirms that
these two groups should be monitored separately. Often street-based sex workers have higher
prevalence of infection and are harderto reach with services. This sub-group of sex workers is often
valuable to monitorseparately.

Table 1.3.1 Example of HIV and STI baseline prevalence by sub-group

“Street-based Female Other Female Sex
Sex Workers Workers
Gonorrhea 10.3 6.1
Chlamydia 14.5 16.6
Trichomonas 26.1 18
Syphilis Bioline 16.4 5.3
HIV 7.9 2.4

Products
e Standard operational definitions of sub-populations to be monitored

Key Question Methods Data Use

What services are currently e Use service availability
availableineach sub- . maps and assessments to
. . " Mapping . .
3.4 national area? Which critical identify gaps
enablerinterventionsare e Sub-national and national
beingimplemented? aggregation

3.4 Service availability mapping

Mappingthe availability of existing services identifies gapsin services.
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Methods

Map service availability by bringing together knowledgeable people to review available information on
the services providedin the country. The WHO Health Information Systems website (see Additional
Resources) has a full protocol fora Service Availability and Readiness Assessment (SARA). Use the
protocol formappingall available HIV prevention services, including services formen who have sex with
men, sex workers, transgender people, the general population, and youth. This protocol includes forms
to collectinformation at health facilities.

As access to geographicinformation systems becomes less expensive and more user-friendly, mapping
facilities and services becomes easier. The WHO supports a mappinginterface called District Health
Information Software (DHIS). It can be used at the national and local levels to map services. The
advantage of using DHIS is that many health services are already mapped for each country and other
useful informationis already available in these maps. Countries can build on these maps.

Products

e National and sub-national maps showing service and critical enablerintervention availability

Figurel.3.2 isan example map of existing service delivery sites forat-risk groupsin Moldova.
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Figure 1.3.2 Example of service delivery sites for at-risk groups in Moldova
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The map on the next page was developed using free mapping software toillustrate how a country could
map the availability of each service inits defined programme of health services and critical enabler
interventions. The dataare illustrative only. The country is fictional. The map shows the number of
services offered in each sub-national areafrom the adopted combination prevention programme.
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Figure 1.3.3 Combination Prevention Programme of 17 Critical Enabler Interventions and Services for
Sex Workers, Fictional Country

The combination prevention programme for sex workers includes:

9 Critical Enabler Interventions:

* Sustained community engagement

* Safe spaces such as drop-in centres

* \enue-based delivery of services

» Collective networks and self-help groups

* Advocacy for sex workers

* Enabling legal and policy environments

* Community-centered promotion and support for programmes
addressing stigma, discrimination, and violence

* Programmes and efforts to reduce violence through strategies
that provide redressal and judicial services

* Activities to increase the availability,
accessibility and acceptability of health services

8 Health Services:

* Targeted condom and condom-compatible lubricants /'
promotion and distribution yr [

« Targeted education and HIV risk reduction counselling ¢

* 5Tl diagnosis and treatment

* Voluntary HIV testing and counselling linked
to care and treatment

* Treatment of sex workers living with HIV <

* Programmes to improve adherence and retention b

* Harm reduction programmes for sex workers
who inject drugs i

* Catch-up HBV immunization programmes S
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Further guidance on service availability mapping:

e  WHO Service Availability and Readiness Assessment (SARA)
http://www.who.int/healthinfo/systems/sara_introduction/en/index.html

e DistrictHealth Information Software
http://dhis2.org/

e  WHO Monitoringthe buildingblocks of health systems:a handbook of indicators
and their measurement strategies
http://www.who.int/healthinfo/systems/monitoring/en/index.html
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‘ Key Question Methods Data Use
What are the 2-yeartargets for Target-setting e Use targetsto assess
3.5 impact, outcome and coverage methods programme performance
indicatorsin each sub-national area? e Seesteps6and?

3.5 Target-setting methods

Methods

Target settingis a collaborative process requiringinput from arange of stakeholders. This ensures
targets are setby usingthe bestavailable evidence, are agreed upon and understood.

The followingare tips fortarget setting:

e Targetsshouldreflect programme strategies that tailorthe response to the epidemic.

e Targetsshouldbe setforimpact, outcome and coverage indicators at the national level as well as
for each sub-national area.

e Targetsshouldbe setbased on baseline measurements of key indicators selected. Use the indicators
describedinTools 22 (pg. 193), 23 (pg. 202), as these are all measurable. If baseline dataare notyet
available, use the best possible judgment for defining targets.

e Documentthe source of the data used forbaseline estimates. Many of the indicators are based on
bio-behavioural surveys. These should be routinely conducted every two years. Otherindicators are
based on programme data.

e Foreachindicator, setatwo-yeartarget based on what change from the baseline measure can be
achieved overthe nexttwo years with available funding and resources.

e Targetsshouldalsobe set forprotocol development, programme documentation, M&E system-
strengthening, data quality and structural and community interventions.

e Targetsshouldfollow be specific, measurable, attainable, relevant and time-bound (SMART).

There is no universal formulafortargetsetting. There is limited evidence to assistin defining minimum
levels of coverage orthresholds required forservices to achieve a desired impact. Countless factors can
affectthe extentof HIV risk behaviours and levels of HIV transmission among men who have sex, sex
workersandtransgender people. These factors influence the minimum level of coverage requiredina
given context. Useful targets can be set by acknowledgingthat greaterlevels of coverage are clearly
superiortolowerlevels. Setting targets for the first time is difficult since there is less experience with
understanding what can be accomplished overtime. Tablel.3.2describes methods for setting targets.
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Table 1.3.2 Overview of target-setting methods

| Method  Description
International Determine whetherthe baseline estimates are “high”, “medium” or “low”
reference method based on international guidelines on target setting. Set the target at the next
level higherthan the baseline. Forexample, if the baseline is “low”, seta
target of “medium.”
10 Years to 80% Identify the baselineindicator.
Method Example: With a baseline of 20%, determine the gap between 20% and a

target of 80%. Ifit takes 10 yearsto get to 80% from 20%, how far can you
getin 2 years?

The programme should aim to improve 6% each yearor 12% in 2 years. At
thisrate, the target of 80% will be achievedin 10years.

A target of 100% israrely reached. Targets of 80% are more feasible. Change
doesnotoccur quickly. Atenyearplanisreasonable forhardto change
behaviours.

X% increase method

For eachindicator, increase the target 20% from baseline. Forexample, if
targets should increase proportionally by 20% and the baselineis 40%, then
the target is 48% (20% of 40% = 8%).

Absolute increase
method

For eachindicator, an absolute increase in the baseline of Xamountis setas
atarget. For example, if targets should increase by an absolute 20% and the
baseline is 40%, then the targetis 60% (40% + 20%= 60%). This type of
target settingis often difficult to rationalize.

Expert opinion or
consensus

Some behaviours are harderto change than others. These take more time to
modify. New programmes may requirealongertime to gain the cooperation
of the community andyield results. Many factors can affect the achievement
of targets. In this method, local people including members of the target
population assess thesefactors and setreasonable targets based on their
insightand knowledge.

Trends method

Countries and sub-nationalareas that have a strong programme and can
review trendsinindicators and extend the trend line of each indicator
(unlessthe trendis goingthe wrongdirection).

Better than the rest
method

If baseline targets are known forseveral priority prevention areas, set
targets higherthan any area has achieved. The goal is toimprove beyond
what the bestarea has achieved. This method is not appropriate in some

settings, but may encourage healthy competition.

The worksheet (Tool 5, pg. 154) included in Appendix1providesatemplate fordocumentingbaseline
and follow-up measures of impact, outcome and coverage indicators, the target foreach indicatorand
whetherthe target was met. Complete the worksheet atthe national level and in each-sub-national

area. Additional indicators can be included.
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Table 1.3.3 Examples of targets for impact, outcome and coverage indicators

Indicator type

Indicator

2010
(baseline)

2012

2014

% at
baseline

% change
from
baseline

Target %

% change
from
baseline

Target %

Impact

1.4 HIV prevalence

among sex workers

30

-5%

28.5

-10%

27

Outcome: Biologic
Determinants of
HIV Transmission

G2. Percentage of
female and male sex
workers reporting the
use of a condom with
their most recent client

60

+10%

66

+20%

72

Outcome:
Critical Enabler
Interventions to
Improve
Environment

2.9 Percentage of
female and male sex
workers who do not
report experiencing
stigma withinlast12
months

40

+20%

48

+40%

56

Coverage: For each
Service in the
Package of
Services

G5. Percentage of sex
workers reached with
HIV prevention
programmes

50

+20%

60

+40%

70

3.8. Percentage of sex
workers who have
received |EC

40

+20%

48

+40%

56

G6. Percentage of
eligiblesex workers
currently receiving
antiretroviral therapy

50

+20%

60

+40%

70

G9. Percentage of
adults (sex workers)
and children with HIV
known to be on
treatment 12 months
after initiation of
antiretroviral therapy

60

+10%

66

+20%

72

* Note that the numbers and percentages inthe table are examples for illustrative purposes only

Products

e Targetsfor impact, outcome and coverage indicators

e Thesetargets will be used forprocess evaluation, coverage assessmentand outcome and impact

evaluation
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Further information on target setting for programmes:

® A Guide on Indicators for Monitoringand Reporting on the Health Sector Response to
HIV/AIDS (2011).

http://www.who.int/hiv/data/UA2011_indicator_guide_en.pdf

Further information on HIV treatment as prevention and the Testing and Treatment Cascade:

e Cohen MS, Chen YQ, McCauley M, et al.Prevention of HIV-1 infection with early
antiretroviral therapy. N Engl J Med. 2011 Aug 11;365(6):493-505.Epub 2011 Jul 18.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3200068/

e Gardner EM, MclLees MP, Steiner JF, et al.The spectrum of engagement inHIV careand its
relevance to test-and-treat strategies for prevention of HIV infection. Clin Infect Dis
2011;52:793-800.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3106261/

Key Question Methods Data Use

Based on the HIV
combination prevention e Meetingtospecify e To describe thelogicof
3.6 programme, whatis the Programme the programme and
' national programme Implementation identifyindicators to
impact pathway? Pathway monitor

3.6 Putting it All Together: The Programme Impact Pathway

Based on the decisions made forthe components of the HIV prevention programme in Step 3and the
measures used to monitor outcomesin Step 2, the programme impact pathway can be specified. See
exampleinthe Introduction. The document describing the programme impact pathway should include
the estimates of the baselineassessment for each indicatorand the targets for each indicator.
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E. Summary
Thisstep helpedyoutodevelop:

Defined combination prevention programmeincluding health services and
enabling environmentinterventions

Operational definitions of “reached by aservice” and critical enabler
interventionimplemented

Operational definitions of sub-groups for monitoring

Service availability baseline map and targets

Critical enablerinterventions at baselineand targets

Coverage, outcome and impactindicatortargets

o000 0 |0 |0

Programme Impact Pathway
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Steps 4-6: Overview of input, quality and output monitoring and process
evaluation

By the end of Step 3, targets have been setto monitorthe national and sub-national responseand
results. InSteps 4-6, monitoring determines whether the services and interventions developed as part
of the planned national responseare beingimplemented on time, with sufficient qualityand at the scale
requiredto achieve the set targets. Steps 4-6 collect data to answer the questions: “What
programming/interventions/services are we implementing ? Are we doing them right?”

Input, quality and output monitoring are closely linked to process evaluation. Typically, process
evaluation collects more detailed information about the way the programme isimplemented and
received by the target population than can be collected through routine monitoring. Process evaluation
can build uponthe monitoring dataand collect additional information on: access to services, whether
the services reach the intended population, how the services are delivered, user satisfaction and
perceptionsabouttheirneeds, and management practices. This detailed informationis collected at the
service delivery sites for making timely correctionsin service provision. Hence, sub-national and national
levels will focus on the routine monitoring data to assess implementation progress. Often, the sub-
national and national levels will conduct spot-checks and supportive supervision visits to asample of the
service delivery sites. Given this division of labour, Steps 4-6focus on routine monitoring datarelevant
to national and sub-national levels.

Figure 10 Focus on process evaluation

[

. Outcomes related Outcomes related
Inputs Activities Outputs Coverage to contributing to biologic Impact
factors determinants
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Step 4. Input Monitoring: What resources are needed to reach the sub-national
and national targets?

A. Rationale —Why is this step important?

Step 4 identifies whetherthere are sufficient funds and otherresources availabletoimplement the
national/sub-national response to the epidemic. Programmesforsex workers, men who have sex with
men and transgender peopleare amongthe most cost-effectiveinterventions that have been identified.
The cost-effectiveness of specificinterventions has been evaluated and voluntary counselling and
testing, treatment foraddictions, school-based interventions, antiretroviral therapy, prevention of
mother-to-child transmission, treating STls, male circumcision, female condom, 100% condom policy
and women empowerment/social/peer-based programmes/mass mediawere all shown to be cost
effective. Resources provided to these programmes, however, have beeninsufficient. Inthisstep, the
approach isto determine “whatis an appropriate programmaticresponse?” before assessing whether
the resources are adequate. Information from this step can be used to apply for additional fundingand
otherresources. If additional resources are not provided, information collected in this step can be used
to decide how to scale-back programme implementation and re-adjust targets.

B. Step 4 Flowchart of Key Questions, Methods and Data Use (Figure 1.4.1)

Methods:

= A spreadsheet program to
monitor targets, inputs and gaps

T 5
4.1 What resources are needed What will this step help you do?

to meet targets? What resources
are available? What isthe gap in —
resources?

This step will help to monitor
gapsin funds and other
resources (i.e., inputs) to justify
additional resources to achieve
targets
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C. How to answer key questions and use data: Overview for Step 4

Key Question Methods Data Use

What resources are

neededto meettargets?

1. Spreadsheetprogramme to
P prog Use identified resource

What resources are ; :
4.1 monitortargets, inputs and o o
available? gaps gaps to justify additional
) resources
What isthe gap in 2. Otherresource needsanalysis
resources?

D. Methods and tools

4.1.1 Spreadsheettool for financial resource analysis

The spreadsheetinTable I.4.1shows the financial resource information needed toimplement HIV
testingand counselling services at the national level and in each sub-national area (see also Tool 7, pg.
158) including the source of the funds. Gaps show whetherfunds are sufficientforsustained
programme implementation. To accurately predict the funds needed to provide different services and
interventions conduct a costing exercise using HIV programmatic costing guidelines.

Table 1.4.1 Example of monitoring funding for HIV Testing and Counselling Programmes (HTC), in US$

Funds available by Funding gap
source
Government| Donor 1 Total
L[S Sub-national areal 20,000 10,000 0 10,000 | 10,000
HTC Sub-national area2 80,000 30,000 30,000 60,000 20,000
CI[* National level 100,000 100,000 0 100,000 | O

Note:numbers are intended to beillustrative and are not a recommendation

The National AIDS Spending Assessment is aresource tracking matrix that monitors the annual flow of
funds as countries move toward universalaccessto prevention, treatment and care services (UNAIDS
2009).
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4.1.2 Otherresource needs
analysis

The gap in inputs (other

than funding)isthe

difference between those

inputs needed and the

inputs available. The example

inTable 1.4.2 can be expanded

to track specificcategories of

human

resources, commodities and equipment.

Figure 1.4.2 Common inputs for implementation of activities to ensure

adequate levels of outputs
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Table 1.4.2 Example of a spreadsheet to monitor inputs (other than funding) at national level

‘ Inputs ‘ Needed Available ‘ Gap
Sub-national area 1
Human resources (staff, volunteers, consultants) 20 10 10
Equipment (computers) 20 20 0
Commodities (condoms) 10,000 5,000 5,000
Best practices materials 10 10 0
Transportation (vehicles) 2 0 2
Sub-national area 2
Human resources (staff, volunteers, consultants) 40 20 20
Equipment (computers) 10 10 0
Commodities (condoms) 30,000 20,000 10,000
Best practices materials 50 40 10
Transportation (vehicles) 1 0 1
National level
Human resources (staff, volunteers, consultants) 20 10 10
Equipment (computers) 20 20 0
TOTAL
Human resources (staff, volunteers, consultants) 80 40 40
Equipment (computers) 50 50 0
Commodities (condoms) 40,000 15,000 15,000
Best practices materials 60 50 10
Transportation (vehicles) 3 0 3

Note:numbers are intended to beillustrative and are not a recommendation
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Resource analysis and monitoring data

Table 1.4.3 provides an example of the types of dataneeded to determine resource gaps for
implementation of aplanned programme (e.g., testing and counselling programme) and to monitor the
level of resources throughout programme implementation. Gaps can be used to advocate for additional
funding.

Table 1.4.3 Example of funding and other resource inputs for a national testing and counselling
programme (HTC), in USS

Service Level Funds available by
source

Government Total

Funding gap

National 100,000

100,000 100,000

Other resource inputs Needed Available

Human resources (staff, volunteers, consultants) 60

Equipment (computers) 50 50 0
Commodities (condoms) 40,000 25,000 15,000
Best practices materials 60 50 10

Note:numbers areintended to beillustrative and are not a recommendation

Further information on resource planning and allocation:

e UNAIDS (2011).Manual for costing HIV facilities and services. UNAIDS, Geneva.
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2011/2011
0523 _manual_costing_HIV_facilities_en.pdf

e UNAIDS, ADB (2004). Costing Guidelines for HIV/AIDS Intervention Strategies. UNAIDS,
Geneva.
http://data.unaids.org/publications/irc-pub06/jc997-costing-guidelines_en.pdf

e UNAIDS (2000). Costing Guidelines for HIV/AIDS Prevention Strategies. UNAIDS, Geneva.
http://data.unaids.org/Publications/IRC-pub05/jc412-costguidel _en.pdf
GOALS MODEL: http://www.futuresinstitute.org/pages/Goals.aspx

e CostingWorksheets: http://www.hivtools.Ishtm.ac.uk/models.htm

e National AIDS Spending Assessment (NASA) resource tracking methodology:
http://www.unaids.org/en/KnowledgeCentre/HIVData/Tracking/NASA.asp
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Further information on cost effectiveness of programmes:

Galdrraga O, Colchero MA, Wamai RG, Bertozzi SM. HIV prevention cost-effectiveness: a
systematicreview. BMC Public Health. 2009 Nov 18;9 Suppl 1:S5. Review.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2779507/pdf/1471-2458-9-51-S5.pdf
Hogan DR, BaltussenR, Hayashi C, et al. Cost effectiveness analysis of strategies to combat
HIV/AIDS in developing countries.BMJ. 2005 Dec 17;331(7530):1431-7. Epub 2005 Nov 10
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1315644/pdf/bmj33101431.pdf
Schwartlander B, Stover J, HallettT, et al; Investment Framework Study Group. Towards an
improved investment approach for an effective responseto HIV/AIDS. Lancet. 2011 Jun
11;377(9782):2031-41.
http://www.thelancet.com/journals/lancet/article/P11S0140-6736%2811%2960702-

2 /fulltext#article_upsell

E. Summary

Thisstep will help youto develop:

| Documentation monitoringinputs

M| Gap analysis
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http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1315644/pdf/bmj33101431.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1315644/pdf/bmj33101431.pdf
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2811%2960702-2/fulltext#article_upsell
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2811%2960702-2/fulltext#article_upsell
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Step 5. Quality Monitoring: What services and critical enabler interventions are
currently implemented? With what quality?

A. Rationale —WHhy is this step important?

Quality has different meanings for different stakeholders. Some are more concerned about the
performance of the system, some about the quality of the care delivered and some about the

quality of care received. In reality, all three perspectives are forensuring quality:

¢ Performance of the system

¢ Professional standards

¢ User satisfaction.

The concepts of qualityimprovement (Ql) apply equallyto all levels of the health system. At the national
level, the vision forimproving quality starts with planning and defining national standards. The sub-
national leveltakes on the national vision, using routine monitoring datato supportfacility effortsin
monitoring, improving and evaluating quality (WHO, 2011).

Itisa challenge toimplement high quality services according to plan. Stigmaamong providers has a
marked effect on the quality of services and should be monitored and addressed periodically.
Programme effectiveness suffersif people do notfeel welcomeinthe service, if the service is not
providedinanaccessible setting or at a convenienttime, if supplies run out orif providers are not well
trained. There may be high staff turnoveramongservice delivery providers, requiring frequent training
and re-training. This step provides methods for quality improvement.

B. Step 5 Flowchart of Key Questions, Methods and Data Use (Figure 1.5.1)

~ Methods:

) ) Review of standards
5.1 Are national quality standards ]
available? Are they regularly Con:c,ensus r_neetmg LS

updated? establish quality standards

Plan Do Study Act

What will this step help you
— do?

5.2 What is the quality of each
service being provided? Are
critical programme enablers

addressed?

This step will help to assess
whether the quality of
services provided is
according to national
standards so timely

- corrections can be made
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C. How to answer key questions and use data: Overview for Step 5
‘ Key Question Methods Data Use

) ) Use national quality standards
Review standards and if

Are national quality standards and a time table for quality
. necessary holda .
5.1 available? Are they regularly . assessments to ensure service
consensus meetingto o
updated? qualityisassessed regularly

establish quality standards )
and ina standard manner

1. Quality assessments
including community

consultations

What is the quality of each e
2. Assessmentofcritical | Use qualityindicatorsto

service being provided? Are

>2 critical programme enablers enablerinterventions | identify where programmes
addressed? 3. Plan-Do-Check-Act needtobe improved
(PDCA) problem
solving

D. Methods and tools

5.1 Standards review and consultation

National quality standards provide guidance forimplementing high quality services. Theyalso
standardize quality assessments to identify any weaknesses that need correction. Universal standards
applyto all programmes (see Box .5.1).

Methods

Create quality standards at the national level with input from service providers and the population
served. An accreditation system forservice sites and/or a certification for service providers ensures that
the quality of servicesisregularly assessed and approved according to the national quality standards.
This also provides transparency to service users.

SeealsoVolume Il Step 5.1 for methods and tools for conducting process evaluations and Step 5.2 for
methods to conduct quality assessments. These methods and tools are includedin Volume Il because
they are of most relevance to service delivery providers.

Products

e National quality standards for HIV prevention and treatment interventions and services formen
who have sex with men, sex workers and transgenderindividuals

e Documentation of how standards will be measured and frequency of assessment
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Box I.5.1 Universal quality standards which should be applied across all services:

Standard for involving the key populations
e The populationsidentified fortargeted services are included inthe needs assessment,
planning, delivery and evaluation of the services.
Standards for users’ rights
o Users are fullyinformed of the nature and content of the services as well as the risks and
benefits to be expected;
e Confidentiality and privacy of users is maintained at all times;
o Adherence to humanrights;
e Removal of legal barriers to access services; and
e Accessto medical andlegal assistance for people who experience sexual coercion orviolence.
Standards for providing combination prevention programme of health services and critical enabler
interventions to the key population
e Ensure awareness and easy access to all components of the combination prevention
programme of health services and critical enablerinterventions; and
e Ensure protocolsfordelivery of each component of combination prevention programme are
updated periodically, disseminated to and adhered to by all service providers.
Standards for staffing
o Staffreceivesregularsupervision by senior staff to maintain quality of service delivery; and
e Service providers are trained and sensitized to avoid discriminating against the key populations
Standards for the availability and accessibility of services
e Servicesare accessible toall potential usersirrespective of age, ethnicity, sexual identity,
citizenship, religion, employment status, health insurance status, substance use status;
e Servicesare considered easily accessible with regard to location, transportation options,
travelling time and cost;
e Servicesare equitableand non-discriminatory; and
e Availability of safe virtualand physical spaces (e.g., telephone hotlines and drop-in centres,
respectively)forthe key population to obtaininformation and referrals for prevention,
treatmentand care services.
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Information on quality standards:

e UNAIDS Practical Guidelines for Intensifying HIV Prevention: Towards Universal
Access.
http://data.unaids.org/pub/Manual/2008/jc1581 big_card_en.pdf

e |LO Recommendation 200. Recommendation concerning HIV and AIDS and the
World of Work.
http://www.ilo.org/wcmsp5/groups/public/---ed_norm/---
relconf/documents/meetingdocument/wcms_142613.pdf

e New South Wales Occupational Health and Safety Act 2000
http://www.legislation.nsw.gov.au/fullhtml/inforce/act+40+2000+FIRST+0+N

e  UNFPA Condom programming for HIV prevention. An operations manual for
programme managers
http://www.unfpa.org/upload/lib_pub_file/423_filename_condom_prog2.pdf

e Clinical Facilityand Services Assessment Field Guide: Quality Assurance (QA)
and Quality Improvement (Ql) Quality Assurance Resource Pack for Voluntary
Counsellingand Testing Service Providers.
http://www.fhi.org/NR/rdonlyres/eajjgyypire3jwyjxtequ7eb2rrehgliyrvnwl 6dks
u7vld4pwymiwhlxajifbtvjag3bwiiygzjck/QAQlHealthFacilitiesHV.pdf

e  WHO. ImprovingHIV Testing and Counselling Services: Technical Brief (2011).
http://www.who.int/hiv/pub/vct/WHO_HIV_11_01/en/index.html

e Peer and Outreach Education for Improvingthe Sexual Health of Men who have
Sex with Men: A Reference Manual for Peer & Outreach Workers, Family Health
International (FHI), USAID, PSI Asia, International HIV/AIDS Alliance, UNESCO,
PurpleSky Network 2007.
http://www2.unescobkk.org/elib\publications/2007Peer_Edu/PeerEdu.pdf

Information on the standard for providing testing and counselling services:

e WHO guidelines on antiretroviral therapy for HIV infectionin adults and
adolescents, 2006.
http://www.who.int/hiv/pub/guidelines/artadultguidelines.pdf

e  WHO guidelines for the management of sexually transmitted infections, 2003.
http://www.who.int/hiv/pub/sti/en/STIGuidelines2003.pdf
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Key Question Methods Data Use

1. Quality assessments

What is the quality of each ; ; ;
e bei g Yd A includingcommunity | 56 quality indicators to
service being provided? Are i
5.2 . &p consultations identify where programmes
critical programme enablers )

(PDCA) problem solving

5.2.1 Quality assessments

Simplyimplementing aservice does not lead to a high quality service. Many services are well-
intentioned but do not meet the needs of key populations.

Methods

The five A’s approach to assessing service quality is shown in Box 1.5.2. Quality Standards should be
disseminated to sub-national levels and to all service providers, and aschedule forregular quality
assessments should be established and implemented. A checklist of quality standards for each service as
well asfor the M&E systemis providedin Appendix1(see Tool 8, pg. 159). The checklistwas developed
for these Guidelines as no easy-to-use checklist already existed.

Programme enablerinterventions such as interventions to improve availability, accessibility and
acceptability of the services improve performance and thus demand. Programme participation by the
key populations, retention improvement through management and incentives, strategic planning,
communication infrastructure, information dissemination and service integration or linkage to care are
programme enablers that can be monitored through quality assessments. Tool 8is an extensive quality
checklist thattouches on many programme enablers.

Products
e Resultsorreportfrom quality assessments
e Indicators of availability, accessibility and acceptability of services

Box I.5.2 Quality components

For all services: the FIVE A’s approach
1 Adherence to national standards
[ Availability of service
1 Accessibility of service
(1 Acceptability of service
[ Attitudes of service delivery providers toward users are positive
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5.2.2 Plan-Do-Check-Act problem solving

Methods

Plan-Do-Check-Act isa pragmaticapproach thatcan be usedto monitorand improve programme
quality. Itis a collaborative process where problems are identified, analysed, solutions developed and
implemented, then evaluated. If the goal isachieved, the process ends. If the problemis notsolved, the
process repeats until asolutionisfound. The approachis easily used by teams and ensures that each
personinthe team understands how the solution is meant to solve aspecificproblem.

Quality assessments should include measures of quality of services delivered and the quality of the
monitoring and evaluation system including data quality. Box 1.5.3 provides examples of service quality
measures. Use quality assessments to identify strengths and weaknesses in the service provision. The
findings must be followed up interms of timely implementation of improvements. A sub-standard
service is notacceptable. Communicate qualityassessment findings to service delivery providers to take
action forimprovement. One strategy is to bring service delivery providers togetherto hearthe results
of different quality assessments and develop an approach to address the weaknesses identified.
Subsequently, the service delivery providers can execute the plan and collect new datato assess if the
actionstaken were adequate. The initial group of providers canthen be brought back togetherto
presentthe results and successful strategies can be shared to be used elsewhere.

Products
e Action planbased onresults of quality assessments

Box 1.5.3 Indicators for assessing the quality of services for the key population

Number* Quality indicators

6.1 Percentage and number of safespots that meet quality standards

6.2 Percentage and number of HIV testing and counsellingsites thatconductoutreach to the key
population

6.3 Percentage of providers testing and treating for STIs who have been trained to provideSTI services

to the key population

6.4 Percentage of the key population diagnosed with STI who received treatment
6.5 Number of quality audits in which representatives of the key population participated
6.6 Number of services where representatives of the key population participateinservicedelivery

*This number refers to the numbering ofthe measuresinTools 22, 23
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Further information on quality assessments:

e  UNFPA, WHO, PATH (2005). Condom programming for HIV prevention: a manual for
service providers. UNFPA, New York, USA.
http://www.unfpa.org/upload/lib_pub_file/423_filename_condom_prog2.pdf

e WHO(2010). Handbookforimproving HIV testingand counselling services. WHO,
Geneva, Switzerland.
http://www.who.int/hiv/pub/vct/9789241500463/en/index.html

e WHO. Qualityof care. Aprocess for makingstrategic choices in health systems.
Geneva, World Health Organization, 2006.
http://www.who.int/management/quality/assurance/QualityCare_B.Def.pdf

e  More informationabout how the problem solving process Plan-Do-Check-Act can
be usedto improve qualityis foundhere:
http://quality.enr.state.nc.us/tools/pdca.htm

® Blueprintforthe Provision of Comprehensive Care to Gay Men and Other Men Who
Have Sexwith Men (MSM) in Latin America andthe Caribbean

e  http://www2.paho.org/HQ/dmdocuments/2010/Blueprint%20MSM%20Final%20E
NGLISH.pdf

® WHO.Trainingmodules for the syndromic management of sexually transmitted
infections
http://www.who.int/reproductive health/publications/rtis/9789241593407i ndex/en
Jindex.html

e Deming, W. (1986). Out of the crisis. Cambridge, Mass.: Massachusetts
Institute of Technology, Center for Advanced Engineering Study.

E. Summary
This step helped youto develop:

Q

National quality standards

Q

Periodicassessment of service quality
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Step 6. Monitoring Outputs and Programme Coverage: Are output targets
achieved? What proportion of men who have sex with men, sex workers and
transgender people receive services?

A. Rationale —Why is this step important?

High quality services that only reach a few people in the target population cannot be expected to change
the direction of the HIV epidemicin that population. High coverage of the population (i.e., ahigh
proportion of the population has been reached with high quality services) isneeded. Monitoring
coverage is one of the mostimportant components of monitoring performance.

B. Step 6 Flowchart of Key Questions, Methods and Data Use (Figure 1.6.1)

Methods:
6.1 What outputs will be monitored

and aggregated?
How will double-counting of users be
avoided?

6.2 How is service coverage
(geographic, population) calculated
and interpreted? What is the coverage
for critical enabler interventions?

6.3 What are the trends over time for
outputs, service availability, the
enabling environment, coverage and
the testing and treatment cascade?

-Consultation meetings to:
-develop forms for data collection
and aggregation
-identify strategies to reduce
double counting
-Analysis of service delivery data
-Surveys of populations

What will this step help you do?

This step will help to monitor:
-Outputs across service providers
-Geographic coverage
-Population coverage
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C. How to answer key questions and use data: Overview for Step 6

Key Question Methods Data Use

Consultation meetings to:
1. Defineoutputindicators

using requirements for
fvingindicat Use data to assess
specifyingindicators
What outputs will be P y & . " whetheroutput targets
) 2. Use unique identifieror
monitored and aggregated? . were met
6.1 . . other method to avoid
How will double-counting of )
double-counting

3. Developsystemfordata
collection and aggregation

4. HIVTestingand Treatment
Cascade

Provide feedback to
improve programs

users be avoided?

1. Analysisof service delivery o
Use coverage indicators

How isservice coverage data and results of quality w0 identif _
- - o identify gapsin
(geographic, population) assessments to map yhg P dtob
6.2 calculated andinterpreted? geographic coverage coverage thatneedto be
2 Populati erage addressed to ensure
; . ulation covera
Whatis the coverage for P . . & . targets are achieved and
critical enablerinterventions? calculation usingservice

needsare met
delivery dataor/andsurveys

What are the trends over

. . Outputand coverage
time foroutputs, service

. . Tabulate and graph indicators indicatordatafrom
availability, the enabling .
6.3 i from Steps 6.1 and 6.2 foreach | surveysandservice
environment, coverage and ) ]
period collected. deliverydataas

the testingand treatment .
collected overtime.
cascade?

D. Methods and tools

6.1.1 Defining useful output indicators

National and sub-national levels focus on selected coverage, outcome and impactindicators. Afew
outputindicators should also be monitored in sub-national areas.

Methods
An outputisan immediate result of the service orintervention that can be counted. Monitoring outputs
provides evidencethat activities occurred. Some illustrative outputindicators for the sub-national level
include:
1. Numberof people reached with each service or with the complete package of services
e Numberof menwho have sex with men, sex workers, transgender people reached with a HIV
prevention service or package of services;
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e Numberof menwho have sex with men, sex workers, transgender people at each stage of the
HIV testing and treatment cascade (more information can be foundin Section I and laterin this

step)
(0]
(0]
(0]
(6]
(0]
(6]

o

Numberestimated to be infected with HIV
Numberdiagnosed with HIV

Numberlinked to HIV care

Numberretainedin HIV care

Numberthatneed ART

Numberreceiving ART
Numberadherent or with undetectable viral load

2. Number of services provided
e Numberof HIV testingand counselling sessions provided

e Numberof community-led services provided

¢ Numberand percentage of community based organisations that deliver services for prevention,
care or treatmentand that have a functional referral and feedback system in place

3. Numberof commodities distributed

e Numberofcondomsdistributedinthe sub-national area;
e Numberof condom-compatible lubricants distributed in the sub-national area;

e Numberand percentage of Service Delivery Points with no stock out of condomsin the past6

months

4. Numberof people trained

e Numberof health care delivery providers testing and treating for STls who have been trained to
provide STl servicesto men who have sex with men, sex workers, transgender people.

e Numberand percentage of community health workers and volunteers currently working with
community based organisations who received training or retrainingin HIV service delivery
accordingto national guidelines (where such guidelines exist) in the last 12 months

5. Critical enableroutputs

e Numberand percentage of community based organisations that have core funding secured for
at least 2 years

e Numberand percentage of community based organisations that received technical support for
institutional strengtheninginthe last 12 months

Standardized forms for collecting, reporting and aggregating outputindicators are:
e Encounterform
e Referralform
e Aggregationform
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Figure 1.6.2 Encounter forms

The encounterformis designed to help services collect dataon users. Tool 9 (pg. 164) is an example of a
comprehensive encounter form that can be filled out foreach individual and Tool 10 (pg. 172) is an
example of ashort encounterform, where one row is completed foreach individual. Areferralformis
used by servicestoreferusersto otherservices (forexample, fromahealth centertoan NGO orto a
more specialized level of care). Referralisan activity that services should keep record of and report on
aggregate formsto the sub-national or national level. To evaluate the effectiveness of referrals, services
should keep track of which referred users followed through with the referral and received the
recommended services. Datafromthe encounterforms can also be aggregated into counts and
reported otherlevels orinstitutions. If services already use encounter orreferral forms, they need not
adoptthe examplesinthese guidelines. Also, the more computerized and automated these forms can
be, the better. Ideally, an electronicmedical record system would collect datasimilar to that of the
example encounter forms and produce tables and graphs of aggregated data. The aggregated data
could automatically populatea sub-national or national database included all participating services.
Encounter, referral and aggregation forms are fundamental to monitoring outputs and should be
standardized at the national levelif possible.

Figure 1.6.3 Focus on process evaluation

Outcomes Outcomes
S lated lated t
Inputs Activities Outputs Coverage e e Impact
factors determinants

Box 1.6.1 lists key requirements for specifying and monitoring outputindicators.

Volume I page 101



Volume |: National and Sub-National Level

Box I.6.1 Requirements for specifying and monitoring output indicators

Requirements for a good output indicator Clarifications/examples

A fully specified indicator reference sheet This should includethe followinginformation:

- Indicator definition

- Rationale/purposefor the indicator

- Numerator

- Denominator (ifapplicable)

- How to calculatethe indicator

- Measurement tool

- Method of measurement

- Data collection frequency

- How to interpret indicator data

- Strengths and limitations of the indicator

- References to sources for further information about
the indicator

For example: number of persons reached with a service,

A well-defined activity thatcan be counted
2 package of services, number of commodities (condoms or
condom-compatiblelubricants) distributed and/or
number of people trained

The time period during which the activity For example:

occurred ° Number of condoms distributed each calendar
3 month
. Number of persons reached by a testing and

counselling programmein the pastmonth

For output indicatorsthat measure the
number of people “reached with a service”,
anoperational definition of what it means
to be “reached”

For example:
Number of persons who received at leastone free

condom with instructions oniits use

For output indicatorsthatmeasure the
number of people “reached with a package
of services”, an operational definition of
the content of the package

Number of persons reached by HIV combination
prevention packageincluding:

HIV testing and counselling;
Condom distribution programme; and
Community engagement.

The output indicator meets the Indicator
Standards

The indicator meets each of the followingstandards:
Standard 1. Is needed and useful

Standard 2. Has technical merit

Standard 3. Is fully defined

6 Standard 4. Itis feasibleto collectand analysedata
Standard 5. Has been field tested or used in practise
Each Standardis further defined by specific criteria (see
UNAIDS Indicator Standards, 2010)and a 6" standard
exists for the set of indicators:The setis coherent and
balanced overall

7 A standardized data collection formto An encounter form for recording which services were
collectthe indicator data provided to the user (see Tools 9, 10)
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A baselinemeasurement of the indicator For example:

anda realistic target e Baselinein2010:60,000 condoms distributed to 500
users (10 condoms per users per month)

e Target for 2011:72,000 condoms to be distributed to
600 users (with same assumption of 10 condoms per

users per month)

6.1.2 Identifyingastrategy to avoid double-counting

“Double-counting” of persons reached arises when service delivery providers know the number of
contacts with the target population but not how many uniqueindividuals they have contacted. Knowing
the numberof unique individualsis a more accurate measure of coverage. The number of contacts is
vague measure because the contacts include individuals reached multiple times and unique individuals.

Methods

Depending onthe capacity of the data monitoring system, each service delivery provider must
determine what method will be used to avoid double-counting of individuals or translate the number of
contacts with the populationintothe numberof uniqueindividuals reached with aservice. Figurel.6.3
summarizesthree different strategies be used when reporting on the number of people (individual
users) reached with aservice.

Service delivery providers who adopt the use of a unique identifier code (UIC) forusers will be able to
track a user’s participationinthe programme. They will also be able to track the services each user
receivesandif referralsto services have been followed-up. Unique identifier codes can provide
accurate information about the number of users reached with services and the number of contacts with
each user. Inorder to use a UIC, a service delivery provider must develop a data storage system that
protects the privacy of users. Community consultations should be held in developing a UIC so that
concerns fromthe community can be addressed and a UIC developed that will not harm people.
Government-issued identification numbers or otheridentifiers that are easily linked to the user are not
appropriate. Anexample of a “safe” unique identifier code developed by Population Services
International is a 7-digit code composed of:

e First two letters of mother’s first name
e Firsttwo letters of father’s first name
e Gender (single letter M/F or number)
e Year of birth (last two digits)
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Figure 1.6.4 Strategies to avoid double-counting persons reached and a brief description of method

é eAsk all contacts accessingthe programme over 3 days: Is thisthe

firsttime you have received this service here? If not, when was the
lasttime you received the service? [Answer: days ago, weeks ago,
months ago, years ago].

eUse when service providers do not routinely record information at
contact with a user

Brief InterceptSurvey -<

N/

eRecord on the Encounter Form whetheritis a first time visitforthe

Use Encounter Form =< useror not
eUse when information is recorded foreach user encounter

.
~ S
eFor each encounter, record the service provided and the
Use Unique Identifier < individual's unique identifier code
Code eUse when it is feasible to assign a unique identifier and to link
records

6.1.3 Developing a system to measure, report and aggregate output indicators

One of the key questionsin monitoring and evaluationis “What are we doing?” Part of the answeris
provided by an output monitoring system that assesses whether outputs meettargets. Itcanaccurately
count people reached by interventions, service providers trained and commodities distributed. [t usesa
standardized protocol, data collection and reporting forms to ensure consistent indicator measurements
across service providers. Sub-national and national level programme managers can aggregate output
data fromthe service delivery level to assess whether targets are being reached, and take actions to
increase service outputs where needed.

Outputtrend analysis canimprove services at the sub-national level. This method can be used to
monitorthe outputs from the different sub-national areas at the national level. Trend analyses compare
actual outputsto output targets overtime.

Methods

Define services and determine the appropriate strategy foraddressing double counting. Next, develop
formsfor recordingwhetheraservice has been provided and distribute the forms to all service
providers forstandardized data collection and reporting across sub-national areas. The mostimportant
forms are showninFigure 1.6.4 and examplesare included in Appendix 1(see Tool 9, pg. 164; Tool 10,
pg. 172; and Tool 14, pg. 183).
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Figure 1.6.5 Types of forms to measure output indicators

eRecords the unique idenitfier code, and the
Encounter Form characteristics of the personreached by the
service provider

eRecords the specificservices provided

[see Tools 9 &10]

Referral Forms *Records that a referral fora service was made

eRecords the result of the referral
[see Tool 14]

eUsed by service delivery providers to aggregate
data from individual encounter forms

eUsed by sub-national/national level to aggregate
data from multiple service providers

Aggregation Forms

NN N

The graphics below from Section K. Coordination among National, Sub-National and Service-Delivery
Levelsillustrates one strategy forthe schedule of data collection (based on Figure 9 on page 28).

Figure 1.6.6 Sample Data Collection and Reporting Schedule

m Monthly >> Quarterly Yearly Every 2 Years

National Aggregate Quality Outcome
Coverage Data PG SESETERG Evaluationand
Level J MoT Analysis

Sub- Ag.gregal'Fe Advocacy . havi |
National Service Delivery Forum on Bio-Behavioura
Data, Assess Surveys
Access
Level Coverage
Senvice
Dellvery Ou.tpu.t Process Assessment¥ momtonr?gand
Monitoring . evaluationt
Level Evaluation

VvV VvV VYV

¥ If capacity exists

Service providers who routinely collect data on outputs and create a systemto tally these numbers
monthly benefitand share these data with the sub-nationallevel every month or quarter. At the sub-
national levelornational level, information from all service providersin each of the sub-national areas
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should be aggregated monthly. There are specifictools available that help with aggregating data at the
sub-national level (by hand or using software). Forexample, the UNAIDS Country Response Information
System allows service delivery providers to enter datadirectly online. Further software development will
provide automaticcalculation of indicator values as well as graphs to look at trends in the data over
time. If service providers do not have access to computers or the internet, aggregate data by hand and
enteritonto hard copies of spreadsheets/forms. Share these hard copies with the sub-national or
national level. At that stage, they can be entered into acomputerized system.

Afterreceiving output datafrom service delivery providers, the sub-nationalarealevelshould provide
timelyfeedback tothe service delivery level. Discuss under-performance with relevant stakeholders and
perhaps with the target population. These discussions can help reveal reasons forunder-performance,
look for potential solutions and determine steps to take.

Products
e Aggregate dataon services provided and peoplereached by each service

6.1.4 HIV Testing and Treatment Cascade

The HIV Testingand Treatment Cascade (first mentioned in Section |, pg. 29) is an excellent tool for
monitoring gapsin HIV testingand treatment coverage and for setting targets. The Testingand
Treatment Cascade can helpidentify the gapsin awareness of HIV status, linkage to care for those
diagnosed, retentionin care, initiation of ART and adherence to ARTfor key populations. Use baseline
data to settargets for indicators from the testing and treatment cascade and monitorthem as part of
process monitoringinthis Step. See Section | for more information on the HIV Testing and Treatment
Cascade.

In this Step use available datato construct the national orsub-national HIV Testingand Treatment
Cascade. Figure |.6.7 isan example Cascade that can be used as model.
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Figure 1.6.7 lllustrative HIV testing and treatment cascade in a country with 10,000 sex workers and
estimated HIV prevalence of 20%

2500

2000

1500

1000

Number of Sex Workers

500

Stage of Engagement in HIV Care

Adapted from Gardner EM, McLees MP, SteinerJF, Del Rio C, Burman WJ.The spectrum of engagement in HIV care and its relevance totest-
and-treat strategies for prevention of HIV infection. Clin Infect Dis 2011;52:793-800.
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Data Use

Key Question Methods

How is service coverage
(geographic, population)
6.2 | calculatedandinterpreted?

1. Analysisof service
delivery dataandresults
of quality assessments to
map geographiccoverage

2. Population coverage

What isthe coverage for calculation using service
critical enablerinterventions? delivery dataor/and
surveys

Use coverage indicators to
identify gapsin coverage
that need tobe addressed
to ensure targets are
achievedand needsare
met

Box 1.6.2 Definitions of coverage indicators

| Type of coverage

Geographic coverage

Definition
Geographic coverage measures whether
each service, intervention and programme
isavailableineach sub-national area.
This helps to identify areas where there is a
services gap.

Example

Whether HIV testing and counselling
is availableineachsub-national

area

Population
level
coverage

ofa
particular
service or
intervention

Population level coverage for a particular
servicemeasures the proportion of the
population of sex workers, men who have
sex with men, and transgender people
“reached” by the specified service.

[see section 6.1 for defining what is meant
by “reached with service”]

For an HIV testing and counselling
service:

percentage of people that were
tested for HIV in the past12
months, know the results of the test
and were referred to the relevant
clinical services in HIV-positive cases

of a package
of services

Population level coverage for a package of
services measures the proportion of the
population “reached” with the specified
package of services.

[see section 6.1 for defining what is meant
by “reached with package of services”]

For packageof services:
Percentage of the key population
who have received the entire
packageof services ina specific
period (3, 6or 12 months) (for
example, received condoms and
condom-compatiblelubricants, IEC
materials, and tested for HIV)

6.2.1 Geographiccoverage calculation using service delivery data and quality assessments

Coverage indicators measure the proportion of sub-nationalareas where aservice is available or the

proportion of the target populationreached with each service, intervention oracombination prevention

programme. Achieving adequate service coverage is an intermediate, necessary step toward achieving
behaviourchange and reducing new HIV infections. Table |.6.2 provides an example of mapping the

geographicdistribution of services and interventions (see also Step 3) to calculate geographiccoverage

of services.
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Table 1.6.1 Example of geographic coverage calculation

Geographic availability of

National

services and interventions

) Service / . Service / Number of | % of areas
intervention intervention .
No service/ | meeting | Noservice/ | meeting arga:s prov.ldlng
intervention quality intervention quality prow'dlng . serwce./
standards standards | serVIce/. intervention
available available intervention| (coverage)
Services for members of key population
HIV testing and counselling 0 1 0 0 1 50%
Antiretroviral therapy (ART) 0 1 0 0 1 50%
Targeted educationandrisk 0 1 0 0 1 50%
counselling for men who have
sex with men, sex workers and
transgender people
Prevention and treatment of 0 1 0 0 1 50%
sexually transmitted infections
(STls)
Condom promotion 0 1 0 1 2 100%
programme for men who have
sex with men, sex workers and
transgender people
Vaccination, diagnosisand 0 1 0 0 1 50%
treatment of viral hepatitis
Harm reduction programmes 0 1 0 0 1 50%
for key populations thatalso
injectdrugs
Critical enabler interventions
Addressinglegal barriers 0 1 0 1 2 100%
Trainingandsensitization of 0 1 0 0 1 50%
service providers
Community mobilization 0 1 0 0 1 50%
Establishment of safespots 0 1 0 0 1 50%
Intervention package 0 1 0 0 50%

Note:numbers areintended to beillustrative and are not a recommendation

6.2.2 Population coverage calculation using service delivery data or/and surveys

How does coverage information help to improve performance?

Coverage isa critical indicator of programme implementation. Programmes that are effective ata small
scale will notachieve significant prevention objectives unless they are implemented at a scale that
reaches the majority of the target population. Figure 1.6.11 measures coverage indicators obtained from
survey data. All measures are includedin Tools 22 (pg. 193), 23 (pg. 202).

Achieving high coverage is an intermediate step in promoting healthy sexual behaviours among the

population being served. The programme is unlikely toresultin behavioural changesifitis notreaching
itstarget audience. Monitor coverage to ensure that the specificcoverage targets are beingreached. To
address coverage, sub-national and national levels need to ensure that all components of aprogramme
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of recommended services and interventions are available and accessible. Thisimplies responding to
discriminatory laws, changing publicattitudes, doing advocacy to provide services to members of the
key population and addressing othersocial determinants. When all components of the programme are
availableinthe areasinneed, efforts need to be made to provide betterindividual coverage. This
dependsonavailableresources, how the community including members of the key population receives
the services, the quality of services provided, sensitization of service providers, etc. Timely feedback
fromthe national to sub-national level and from sub-national level to service providers may resultin
better coverage. Where under-performanceisidentified, itis necessary to examine data more carefully,
analyse the reasons forthe situation, identify potential solutions, determine steps to take and
implement changes needed toimprove performance. Figurel.6.11 provides an example of the decision
tree on population coverage calculation.

Figure 1.6.8 Decision tree on calculating population coverage

TYPE OF INDICATORS PROPOSED ACTIONS

1. Is there a defined
basic package of
senices?

Defin e the hasic package of
services

A

v
HIMBER OF COMMODITIES

#cordome distributed
#of lubricants distributed
# |EC materialz distributed

2. Is there a system to
avoid double
counting?

NUMBER DF COMTACTS/C ASES/ SERVICES Develop system 1o

aveid double counting
#of WS contacts nea ched with HIY prevertion

#of 5T cazesdEgrozed ard treated
#of VCT ses=iore pmovided

MUMBER OF PEOPLE REACHED
Obtain population
size estimate

3. 15 there a
population size
estimates?

#of MEM reacked with HIY prevention
#of S reached with HIWY prevention
#of TG reached with HIW prewe rtion

M oy cose, @R OUE SOy ED eStim e

MUMBER & PERC BNTAGE OF PEOPLE REACHED (SRR S A

5 X 1. Confirm cove rege bresd'on grogrom me dmt
#ard % of WS reac hed with HIY presention 2. Extimete coverrges when progarmme date or

CALCULATE COYERAGE | #ard% of I reached with HIV prevention oo o] pOpOIKIE N Sl e imibes are nok woaiehie
#ard % of Tid reached with HIY prevention

Methods
Itis possible to estimate population coverage of services orthe complete package of services by either:
(a) using service delivery data (if population size information is available); or

(b) using population-based survey data - conducting a representative survey of the target population
that includes questions onthe use of each service. Figure 1.6.9 provides an example of using encounter
form or survey to estimate population coverage.
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Figure 1.6.9 Using service delivery data (encounterforms) or a population-based survey to calculate

service coverage

Service Delivery Level — From
Encounter Form
Use data from ‘Comprehensive Encounter
Form’in Tool 9 (pg. 159) or ‘Short
Encounter Form’ in Tool 10 (pg. 164)

A DATE AND LOCATION OF ENCOUNTER Encounter #:
Al Type of Lo.canon A3 Today’s Date Day ____/Month ___/Year [
1 MSM drop-in center L—1
2 STl services provider ) - -
3. Other provider (specify ) A4 Service delivery provider (eg. NGO) number
A2 Sub-national area number A5 1D number of individual providing service:
INIQH TIFIER"CODEAND HCINEORMATION
-81_Unigue Identifier Code / B5 Gender: 1M 2F 3TG-MTF 4TG-FTM
B2 First EVER visit to site? 1YES 2NO B6 BirthDate Day ___/Month ___ /Year
B3 First visit since January 1: 1YES 2NO B7 Primary Language:
B4 Other Service Providers Visited in Past 30 Days: B8 When Moved to This Area: Month:___Year

| Numerator: Number of MSM who were screened for STl in past 12 month |

| Denominator: Size estimate of MSM population |

B MSM Population

Percentage of men who have sex with men reached with STI
screening in the past year

National and Sub-National Level -
From Survey

Use data from ‘Sample Survey
Questions’ in the Tool 11 (pg.175)

Sample survey questions for coverage indicators
Item Item Response| Rationale Measure]
No. Code No.
31 Do you know where you Yes Used to determine | 3.7
can go if you wish to No percentage who
receive an HIV test? know where to get
HIV test
32 Idon't want to know the | Yes Used to determine | 3.7
results, but have you ever | No percentage of men
been tested to see if you who have sex with
have the AIDS virus? men who know their
HIV status
33 If yes, have you been Yes Used to determine | 3.7
tested in the past 12 No percentage of men
months? who have sex with
men who know their
HIV status
34 If yes, please do not tell Yes Used to determine | 3.7
me but, did you receive No percentage of men
your results? who have sex with
men who know their
HIV status
35 Have you been screened Yes Used to determine | 3.6
for STlin the past 12 No percentage of men
months? who have sex
screened for STls
J
36 Have you been diagnosed | Yes Used to determine | 64
with STlin the past 12 No percentage of men
months? who have sex
diagnosed with STI
37 If Yes, have you received Yes 6.4
treatment for STl in the No To assess quality
past 12 months?
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(a) Calculating coverage from service delivery data if size estimates are available
Calculating population coverage foraservice, intervention or entire package of services using service
delivery datarequires:
1. Acleardefinition of the service or complete package of services (seeStep 3.1, pg. 68)
2. Astrategyto avoid double-counting users (see Step 6.1.2, pg. 103)
3. Estimatesofthe size of the target population (seeStep 1.1.2, pg. 46)
Figure 1.6.10 shows how to calculate coverage from service delivery dataand a size estimate of the

population.

Figure 1.6.10 Method to calculate coverage based on service delivery data

Tumber of tran
gender people reached
with a service during
the past yearbased on
service delivery data
and takinginto
account double-
counting of people
across service
providers

Coverage: percent
of transgender
population
reached bythe
service

Size of the
target
populationin
the areainthe
past year based
on size
estimates

For example:Six service delivery providersin asub-national area estimated that they each reached 200
people overthe pastyear. Data from User Encounter Forms suggest that 50 of the 200 individuals at
each service site also visitanotherservice sitein the same sub-national area. The estimated size of the

L . . . [6*15‘”(6*%)] 1,050
populationinthe sub-national areais 3,000. Coverage is 000 = Zo00 = 34%.

(b) Calculating coverage from survey data

See Step 2.1 fora description of how to conduct bio-behavioural surveys of arepresentative sample
fromthe target population. Surveys should include questions to assess coverage. Examples of questions
to assess coverage areincludedin Tool 11 (pg. 175).
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Products
Annual coverage datafor each service

Figure 1.6.11 Examples of coverage indicators

a) Population coverage indicators for specific HIV prevention services

100 -
90 - W % reached by condom distribution
80 m % reached by targeted education and
risk reduction
70 % in adherence improvement
programme, of those on ART
60
& m % tested and counselled for HIV
8
S 50
2 m % screened for STI
&
40
™ % on ART, of those that need it
30
M % in harm reduction programme, of
20 those that inject drugs
% in HBV catch-up programme
10
0

b) Population coverage indicators for components of the HIV programme

100 -
90 A
80 -
70 - B % involved in community
engagement (CE)
o 60 -
&
£ 50 - ® % in CE and reached by behavioural
§ interventions
& 40 |
% in CE, reached by behavioural
30 4 interventions and by biomedical
20 | interventions
10 -
0 4
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Further information:

More information on collecting, analysing and using monitoring data, entering data into
the global spreadsheet, doing basic analysis and creating charts:

e  FHI.Monitoring HIV/AIDS Programmes: Participant Guide (2004).
http://www.fhi.org/NR/rdonlyres/epjwoqgeky4zmoliungcpnchi3v3cnrgxgsdiaione2
ct3jeyguv3dnsnqgrbjt5oha7oihw5huwo7e3k/ParticipantCoreModule2.pdf

e  UNAIDS. AIDSinfo. http://www.unaids.org/en/dataanalysis/tools/aidsinfo/

e  UNAIDS. Monitoring and evaluation Guidance and Tools.
http://www.unaids.org/en/dataanalysis/tools/monitoringandevaluationguidance
andtools/

e Informationon the UNAIDS Country Response Information System:
http://www.cris3.org/

e Unique ldentifier Code, USAID-funded Drug Demand Reduction Program (DDRP) in
Uzbekistan, Tajikistan and the Fergana Valley Region of Kyrgyzstan
http://centralasia.usaid.gov/datafiles/_upload/DDRP_Unique_ldentifier_Code.pdf

Key Question Methods Data Use

Outputand coverage
What are the trends over

. . Tabulate and graph indicators indicatordatafrom
time foroutputs, service i
6.3 o . from Steps 6.1 and 6.2 foreach | surveysandservice
availability, the enabling ) .
period collected. deliverydataas

environment, coverage?

collected overtime.

6.3 Monitoring outputs, service availability, the enabling environment and coverage over time

Once output, service availability, enabling environment and coverage indicators have been defined
(Steps 3 and 6) methodsto collect and aggregate the necessary data have been established (Step 6), a
reporting schedule has been set (Step6) and data has beenreported atleast twice startto examine
trendsintheindicators overtime. The more time points from which datais available, the more
information can be gleaned from atrend analysis. It’salsoimportantto interprettrends with caution as
extraneous factors (changes with regard to the reporting services, seasonal factors, funding factors)
could have an effect on the data reported.

Keep records of each indicatoras reported or collected overtime and present the datain a report. The
report of outputtrends, service availability trends, enabling environment trends and coverage trends
will complement each otherand help explain the course of the epidemicand products from Steps 7 and
8 (outcome and impact monitoring and evaluations).
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Table 1.6.1 contains the number of condoms distributed and the target numberforthe fourservice

providersinasub-national area. Figure 1.6.12 shows the number distributed each month as compared to
the three-month target.

Table 1.6.1 Condoms: Number distributed, targets and percentage of target achieved (in thousands)

Provider January February March Total
o - o - o - o -
] o i) @ 2 o 2 [
-0 - T - - P A - I .-
.*05 c | G .‘Dé' e bS] g P G g P G
= X = X = X = X
Provider A 10 30 33 20 30 67 30 30 100 60 90 67
Provider B 40 80 50 50 80 63 40 80 50 130 240 54
Provider C 20 30 67 30 30 100 30 30 100 80 90 89
Provider D 5 60 8 10 60 17 5 60 8 20 180 11
Total 75 | 200 38 110 200 55 105 200 53 290 600 48

Note:numbers areintended to beillustrative and are not a recommendation

Figure 1.6.12 Graphical Representation of Condom Distribution — Single Service Provider

Condoms distributed (in thousands) by Service Provider A
Country A, Jan-Mar 2010

Outputs

100
80
60
40
20

0

_aall

January February March

Month

Total

Target

number

Figure1.6.13 presents datafrom four providersin the sub-national area. The graph clearly indicates that
ProviderDis notreachingits targets.
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Figure 1.6.13 Graphical Representation of Condom Distribution — Multiple Service Providers

Monitoring distribution of condoms in a sub-national area
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E. Summary
This step helped youto develop:

a Indicatorreference sheet foreachindicator

Identified strategy to avoid double-counting

OutputTrends Report

Service availability trend report and map

Enabling Environment Checklist: Trends

Coverage Trends Report

000 0|00

HIV Testingand Treatment Cascade
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Step 7. Outcome Monitoring and Evaluation: Are there changes in biologic
determinants of HIV transmission? Are there changes in the enabling
environment? Are these changes due to the programme?

A. Rationale — Why is this step important?

Targets were setin Step 3 usinga community-led process fortwo types of outcome indicators:
outcomesdirectly related torisk of HIV transmission and outcomes related to critical enablers of
transmission. Step 7 provides methods to monitor whetherthese outcomes changed and to evaluate
whetherthe changes were due to the HIV prevention programme.

Outcome monitoring tracks trends in outcome indicators and assesses whether outcome targets were
achieved. Social enabler outcomes and programme enabler outcomes should be monitored.

Outcome evaluation asks: Are the changes in outcomes caused by the programme? Outcome evaluation
requires acomparison group. Outcomes among the intervention group are compared to outcomes
among groups without the intervention.

Most outcome evaluations focus on biologicdeterminant outcomes. Beloware examples of questions
that outcome monitoring and evaluation seeks to answer:

For monitoring direct biologicdeterminant outcomes:
e Iscondomuse among menwho have sex with menincreasing? Ordecreasing?

e Has the prevalence of syphilis decreased among sex workers?

e Amongtransgenderindividuals eligible for ant-retroviral treatment, what proportion are on
treatmentand have undetectablelevels of virus?

e What proportion of transgender whoinject drugs are sharinginjecting equipment?

o  What proportion of menwho have sex with men have engaged in unprotected receptive anal
sexinthe past 4 weeks?

For evaluating direct biologicdeterminant outcomes:
e Was the measuredincrease incondom use due tothe programme?
e Wasthedeclineinsyphilis due tothe programme?

For monitoring social enabler outcomes:
e Isthe proportion of menwho have sex with menwho experienced violence, discrimination,

human rights violationsin the past 12 months decreasing?
e What proportion of sex workers are members of a sex worker led organization seeking to
address policy and legal reformrelated to sex work?

For monitoring programme enabler outcomes:
e What proportion of men who have sex with menreport problems accessing condoms?
e What proportion of sex workers report experiencing discrimination when accessing services?
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e What proportion of transgender persons who begin ART are still receiving ART a year later?

The figure below can be used to assess readiness for outcome monitoring and evaluation.

Figure 1.7.1 Questions to Assess Readiness for Outcome Monitoring and Evaluation

Outcome Monitoring and Program Evaluation

Question 1. Have sub-national areas been defined and
mapped? Have the target population(s) and sub-groups been
defined?

IFNO: Go to Step 3. Define
areas and sub- populations.

IF YES: Question 2. Have outcome indicators at the national
and sub-national level been defined?

IFNO: Go to Steps 1-2.
Define outcome indicators
based on your epidemic.

IF YES: Question 3. Have 3-5 year targets been setforeach
outcome indicatorin each sub-national area?

IFNO: Go to Step 3. Set
targets for each indicator.

IF YES: Question 4. Is the objective to monitorchangesin
outcomes or to evaluate whetherthe programme caused the
change(s)?

IFOUTCOME MONITORING IFOUTCOME EVALUATION:

ONLY: See Step 7.1 How to See Step 7.1, Step 7.2 How
Monitor Outcomes to EvaluatePrograms

Outcome Evaluation
includes the components of
Outcome Monitoring plus
additional protocol

components.
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B. Step 7 Flowchart of Key Questions, Methods and Data Use (Figure 1.7.2)

Methods:

7.1 Outcome monitoring: Are there Trend analysis of outcome indicators
changes in biologic determinants of

HIV transmission? Are there
changesin the enabling
environment? Assessment of Need for Outcome
Evaluation

Aggregation of sub-nationalindicators for
national estimates

- Selection of Evaluation Design

7.2 Outcome evalution: Are the

changesin outcomes due to the T 5
programme? What will this step help you do?

This step will help to:

--Assess whether outcome indicator targets
were achieved

-Determine whether changes were caused
by programmes

C. How to answer key questions and use data: Overview for Step 7

Key Question Methods Data Use

Use trendsincritical enabler

L outcomesto assess whether
Outcome Monitoring:

) 1. Trendanalysisand the environmentis
Are there changesin . ) . :
) ] ) interpretation of outcome improving.
biologicdeterminants of o o ]
7.1 o indicators Use trendsin biologic
HIV transmission? Are . .
. 2. Aggregation methodsfor determinant outcomesto
there changesinthe i o )
national indicators assess whetherthe risk of

enablingenvironment? L
HIV transmission s

decreasing.

Outcome Evaluation: 1. Assessmentof needforan ]
) i Use evaluationresults to
Are the changesin outcome evaluation . .
7.2 ) ) identify strengthsand
outcomes due tothe 2. Evaluationstudydesigns
i weaknesses of a programme.

programme? 3. Modelling
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D. Methods and tools

7.1.1 Trend analysis and interpretation of outcome indicators using bio-behavioural survey data,
policy reviews, and qualitative data.

Most of the outcomes related to the biologicdeterminants of HIV transmission (e.g., percentage usinga
condom at last sex) and many of the critical enablers (e.g., percentage of sex workers who reported no
episodes of violence, discrimination, human rights violations in the past 12 months) are measured by
bio-behavioural surveys. However, some outcomes-- such as the legality of homosexuality, are best
assessed by other methods (See Figure 1.7.3). Inaddition, service delivery dataand qualitative data can
helpinterprettrendsidentified from survey data. (see Box 1.7.1) Outcome indicators are usually
collected everytwo years. See Tools 22 (pg. 193) and 23 (pg. 202) for a list of outcome measures related
to biologicdeterminants and contributing factors of HIV transmission.

Figure 1.7.3 Overview of methods for collecting outcome data and understanding trends

Bio-behavioural surveys Qualitative methods: Policy review Service delivery data
eCan provide valid eCan be conducted prior to eCan track changesin e|fa uniqueidentifier code
measures of indicators for bio-behavioural survey policies and legal is used, can monitor
each sub-group eCan explore why people barriers trendsinHIV transmission
eCan be repeated overtime have unprotected sex risk amongindividuals
eCan describe those atrisk eCan identify contributing reached bythe
butnotyetreachedby factors thatincrease risk PO RImIE

services eCan identifybarriers to

accessing servicesand
strategies for reducing
barriers

eCan be usedto interpret
finding
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Box I.7.1 Example of using qualitative methods to interprettrends

A bio-behavioural survey showed that unsafe sexamong sex workersisincreasing. Thisfinding
sparked furtheranalysis of the survey data: “What are the characteristics of those mostlikely to
practice unsafe sex? Were they reached by a condom distribution programme in the past month?” In
addition to survey dataanalysis, in-depth interviews and focus groups with sex workers revealed that
police were keeping sex workers away from safe spots. The analysis also revealed that services were
not available during the times when sex workers could access them.. These findings using qualitative
methodsled to meetings with the police and an assessment of the quality of services. Removing
barriersto service accessis anticipated toresultin areductionin unsafe sex which can be assessed
duringthe nextsurvey.

An analysis of trendsinthe outcome indicators should lead to furtheraction. Figurel.7.4illustrates
what furtherinvestigations should be undertaken based on the results from outcome monitoring.

Figure 1.7.4 Actions based on observed trends in outcome data

If outcome eAdditional analysis of survey datato identify
monitoring characteristics of those at highest risk

T T eFocused qualitative studies to understand more
I I_ IE5 1 aboutthe barriers to reducing risk
risk of HIV

e eAdditional quality assessments to ensure access to
transmission: quality services forthose at highest risk

If outcome eAdditional analysis of survey data toidentify who
monitoring remains at high risk

identifies eFocused qualitative studies to understand remaining

. . barriers to reducing risk
Improvements in ¢ Feedback session with members of the target

risk of HIV populationtovalidate trends in outcome data
transmission: eldentify which effective interventions

Methods

Repeated cross-sectional bio-behavioural surveys can assess coverage, monitor outcomes and estimate
impact. Bio-behavioural surveysinclude HIV sero-status testingand may include testing for other
sexually transmitted infections. See Tool 11 (pg. 175) for a list of illustrative survey questions and the
correspondingindicators that can be obtained to assess coverage, outcomes, and impact. Asound
protocol isthe basis for collecting good quality data, good data managementand appropriate data
analysisand use. Box 1.7.2 provides an outline of a protocol for a behavioural surveystudy. Standardized
protocols forsurveys can be found on the UNAIDS website. Good data managementis crucial for high
data quality when conducting a bio-behavioural survey. (See Box 1.7.3)
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Box 1.7.2 Protocol outline for bio-behavioural survey

A. Background
e Prevalence of HIV infection among the key population over time
e Involvement of stakeholders in planningthe study
e Engagement and meaningful participation of key populations

B. Study population
e Map of the sub-national area(s) including contextual barriers / facilitators for risk
e Eligibility criteriaand description of sub-groups includingsize
C. Outcomes to be monitored : Definitions and justification
D. Exposureto HIV prevention services (required for outcome evaluation)
e Description of the package of services
e Operational definition of coverage for each service
e Rationaleforsurvey questions selected to assess exposureto each service
e Coverage indicators defined
E. Brief description ofthe study design (e.g., repeated cross-sectional survey of sex workers )
e Frequency of repeating the survey (e.g., every 3 years)
e Description ofany efforts to use-the data to estimate the size of the population
F. Samplesize needed to track changes in outcome indicators for each sub-group
G. Samplingstrategy andrationale
I. Interviewing mode
J. Use of incentive payments

K. Methods for cost-effectiveness analysis (useful for outcome evaluation)
L. Data collection and informed consent forms

M. Description of testing procedures

L. Training materials

M. Results of Pilotingand Pre-Testing Survey

N. Data entry, data confidentiality and data storage

O. Data analysis
e Socio-demographic characteristics:trends over time
e Outcomes related to HIV transmission risk: trends over time
e OQutcomes relatedto contributingfactors:trends over time
e For each sub-nationalarea and for national level

P. Data interpretation, data disseminationand use

Q. Adherence to protection of human subjects procedures
e Prepare protocol for referral of HIV positive participants to care
e Followguidelines for reducing stigma and discrimination

R. Budget and time schedule
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Box 1.7.3 Tips for good study design practices and data management

Monitoring and evaluation are ongoing. Surveys will be repeated and data compared across years
and across areas. This has implications for study protocols, data collection methods and data
management. Protocols and methods should not change substantially from yearto yearso that
indicatordataremain comparable overtime.

Maintain data from each measurement period in aspecificdataset. The M&E representativein each
area should have access to the data from theirarea. In addition, prepare and document a national
data setthat includesall comparable dataacross areas and overtime. The national dataset facilitates
comparative analyses.

When combining (same information for different subjects) or merging (differentinformation on the

same subjects) data sets from different areas and different years, pay attention to the following tips:

e Foreachrecord inthe data set, include information about the date of the study, the area,
whetherthe survey took place when the areawas a designated intervention or comparison area,
the genderand age of the respondents and each sub-group of respondents.

e Use consistentvariable names across all measurement periods

e Documentina table the comparable survey question numbers (e.g., the variable “Gender” is Q2
in 1998, Q5 in 2000, etc.)

Choosingasampling methodis one of the key decisions in conducting a bio-behavioural survey. Box 1.7.4
lists some of the available sampling methods with their benefits and drawbacks.

Quantitative surveys should considerincluding qualitative component. Qualitative methods caninclude
focus groups and/or in-depth interviews. Qualitative methods can help in the phrasing of questions on
the survey, identify barriersto services that could be monitoredinasurvey, and provide insightsinto
findings from the survey. Qualitative investigations can also describe the context of sex work or the
quality of life amongtransgender people. Qualitative methods often provide details and understanding
not obtained by quantitative surveys. Analysis of focus group surveys and in-depth interviews usually
includesthe identification of themes described by participants and the identification of specificquotes
that illustrate key points.
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Box I.7.4 Sampling methods

Type of

sampling

Key features including
recruitment

Advantages

Disadvantages

Respondent
driven sampling

Initial seeds recruitadditional
respondents who then recruit
additional respondents. People
recruittwo to four additional
respondents and get anincentive
payment for their own interview and
the interview of their contacts.

Recruitment uses
coupons that keep track
of recruitment chains
andallowcalculation of
selection probabilities,
qualifyingthe method as
a probability method.

If people do not
recruitrandomly from
their network, the
samplemay be biased.

Time Location
Sampling (venue
based)

Venues where sub-groups can be
reached are listed with hours of
operationidentified. Arandom
sampleof venues and hours is
selected.

Selection probabilities
can be calculated so this
qualifies asa probability
method. The method is
replicableand verifiable.

People at venues may
not want to be
interviewed. Some
people may notvisit
venues.

Targeted/quota Ethnographic assessmentidentifies Obtains adiversesample | Final sampleis nota

sampling sub-groups.Quotas are recruited by probability sample
convenience from each group.

Snowball Initialrecruits or “seeds” recruit Historically useful in The chain may not

sampling/ chain
referral

participants who then recruit
additional participants until the
sampletarget is reached

obtainingaccess to
hidden populations

reach a representative
sampleof the
population

Facility sampling

People visitingthe facility are
selected for interview (for example,
the first200 patients in a month)

Convenient
Reaches people who use
facilities

People usingservices
are not representative
of the population

Internetsurvey

People are recruited from internet
sites of interest to men who have
sex with men, sex workers and
transgender people.

Participationis
voluntary.

The sampleis a
convenience sample
andwill be biased.

Source: Adapted from several sources including AMonitoring and Evaluation Framework for Concentrated
Epidemics and Vulnerable Populations, David Wilson, Global HIV/AIDS Monitoring Team (GAMET).
UNAIDS, WHO. Surveillanceamong most at risk populations for HIV(2010).

7.1.2 How to aggregate sub-national indicators to obtain national outcome indicators

The most important trends to monitorare those within each sub-national area. However, itis often
useful to have a national estimate that takes into account the indicator values fromall of the sub-
national areas. Table I.7.1 presents amethod to calculate national estimates using population size
estimate from each sub-nationalarea. Inthis example, the indicator ranges from 20% to 80% locally.
The national estimate is 50%.
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Table 1.7.1 Calculating a national estimate from outcome measurements in sub-national areas

Size of MSM Outcome Indicator Number of individuals
population | (% using a condom at last sex) meeting indicator
Sub-national areal 15,000 40% 6,000
Sub-national area 2 5,000 20% 1,000
Sub-national area 3 30,000 50% 15,000
All otherareas 10,000 80% 8,000
National estimate 60,000 30,000/60,000 = 50% 30,000

Note:numbers are intended to beillustrative and are not a recommendation

Products

e Protocol for bio-behavioural survey

e Datafrom bio-behavioural surveyand estimates of outcome indicators, including graphs, for
selected outcomes measured overtime

e Note that some impact, coverage and quality indicators that are also obtained from the bio-
behavioural survey.

Graphs can helpinterprettrends. Here are some tips for making easy to understand graphs of trendsin
outcome indicators and an example of aninformative graph:

e Graphs should be simple, two dimensional and have titles that explainthe graph without additional
text

o Titlesandlegendsshouldinclude how sample recruited, where study conducted and size of sample

Figure I.7.5 Example of outcome monitoringamong men who have sex with men

Monitoring outcomes over time (2004-2010) in sub-national area 1, Country x.
Percent menwho have sex with menreporting each behavior related to
HIV transmission risk

100% -
90% - 80%

80% -

70% - 60%

60% 1 50%

50% - a0y 25% 45%

40% - m 2004
30% - 25% >

20% m 2006

20%

0% - ; ; 2010

Used a condom at last anal sex Used a condom at last sex with Got tested and treated for STI
with male partner female partner

Note: The data were collected through cross-sectional surveys of 500 men who have sex with men recruited

by respondent driven sampling.
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7.6 Outcome Monitoring of Critical Enablers for Sex Workers
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3
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. 13% ’ 15% 2 2
% SW reporting % SW reporting % SW reporting % SW Enabling Number of safe
stigma* sexual physical participatingin environment virtual and
violence* violence* activitiesto  indexforSW physical spaces
raise awareness (out of 16)
of rights*

Indicators Reflecting Critical Enabler Interventions

*in last12 months

Further information on choosing a sampling method:

e US. Department of Health and Human Services, Center for Disease Control, GAP
Surveillance Team. Most-at-risk populations sampling strategies and design tool.
HSS-CDC, 2009.
http://www.theagencyfordesign.com/clients/cdc/marps/

e See UNAIDS (2010-11). Guidelines for Second Generation HIV Surveillance.. Geneva,
UNAIDS. UPDATE
http://whglibdoc.who.int/hq/2000/WHO_CDS_CSR_EDC_2000.5.pdf

e A Monitoringand Evaluation Framework for Concentrated Epidemics and
Vulnerable Populations, David Wilson, Global HIV/AIDS Monitoring Team (GAMET).
http://siteresources.worldbank.org/SOUTHASIAEXT/Resources/223546-
1192413140459/4281804-1231540815570/5730961-

1236714389204 /DavidWilsonMandE.pdf

e UNAIDS, WHO. Guidelines for surveillanceamong most at risk populations for HIV
(2010).
http://www.unaids.org/en/media/unaids/contentassets/restore/20110518_Surveil
lance_among_most_at_risk.pdf
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Key Question Methods Data Use

. |1 Assessmentofneedfor
Outcome Evaluation: ) .
. an outcome evaluation Use evaluationresultsto
Are the changesin

7.2 2. Evaluationstudy identify strengths and
outcomesdue tothe .
designs weaknesses of aprogramme.
programme? .
3. Modelling

7.2.1 Assessment of need for an outcome evaluation

An outcome evaluation assesses whether changesin outcomes were caused by aspecific programme.
Sometimes evaluations are undertaken when they are not necessary. Forexample, newstudies are not
neededtoassess whethercondoms prevent HIV transmission. Below are afew questions to assess
whetheran evaluationis warranted. If the answerto mostis “Yes” then an evaluation may be useful:

e Isthe programme to be evaluated new ornovel and notyet proven effective?
e [sthereawelldefined programme impact pathway?
e [sthereanoperational definition of whatit meansto be reached by the program?
e Has enoughtime elapsed since programme initiation to assume that change isfeasible?
e Was the programme implemented based on standards of quality that were consistently measured?
e |[sitpossibletoidentifyacomparison group of similar persons who have notbeenreached?
Is there minimal turnoverinthe population?
e Willthe findings of the evaluation resultin major changesin allocation of funding?
e Isthere sufficientstakeholder supportand sufficient resources to conduct an evaluation?

7.2.2 Selection of an outcome evaluation study design

Three levels of evidence used in outcome monitoring and evaluations are describedin Box 1.7.5.Once a
designischosen, develop a protocol forthe evaluation that describes each aspectin detail (see
information on bio-behavioural survey protocolsin the first part of this step, pg. 120).
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Box I.7.5 Characteristics of evaluations

Type of Type of statement Type of study
evidence

Cross-sectionalorlongitudinal study with

comparison group was due to
confounding, bias orchance

Ad Th ted ch d )
equacy e expected change occurre N v
Programme seemed to have an effect . . .
- . Quasi-experimental designs and pre-post

Plausibility | based on a step-by-step ruling out of desiens
alternative explanations g
The programme caused the change with
only a small probability that the

Probability | difference betweenintervention and Randomized control trials

Source: HabichtJP, Victora CG, VaughanJ. Evaluation designs for adequacy, plausibility and probability of public
health programme performance and impact. International Journal of Epidemiology 1999;28:10-18.

Methods

Probability designs are often used to evaluate anew programme or when the effectiveness of the
programme is unknown orthere is potential for negative effects. One probability designis the
randomized community trial. See Figure I.7.7. An experimental design generally requires high capacity
and resources. Randomization must be carefully planned (Craig et al, 2008). The design of probability
evaluations benefits from consultation with epidemiologists and biostatisticians. Due to complexityin

design, implementation, analysis and interpretation, only consider acommunity randomized trial if

thereisa well-defined, narrow hypothesis (to identify success or failure of the key intervention) and
thereisa measurable intervention, to be able to assessitsimplementation and there are well-defined,

measurable outcomes. These conditions also apply to the use of quasi-experimental designs (see Figure

.7.7).

Figure 1.7.7 Randomized community trial: Design, Features and Requirements

Selected ( )
sub- Baseline
national measurement

areasin ineach
the selected area
country
\ J

Half of the areas
randomizedto
receive anew

programme

Half of the areas
randomized to
receive nothingor
the standard
practice

N\

S

Follow-up
New programme = e asurement(s)
Nothingor
standard FoIIow—upt( )
S measurement(s
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Box 1.7.6 Features and considerations for probability designs

Features Requirements /considerations
Areas arerandomized to either get e Withholdinginterventions is notethical ifstandard practiceand
the intervention or not. Baseline effectiveness already proven.

and follow-up surveys are
conducted in each area to assess if
there was a differencein the
change inoutcomes inintervention

e |fimplementation of a new programme is staggered for budgetary or
practicalreasons, then the waiting periodis an opportunity to use a
comparativedesign to measure the effectiveness of the new

versus “control” areas. programme.
e Findings fromrandomized studies arestronger if outcomes are
The strength of randomizationis measured in the same individuals atbaselineand follow-up and

that factors that affect the success
or failureofanintervention are
assumedto be balancedin
intervention and control areas.

findings can belinked usinga unique identifier code. This approachis
labour-intensiveand expensive, however, and would benefit from
expert consultation toimplement it well.

e Cross-sectional surveys of the populationininterventionand

Interpretation: The differencein control/comparison areasatbaselineand follow-up area more
randomized versus feasibledesign to implement, although there is less certainty about
control/comparisonareasisvery whether exposure to the new programme caused anychangein

likely to be due to the intervention. behaviour observed.

e |fpeople move between intervention and control areas, the
effectiveness of the intervention may be underestimated.

Plausibility designs are the most common types of evaluation designs and include quasi-experimental
designs and pre-postdesigns. See Figures|.7.8and 1.7.9.

Figure 1.7.8 Quasi-experimental design example: Design, Features & Requirements

Areas selected for .
. X Baseline New Follow-up
immediate
; . measurement programme measurement(s)
intervention

Areas that will . No program or
; Baseline Follow-up
waitfor the standard
. . measurement . measurement(s)
intervention practice
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Box 1.7.7 Quasi-experimental plausibility design features and considerations

Features

Requirements /considerations

Some areas areselected usinga method
other than randomization to receive the
intervention. Baselineand follow-up
surveys are conducted ineach area.
Interpretation: The differencein
selected versus comparisonareasis
probably due to the intervention,
although there may be other
explanations.

e Randomization may not be feasibleor ethical.This designis useful
ifthere areseveral priorityareas forinterventionanda
willingnessto collaborate.

e Onecannot assumethat observed differences between the areas
are due to the programme.

e Information on the similarity of intervention and comparison
areas is needed for interpreting the results.

Figure 1.7.9 Pre-post design

One sub-national Baseline Follow-up
area measurement

New programme =
pros measurement(s)

Box 1.7.8 Pre-post plausibility design features and considerations

Features

Requirements /considerations

Within a selected area, baselineand
follow-up measurements are
conducted.

Interpretation: The differencein
outcomes before and after the
intervention may be due to the
intervention if there is evidence that
there are no competing explanations.

Interpretation of pre-post outcome evaluations isdifficult. The first
set of pre-post comparisons should beinterpreted with extreme
caution.Results from pre-post measurements become more
compellingifthere is complementary information from service
deliverystatisticsandif the findings arerepeated in subsequent

measurement rounds.

Products

e Graphs for outcomes measuredinintervention and non-intervention areas or pre-intervention vs.

post-intervention

e Indicators foroutcomes measured inintervention and non-intervention areas or pre-intervention vs.

post-intervention
e Reportof outcome evaluation

Graphs of Outcome data linked to a specific programme are useful. Figure I.7.10shows the difference in
outcomesrelatedtorisk for HIV transmissionin areas exposed to a certain programme with those in

areas thatdid not. In the intervention area, the outcome indicatorincreased positively overtime. The
difference (20% vs. 60%) can be attributed to the programme if the protocol for collectingand analysing

the data was sound and well implemented.
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Figure 1.7.10 Outcome Evaluation of Condom Distribution Programme for Sex Workers
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Effect of the intervention on self-reported use of condoms at last paid sex: In crude analysis, use of

condoms above 73% can be attributed to the intervention because 73% condom use was achievedin the

absence of an intervention (given all other conditions were identical /similar).

7.2.3 Outcome Evaluation Analysis

Methods
Summary tablesand graphs should compare the following measures forthe entire population and sub-
groups at baseline and follow-up inintervention and comparison areas:

Socio-demographiccharacteristics

Outcome indicatorsrelated to transmission risk (i.e., sexual behaviour, injecting drug use)
Indicators related to contributing factors (stigma, incarceration, etc.)

Prevalence of HIV and STI (if relevant)

Exposure to each prevention serviceand to the full package

Association between exposure to the full package and risk behaviour

Box 1.7.9 provides an example of asummary table for comparingindicatorsamongthe entire population
and amongsub-groupsinintervention and comparison areas. See Tools 22 (pg. 193), 23 (pg. 202) fora
list of outcome measures.

Volume | page 132



Volume |: National and Sub-National Level

Box 1.7.9 Summary table for comparing indicator data

Include title indicating populations, method, period of data collection, geographicareas

Baseline: Year Follow-Up 1: Year Measure of Indicator
(add more columns with effect target
subsequent measurements) (odds ratio*)

Population Comparison Intervention Comparison Intervention
area area area area

All surveyed J\DIilolel8 Number Number Number
surveyed surveyed surveyed surveyed

Indicator 1 Estimate Estimate with Estimate with  Estimate Odds ratio Target
with confidence confidence with for
confidence interval interval confidence indicator
interval interval
Estimate Estimate with Estimate with  Estimate Odds ratio Target
with confidence confidence with for
confidence interval interval confidence indicator
interval interval

ST B (G N Number of Number Number Number

({57 LI women 15- surveyed surveyed surveyed

15-24) 24 years
surveyed

Indicator 1 Estimate Estimate with Estimate with  Estimate Odds ratio Target
with confidence confidence with for
confidence interval interval confidence indicator
interval interval
Estimate Estimate with Estimate with  Estimate Odds ratio Target
with confidence confidence with for
confidence interval interval confidence indicator
interval interval

* The odds ratio gives anindication of how much higher or lower the indicatorisintheintervention compared
with the comparison area. For example, ifthe indicator was 30%in the intervention area and 10% in the
comparisonarea, the crude odds ratio would be 3. Computer programmes can estimate how precisethe estimate
is based on the actual data and providea “confidence interval” around the estimate.

A well-conducted outcome evaluation includes a local assessment of the face validity of the findings. If
the evaluation shows a decrease or increase in risky behaviour, important questions must be asked
before concluding that the change was due to the intervention:

e Isitreasonabletobelieve thatthe programme causedthe changesinoutcome?

e Isthereinformationavailable on how the programme wasimplemented and the contextin whichit
was implemented?

e What services were included inthe programme delivery?

o Werethe services sufficiently funded?

o Weretheservicesimplemented accordingto plan?
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e Didthe servicesactually occur?
o Didthe observedoutputsreach the targetssetforthe service(s)?

One way toinvestigate the findings of an outcome evaluationisto setup a mock debate in which the
same service delivery data, survey dataand outcome evaluation findings are used by two teams. One
team can argue that the intervention was not effective and the other can argue that the intervention
was effective.

Community-led communication of findings from monitoring and evaluation assessments
Discussion of the findings from outcome monitoring and evaluation requires community input and
discussion. Key peoplefrom several sub-nationalareas may want to meetand compare findings
informally before anational meetingis organized (seealso Step 8 for dissemination strategies).

7.2.4 Modelling

If empiricevidence of aprogramme’s effect on HIV transmissionis not availble, thereare some
statistical modeling approachesthat can be usedto estimate a programme’s effect on behaviour
change. Observed behaviours can be plotted against estimated levels of behaviour had nointervention
taken place. Modelingthe effect of a programme requires an understanding of the assumptionsin the
model and experience with interpreting models. (seesection 8.2).
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Further information on evaluation methods:

e  UNAIDS (2010). Strategic Guidance for Evaluating HIV Preve ntion Programmes.
Geneva, UNAIDS.
http://www.unaids.org/en/media/unaids/contentassets/documents/docume
nt/2010/12_7_MERG_Guidance_Evaluating%20HIV_PreventionProgrammes.
pdf

e The Global Fundto Fight AIDS, Tuberculosis and Malaria (2009). Evaluating
large complex health interventions and their scale-up. Meeting Report on a
Technical Workshop, London, 17-18 Sept 2009.

® Medical Research Council (2006). Developing and evaluatingcomplexinterventions:
new guidance. Available on
www.mrc.ac.uk/complexinterventionsguidance

e  UNAIDS (2009). HIV Triangulation Resource Guide. Geneva, UNAIDS.
http://data.unaids.org/pub/Manual/2009/20090915_hiv_triangulation_reso
urce_guide_en.pdf

e  The WorldBank (2009). Institutionalizing Impact Evaluation withinthe Framework of
A Monitoring and Evaluation System
http://Inweb90.worldbank.org/oed/oeddoclib.nsf/InterLandingPagesByUNID
/E629534B7C677EA78525754700715CB8

e  UNAIDS (2010). Guidance on Developing Terms of Reference for HIV Prevention
Evaluation. UNAIDS, Geneva.
http://www.unaids.org/en/media/unaids/contentassets/documents/docume
nt/2010/6_MERG_Guidelines_Developing_Prevention_Evaluation_TOR.pdf

e UNDP(2009). Handbookon Planning, Monitoring and Evaluating for Development
Results. UNDP, New York.
http://web.undp.org/evaluation/handbook/

Further information on GOALS:

e  http://www.futuresgroup.com/fg/resources/software.cfm?page=Software&l

D=GOALS

E. Summary
Thisstep helpedyoutodevelop:

Protocol for outcome monitoring

Trend analysis of outcome indicators at sub-national and national levels

Aggregation method for national indicators

Outcome evaluation protocol

o 0|0 |00

Report of outcome evaluation
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http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/6_MERG_Guidelines_Developing_Prevention_Evaluation_TOR.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/6_MERG_Guidelines_Developing_Prevention_Evaluation_TOR.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/6_MERG_Guidelines_Developing_Prevention_Evaluation_TOR.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/document/2010/6_MERG_Guidelines_Developing_Prevention_Evaluation_TOR.pdf
http://web.undp.org/evaluation/handbook/
http://web.undp.org/evaluation/handbook/
http://www.futuresgroup.com/fg/resources/software.cfm?page=Software&ID=GOALS
http://www.futuresgroup.com/fg/resources/software.cfm?page=Software&ID=GOALS
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Step 8. Impact monitoring and evaluation: Is the combination HIV prevention
programme reducing HIV transmission?

A. Rationale —Why is this step important?

The ultimate goal of a combination HIV prevention programme is to reduce the number of new HIV
infections. Impact monitoring describes trends in HIV prevalence, HIV incidence or HIV-related mortality.
Impactevaluation assesses whether changesin HIV prevalence orincidence can be attributed to the
overall HIV prevention programme for sex workers, men who have sex and transgender people. See Box
1.8.1.

(Box 1.8.1 HIV Incidence versus HIV Prevalence: What’s the Difference? \

Annual HIV incidence is defined as the rate of new HIV infections occurringduringayearfor every

100 (or 1000) people atrisk of infection at the start of the year.HIV prevalence is the proportion of

the populationinfected with HIV atany pointin time. Forexample, amonga population of 120 sex
workers 20 may be currentlyinfected, so HIV prevalence is 18%. Of the remaining 100, if 10

become infected inthe nextyear, HIV incidence would be 10% (i.e., 10/100) and HIV prevalence
\would rise to 25% (30/120) if there are no deathsinthe population. )

B. Step 8 Flowchart of Key Questions, Methods and Data Use (Figure 1.8.1)

Methods:

HIV surveillance
8.1 Has HIV prevalence

increased or decreased in these
populations? Modeling

Special impact evaluation studies

What will this step help you do?

8.2 Did the HIV prevention

programme decrease new ) )
infections? This step will help to:

-Determine if there are any
changes in specified impact
indicators over time

-Assess whether impact
indicator targets were achieved
-Determine the effectiveness of
a specific programme
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C. How to answer key questions and use data: Overview for Step 8
| Key Question Methods Data Use

Use trends to assess progress

Has HIV prevalence increased | HIV surveillance among
towardstargetsand

8.1 or decreasedinthese key population and sub- . )
] strategically inform next steps
populations? groups i
for national response
1. Specialimpact Use evaluation findings about
evaluation studies the impact of HIV prevention

Did the HIV prevention . .
2. Use available datato programmes to estimate

8.2 rogramme decrease new
.p 8 ] model the infections averted and
infections? ) ) ) )
effectiveness of HIV improve / intensify
prevention efforts programmes, where needed

D. Methods and tools

8.1 HIV surveillance among key population and sub-groups

Impact monitoring does notdeterminewhetherchangesin HIV incidence or prevalenceare a resultof a
programme. Impact monitoringis similarto outcome monitoring (seesection 7.1). The difference is that
instead of tracking condom use or injecting drug behaviour, the focusis on prevalent (orincident) HIV
infection.

Methods

The most efficient way to monitorimpactisto collect (or use existing) dataon HIV prevalence by age
and data on the time since the start of risky behaviours such as unprotectedintercourse. These data
allow forassumptions thatyoung people are recently infected. Forexample, if a 23-year-old injector
livingwith HIV reports that he first had intercourse and began injecting atage 21, it isreasonable to
assume that he was infectedin the previoustwo years. Therefore, he is considered having been recently
infected (orasan incident case).

Interpretation of HIV prevalence trends is not straightforward. A decrease in the prevalence of HIV
infection does not necessarily indicatethat there are fewernew infections. Forexample, if the number
of new HIV infectionsisincreasing, HIV prevalence can decrease if HIV-positive people die. Trends in HIV
infectionamongyoung people are lesslikely to decrease based on mortality, which makes age-specific
prevalence of young people (€24 years of age) a useful proxy for recently acquired infections. See
additional resources for other UNAIDS and WHO guidelines that give afull description of methods to
estimate HIV prevalence and/orincidence.

If behavioural surveys do not currently include HIV testing, then such inclusion should be considered for

reasons that extend beyond measuringimpact. Adding HIV testing to a behavioural survey is extremely
useful foridentifying the characteristics of people who are living with HIV and tracking the epidemicin
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the population. However, the need foradditional time, effort, and cost should be carefully considered

and addressed including:

e Cost of HIV testing, training, supplies, record-keeping, possible incentive payment

e Issuesregardinginformed consent, need for counselling, providing test results and confidentiality of
testresults

e How to encourage peoplelivingwith HIV who already know their status who refuse to participate in
the survey

e Whethertesting mayincreases stigmaassociated with participatingin the survey

e Possible needtoincrease samplesize if aprecise estimate of HIV prevalence is needed

HIV-associated mortality is a key impactindicator. However, few settings have the resources orsystems
to measure mortality associated with HIV among men who have sex with men, sex workers and
transgender people. If mortality data are available, they may be used by linking to cohort data, or
compared to increasesinantiretroviral treatment (Pacheco et al., 2009). HIV case surveillance with a
follow-up component can effectively capture HIV-related mortality and probable mode of HIV
transmission, aswell as treatment history (Zhangetal., 2009). Mortality data specificto sex workers,
men who have sex with men, and transgender people are difficult to obtain. Improvement of civil
registration and HIV case reporting systems will ultimately lead to have such data but a full discussion of
thisis beyondthe scope of this document (see WHO/UNAIDS recommendations forthe improvement of
mortality data collection which will be released in 2011).

Products
e HIV prevalence by age group overtime among men who have sex with men, sex workers and
transgender persons

Volume | page 138



Volume |: National and Sub-National Level

| | Key Question Methods Data Use
Did the HIV prevention 1. Empiricassessmentof | Use evaluation findings about
programme decrease new impact of HIV the impact of HIV prevention
8.2 infections? prevention efforts programmes to estimate
2. Triangulationanalysis | infectionsaverted and
3. Model effectiveness improve / intensify
Reporting results programmes, where needed

8.2.1 Estimating the impact of the programme on HIV incidence

Conducting acomparative evaluation study to establish the effect of a specific programme on HIV
infectionis particularly challenging. Measuringincident HIV infection would require that thousands of
people participateinastudyin orderto expectadetectable difference in new infections between the
intervention and the comparison areas that may be due to the intervention. Forexample, in a 2009
study of a possible HIV vaccine in Thailand, the difference in the numberof new HIV infectionsin the
intervention versus control group was fewer than 20, although the number of people enrolled in the
study was over4,000.

8.2.2 Triangulation analysis to estimate the impact of the programme on HIV incidence
Triangulationis anintegrated analysis of trendsinindicators from national /sub-national dataon
behavioural, HIV, STland other outcomes. See “Additional resources” below for detailed guidelines on
data triangulation analysis.

The figure below illustratesthat HIV prevalence among new sex workers (those working less than 1
year) islowerthan sex workers working longer. Both groups have had a decline in prevalence.
Understanding why the prevalence has declined in not straightforward. One explanationis suggested by
theincrease incondom use reported by the sex workers. In order to confirm this explanation, additional
information would be useful. Forexample, asurvey of venues could provide insightinto whether
condom availability at venues has been sustained overtime. Focus groups with sex workers could
identify strategies usedtoincrease condom use. In addition, alternative explanations could be explored.
For example, did venue terminateemployment forsex workers who tested positive for HIV? Analysis of
several datasourcescan be used to gaininsightinto trends.
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Figure 1.8.2 Condom use and HIV prevalence among sex workers in Cambodia

Condom use and HIV prevalence among sex workers in Cambodia

Percentage of sex workers using condoms and HIV prevalence among broth-
el-based sex workers in Cambodia by length of time involved in sex work,
1998-2007.

Source: M Mahy, C Chhea, T Saliuk, O Varetska, R Lyerla (20710). A proxy measure for HIV inci-
dence among populations at increased risk to HIV Vol 2(1):8, Journal of HIV/AIDS Surveillance
and Epidemiology:.
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8.2.3 Modelling the effectiveness of HIV prevention efforts
Modelling can play an importantrole but needsto be applied inan appropriate manner. Itrelies heavily

on the availability of good quality datain orderto yield meaningful results. Combine arange of

a7

approachesto analyse trendsin HIV incidence, since there is no single perfect modelling technique.
These data triangulation and associated modelling analyses need to be conducted by experienced data
analystsand with involvement of awide range of stakeholders (seesection 7.2, pg. 126).

Examples of modelling techniques: Modes of Transmission (MOT) and the GOALS model
There are some spreadsheet tools available which can be used to explore the possible effect of HIV

prevention programmes onthe HIV epidemic. Forexample, the MOT spreadsheet uses aset of

assumptions about HIV infectiousness and transmission probabilities to estimate the number of new HIV
infections. The inputs necessary to use model include:
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e Populationsize

e HIVprevalence

e STl prevalence

e Numberof sexual partners peryear

o Numberof acts of exposure perpartnerperyear
e Percentage of sexual actsthatare protected

e Numberof people receiving ART.

These can be obtained from bio-behavioural surveys and good estimates of the size of the population.

The GOALS modelisanotherexample of computer modelling software within the Estimation and

Projection Package (Spectrum) that can help plan and evaluate programmes. Itis quite technical and will

likely require expert consultation. The GOALS model can help to predict:

e What would the national prevalence amongtransgender people be had we notimplemented our
activities? Would the same changes have occurred had we done nothingatall?

e How manynew HIVinfectionsamongtransgender people did we avert due to the increased
coverage of our activities?

e What was the cost foreach estimated new HIV infection averted transgender people? Are our
activities cost effective?

Itis clear fromthese examples, that modelling requires arange of data that may not be availablein
some countries.

8.2.4 Reporting

Preparing a national evaluation report

The most common way to share the information of an evaluation is through the creation of areportthat

includes detailed statistical analysis of data that was collected throughout the M&E cycle. This report

will serve as a foundation forall other data dissemination products targeting different audiences.

Clearly highlightimportant findings in the evaluation report, theirimplications for policy formulation,

programme planning and improvement, and resource allocation. Write the recommendationsina

mannerthat isreadily accessibleto a range of audiences.

The following should be included in anational evaluation report on the impact of HIV prevention onthe

HIV epidemicamong men who have sex with men, sex workers and transgender people:

e Executive summary (including findings and recommendations for policy formulation, programme
planningand improvement, and resource allocation)

e Backgroundinformation

e Objectives of the evaluation

e Evaluation methods used

e Detailed dataanalysis and evaluation findings

e Discussionand interpretation of the evaluation findings

e Recommendationsforpolicy formulation, programme planning, and resource allocation

e Recommendationsforadditional data collection to address key information gaps
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Dissemination of evaluation findings

One of the mostimportant aspects of evaluationis disseminating the results to key partners. This
provides feedback to the national HIV prevention programme on prevention activities from the
community. Sharing the results also informs policy-makers, donors and evaluators about the current
status of the HIV epidemicamong men who have sex with men, sex workers and transgender people.
This has the potential toinfluence policy, funding, future programmes and broaden societal awareness
of the HIV epidemic men who have sex with men, sexworkers and transgender people. Recipients of a
national evaluation reportinclude:

Men who have sex with men, sex workers and transgender people.

Policy-makers and decision-makers (ministry of health, office of the president)

Programme managers and those responsible for M&E at all levels

Programme funders, providers of technical assistance and international donor organisations
Research community (nationaland international universities)

Community members and organisations (NGOs, community led networks/organizations,
community leaders)

General publicand Mass media

The dissemination products should be tailored to the specificaudiences. See examplesin Box 1.8.2.

Box 1.8.2 Tailored products/methods for disseminating evaluation findings

Dissemination methods Description

Briefing materials - aimed at pressand mass media

- avoidtechnical language
- focus on one or two key findings

Policy briefs - aimedat leadersand policy makers

- focus on one or two key findings

- discuss implications of findings

- give recommendations towards future prevention activities
- developtailored briefs for different policy makers

Group meetingsand - aimed at men who have sex with men, sex workers and
presentations transgender people, groups of policy makers, programme

managers, or general public

- present key findings

- answerquestions

- discussimplications for programme improvement

Individualized meetings and - aimed at influential people (policy makers, community leaders,
presentations NGOs and national/sub-national programme managers)

- highly personalized

- share key results and discuss implications for programme
improvement

- needstime and intensive preparationif to be used effectively

Adapted fromFHI(2001) Evaluating Programs for HIV/AIDS Prevention and Care in Developing Countries
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Products

o Assessment of whetherprogramme reduced HIV incidence based on empiricassessment,
triangulation or modelling

e National Evaluation Report

Further information on data triangulation and evaluating impact of HIV prevention:

e  FHI(2010). Data triangulation for HIV prevention programme evaluationinlowand
concentrated e pidemics. FHI, Asia Pacific Regional Office.
http://www.fhi360.org/en/HIVAIDS/pub/res_DataTriangulation.htm

e  GOALS: http://futuresgroup.com/resources/software_models/goals_model

e MahyM, Chhea C, Saliuk T, Varetska O, Lyerla R (2010). A Proxy Measure for HIV
Incidence among Populations at Increased Riskto HIV. In: New Strategies and
Methods for HIV/AIDS Surveillance in Low and Middle Income Countries. jHASE
Special Issue 2(1): http://www.ieph.org/HASE/j-gateway.htm

e  WHO (2009). HIV Triangulation Resource Guide. WHO, Geneva.
http://www.who.int/hiv/pub/surveillance/triangulation/en/

e  UNAIDS (2010). Strategic Guidance for EvaluatingHIV Prevention Programmes.
UNAIDS, Geneva.
http://www.unaids.org/en/media/unaids/contentassets/documents/docume
nt/2010/12_7_MERG_Guidance_Evaluating%20HIV_PreventionProgrammes.
pdf

List of references on methods for estimating HIV incidence:
http://data.unaids.org/pub/BaseDocument/2010/epi_alert_1stqtr2010_listre
f_expanded_en.pdf

e  UNAIDS/WHO (2010). Whenand howto use assays for recentinfection to estimate
HIVincidence ata populationlevel.
http://www.who.int/hiv/pub/surveillance/sti_surveillance/en/index.html

e Guidelinesfor Effective Use of Data fromHIVSurveillance Systems (2004).
http://www.who.int/hiv/strategic/surveillance/en/useofdata.pdf

Further information on dissemination of evaluation findings:
e Rehleetal.2001 Evaluating Programmes for HIV/AIDS Preventionand Carein

Developing Countries. FHI, Arlington.
http://fhi.org/en/HIVAIDS/pub/Archive/evalchap/index.htm

E. Summary
This step helped youto develop:

d Impact evaluation protocol and report

d Modeling of effectiveness of HIV prevention efforts
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Appendices
Appendices
Appendix 1. Tools
TOOL 1. lllustrative critical enabler activities and indicators
TOOL 2. Overviewof Size Estimation Methods

TOOL 3. Summary of HIV prevalence dataforsex workers and population size estimates. Example for sex
workers.

TOOL 4. Example Know Your Epidemic spreadsheet

TOOL 5. Worksheetforsettingimpact, outcome, and coverage targets at sub-national or national level.
Example forsex workers

TOOL 6. Topicsto addressina rapid assessmentformen who have sex with men, transgender people
and sex workers

TOOL7. Input Form: Funds availability

TOOL 8. Quality checklist. Examplefor menwho have sex with men
TOOL 9. Comprehensive Encounter Form

TOOL 10. Short Encounter Form

TOOL 11. Sample survey questions to obtain datafor measures. Example formen who have sex with
men

TOOL 12. Target setting worksheet for quality and output measures at the service delivery level
TOOL 13. Output Form: Traininglog

TOOL 14. Referral card and referral monitoring form

TOOL 15. Form for monitoring distribution of condoms

TOOL 16. Form for monitoring HIV testing and counselling interventions

TOOL 17. Form to calculate the number of people reached by outreach programmes

TOOL 18. Form to monitor outputs across outreach workers

TOOL 19. Checklistfor post-service user-centred approach for provision of condoms and condom-
compatible lubricants

TOOL 20. Tool for participant feedback to assess distribution of condoms and condom-compatible
lubricants
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TOOL 21. User satisfaction survey for HIV testing and counselling

TOOL 22. Worksheet to Select Measures at National, Sub-National and Service Delivery Levels to
Monitorand Evaluate Programs for Men who Have Sex with Men and Transgender People

TOOL 23. Worksheet to Select Measures at National, Sub-National and Service Delivery Levels to
Monitorand Evaluate Programs for Sex Workers

TOOL 24. Recommended Community Systems Strengthening Indicators
Appendix 2. HIV/AIDS Monitoring and Evaluation Glossary

Appendix 3. References
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TOOL 1. lllustrative Critical Enabler Activities and Indicators

Critical enabler interventions Activities- Examples

Appendices

Indicators — Examples

Social Enablers:

Political
commitment and
advocacy

Oganisation of events for the head of state to address HIVtransmission;Increasing
commitment to address HIVthrough multisectoral responses byincluding HIVinsocial
protection programmes, poverty reduction, education and gender empowerment
initiatives

Output: Number of events where HIV
addressed by head of state

Stigma reduction

Engaging community, religious and political leaders to challenge stereotypes and norms,
values and culturethat fuel stigma; increasing knowledgeabout HIV transmissionandits
causes and impact

Output: Number of stigma reduction sessions
held with religious leaders

Outcome: Percentage of sex workers that
experience stigma

Laws, legal Conducting a thorough review of existinglaws to identify laws thatimpede HIV response Output: Number of improved national laws
policies and and advocating for repeal of laws such as criminalization of HIVtransmission, regardingcriminalization of HIVtransmission
practices decriminalization of male-to-male sex, etc., or amendment of laws such as narcoticslaws, or same-sex relations
traffickinglaws, criminal procedurelaws etc.; Number of grievances made due to violations
Promoting laws againstgender-based violenceand gender equality; Promoting the Number of grievances addressed
development and adoption of anti-discrimination legislationinallareas,includinginaccess
to healthservices, education and employment
Strengthening accountability mechanisms to curb abuse of laws by law enforcers, creating
accessibleand effective mechanisms for aggrieved individualstoaccess and obtainjustice
Building epidemiological +legal literacy into curriculafor judges, law makers,
implementers, community groups, people affected, etc.
Community Identification of key populations athigher riskthatneed HIV services and key hotspots Output: Number of sex worker networks

mobilisation

through which information and services will be disseminated; establishing networks of
people living with HIV and other key populations for sharinginformation, educationand
communication; engaging the family members of key populations athigher riskand wider
community to support information, education and communicationinitiatives; community
empowerment andviolencereduction strategies among key populations athigher risk

Outcome: Percentage of sex workers reached
by networks/community empowerment
interventions
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Critical enabler interventions

Activities- Examples

Appendices

Indicators — Examples

Local responses to
change the risk
environment

Data about local HIV prevalence and mappingof local HIVservice providers; engagement

of local government, religious and traditional leaders and networks of people living with
HIV and key populations athigher risk; engagement of local government, religious and
traditional leadersto promote gender equality and reduce harmful gender norms

Output: Number of local government,
religious and traditional leaders that
participatein gender equality interventions
Outcome: Percentage of local government,
religious or traditional leaders thatreport
stigma towards key populations

Programme Enablers

Community-
centred design

Participatory needs assessments and planning of the programme activities to identify key
high-risk behaviour andits causes and consequences;

Output: Number of needs assessmentsin
whichindividuals fromkey populations

anddelivery Participatory monitoring of programme activities to identify bottlenecks, lessons learned participated.
and corrective actions
Programme Developing strategic information about programme achievements and impact Output: Number of radio or TV spots aired

communication

Sharinginformation aboutthe impactthrough brochures, radio, TV and local community
meetings

Outcome: Percentage of key populations
aware of programme activities

Health education

Incorporatingskills-based activities for HIVinto information, education and communication
andcurricula;trainand supportteachers;regular assessment of knowledge, attitudes, skills
and behaviour

Output: Number of schools thatthatinclude
skills-based activities for HIVin curricula
Outcome: Percentage of teachers reporting
stigma towards key populations

Percentage of youth with skills-based HIV
knowledge, attitudes and behaviours

Gender equality
and gender-based
violence
interventions

Empowerment of women andtransgender people through gender equality and HIV
training; community mobilization, peer-based participatory education challenging harmful
gender norms, particularly among men, boys and girls

Output: Number of transgender individuals
that participatein gender equality and HIV
training

Outcome: Percentage of transgender
individuals reached by gender equalityand
HIV training

Percentage of transgender individuals
reached by peer-based participatory
education challenging harmful gender norms

Adapted from: UNDP/UNAIDS (2012). Understanding and acting on critical enablers and development synergies for strategicinvestments.
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TOOL 2. Overview of size estimation methods

Method name

Census/
Enumeration

Description

-Census methods count
all members of the
population.
-Enumeration methods
develop asampling
frame and countall
members of the
population ata sample of
placeslistedinthe
sampling frame.

Advantages

-Census methods are
the gold standard as it
isa full count of the
population

- Use inprogram
planning,
implementation,
evaluation

Appendices

‘ Disadvantages

-Key populations are often
hiddenanditis likely that
any census or enumeration
methods will miss
members of the
population.

-Stigma against key
populations may preclude
self-identification as
population member
-Time consumingand
expensive to conduct

Capture-recapture

-Uses mathematical
formulato calculate total
size of population based
on twoindependent
captures of population
members

1) Capture 1: ‘tag’ and
count numbertagged

2) Capture 2: ‘tag’ and
keeptrack of whois
‘retagged’ & whoiis ‘first
time tagged’

- When applyinga
simple two-sample
capture-recapture
model the method:is
relatively easy to use;
does notrequire much
data; the effect of
violating assumptions
iseasy to understand
(e.g.samplesnot
independent); does not
require considerable
degree of statistical
expertise

Relies on fourconditions
that are hard to meet:

1)

2)

3)

4)

two samples must be
independent & not
correlated

each population
membershould have
equal chance of
selection

correctly identify
‘capture’ & ‘recapture’
persons

no majorin/out
migration

Multiplier

-Comparestwo
independent sources of
data for key populations
-Source 1: count/listing
of key populationwho
accessed a service/object
-Source 2: survey with
representative sample
that gives % of key
populationthataccessed
service /object

-Uses data sources
already available

- Flexibleintermsofa
sampling method, such
as random samplingor
nomination (snowball)
sampling methods;

- Useful in many
circumstances

- Easy when already
doinga BSS

-Two sources of data must
be independent

-Data sources must define
key populationinthe
same way

-Time periods, age ranges
and geographicareas must
be aligned

-Inaccuracy of programme
data used as a benchmark
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Method name

Description

Advantages

Appendices

Disadvantages

Nomination
method

(alsocalled
‘snowball’
‘respondent
driven’ or ‘chain’
sampling
methods)

-Begins with afew known
members of key
population
-Asksthemto
nominate/contact peers
who share same
behaviours

-With key population
members helpingto
make introductions
method can be easy to
conduct

-Does not require much
field work/site visits
since key population
members recruit peers

-Notrecommended forsize

estimation

Reasons why:

1) Populations often
engage in behaviours
that are illegal or
stigmatized makingit
difficultto collect
identifyinginformation
to help with de-
duplication.

2) Beginswithvisible
members of key
population who may
not represent
complete population at
risk

3) Dependsonkey
population being
networked

4) Sophisticated statistical
methods necessary to
analyse

Population survey
methods

- Include questions
relevantto behaviours of
interest (male-male sex,
sex work, etc.)in
population based surveys

-Surveysare common
and familiar

-Easy to implementif
surveyisunderway
-Straightforward to
analyse

- Samplingiseasyto
defend scientifically
(“gold standard”)

-Low precision when
behavioursare rare
-Onlyreaches people
residingin households
-Respondents unlikely to
admitto highriskor
stigmatized behaviours
within household where
otherscan hear (privacy,
confidentiality, risk to
subjects)
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Method name
Network Scale-up
Method

Description

-Based onideathat
people’ssocial networks
reflectthe general
population

-Ask random samplein
general populationto
estimate number of
people they know who
have a characteristic of
interest

-Uses maximum
likelihood estimation for
an unbiased estimate of
how many people each
respondent knows
-These estimates allow
for estimating size of
population of interest

Advantages
-Cangenerate
estimates from general
population ratherthan
hard-to-reach
populations

-Does notrequire
asking detailed
sensitive questionsor
lengthy behavioural
survey
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‘ Disadvantages
-Dependent on having clear
definition of whatis to
‘know’ someone

-Average personal network
size is difficultto estimate
-Accuracy of responsesis
unknown

-Some subgroups may not
associate with members of
general population
-Respondent may be
unaware someonein
his/hernetwork engagesin
behaviourof interest
-Biases (i.e. social
desirability) may arise by
types of questions asked

Extrapolation

-Creating an estimate for
where datadoes not
exist

-Simple version:applya
standardized formula/%
to all areas (menwho
have sex with men=4% of
adultmen)

-Complex version:
Applyaformulathat
takesintoaccount
context & geography

-Uses existing data
sources
-Provideswaytogetan
estimate when little
data are available
aboutkey populations

-Must considergeographic
variability. Does same %
hold forthe key population
inurban and rural areas?
-Must know how
generalizable local data
sourcesare? Can theybe
extrapolated toother
areas?

-Definitions from data must
match your population
definition
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TOOL 3. Summary of HIV prevalence data for sex workers and population size estimates. Example for
sex workers.

Thistemplate is used to describe HIV prevalence datafrom sentinelsurveillance programmes. The table
explanation should:
e Provide references, links and documentation of all numbersincludedinthe table.
e Describe who may be missedinthe surveillance and known biasesin protocol.
e Summarize information needed tointerpret figures (e.g., samplesize too small, little consistency
in how to recruit participants overtime, HIV test results not provided).
Notes:include fullreferenceandinformation needed tointerpret prevalence estimates. “N” refersto

numbertested. “%” is the percentage of those tested who are infected with HIV. The size estimate is
the numberof sexworkersinthe area.

HIV Prevalence Data: Number Tested, Percent HIV Positive and Estimates of Number of HIV Positive Sex

Workers in Each Subnational Area

Sampling Sex workers
Method and Year
Reference Age 18-24 Age 25+ Total
Sub-National Number % Number % Estimated Number %
Area1l HIv+/ HIV+ HIV+/ HIV+ HIV+/ HIV+
N Tested N Tested Population
RDS Study Year 1
RDS Study Year 2
Size Estimate
Esti
Sub-National Number || 5 | Number |, | Estmated Number |
Area2 N Tested HIV+ N Tested HIV+ Population HIV+
RDS Study Year 1
RDS Study Year 2

Size
Estimate
Estimated Estimated
Estimated Numb
National Number % Number % s |ma:lv+/um er %
Estimates HIV+/ HIV+ HIV+/ HIV+ . HIV+
. . Population
Population Population

Prevalence | Yearl
Estimates Year 2

Size
Estimate

Types of sub-groups requiring different strategies for HIV prevention

Type Estimated Where to reach Barriers to Strengths of Notes
number in area them accessing care sub-group

Street-based
sex workers

Venue-based
sex workers
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Default values |Calculated by
Input required Input optional (the model

Population HIV prev (%)  |Incidence range Transmission probability per act of exposure Male circumcision ART ART Transmission reduction

Male — Female —» STD % Men Reduciion in Toial number
COUNTRY, YEAR Aduts 15-45 Aduls 15-49 Lower Upper female male 10U MSM cofactor  |circumcised fransmission receiving ART ||Heterosexual  |Homosexual |Needles
Example Country 20,000,000 670% 1 | 2 0.00 0.00076 0010 0.010) 4 40.0% 0] 402,000 0.96) 0.90 0.80
NB:Use either Method 1 OR Method 2 to determine the total number with risk behaviour
Method 1: Percent of population| Method 2: Population Transmission
with risk behaviour (%) with risk behaviour probability per
exposure act

* Sexual acts are protecied through condem use and injecling drug acts through the use of sterile injecling equipment

Adult Risk Behaviour Male Female Male Female

Injecting Drug Use (IDU) 0.300%

Partners IDU 0.150%
Sex workers 0.65%

Clients 290%

Partners of Clients 1.450%
MSM 1.00%

Female partners of MSM 0.500%
Casual heterosexual sex 26.89% 1241%

Partners CHS 9.93% 2151%
Stable heterosexual couples 36.73% 3753%
No risk (recent) 2225% 2580%
Medical injections
Blood transfusions

Total

number with | Prevalence
risk of HIV (%)

behaviour

Prevale

of ST (%)

nce

Number of
partners
peryear

Number of
acts of
exposure per
partner per

year

Percentage
(%) of acts
thatare
protected*

Number of
people
reveiving
ART

35%

50.00%
7.00%
65.00%
65.00%
7.00%
35.00%
7.00%
35.00%
7.00%
7.00%

e e O ey

95.00%
100.00%j

% of all HIV
infected
people on
ART

Incidence
incidence |per 100,000

with STI Incidence
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Figure. Percentage of New Infections by Risk Group

Blood transfusions
Medical injections
No risk (recent)
Stable heterosexual couples
Partners CHS 1

Casual heterosexual sex ]
Female partners of MSM p
MSM

Partners of Clients @
Clients
Sex workers @
Partners IDU |
Injecting Drug Use (IDU) /3
0 5 10 15 20 25 30 35
Percent

Risk group

Source: UNAIDS (2012). Modellingthe expected short-term distribution ofincidence of HIV infections by exposure group. UNAIDS, Geneva.
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TOOL 5. Worksheet for settingimpact, outcome, and coverage targets at sub-national or national
level. Example for sex workers

NOTE: Notall possible measuresare included here. See list of measuresinTools 22 (pg. 193), 23 (pg.
202).

Measure Year Estimate Target | Target met?

No/ Yes

Impact measures

G1 HIV prevalence among sex workers

1.4 [HIVincidence amongsex workers

Outcome measures — Biologic determinants
G2 Percentage of female and male sex workers

reporting the use of a condom with their most
recentclient

2.1 |Percentage of sex workers reporting symptoms
of an STlin the past 12 months

Outcome measures — Critical enablers and enabling environment

2.9 |Percentage of sex workers whoreport not
experiencing stigmainthe last 12 months

2.10 |Percentage of sex workers notreporting
physical violence within last 12 months

Coverage measures

G5 Percentage of sex workers reached with HIV
prevention programmes

3.8 |Percentage of sex workers who have received
IEC

G6 |Percentage of eligibleadults (sex workers)
currently receiving antiretroviral therapy

G9 Percentage of adults (sex workers) with HIV
known to be on treatment 12 months after
initiation of antiretroviral therapy

3.6 |Percentage of sex workers screenedforSTlin
the past 12 months
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TOOL 6. Topics to addressin a rapid assessmentforsex workers, men who have sex with menand
transgender people

Topicsto addressina rapid assessment of sex workers caninclude:

Social enablers

e What national laws and policies restrict the rights of sex workers?

e Whatisthe culture and context of sex work?

e Where do female sex workers solicit? Where do male sex workers solicit? What are the main
strategies used torecruit clients? What proportion of sex workers are male?

e Whatisthe pathwayinto sex work? Whatis the pathway out of sex work?

e What characterizes the relationship between sex workers and the police?

Programme enablers

e Whichinternational donors are involved in providing services? What are the mostimportant
restrictionsifanyinthe provision of donorfunded services?

¢ Inwhichsub-nationalareasare sex workers located? Whatis theirage and educational level?

e Who are the main providers of services to sex workers? Who are the advocates? How is the
community organized?

Individual factors

¢ Whichfactors increase the vulnerability of people in each of these populations to health
problemsincluding sexually transmitted infection and drug dependence?

e What are the characteristics of sex workers who appearto be mostat risk foracquiringor
transmitting HIV?

e Arethereidentifiable sub-groupsthatrequire different prevention approaches?

e Whatissuesare perceived asimportant by sex workers?

e Whichhealthissuesare important?

e Towhat extentare transgenderpeople engagedin sex work?
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Note: Further information can be found inthe WHO rapid assessmenttool for MSM (2004):
http://www.who.int/hiv/pub/prev_care/en/msmrar.pdf

Topics to address ina rapidassessmentof men who have sex with men caninclude:

Social enablers:

What national laws and policies restrict the rights of men who have sex with men?

How do newspapers portray men who have sex with men?

What s the stance of religious leadersregarding sex between men and gay marriage?

What s the culture, sociological and historical context of sexand relationships between men?

What s the pathway into sex work for young men who have sex with men who engage insex work? Whatis
the pathway out of sex work?

Are there national or local groups of MSM that advocate for MSM? Who are these groups and where are
they located? Whatare the objectives of these groups? Is HIV prevention one of their objectives?

Whatis the role of beauty within the gay culture? Canvalues around beauty be tapped forincreasingthe
acceptanceof an HIV positivetest result?

How common are violence, discrimination and human rights violations against men who have sex with men?
Have there been recent assessments of stigma or violenceagainst men who have sex with men?

Programme enablers:

Whichinternational donors areinvolvedin providing services? Whatarethe mostimportant restrictions if
anyin the provision ofdonor funded services?

What arethe sub-groups of men who have sex with men? Whatissues areimportantto each sub-group?
Which healthissues areimportant? What prevention strategies arerequired for each sub-group? Which
sub-groups of men who have sex with men should be monitored separately?

Who are the main providers of services to men who have sex with men?

Are MSM who arewell-educated and self-sufficientfinanciallyin need of additionaltargeted prevention
programmes or are their needs served by current programmes or the private sector?

Men who have sex with men may resist “advice” from health educators. Whatare the characteristics of
messages that work?

Individual factors:

Do men meet new sexual partners online,in public venues such as bars, clubs, parks, malls,saunas, public
toilets, train stations,and/or at private parties? What is the socialisation environment like for men who have
sex with men? Isitcovert? Is bisexuality culturally acceptable?

How does having malepartners insecret or non-disclosure of sexual preferences influencelikelihood of
condom use?

What is the perception of riskamong men who have sex with men for HIV and STI?

What arethe characteristics of men who have sex with men who appear to be most at riskforacquiringor
transmitting HIV? In which sub-national areasarethey located? What is their age and educational level ?
What arethe underlyingcauses of theirincreased risk?

How does the individual’s mental health influencehis risk behaviour?

Which factors increasethevulnerability of MSM to health problems including sexually transmitted infection
anddrug dependence?
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Topicsto addressina rapid assessment of transgender people caninclude:

Social enablers

What is the culture and context of sexual relationships amongtransgender people?

What national laws and policies restrict the rights of transgender people?

How do newspapers portray transgender people?

Who are the people who speak out abouttransgenderissues? Are there national orlocal groups
that advocate fortransgender people? Who are these groups and where are they located? What
are the objectives of these groups? Is HIV prevention one of their objectives?

What is the role of beauty within the gay culture? Can values around beauty be tapped for
increasing the acceptance of an HIV positive testresult?

What is the pathwayintosex work fortransgender people who engagein sex work?

How common are violence, discrimination, human rights violations againsttransgender people?
Have there beenrecentassessments of stigmaorviolence?

Programme enablers

Whichinternational donors are involved in providing services? What are the mostimportant
restrictionsif anyinthe provision of donorfunded services?

Are there identifiable sub-groups that require different prevention approaches?

Who provides services totransgender people?

Individual factors

Where do transgender people meet sexual partners?

To what extentare transgender people engaged in sex work?

To what extentare transgender people at risk for HIV acquisition and transmission? What is the
perception of riskamongthe population?

What are the characteristics of transgender people who appearto be most at risk foracquiring or
transmitting HIV? In which sub-national areas are they located?

What issues are perceived asimportant by transgender people? Which health issues are
importantincluding psychological issues?

Which factors increase the vulnerability of transgender people to health problemsincluding
sexually transmitted infection and drug dependence?
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TOOL 7. Input Form: Funds availability

Thisform can be used by service providers at the sub-national areato estimate the funds available to
conduct programme activities.

Service Year Funds Funds Received From:

Needed

Government Donor 1 Total

Note: ART — Antiretroviral therapy; HTC—HIV testingand counselling
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TOOL 8 Quality/Programme enablerchecklist.

The intervention quality encompasses the scope, completeness, safety, user satisfaction, consistency of
services delivered and appropriateness to population targeted and settingin whichitis delivered. High
quality services with attention to programme enablers will ensure demand forservices s high.

Universal standards that should be applied across all health services and critical enablerinterventions
providedto key populationsinclude:

Standards on involving key populations
[0 The populationsidentified fortargeted prevention services are included in needs assessment,
planning, delivery, and evaluation of HIV prevention services and critical enablerinterventions

Standards on users’ rights
[ Users are fully informed of the nature and content of the services aswell as the risks and
benefitsto be expected
[ Confidentiality and privacy of usersis maintained atall times
[ Guarantee of human rights; removal of legal barriers to access prevention, treatment and
care
[J Access to medical and legal assistance for key populations who experience sexual coercion or
violence

Standards on providing entire package of services to key populations
[ Ensure awareness and easy access to all servicesin the package
[ Ensure protocols correspondingto each service in the package are updated periodically,
disseminated to and followed at all service delivery levels

Standards on staffing
[ Staff has regular supervision by senior staff to maintain quality of service delivery
[ Training and sensitization of health-care providers to avoid discriminating key populations

Standards on availability and accessibility
[ Services are available irrespective of age, ethnicity, sexual identity, citizenship, religion,
employment status, health insurance status, substance use status of all potential users
[ Services are easily accessible with regard to location, travelling time, cost and transportation
[ Services are equitable and non-discriminatory
[J Availability of safe virtual or physical spaces (for exampletelephone hotlines, or drop-in
centres, respectively) for key populations to seek information and referrals for care and support
[0 Communication plan to make community aware of servicesin place

For all services FIVE A’s approach:

-Adherence to national standards

-Availability of service

-Accessibility of service

-Acceptability of service

-Attitudes of service delivery providers towards users are positive
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Also while providing services:

[J System that ensures no stockouts

[ Unique Identifier Code orothersystem to count number of unique users versus number of contacts
[ Established referral system including a follow-up mechanism

[d Provide targeted education and risk reduction

[J Conduct risk assessment of HIV risk behaviours

I Provide condoms and condom-compatible lubricants for key populations while providing any other
HIV prevention services

Quality Checklist by Service:
Provision of condoms and condom-compatible (such as most water-based lubricants) lubricants

1 Condoms are consistently available within a country

[J Condoms are available to consumers at the righttime, place and price

[ All condoms are of reliable quality by the time they reach the consumer

[0 The condomis provided in a respectful manner, with adequate information on how to use the
condom

[J Condom-compatible lubricants (such as most water-based lubricants) are provided at the same time
witha condom

[J Community is aware of condom distribution points

(Drawn from: UNFPA, WHO, PATH (2005). Condom programming for HIV prevention: a manual for
service providers. UNFPA, New York, USA)

Prevention and treatment of sexually transmitted infections (STls)

I People diagnosed with STl receive appropriate treatment

[ The STI case management guidelines delivered with the quality specified in the national guidelines
[d The national STImanagement guidelines periodically reviewed at the national level to ensure their
continued correspondence to the latest treatment methods

[J Counselling services provided when people come to receive STl treatment

[ Acceptingattitudes (not stigmatizing) among people providing STl care

[ Population participates in provision of services

[0 Community is aware of STI diagnosticand treatment services

[J Adherence totreatmentis ensured

Targeted education and risk reduction for key populations and their sexual partners

Prevention services and materials provided to key populations are:
O Culturally sensitive and competent
[ Appropriate to the age, education level, language and other needs of consumers
[ Accurate and up-to-date
[ In the case of materials, in formats which are most appropriate for reaching populations served
[ Provided by key populations
[ Availableand advertised forkey populations

Outreach workers possess the following attributes:
[ Experience working with and the ability to speak the same language as the target population(s)
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[ Possession of knowledge about available resources and the ability to refer consumers to those
resources

[ The capacity to maintain appropriate documentation

[ Possession of knowledge about issues related to safety, consumer engagement, ethics, and
professionalism

[0 Each Outreach Worker receives appropriate supervision and oversight

[J Each Providerdelivers Outreach Services that access at-risk individuals in settings where members of
the target population are likely to be located and at times when members of the target population are
likely to be present

[0 Each Providerdelivers Outreach based on sound prevention theory thatis appropriate to theirtarget
population and outcome objectives. Outreach services striveto help consumers develop skills and
motivation to adoptand maintain saferbehaviours overtime

[ Interventions Delivered to Groups consist of sessions with a maximum of 15 participants that build
on each otherand that include skill-building components

(The education and risk reduction standards are drawn from: Standards of HIV/AIDS Care & Services
and HIV/AIDS Prevention & Education, Pennsylvania Department of Health, Division of HIV/AIDS
http://www.aidsnetpa.org/Documents/Subgrantee/prevention%20standards.pdf)

HIV Testing and Counselling

Necessaryinformation prior to testing

“Priorto administeringan HIV test, providers should explain:

[ the rationale fortesting, the type of testto be used, and the meaningof a positive/negative
result;

[d that if managed with antiretroviral therapy (ART) and quality clinical care, HIV infection
may be controlled as a chroniccondition;

[ that the testresultis confidential and that disclosure of a positive resultis needed to
enrol intreatment;

[dthat users are encouraged to ask questions regarding the test process; and

[ that users may opt out of testing without repercussion to othercare services.”

Source: Pan American Health Organization (2010). Blueprintforthe Provision of Comprehensive Care to
Men Who Have Sex with Men (MSM) in Latin Americaand the Caribbean. Pan American Health
Organization, Washington, D.C.:

Minimum standards
The minimum acceptable standards forapproachesto HIV testingand counselling require thatall
models of service delivery respect the following principles.
[ HIVtestingand counsellingshould be voluntary
O Individuals should have sufficientinformation, understanding and freedom of choice to be able
to give informed consentto testing
[ Pre-testinformation (for provider-initiated testing) and pre-test counselling (for user-initiated
testing) are fundamentaltoinformed consenttotesting
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[0 There should be appropriate post-testinformation, counsellingand/or referral

[0 There should be consistent commitment and ethical supportto encourage partner participation
and disclosure to significant others

[ Personswhose testresults are positive should receive counselling and referral to care, support
and treatment, where available

[0 HIV testresults and counselling records should be treated confidentiallyand only those health-
care workers with a directrole inthe management of patients should have access to this
information

[0 Personswhose testresults are negative should receive counselling to enable them to remain free
of HIV

[ HIV Testingand Counselling provided in accordance with the pre-determined national protocol
[ The counsellors deliverthe pre-determined protocol

[ The counsellors provide users with opportunities for questions

[0 Waitingtime toreceive the testresultsis notlongfromthe users’ point of view

I Population participatesin provision of HIV testing and counselling

[J Patientsare linked to ART or otherservices as needed

O Population knows where to gofor HIV testingand counselling services

(moreinformation onstrategiestoimprove userreturnrated forreceiving HIV test results:
http://www.michigan.gov/documents/mdch/FTR.Strat.May.07.FINAL_197486_7.pdf)

Antiretroviral therapy (ART)

Beinga member of a key population does not exclude a person from accessing ART services
Population participates in provision of ART services

Patients are linked to complementary health and psychological services as needed
Population knows ART services exist and how to access them

OoooOono

The quality standards for ART are justa few of many validated standards for ART services. See
http://www.who.int/hiv/topics/treatment/technical /en/index.html for WHO recommendations
regarding ART delivery.

Health care providers should:

[ learnhowto listento patients more openly and withoutjudgment
[0 become bettereducated about current recommendations for the care of key populations.

In health care facility:

[ Service signage, photographs, and othervisual elements are welcoming and key populations
inclusive

O Protocol forthe collection of personal information allows discretion and does not require disclosure
of sensitive personal information

[ Clinical services do notfocus exclusively on sexual behaviour risk factors but provide opportunities
for counselling and psychological assessment and care

O The environmentinthe clinicallows usersto feel safe, accepted,and valued
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[d The health care facility is safe, clean, inviting, and appropriately designed and equipped to care for
patients. Itislocatedina place that is easily reached by the target population, whether urban, semi-
urban or rural. It ison or near publictransportation lines and has adequate parking. Access to the facility
iswell lit, well maintained, and users are required to waitin, or pass through isolated or unsafe areas to
reach the clinic. The entry to the facility is secure and allows foralocked door, a security guard, and/ora
double-doorentry, asappropriate.

Source: Pan American Health Organization (2010). Blueprintforthe Provision of Comprehensive Care to
Men Who Have Sex with Men (MSM) in Latin Americaand the Caribbean. Pan American Health
Organization, Washington, D.C.:

Methods to improve quality of programme management
e Make use ofimprovementsin data collection technology
e Use processevaluationresults toimprove programme performance
Staff training
Improve staff supervision
Minimize startturnover
PDCA (plan-do-check-act)cycle

M&E System Quality Check ist

The importance of creating, implementing and strengthening a unified and coherent M&E system at the
country level cannot be overemphasized. A strong unified M&E system ensures that: 1) relevant, timely
and accurate data are made available to national programme leaders and managers at each level of the
programme and health care system; 2) selected quality data can be reported to nationalleaders; and 3)
the nationalprogramme s able to meet donor and international reporting requirements under a unified
globaleffortto contain the HIV epidemic (Global Fund.)

1 Reportingforms are available atall levels

] Programme dataare collected and submitted forreporting with the established frequency

[0 Datasets are maintained electronically and appropriately safeguarded

[0 Standardized Recordingand Reporting Form atservice delivery level

[0 ClearIndicator Definition

[ Timelyfeedback of indicators and reports to service delivery providers

[ Systemthatfacilitates an “evidence-informed approach” to decision making

O Adherence tothe principles of the Three Ones (see below. Source: UNAIDS (2004). “Three Ones” key
principles: “Coordination of National Responses to HIV/AIDS” Guiding principles for national authorities
and theirpartners. Geneva. http://data.unaids.org/una-docs/three-ones_keyprinciples_en.pdf)

-One agreed HIV/AIDS action framework that provides the basis for coordinating the work of all
partners;

-One national AIDS coordinating authority, with a broad-based multi-sector mandate; and
-One agreed-upon country-level monitoring and evaluation system.
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Encounter #:

Al Type of Location

1 Drop-incentre

2 STl services provider

3. Other provider (specify )

A3 Today’s Date Day / Month / Year

A4 Service delivery provider(e.g. NGO) number

A2 Sub-national area number

A5 ID number of individual providing service:

B UNIQUEIDENTIFIER CODE AND DEMOGRAPHICINFORMATION

B1 Unique Identifier Code B5 Gender: 1 M 2 F 3TG-MTF ATG-FTM
B2 FirstEVER visittosite? 1 YES 2 NO B6 Birth Date Day / Month / Year
B3 Firstvisitsince January 1: 1 YES 2NO B7 Primary Language:

B4 Other Service Providers Visitedin Past30 Days:

B8 When Moved to This Area: Month:___Year__

C ASSESSMENT

1 2 3 4 5 6 7
Engaged in | Paid Money Number of Last time, Times User Stage for
Sex Work or Goods Partners in Past 7 Used Unprotected Condom Use Experienced Violence in
in Past 30 for Sex in days Condom? Receptive Anal Past 12 Months?
days Past 30 days Intercourse (Use codes
Past 30 Days below) Physical Emotional
Male: Y N
Y N Y N Y N Y N
Female: Y N
User Stage for Condom Use
1 Did notconsider 2 Thoughtaboutit 3 Tried FirstTime 4 InconsistentUse 5 Consistent Use
D HIV TESTING AND COUNSELLING
D1 D2 D3 D4 D5 D6
HIV Status? Counselled? Tested? Results provided? Test result? ART?
1 Provided here
1 Positive 1 Yes 1 Yes 1 Yes 1 Positive 2 Provided elsewhere
2 Negative 2 No 2 No 2 No 2 Negative 3 Referred
3 Unknown/Refused 4 Not Eligible
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E SUMMARY OF SERVICES PROVIDED or REFERRED DURING THIS VISIT (Circle all that apply)

A B C D E F H |
g g 5 = 1 83 & 2 3
3 S| | 2 8| 28 o8 32§ & | 332
a 3 = T B ¥ 31 @ 3 @ 3 2 5
o o o ® o o 2 5 2 o 3 o &8
o o o a 5 a 3 @ a 3 o
Health Services
1 STI Services 1 2 3 5 6 7 8 9
2 Hepatitis B Services 1 2 3 4 5 6 7 8 9
3 Hepatitis C Services 1 2 3 4 5 6 7 8 9
4 | TB Services 1 2 3 4 5 6 7 8 9
5 | Primaryhealthcare 1 2 3 5 6 7 8 9
6 Mental health services 1 2 3 5 6 7 8 9
7 | Drug/ Alcohol addiction 1 2 5 6 7 8 9
Commodities Provided Yes No
8 Condoms 1 2 Number:
9 Lubricants 1 2 Number:
10 | IEC Materials 1 2 Number:
11 | Needles/Syringes 1 2 Number:
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Instructions for the Comprehensive Encounter Form

Ref
code

Indicator

Sub-indicators

Definition

A DATE AND LOCATION OF EN

COUNTER

Encounter #

Each encounter with a man who has sex with men, sex worker or transgender person should have
a unique encounter number. This will beused to track number of encounters total and number of
encounters per man who has sex with other men, sex worker or transgender person.

Al Type of Location:
1 Drop-incentre
2 STI Services provider
3 Other provider A sitethat does not fall into one of the above categories
(specify, -
A2 Sub-national area Each sub-nationalarea should havean associated code number. Enter it here.
number
A3 Today’s Date Day / Month / Year dd/mm/yyyy
A4 Service delivery The servicedelivery provider is the NGO or other organizationthatis responsiblefor the site’s
provider functioning. Each servicedelivery provider should havean associated codenumber. Enter itinthe
box.
A5 ID number of Each outreach coordinator, peer educator or clinicianshould havean ID number. Enter itinthe

individual providing
service:

box.

B UNIQUE IDENTIFIER CODE AND DEMOGRAPHIC INFORMATION

B1

Unique Identifier
Code

An example of the unique identifier code developed by Population Services International isa
simple 7-digitcode composed of:

e  Firsttwo letters of mother’s first name

e  Firsttwo letters of father’s first name

e Gender (single letter M/F or number)

e Year of birth (last two digits).
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B2 First EVER visit to site? | 1 YES 2 NO Record ifthe person has ever visited the site in which you are filling outthe encounter form
B3 | First visit since January | 1 YES 2 NO Record ifthe person has been to the sitein whichyou arefillingoutthe encounter form this year
1
B4 | OtherService Providers Write inthe code or standardized name of each facility thatthe person has visited in the last
Visited in the Past 30 month. Keep a listoffacility reference codes handy so that you canfill thisineasily duringthe
days encounter.
B5 | Gender
1M Male
2 F Female
3TG-MTF Transgendered —Male to Female
4TG-FTM Transgendered —Female to Male
B6 | Birth Date Day / Month / Year dd/mm/yyyy
B7 | Primary Language Write inthe primarylanguage
B8 | When Moved to This Month/ Year The month and year of when the person moved to the catchment area of the site

Area

C ASSESSMENT

The indicators inthis section aimto gather information aboutthe person’s receipt of money for sex, frequency of sexual acts, number of partners,and

behaviours and attitudes regarding condom use.
--- Ask ifthe person has engaged ina sexual actinthelast30days. If the answeris ‘yes’, proceed to questions C1-C6. If the answeris ‘no’, move on to the next

section of the Encounter Form.

Cc1 Sex for Money or Ifthe person has engaged ina sexual actfor payment inthe past30 days,circleY. Ifthe person has

Goods in Past 30 days not engaged ina sexual actfor payment inthe last30days,circleN. If neither Y nor Niscircled,it
means that the person refused to answer, does not know, or the data is missing.

c2 Paid Money or Goods Ifthe personhas paidforsex inthe past30 days,circleY.If the person has not paid for sexin the
for Sex in Past 30 last30days,circleN. If neither Y nor Nis circled,itmeans that the person refused to answer, does
days not know, or the data is missing.

c3 Number of Partners Male Write inthe number of male and/or female sexual partners the person has hadin the past7 days.
in Past 7 Days Formale For sex workers, write inthe number of male and/or female clients the person has hadinthe past

30 days. Ifthe person has not had any sexual partners/clients inthelast7 days, input 0 and skip
C4, C5, and C6.
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(o} Last time, Used CircleY ifthe person useda condom the lasttime he engaged ina sexual act. CircleNifhe did not
Condom? use a condom the lasttime he engaged inasexual act. If neither Y nor N is circled, itmeans that

the person refused to answer, does not know, or the data is missing.

Cc5 Times Unprotected Write in the number of times the person has had unprotected receptive anal intercoursein the
Receptive Anal past30 days.You may change the wording of this question to use more colloquial terms that are
Intercourse in Past 30 culturally relevant.

Days
c6 User Stage for Ifthe person has engaged inone or more sexual acts inthe past7 days,assess theperson’s
Condom Use in Past attitudes and behaviours regardingcondom use. Use the followingcodes to indicatestage.
7 Days
1 Didnot | Input1inthe box ifthe person has not thought about usingcondoms inthe past7 days.
consider
2 Thought | Input 2 inthe box ifthe person has seriously contemplated using condoms within the past7 days.
aboutit
3 Tried First | Input 3 ifthe personhas tried to use or successfully used a condom for the firsttime inthe past7
Time | days.
4 | Inconsistent | Input 4 ifthe person has used condoms inthe past7 days, but has not used them for all sexual acts
Use | inthe past7 days.
5 Consistent | Input5 ifthe person used condoms for all sexual acts inthe past7 days.
Use

c7 Experienced Violence | Physical Ask the person if he has experienced physical violence or emotional abusein the past12 months.

in Past 12 Months Emotional Physicalviolenceincludes sexualassault. Emotional abuseincludes verbal abuse, harassment,and

neglect.

D HIV TESTING AND COUNSELLING (circle response)

If you have a confidential wayto inquireaboutand recordthe person’s HIV status, proceed to fill outthis section. However, ifthere is a possibility that
confidentiality could becompromised (e.g. unsecured database, someone might overhear the conversation, etc), then DO NOT askthe questions insectionF.

D1 HIV Status?
1 Positive CirclePositiveifthe person reports that he/she has received results indicatingthathe/sheis HIV
positive. Skip D3, D4, and D5.
2 Negative Circle Negative ifthe person has received results in the last 12 months indicatingthatheis HIV
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negative.

3 Unknown/Refused

Circle Unknown/Refused if the person does not know his status, refused to answer, or received a
negative test resultmore than 12 months ago.

D2 | Counselled? 1Yes 2 No Indicateifthe personwas counselled aboutHIV transmission prevention, HIV testing and
treatment. All people should be counselled aboutthese topics duringan encounter.

D3 | Tested? 1Yes 2 No Indicate whether the person was tested for HIV duringthis encounter

D4 Results provided? 1Yes 2 No Indicate whether results were provided to the person duringthis encounter. This indicator canbe
used to record the results of an HIV test done today oran HIV

D5 | Test result? 1 Positive 2 Negative Ifthe personreceived his results,indicateifthe resultwas positive or negative

D6 ART?

1 Provided here

2 Provided elsewhere

3 Referred

4 Not Eligible

E SUMMARY OF SERVICES PROVIDED or REFERRED DURING THIS VISIT (Circle all that apply)

Definitions of service
provision codes

The codes listed beloware suggested codes that cover various outcomes of an
encounter with a member of key population. The form can be easily modified to
accommodate other or fewer outcomes. For example, if your site captures more
specificinformation abouttreatment status, you may want to modify the form to
includevarious phases of treatment specific to each condition. For those services that
your sitedoes not provide, a referral should be made.

Vaccination Completed

1 Assessed Circlelifthe person was assessed for the need or usefulness of each service
2 Counselled Circle2ifthe person was counselled aboutthe service

3 Tested Circle3ifthe person was tested (when relevant)

4

For Hepatitis B, STI, and TB services categories, indicateifthe person has completed
vaccination by circling 5

Treatment includes antiretrovi

raldrugs, mental health counsellingand related pharmacotherapy, drugs to treat Hepatitis B, anti-TB agents, etc.

5 Treatment Started Circle6ifthe person has started treatment
6 Treatment Ongoing Circle7ifthe personis currently on treatment
7 Treatment Completed Circle8ifthe person has completed treatment
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8 Referral Made Circle8ifthe person was referred for the service becausethe serviceis not provided at
this site
9 Referral Outstanding Circle9ifthe person was previouslyreferred for a service, but has not yet gone to the
referral site
Definitions of services The followingis a listof services thatought to be provided to men who have sex with
men, sex workers and transgender people. You may modify this listbased on national
guidelines for the complete package of services for men who have sex with men, sex
workers and transgender people.
Refer to national guidelines for the effective management of STls.
Can include: casemanagement of STI, syndromic management of STI, assessment for
E1l STl Services STl risk factors, STl treatment, etc.
Refer to national guidelines
Can include:immunization, education about transmission and vaccination schemes,
E2 Hepatitis B Services screening of blood and blood products, etc.
Refer to national guidelines
E3 Hepatitis C Services Can include: Diagnosis, treatment, education, etc.
All services should havea case-finding protocol for TB and HIV so that personnel are
aware of the symptoms of TB and HIV and can ensure that drug users have access to
appropriate TB and HIV testing and counselling, preferably atthe service where they
E4 TB Services initially present.
E5 Primary health care As defined by national guidelines
Any non-pharmacological intervention carried outin a therapeutic context atan
individual, family or group level. Psychosocial interventions mayincludestructured,
professionally administered interventions (e.g. cognitive behaviour therapy orinsight
oriented psychotherapy) or non-professional interventions (e.g. self-help groups and
E6 Mental health services non-pharmacological interventions fromtraditional healers).
E7 Drug/ Alcohol addiction Refer to national guidelines
Commodities This sectionis used to record commodities provided to the person during this visit. If ‘Yes’ is circled for any of the
Provided commodities, be sure to write the number of commodities providedinthe appropriatecells.
E8 Condoms If no condoms were provided to the person duringthis encounter, circle2 for ‘No’ and
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move on to the next line. If condoms were provided to the persontoday, circlel for
‘Yes” and write inthe number that were provided.

Condom-compatible lubricants

If no condom-compatiblelubricants were provided to the person duringthis encounter,
circle2 for ‘No’ and move on to the next line. If lubricants were provided to the person

E9 today, circlel for ‘Yes’ and write inthe number that were provided.

IEC Materials IEC materials consistof pamphlets, flyers, or other information, educationand
communication materials. Ifno IEC materials were provided to the person duringthis
encounter, circle2 for ‘No’. If IEC materials were provided to the person today, circlel

E10 for ‘Yes’” and write inthe number that were provided.

Needles/ Syringes If no needles or syringes were provided to the person duringthis encounter, circle 2 for

‘No’” and move on to the next line. If needles or syringes were provided to the person
E11 today, circle 1 for ‘Yes’ and write inthe number that were provided.

The comprehensiveencounter formincluded here is only an example of what can be putinto practice in a service delivery setting. Adapt this

formto your needs
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Service Delivery Provider Number: Type of Site: Sub-National Area:
Date of Contact Number Numberof | 8 5| 318 2 Test and Treatment Provided
umber o -
. . encounter with Provided . a = § a =3 (insert code in each box)
Unique Identification Code (UIC) . Partnersin | © | v | o &
mm/dd/yy Service 3 3| « |38
. last 7days [ v o % |~ .
Provider 8l s 3
x - o
o Date of s ) = S ] =z o Iz » HIV HEPB | HEPC STI TB
5 Birth 3 I = 9 9 o 5 O ) 3 gl = >
o S|l S - -~ . [oR o ] 13 Q =]
) S 4| 4 © | 2| 9 | o =| o @ S|l Al A1 Al Al Al A1 4] 2]l 2| 4
S |mm/ddlyy |5 ol 2 o s | 31 2| 3 ® - 21 2] Q|| 2| 3|2 2| 8| @
- B8 5 g 2 3 3 3 3 3
s ol & S S o o o o o
A ER: = g 3 > > 3 3
m o|® o =
M F
Yes | Yes Yes
TIG-MTF | __ [/ [
No | No No
TG-FTM _ /_/_ | — _ | —
M F
Yes | Yes Yes
TG-MTF Y A
No | No No
TG-FTM _ I N Y A A I I
M F
Yes | Yes Yes
TIG-MTF | __ [/ [
No | No No
TG-FTM _ [/ _ | — —_ | —

Volume | page 172




Appendices

Codes

Gender codes: Test codes: Treatment codes:

M= Male 1 =Test offered and accepted 1 =Treatment provided

F=Female 2 =Test offered and refused 2=Referred for Treatment

TG-MTF = Transgendered — male to female 3=Test not applicablebecauseuseralready tested positive 3=Treatment not provided and user not
TG-FTM =Transgendered -- female to male 4=Test not offered referred

Instructions for the Short Encounter Form

Ref code Sub-indicators

Indicator

Definition

Unique Identification code

An example of the unique identifier code developed by Population Services International isa simple 7-digit code composed of:

e  Firsttwo letters of mother’s first name
e  Firsttwo letters of father’s first name
e Gender

e Year of birth (last two digits).

Gender
M Male
F Female
TG-MTF Transgendered —male to female
TG-FTM Transgendered —female to male
Date of Birth Input two digits for month, two digits for day, and two digits for year
First 2 letters of mother’s name Input firsttwo letters of mother’s name
First 2 letters of father’s name Input firsttwo letters of father’s name
Date of encounter Input two digits for month, two digits for day, and two digits for year
Contact with Service Provider
Firstever? CircleYes ifthisis the person’s firstvisitto this site. CircleNo ifthe person has visited the site before
Firstsincelan CircleYes ifthisis the person’s firstvisitsince the beginning of the year. Circle No ifthe person has
1? visited the siteat leastonce already this year
Number Provided
Condom- Input the number of condom-compatible lubricants provided duringthis encounter. If no lubricants
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compatible were provided, input 0.

lubricants

Condoms Input the number of condoms provided duringthis encounter. If no condoms were provided, inputO.

IEC IEC materials consistof pamphlets, flyers, or other information, educationand communication
materials. Ifno IEC materials were provided to the person duringthis encounter, input0. If IEC
materials were provided to the person today, input the number of materials provided

Number of Partners in Past 7 Days Male Write inthe number of male and/or female sexual partners the person has hadin the past7 days. If
ol the person has not had any sexual partners inthe last7 days, input 0 and skip other questions related

to sexual acts

Last time sex -used condom?

CircleYes ifthe personused a condom the lasttime he engaged ina sexual act. CircleNoif he did not
use a condom the lasttime he engaged inasexual act. If neither Y nor N is circled, itmeans that the
person refused to answer, does not know, or the data is missing.

Times Sex in Past 7 days

Write in the number of times the person has engaged inasexual actinthe past7 days. Ifthe answer
is 0,skip the next question.

Of those times, how many with

condom?

Ifthe personengaged ina sexual actinthe last7 days,askhow many times a condom was used.
Write the number in the box.

Test and Treatment Provided (insert code in each box)

Test codes 1 Test offered and accepted | Input 1 inthe Test box if atest was offered to the personand he agreed to be tested.
2 Test offered andrefused | Input 2 inthe Test box if a test was offered to the person and he refused to be tested.
3 Test not applicablebecause user | Input 3 inthe Test box ifatest was not applicablebecausethe personis positiveforthe outcome in
alreadytested positive | question. For example, ifthe person is HIV positive, he will notbe offered an HIV test unless hewants
to be tested for verification purposes.
4 Test not offered | Input 4 inthe Test box if the test was not offered. Reasons for this includetest stockouts, person who
does the testing or the counsellingisunavailable, etc.
Treatment Treatment provided | Input 1 inthe Treatment box iftreatment to the person duringthis encounter.
codes Referred for treatment | Input 2 inthe Treatment box if the person was referred to another sitefor treatment.

Treatment not provided and user
not referred

Input 3 ifthe person was not given treatment and was not referred for treatment. Use this code if the
sitenormally provides treatment to users, but currently has a stockout of medicine. Also use this
codeifthe personis noteligiblefor treatment (e.g. person’s CD4 count has not yet reached the level

at which treatment is recommended).
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TOOL 11. Sample survey questions to obtain data for measures. Example for men who have sex with

men
Item Item Response Code Rationale Measure
Number Number
Survey information and Demographics
1 Date of survey (dd/mm/yyyy) Records date of survey
2 Interviewer identity Code for Records person who
interviewer interviewed respondent
3 Age Age inyears Used in all indicators to
categorize specificage
groups
4 Education Number of years of | Used in all indicators to
education categorize specific
completed education groups
5 Gender of respondent M, F, TG-MTF, TG- Used in all indicators to
FTM categorize gender
6 Residence of respondent Sub-national area Used in all indicators to
where respondent | categorize specific
lives geographicareas

7* UIC of man who has sex uic Used by all
with men services/programmes to

track users
HIV test results if testing included
8 Are you willingto be Yes Used to estimate HIV G1
tested? No prevalence among men
If Yes, test results: | who have sex with men
-Positive
-Negative
-Indetermi-
nate
Sexual behaviours

9 The lasttime you had sex Yes Used to determine G2,2.3
with a man, was a condom No percentage of protected
used? Don’t remember acts at lastsex with men

10 The lasttime you had sex Top Used to determine risk of 23
with a man were you on top | Bottom getting HIV infected
or bottom? (useculturally
appropriateterminology)

11 Have you had zero, one or Zero Used to identify those in 2.1, MoT
more than one malesexual | One stablerelationships manual:
partner inthe past12 More than one cellJ14
months?

Volume | page 175



Appendices

Item Item Response Code Rationale Measure
Number Number
12 Have you had zero, one or Zero Used to identify bisexual 2.5, MoT

more than one female One men manual:
sexual partnerinthe past More than one cell J15
12 months?
13 (ifone or more female Yes Used to determine
partners) The lasttime you No percentage of protected
had sex with a woman, was | Don’t remember acts atlastsex with
acondom used? women
14 How many male partners Number of times Can be used to determine MoT
didyou have sex with inthe | reported (0- number of sex partnersin manual:
past4 weeks? maximum) the past12 months cellJ14
15 How many new male Number of new Can be used to determine 2.1
partners did you have sex male partners total number of sex
with inthe past4 weeks? reported partnersinthe past12
months
16 Have you had symptoms Yes Used to determine 2.14, MoT
(painon urination, No percentage of men who manual:
ulcers/sores, unusual have sex with men cell 114
discharge) ofan STl or reporting symptoms of
suspected you hadan STl in STIs inthe past 12 months
the past12 months?
Useful Questions
17 How old were you when Age inyears Used to tracktrends at
you firsthad sex? population level
18 How many times did you Number of times Used to determine MoT
have sex with male partners | reported frequency of sex acts manual:
inthe past4 weeks? cell L14
19 How many times did you Number of times Used to determine MoT
use a condom when you reported (0- percentage of protected manual:
had sex with male partners | maximum) sex acts cell L14
inthe past4 weeks?
21 Do you know of a place Yes Used to determine 3.4
where a person can get No availability of condoms
condoms?
22 Do you know of a place Yes Used to determine 35
where a personcan get No availability of condom-
lubricants? compatiblelubricants
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Item Item Response Code Rationale Measure
Number Number
23 Where is that? Listoptions Used to determine 34,35

Any other place? A availability of condoms
B and condom-compatible
C lubricants
D
other
24 Can you get a condom if Yes Used to determine 33
you need it? No availabilityand
accessibility of condoms
25 Can you get a lubricantif Yes Used to determine
you need it? No availabilityand
accessibility of condom-
compatiblelubricants
26 Inthe last12 months, did Yes Used to determine percent | 2.12
you get paidinexchange for | No of overlapping populations
havingsexual intercourse?
27 Did you injectdrugs inthe Yes Used to determine percent | 2.5
last12 months? No of overlapping populations
28 IfYES, didyou use aclean Yes Used to determine 2.6
needle the lasttime you No percentage of men who
injected? Don’t remember have sex with men who
use drugs reporting the
use of sterileinjecting
equipment the lasttime
they injected
29 The lasttime you had Yes Used to determine alcohol | 2.13
sexual intercourse, did you No use atlastsex
or your partner drink
alcohol?
30 Some men arecircumcised. | Yes Used to determine 2.4
Are you circumcised? No percentage of population
Don’t know circumcised
31 Do you know where you Yes Used to determine percent | 3.7
cangoif you wishto No who know where to get
receive an HIV test? HIV test
32 Have you ever been tested Yes Used to determine 3.7
for HIV? No percentage of men who
have sex with men who
know their HIV status
33 Ifyes, have you been tested | Yes Used to determine 3.7
inthe past12 months? No percentage of men who
have sex with men who
know their HIV status
34 I don’t want to know the Yes Used to determine 3.7
results, but didyou receive | No percentage of men who
the results of that test? have sex with men who
know their HIV status
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Item Item Response Code Rationale Measure
Number Number
35 Have you been screened for | Yes Used to determine 3.6

STl inthe past12 months? No percentage of men who
have sex screened for STls

36 Have you been diagnosed Yes Used to determine 6.4
with STl inthe past12 No percentage of men who
months? have sex diagnosed with

STI

37 If Yes, have you received Yes 6.4
treatment for STl inthe No To assessquality
past12 months?

38.1 Can the riskof HIV Yes G3
transmission bereduced by | No
havingsex with only one
uninfected partner who has
no other partners?

38.2 Can usingcondoms reduce | Yes G3
the risk of HIV No
transmission?

38.3 Can a healthy-looking Yes G3
person have HIV? No

384 Can a person get HIV from Yes G3
mosquito bites? No

38.5 Can a person get HIV by Yes G3
sharinga meal with No
someone who is
infected?

39 Have you been denied To measure stigma 2.9-
involvement insocial towards men who have Experiencing
events, religious services, or sex with men stigma
community events inthe
last12 months because you
areaman who has sex with
men ?

40.1 Would you buy fresh Yes To measure HIV stigma
vegetables from a No
shopkeeper or vendor ifyou | Don’t know
knew that this person had
HIV?

40.2 Ifa member of your family | Yes To measure HIV stigma
got infected with HIV, No
would you want it to Don’t know
remain a secret or not?

40.3 Ifa member of your family | Yes To measure HIV stigma
became sick with the virus No
that causes AIDS, would you | Don’t know
be willingto care for her or
himinyour own
household?
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Item Item Response Code Rationale Measure
Number Number
404 Inyour opinion, ifafemale Should be allowed | To measure HIV stigma

teacher has HIV but is not Should not be
sick,shouldshebe allowed | allowed
to continueteachinginthe Don’t know
school?
40.5 Do you personally know Yes To measure HIV stigma
someone who has been No
denied health servicesin Don’t know
the last12 months because
he orsheis suspected to
have HIV or has HIV?
40.6 Do you personally know Yes To measure HIV stigma
someone who has been No
denied involvement in
social events, religious
services,or community
events inthe last12
months because he or she
is suspected to have HIV or
has HIV?
40.7 Do you personally know Yes To measure HIV stigma
someone who has been No
verbally abused orteased in
the last12 months because
he orsheis suspected to
have HIV or has HIV?
40.8 Do you agree or disagree Agree To measure HIV stigma
with the following Disagree
statement: People living Don’t know
with HIV should be
ashamed of themselves.
409 Do you agree or disagree Agree To measure HIV stigma
with the following Disagree
statement: People living Don’t know
with HIV should be blamed
for bringingthe diseaseinto
the community.
41 Have you been beaten in Yes 2.10
the past12 months? No
42 Inthe past12 months, have | Yes 2.11
you been called names, or No
verbally assaulted?
43 Inthe past12 months, have | Yes
you been injail, prison, No
rehabilitation centre, etc?
44 Inthe past12 months, have | Yes
you been forced to have No
sex?
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Item Item Response Code Rationale Measure
Number Number
45 Inthe lasttwelve months, Yes Used as one of two 34

have you been given No questions to determine
condoms (e.g. percentage of people
through an outreach reached with HIV
service, drop-in centre or prevention programmes
sexual healthclinic)?

46 Inthe lasttwelve months, Yes To determine percentage 3.8
have you received any No of people receiving IEC
specificinformationon
prevention andrisk
reduction strategies (1EC)?

47 Inthe lasttwelve months, Yes To determine percentage
have you visited a safe No of people visitinga safe
spacefor men who have sex physicalspace
with men inyour
community?

(*where applicable)

Note: Survey questions should be based on the results from the rapid assessment (Tool 6, pg. 155). Refer to

indicator registry web site (www.indicatorregistry.org) to identify other potential indicatorsrelated to accessing

health andsocial services, employment, human rights violations such as forced testing, breach of confidentialityin

the context of HIV testing.

Abbreviations:
MSM — Men who have Sex with Men
MOT- The Modes of Transmission

References:

1-Global UNGASS Indicator (2009). Monitoringthe Declaration of Commitment on HIV/AIDS : guidelines on

construction of core indicators : 2010 reporting. UNAIDS, Geneva
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TOOL 12 Target setting worksheet for quality and output measures at the service deliverylevel

NOTE: Notall possible measures are included here; additional measures may be added as appropriate. The
measures are numbered as perthe list of measuresin Tools 22 (pg. 193), 22 (pg. 202) and includingthe data
source and full references.

Measure Baseline Are Follow-Up

Estimate or Target Follow-Up Target Met?
No/Yes Estimate No Yes
Quality measures

6.2 Percentage of HIV testing and counselling
sites that conduct outreach to men who have n/n =% % n/n =% 0 1
sex with men

6.3 Percentage of providers testing and treating
for STIs who have been trained to provide STI n/n =% % n/n =% 0 1
services to men who have sex with men
6.4 Percentage of men who have sex with men
. i ) n/n =% % n/n =% 0 1
diagnosed with STI who received treatment
6.5 Whether men who have sex with men
. ) . . N/Y Y N/Y 0 1
participatein quality audits
6.6 Whether men who have sex with men
N/Y Y N/Y 0 1

participateinservicedelivery

Output measures

4.1 Number of unique medical providers
receivingtraining on providing treatment to n n n 0 1
men who have sex with men

4.2 Number of men who have sex with men
provided with condoms by HIV prevention n n n 0 1
programmes for men who have sex with men
43 Number of condoms distributed by HIV

prevention programmes for men who have n n n 0 1

sex with men

4.4 Number of coordinated mass media
campaigns,segmented by audience, that
address high-risk sexualnorms, reduce n n n 0 1
multipleand concurrent partnerships, reduce
stigma towards men who have sex with men
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TOOL 13. Output Form: Training log
This form can be used by service providersto monitornumber of people trained.

Service location:

Service providerID:
Name of the training:

Appendices

ID Name of Affiliation | Date Type of training | Trainingis Final examis
student of completed passed (Yes/No)
student, if (Yes/No)
applicable
1
2
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Referral card

Appendices

Date referred:

UIC

Referred by (A4)

Referredto (code)

Service requested (E)

Monthly monitoring form for referrals

Date referred

uIC

Service requested (code fromE):

Referral results
(checkone):

Person never came toreferral site

O

O Personcameto referral site—doesn’tneedtoreturn
O Personcame to referral site —needstoreturn
O

Person came —referred elsewhere

Date seen:

Date referred:
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Instructions for referral card and referral monitoring form

Referral card

This formis used to tracka person who has been referred. The referred person should providethis card to the referral siteupon arrival.

uiC

Write inunique identifier code for referred person: See B1.

Referred by (A4)

Write in the servicedelivery provider code.

Referred to (code)

Write inthe code for the site to which the person is referred.

Service requested (E)

Write in the code of the servicerequested from section E. For example, if the personis being referred
for legal counselling, write “E17.”

Monthly referral monitoring form

This formis usedreport ont

he outcome of a referral on a monthly basis.

Date referred

Write inthe date when the personwas referred to your site.

uIC

Write in unique identifier code for referred person: See B1.

Service requested (code
from E):

Write inthe code of the servicerequested from section E. For example, if the person has been referred
for legal counselling, write “E17.”

Referral results
(check one):

Check one of the following options to record what happened to the person who was referred for a
service.

Person never came to
referral site

Check this box ifthe referred person never came to the site.

Person came to referral
site — doesn’t need to
return

Date seen:

Check this box ifthe person came and received services. This box should be checked ina situation where
the person only needed to come to the referral siteone time. For example, if the person came for
abscess careand prevention (E3), received treatment, and does not need to return —check this box.
Additionally, writein the date the referred person was seen.

Person came to referral
site — needs to return

Check this box ifthe person came and received services, but needs to return to complete the referral.
For example, ifthe person was referred to the sitefor mental health counselling, itis likely thathe/she
will need to come backfor subsequent sessions. Inthatcase, check this box.

Person came —referred
elsewhere

Date referred:

Check this box if the person came to the referral site, but the services he/she was referred for were not
availableatthat time. Check this box ifitwas necessaryto refer the person elsewhere sothat he/she
could get the services sought. Write inthe date the person was referred.

Reference:http://www.searo.who.int/LinkFiles/Publications_Module_02_Treatment_&_Care_for_HIV_positive_IDUs.pdf
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TOOL 15 Form for monitoring distribution of condoms

Thisform can be used by service providers to monitor programme outputs.

Location of the services:

Service provider|D:
Reportedtime period:
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Uniqueidentifier | Date Number of Information Referrals forother
code of condoms given materials given services made
programme (Yes/No) (Yes/No), if yes, to
participant whatservices
New | Repeat Male | Female
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TOOL 16. Form for monitoring HIV testing and counsellinginterventions

Thisform can be used by service providers to monitor programme outputs.

Location of the services:

Service provider ID:

Reportedtime period:
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Number Unique Date of Infor- Condoms/ lubricants are | Referrals for | A person
identifier code| testing mation given (Yes/No) otherservices|came back
of programme |and coun-| materials made to receive

participant selling given (Yes/No), if | results
(Yes/No) yes, to what | (Yes/No)
services
New Repeat Male Female | Lubricants

1

2

3
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TOOL 17. Form to calculate the number of people reached by outreach programmes
Thisform can be used by peereducators/outreach workers to monitor programme outputs.

Name and location of the service delivery point

PeereducatorID:__

Date: Week of

Instructions: Please enterinformation in each of the rows daily and submitthe formto your
supervisor by Monday of the following week.

Day of the Mon | Tues Wed Thurs | Fri Sat Sun Total
week/services
provided
Number of unique
contacts made
Number of people
reached forthe first
time
Numberof IEC
materials distributed
Number of male
condoms distributed
Number of female
condoms distributed
Number of lubricants
distributed
Comments
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TOOL 18. Form to monitor outputs across outreach workers
Thisform can be used by service providers to monitor programme outputs.

Name and location of service delivery point

Peer Date: Number Weekly Number of Number of Number

educator’s | Week of target people condoms IEC

code of contacts reachedfor | distributed materials
made the firsttime distributed

Male | Female
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TOOL 19 Checklist for post-service user-centred approach for provision of condoms and condom-
compatible lubricants

Thisform can be used by both non-programme staff members to conduct direct observations and by
staff membersto determine if all necessary events within one interaction have occurred

[] User was welcomedinafriendly manner

[] User was asked whether he needs any information on condoms and condom-compatible
lubricants use

[] User was asked if he was clear about the use of the condoms and condom-compatiblelubricants

[] User was encouraged to come back before he is out of condoms and condom-compatible
lubricants

[] User was encouraged to tell friends about this condoms and condom-compatible lubricants
distribution service

[] User was asked if he has any other questions orneeds
[] User was encouraged tofillin a user/participant feedback tool to improve quality of services

[] Services were provided in arespectful, professional manner

Form from PATH, UNFPA WHO (2005). Condom Programming for HIV Prevention; A Manual For Service
Providers,

http://www.unfpa.org/webdav/site/global/shared/documents/publications/2005/condom_prog.pdf
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TOOL 20. Tool for participant feedback to assess distribution of condoms and condom-compatible
lubricants

Are you satisfied with the services provided to you today? (Very satisfied, satisfied, not satisfied,
very unsatisfied)

Do youfeel thatyour needs for condoms and lubricants were met? (Yes, No)

How muchin your opinion, was the staff attentive and responsive to your needs? (Very much,
moderate, notat all)

How friendly was the staff to you today? (Very friendly, friendly, not friendly, notfriendly at all)

If applicable, doyoufeel thatall your questions on condoms and condom-compatible lubricants use
were answered? (Yes, No)

Didyou feel comfortableasking a staff member questions on condoms and lubricants use? (Very
comfortable, comfortable, not comfortable, not comfortable at all)

Did you getthe information, advice, or condoms that you came fortoday? If not, what didn’tyou get
and why?

Were you able to talk about all of yourconcerns and ask questions? How well did the staff respond
to your concerns and questions?

Aftertalkingtothe staff here, how confident do you feel about yourability to use condoms? How
confidentdoyou feel aboutyour ability to ask your partner to use condoms?

In youropinion, did you have enough privacy during your consultation? Do you believe thatthe
information you shared aboutyourselfwill be kept confidential?

How well were you treated by the staff here?
How long did you wait to get counseling orbuy condoms? Do you think the wait was reasonable?
Do you think the cost of condoms here isreasonable, orisittoo expensive foryou?

How convenientare the hours and the location of this facility foryou? What times or locations
would be more convenient?

How comfortable do you feel asking for/buying condoms at this facility? How comfortable do you
feel asking for HIV/STI counselling here?

How satisfied doyou feel with your visittoday? What aspects of your visit make you feel
dissatisfied?

How can we improve services here? Please make as many suggestions as possible.

From: PATH, UNFPA WHO (2005). Condom Programmingfor HIV Prevention; A Manual For Service Providers,
http://www.unfpa.org/webdav/site/global/shared/documents/publications/2005/condom_prog.pdf
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TOOL 21 Usersatisfaction survey for HIV testing and counselling

Please help usimprove ourservices by taking afew minutesto answerthis survey.
Do not putyour name on thisform.

For each question mark the one answerthat best describes what you think.

Did the counselling help you? ] Helpedalot ] Helpedsome [ pid nothelp
Did you get helpful information? L1 A lotof information L1 Alittle information [] No information

How long did you wait to get counseling? Do you think the wait was reasonable?

How convenient are the hours and the location of this facility for you? What times or locations would be more convenient?

When you saw the counsellor ...

Who talked the most? L] me L] The counsellor [] We talked the same amount
Who listened the most? L] Me [] The counsellor [] We listened the same amount
For each of these markonly one: A lot, Some, or Not atall: A lot Some Not at all
4. Did the counsellor answer your questions and concerns about HIV? ] ] L]
5. Did the counsellor help you think about what you were doing that puts you at risk ] ] ]

for getting HIV?

6. Did the counsellor help you make a plan to protect yourself from HIV? ] ] L]
7. Did the counsellor help you come up with small steps you can take to make your ] ] ]
plan work?
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[

Don’tknow

8. Did the counsellor tell you about other places you could go for help?
For each of these mark only one: Yes, No, or | don’t know:

9. | have no risk of getting HIV.

10. | am at risk of getting HIV.

11. | want to reduce my risk of getting HIV.
12. | know the ways to reduce my risk.

13. | have a plan for how | will reduce my risk.

14. | like my plan.

OoO0OoOoogo <™
OO0OoooOooOgaé|™
OO0OooOooOod

15. Im sure | can follow my plan.

16. In your plan to reduce your risk, who came up with what you will do? [ 1did [ The counsellor
17. How much did the counsellor help you? [ More than enough L] Enough L] Not enough
18. How much did you help the counsellor? L] More than enough ] Enough [ Not enough

19. How much did you tell the counsellor about your sex life and use of drugs?
O Al of it [ someofit [ None of it
20. In your opinion, did you have enough privacy during your consultation? Do you believe that the information you shared about yourself will be kept confidential?

What else would you like to tell us about your experience with the counsellor

Thank You!
Sourcefor the HIV Test Counselling Client Satisfaction Survey: www.doh.wa.gov website (http://www.doh.wa.gov/concon/FmsReptTitlePage/titlepage.htm).
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TOOL 22. Worksheet to Select Measures at National, Sub-National and Service Delivery Levels to
Monitor and Evaluate Programs for Men who Have Sex with Men and Transgender People

The worksheetbelow can be used to selectglobal, national, sub-national and service delivery measures
for monitoring and evaluating HIV prevention programs for men who have sex with men and for
programs for transgender people.

Some countries will choose to estimate measures in selected sub-national areas orcities and base
national level measures on datafrom those sub-national areas. Such national measures must be
interpreted with care because they do notinclude all areas of the country.

In general, measures should be monitored forimportant sub-groups such as bisexualmen, men who
have sex with men only, men who have sex with men andinjectdrugs, adolescent men who have sex
withmen, and men who have sex with men or womenin exchange formoney. The list below includes
measures relevant to most of these sub-groups.

The worksheet below includes indicators recommended at the global levelfor monitoring the 2011
Political Declaration on HIV/AIDS (GARPR), Universal Access reporting and presents other potentially
useful measures to monitor progressinimplementing programmes based on programme
implementation pathways. Consistent monitoring of these measures canidentify where thereare
bottlenecks and where additional attention is needed. Programme implementation pathways should be
developedin collaboration withimplementing partners including members of the key populations.
These pathways will differ from country to country and consequently the measures may also vary. The
highest priority isto monitor measures at the sub-national level in areas mostin need of HIV prevention
programs for men who have sex with men and transgender people, based on the size of the population
and an understanding of the local epidemic.

Usually national-level measures are aggregated measures based on sub-national estimates from bio-
behavioural surveys orservice delivery data. (Aggregation of sub-national datato create national level
estimates can be done by hand or with computer packages. See Step 1inVolume | forhow to aggregate
data to create national level estimates.)

Service delivery providers willfocus oninputand output measures but may estimate coverage and
outcome measuresif they collect the appropriatedata. Service delivery providers are encouraged to
review the forms provided in these operational guidelinesin orderto obtain measures described below
and to consider using unique identifiers to accurately estimate the number of persons reached by
interventions and to provide anindependent assessment of prevention programme coverage.

The list of measures below is primarily written for monitoring and evaluation of programs formen who
have sex with men. The listfor monitoring programs for transgender people isidentical except that
there isone additional measure fortransgender people (See measure 2.7). Thelistfortransgender
peopleisnotrepeated here.
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Thislistdoes notinclude indicator reference sheets. Indicator reference sheets fully describe each
indicatorincludingits purpose, how itis defined, how often it should be collected, and what are its
strengths and weaknesses. After a period of consultation, we anticipate thatreference sheets will be
developed foreach measure belowand availableon UNAIDS, UNDP, UNFPA, and Global Fund websites.

Abbreviations:

GARPR-Global AIDS Response Progress Reporting
MSM-Men who have Sex with Men

TG-Transgender People

UA-Universal Access indicators

UNGASS-United Nations General Assembly Special Session
DHS-Demographic Health Survey

AIS-AIDS Indicator Survey

References:

1-Global AIDS Response Progress Reporting (GARPR) 2012: Guidelines: Construction of Core Indicators for
Monitoringthe 2011 Political Declaration on HIV/AIDS (2011). UNAIDS, Geneva.2- UNAIDS (2008).Practical
guidelines for intensifying HIV prevention: towards universal access. UNAIDS, Geneva.

3-At the National level: Aggregated Annually fromSub-national level Annual Reports

4-At the Sub-National level: Aggregated Quarterly from Monthly Programme data

5-Repeated Cross-Sectional Bio-Behavioural Surveys of men who have sex with men Conducted Every 2 yearsin
sub-national areas

6-M&E Operational Guidelines for Monitoringand Evaluation of HIV Prevention for Sex Work, Men who have Sex
with Men, and Transgender People (M&E Operational Guidelines)

7-UNGASS Most-at-Risk Populations indicator applied to men who have sex with men

8-The measures are used for gap analysis (amountneeded minus amount available)

9-Universal Access (UA) indicators (2011). AGuide on Indicators for Monitoring and Reporting on the Health Sector
Response to HIV/AIDS.

10-The President’s Emergency Plan for AIDS Relief (2009). Next Generation Indicators Reference Guide. Verson 1.1.
PEPFAR, Washington, D.C.

11-The Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) (2011). Monitoringand Evaluation Toolkit.
Part2. 4" ed. GFATM, Geneva.

12-Global UNGASS Indicator (2009). Monitoringthe Declaration of Commitment on HIV/AIDS: guidelines on
construction of core indicators : 2010 reporting. UNAIDS, Geneva.

13-UNDP (2012). UBRAF Indicators.

Note: All measures need to be compared with the targets setin Step 3.

Note: National measures are based on sub-national estimates aggregated to national level.

Note: For input, output and coverage measures, sub-national measures arebased on servicedelivery data
aggregated to the sub-nationallevel.

Note: UNGASS indicatorsarenolonger recommended as UNGASS was a 10 year agreement that ended in2011.
The Global AIDS Response Progress Reporting (GARPR) indicators replaced the UNGGASS indicators and all GARPR
indicators were formerly partof UNGASS though not all UNGASS indicatorswere carried forward as GARPR.
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Number Indicator Method Reference Relevant |Selected
Steps Y/N
Section 1. Indicators for Global Reporting
GARPR'#1.14, UA’ #Céc, 1&8
61 HIV prevalence among men who have sex |Bio-Behavioural PEPFAR10#9.17N,
with men Surveys > GFATMM#HIV-I4, (formerly
UNGASS#23" )
GARPR'#1.12, UA’ #C5d, 287
Percentage of men reporting the use of a . . PEPFAR10#9.4N,
. Bio-Behavioural 1
G2 condom the lasttime they had anal sex s 5 GFATM ™ "#HIV-05, (formerly
urveys
with a male partner Y UNGASS “*#19
Percentage of men who have sex with 2&7
&3 men who both correctlyidentify ways of | Bio-Behavioural (formerly UNGASS'” "#14 )
preventing the sexual of HIV and who Surveys >
reject major misconceptions aboutHIV
GARPR'#1.13, 6
Percentage of men who have sex with . . 10
. . Bio-Behavioural PEPFAR™ "#P9.10N,
G4 | men that havereceived anHIV test inthe 5 11
. Surveys GFATM™ "#HIV-C-P6,
last12 months and who know their results 127
(formerly UNGASS " #8)
Percentage of men who have sex with . . GARPRl#l.ll, 6
) i Bio-Behavioural
G5 men reached with HIV Prevention 5 GFATM11#HIV-C-P3,
Surveys 12 7
Programmes (formerly UNGASS ™™ " #9)
6 Percentage of eligiblemen who havesex |Routine Programme UA’ # G2a, (formerly UNGASS 6
with men currently receiving ART data 12#M)
formerly UNGASS **: 4
Whether or not the national M&Eplan Desk review and key ( .y
. . . ) Appendix 4 NCPI PartA
includes all of the components for M&E of | informantinterviews .
G7 ) Section V Number 2 adapted
HIV prevention programmes for men who |conducted as part of
. to focus on men who have
have sex with men the NCPI .
sex with men)
National AIDS 1 4
. GARPR #6.1, (formerly
Spending Assessment 12 .
Total funds expended on programmes for . UNGASS ““:Appendix 3
G8 . for a calendar or fiscal . . .
men who have sex with men . . National Funding Matrix
year & Financial
1.09)
Resource Flows
G9 Perce nt.age of adults (men who have sex with . GARPR!#4.2, GFATM™ # HIV-16, 5,6
men) with HIV known to be ontreatment 12 Routine Programme data
T , } PEPFAR #T.1.3.D
months afterinitiation of antiretroviral therapy
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Number Indicator Method Reference Relevant |Selected

Steps

Y/N

Section 2. Other National-Level Indicators from UNAIDS Indicator Registry, Universal Access Reporting

(UA), PEPFAR and Global Fund (GFATM) indicator guidelines

Number of MARP* reached with individual 6
and/or small group level HIV preventive

. ) . PEPFAR'’#P8.3D,
interventions that arebased on evidence

U1 N Service Deliverydata | GFATM''#HIV-P4, UNAIDS
and/or meet the minimum standards . .
Indicator Registry# 536
required
Note: * Indicator reference uses “MARP”.
Number and percentage of key populations 6
reached with a basic (minimum) package of . 1
U2 HIV prevention services (Indicator should be Routine Programme GFA_TM #H|V;P5' UNAIDS
. . ] data Indicator Registry # 760
used when the basic packageofservicesis
defined)
Percentage of men who have sex with men Bio-Behavioural 9 287
u3 . . . 5 UA" #F5
with activesyphilis Surveys
GARPR'#7.1 National 287
Commitments and Policy
U4 Enabling Environment Index for men who Document andPolicy | Instrument (NCPI)12
have sex with men (Scale1-16, see below) Review (formerly UNGASS -
National Composite Policy
Index (NCPI))
U4 Enabling Environment Index for men who have sex with men
(Contributing factors/social enablers assessment) Y/N
U4l Has the country developed national multisectoral strategy to respond to HIV that addresses men who
have sex with men? (NCPI, PartA, Section |, 1.3)
V4.2 Has the country ensured “full involvement and participation” of civil society [including men who have
sex with men] inthe development of the multisectoral strategy? (NCPI, PartA, Section I, 1.7)
Does the country have a mechanismto promote interaction between government, civil society
ua.3 organizations [including organizations of men who have sex with men], and the privatesector for
implementing HIV strategies/programmes? (NCPI, PartA, Section |1, 3)
Uaa Does the country have non-discrimination laws or regulations which specify protections for men who
have sex with men? (NCPI, PartA, Section Il1,1.1)
Uas [Is the] country [free of] laws, regulations or policies that present obstacles to effective HIV
prevention, treatment, careandsupport for men who have sex with men? (NCPI, Part A, Section Ill,2)
Does the country have a policy or strategy to promote information, educationand communicationand
ua.6 other preventive health interventions for key or other vulnerablesub-populations [such as men who
have sex with men]? (NCPI, PartA, Section IV, 3)
V4.7 Does the [country have a] policy or strategy policy/strategy that addresses condom promotion for men

who have sex with men? (NCPI, Part A, Section IV, 3.1)
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U4 Does the [country have a] policy or strategy policy/strategy that addresses HIVtesting and counselling
for men who have sex with men? (NCPI, Part A, Section IV, 3.1)
U9 Does the [country have a] policy or strategy policy/strategy that addresses stigma and discrimination
reduction for men who have sex with men? (NCPI, PartA, Section 1V, 3.1)
U4.10 Does the [country have a] policy or strategy policy/strategy that addresses targeted information onrisk
reduction and HIV education for men who have sex with men? (NCPI, PartA, Section 1V, 3.1)
U411 Does the [country have a] policy or strategy policy/strategy that addresses vulnerability reduction (e.g.
income generation) for men who have sex with men? (NCPI, PartA, Section |V, 3.1)
U412 Has the country has identified the specific needs for HIV prevention programmes [for men who have sex
with men] (NCPI, PartA, Section 1V, 4)
U4.13 To what extent has HIV prevention been implemented? Do the majority of [men who have sex with
men] inneed have access toriskreduction? (NCPI, Part A, Section IV, 4.1)
U414 Is there a central national database with HIV-related data on key populations [such as men who have
sex with men]? (NCPI, PartA, Section V, 6.1)
U415 Does the country a policyto ensure equal access for men who have sex with men to HIV prevention,
treatment, careandsupport? (NCPI, Part B, Section I, 8)
Does the country have municipal level comprehensive HIV prevention, treatment and care programmes
U4.16 |implemented for and with men who have sex with men or transgender people? (UBRAF UNDP Indicator
Al.2.1a)"
Number Measures Method Relevant Selected
Steps Y/N
Section 3. Other measures in the Guidelines® that may be useful
National Level and Selected Sub-National Area Measures
Impact Measures including Size of Population
DHS or AIS survey, Size 1&8
11 Number of men who have sex with men . .
estimation methods
1.2 Number of men who have sex with men who are HIV positive Modelling (Spectrum /MOT)| 1&8
HIV prevalence among men who have sex with men age 15-24asa | . . 5 1&8
1.3 o Bio-Behavioural Surveys
proxy for HIV incidence
1.4 | HIVincidenceamong men who have sex with men Modelling (Spectrum /MOT) 1&8
Outcome Measures for Direct / Biologic Determinants of HIV Transmission
Average number of new malesex partners per year among men . . 5 287
2.1 Bio-Behavioural Surveys
who have sex with men
Percentage of men who have sex with men who report having sex . . 5 2&7
2.2 ) . Bio-Behavioural Surveys
for the firsttime younger than age 15
Percentage of men who have sex with men reporting unprotected . . 5 287
23 Bio-Behavioural Surveys
receptive anal sexatlasttime they had sex with a male partner
2.4 | Percentage of men who have sex with men who are circumcised Bio-Behavioural Surveys > 287
2.5 Percentage of men who have sex with men reporting use of Bio-Behavioural Surveys > 287
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injectingdrugs inlast12 months

Percentage of men who have sex with men who injectdrugs . . 5 2&7
2.6 . . Bio-Behavioural Surveys
reporting use of clean needle the lasttime injected
Percentage of TG who injectdrugs or other substances (e.g. 287
2.7 |silicone)for gender enhancement reporting use of clean needle the | Bio-Behavioural Surveys >
lasttime they injected
Outcome Measures for Enabling Environment and Contributing Factors
Percentage of people in general population with high scoreon . 287
. Population-based
2.8 | homophobiascale
. household surveys
(See for example, Wright, L. W., Adams, H. E., & Bernat, J. (1999)).
. L Culturally appropriate 287
Percentage men who have sex with men who report experiencing ] o
2.9 ] T stigma scalewithin
stigma withinlast12 months 5
surveys
Percentage of men who have sex with men reporting physical Bio-Behavioural Surveys 287
2.10 5
violencewithinlast12 months
)11 Percentage of men who have sex with men reporting verbal abuse | Bio-Behavioural Surveys 287
' within last12 months >
12 Percentage of men who have sex with men reporting getting paid | Bio-Behavioural Surveys 287
' in exchange for havingsexual intercourseinlast12 months >
Percentage of men who have sex with men who report atlast 287
. . Bio-Behavioural Surveys
2.13 [sexual intercourseuseof alcohol by himself or partner (See AIDS 5
Indicator Survey, March 2006)
14 Percentage of men who have sex with men reporting symptoms of | Bio-Behavioural Surveys 287
' an STl in the past12 months >
Coverage Measures
Percentage of men who have sex with men receivingno HIV . . 5 6
3.1 . o Bio-Behavioural Surveys
prevention services inthe past12 months
Percentage of men who have sex with men receivingthe country-| . 5 6
3.2 ) o Bio-Behavioural Surveys
defined complete packageof services inthe past 12 months
Percentage of men who have sex with men reporting that 6
3.3 | they could get condoms on their own if they wanted (Adapted Bio-Behavioural Surveys >
from UNAIDS Indicator Registry #400)

Sub-National Level and Service Delivery Providers

Coverage Measures

received the service in the past 12 months (or ever for vaccination) (sub-national only):

For each service in the nationally defined package of services, percentage of men who have sex with men who

Percentage of men who have sex with men reached by condom . . 5 6
3.4 ) o Bio-Behavioural Surveys

promotion and distribution programmes the past12 months

Percentage of men who have sex with men reached by lubricants | ) 5 6
3.5 ) o Bio-Behavioural Surveys

promotion and distribution programmes the past12 months

Percentage of men who have sex with men screened for STl in . . 5 6
3.6 Bio-Behavioural Surveys

the past12 months
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Percentage of men who have sex with men reached by HIV 6
3.7 |testing and counselling programme inthe past12 months and Bio-Behavioural Surveys >
know their result(same as G4)

Percentage of men who have sex with men who have received 6
specificandtargeted information on prevention and risk . . 5
3.8 . ] ) Bio-Behavioural Surveys
reduction strategies designed to appeal to and meet the needs of
men who have sex with men
Percentage of men who have sex with men who have completed . . 5 6
3.9 Bio-Behavioural Surveys

the courseof HBV vaccination

Note: Service delivery providers that know the size of the men who have sex with men population in their catchment
area and can estimate the unique number of persons reached may estimate coverage measures 3.4-3.9.

Geographic Coverage (for Each Sub-National Area Monitored)

310 Whether HIV prevention programme is availablefor men who Programme data” 6
have sex with men insub-national area (Y/N)

Services

311 Availability of condom promotion and distribution programmes Programme data’ 6
for men who have sexwith men insub-national area (Y/N)

312 Availability of lubricants distribution programmes for men who Programme data” 6
have sex with men insub-national area (Y/N)

313 Availability of quality treatment for sexually transmitted Programme data’ 6
infections insub-national area (Y/N)

- Availability of voluntary testingand counsellingin sub-national Programme data’ 6
area (Y/N)
Availability ofinformation and prevention and care services for Programme data” 6

3.15 |female partners of men who have sex with men insub-national
area (Y/N)

316 Availability of HIV treatment and careprogrammes for men who | Programme data’ 6
have sex with men insub-national area (Y/N)

317 Availability and promotion of hepatitis immunizationin sub- Programme data’ 6

national area (Y/N)

Number of servicedelivery providers offeringthe country defined | Programme data’ 6
3.18 | complete package of services to men who have sex with men in
sub-national area

Enabling environments- Geographic Availability

Availability of medical and legal assistance for boys and men who . 6
. . . . . Document Review,
3.19 |experience sexual coercionandviolenceinsub-nationalarea

(Y/N)

Stakeholders’ meetings

Availability of safevirtual and physical spaces (e.g. telephone 6
hotlines, drop-in centres) for men who have sex with men to seek
3.20 |information andreferrals for careand supportinsub-national Stakeholders’ meetings
area (Y/N) (See UNAIDS Practical Guidelines for Intensifying HIV
Prevention’ )
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Output Measures

Number of unique medical providers receivingtrainingon

4.1 o . Programme data’
providing treatment to men who have sex with men
Number of men who have sex with men provided with condoms 4
4.2 . . Programme data
by HIV prevention programmes for men who have sex with men
Number of condoms distributed by HIV prevention programmes 4
43 . Programme data
for men who have sex with men
Number of coordinated mass media campaigns, segmented by
audience, that address high-risk sexual norms, reduce multiple
4.4 [andconcurrent partnerships, reducestigma towards men who Programme data’
have sex with men (See UNAIDS Practical Guidelines for
Intensifying HIV Preven tionz)
Input Measures - The measures are used for gap analysis (amount needed minus amount available)
5.1 Funds available Programme data’
5.2 Human Resources available Programme data”
53 [Equipment available Programme data’

National, Sub-National Level and Service Delivery Providers

Quality Measures

6.1 Percentage and number of safespots that meet quality standards [ Quality Audit
Percentage and number of HIV testing and counsellingsites that 34

6.2 . Programme data™
conduct outreach to men who have sex with men
Percentage of providers testing and treating for STIs who have

6.3 been trained to provide STI services to men who have sex with Programme data>’
men

64 Percentage of men who have sex with men diagnosed with STI Survzse\zss, Programme
who received treatment data™

6.5 [ Whether men who have sex with men participatein quality audits | Quality Checklist
Whether men who have sex with men participateinservice

6.6 ) Quality Checklist
delivery
Among men who have sex with men diagnosed with HBV in the

6.7 | past12 months, percentage of men who have sex with men Programme data®’
receivingtreatment for HBV
Among men who have sex with men who were due to complete

6.8 | HBV treatment inthe past12 months, percentage of men who Programme data®’
have sex with men completing treatment for HBV
Among men who have sex with men diagnosed with TB inthe

6.9 | past1l2 months, percentage of men who have sex with men who |Programme data®’
started treatment

Condom data from
6.10 Number of condoms availablefor distribution nationwide condom manufacturers,

(See HIV/AIDS Survey Indicators Database, Indicator # 2.1.)

distributors, major

donors, storage facilities,
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governments and NGOs

6.11

Percentage of retail outlets and services with condoms instock
(See HIV/AIDS Survey Indicators Database, Indicator # 2.2.)

A number of sites of
different types are
randomly selected for a
retail survey.

6.12

Percentage of condoms that meet quality control measures
(See HIV/AIDS Survey Indicators Database, Indicator # 2.3.)

The sampling framefor
retail outlets used in
Condom Availability
Indicator 2, Retail outlets
andservices with
condoms instock, can be
used for the retail portion
of this indicator; condoms
may be sampled from
retail outlets duringthe
retail survey.
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TOOL 23. Worksheetto Select Measures at National, Sub-National and Service Delivery Levelsto
Monitor and Evaluate Programs for Sex Workers

The worksheetbelow can be used toselect global, national, sub-national and service delivery measures
for monitoring and evaluating HIV prevention programs for sex workers (male and female).

Some countries will choose to estimate measures in selected sub-national areas or cities and base
national level measures on datafrom those sub-national areas. Such national measures must be
interpreted with care because they do notinclude all areas of the country.

By definition, people youngerthan 18 who exchange sex formoney are not sex workers. Measures for
this group have notyetbeen developed, but countries who wantto monitor programs amongthese
persons can draw on the measures below.

The worksheet below includes indicators recommended at the global levelfor The monitoring the 2011
Political Declaration on HIV/AIDS (GARPR) and Universal Access reporting and presents other potentially
useful measures to monitor progressinimplementing programs based on programme implementation
pathways. Consistent monitoring of these measures canidentify where thereare bottlenecks and
where additional attentionis needed. Programmeimplementation pathways should be developedin
collaboration with implementing partners including members of the key populations. These pathways
will differ from country to country and consequently the measures may also vary. The highest priority is
to monitor measures at the sub-national levelin areas mostin need of HIV prevention programs for sex
workers, based on the size of the population and an understanding of the local epidemic.

Usually national-level measures are aggregated measures based on sub-national estimates from bio-
behavioural surveys orservice delivery data. (Aggregation of sub-national datato create national level
estimates can be done by hand or with computer packages. See Step 1inVolume | forhow to aggregate
data to create national level estimates.)

Service delivery providers willfocus oninputand output measures but may estimate coverage and
outcome measuresifthey collectthe appropriatedata. Service delivery providers are encouraged to
review the forms provided in these operational guidelinesin orderto obtain measures described below
and to considerusing unique identifiers to accurately estimate the number of persons reached by
interventions and to provide anindependent assessment of prevention programme coverage.

Thislistdoes notinclude indicator reference sheets. Indicator reference sheets fully describe each
indicatorincludingits purpose, how itis defined, how often it should be collected, and what are its
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strengths and weaknesses. Aftera period of consultation, we anticipate that reference sheets will be
developed foreach measure belowand availableon UNAIDS, UNDP, UNFPA, and Global Fund websites.

Abbreviations:

GARPR-Global AIDS Response Progress Reporting
UA-Universal Access indicators

UNGASS-United Nations General Assembly Special Session
DHS-Demographic Health Survey

AIS-AIDS Indicator Survey

References:

1-Global AIDS Response Progress Reporting (GARPR) 2012: Guidelines: Construction of Core Indicators for
Monitoring the 2011 Political Declaration on HIV/AIDS (2011). UNAIDS, Geneva.2- UNAIDS (2008).Practical
guidelines for intensifying HIV prevention: towards universal access. UNAIDS, Geneva.

3-At the National level: Aggregated Annually fromSub-national level Annual Reports

4-At the Sub-National level : Aggregated Quarterly from Monthly Programme data

5-Repeated Cross-Sectional Bio-Behavioural Surveys of sex workers Conducted Every 2 yearsinsub-nationalareas
6-M&E Operational Guidelines for Monitoringand Evaluation of HIV Prevention for Sex Work, Men who have Sex
with Men, and Transgender People (M&E Operational Guidelines)

7-UNGASS Most-at-Risk Populations indicator applied to sex workers

8-The measures are used for gap analysis (amountneeded minus amount available)

9-Universal Access (UA) indicators (2011). AGuide on Indicators for Monitoring and Reporting on the Health Sector
Response to HIV/AIDS.

10-The President’s Emergency Plan for AIDS Relief (2009). Next Generation Indicators Reference Guide. Verson 1.1.
PEPFAR, Washington, D.C.

11-The Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) (2011). Monitoringand Evaluation Toolkit.
Part2. 4" ed. GFATM, Geneva.

12-Global UNGASS Indicator (2009). Monitoringthe Declaration of Commitment on HIV/AIDS: guidelines on
construction of core indicators : 2010 reporting. UNAIDS, Geneva

13-UNDP (2012). UBRAF Indictaors.

Note: All measures need to be compared with the targets setin Step 3.

Note: National measures are based on sub-national estimates aggregated to national level.

Note: For input, output and coverage measures, sub-national measures arebased on servicedelivery data
aggregated to the sub-nationallevel.

Note: UNGASS indicatorsarenolonger recommended as UNGASS was a 10 year agreement that ended in2011.
The Global AIDS Response Progress Reporting (GARPR) indicators replaced the UNGGASS indicators and all GARPR
indicators were formerly partof UNGASS though not all UNGASS indicators were carried forward as GARPR.
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Number Indicator Method Reference Relevant  Selected
Steps Y/N
Section 1. Indicators for Global Reporting
GARPR'#1.10, UA’#C6b, | 1&8
_ _ 5| PEPFAR'%#9.17N,
G1 HIV prevalence among sex workers Bio-Behavioural Surveys 1
GFATM ™ #HIV-13,
(formerly UNGASS#23"? 7
GARPR'#1.8, UA’ #C5c, 287
Percentage of female and male sex PEPFARIO#PQ.Z.N,
G2 workers reporting the use of a Bio-Behavioural Surveys > GFATMM#HIV-OZL,
condom with their most recent client (formerly UNGASS 12#18)
Percentage of sex workers who both 2&7
correctly identify ways of preventing the . . s | (formerly UNGASS"? ’7#14)
G3 . ] Bio-Behavioural Surveys
sexual of HIV and who reject major
misconceptions aboutHIV
GARPR'#1.9, 6
Percentage of sex workers that have 10
. . . . s | PEPFAR "#P9.10N,
G4 received an HIV test inthe last12 months [ Bio-Behavioural Surveys 11
GFATM " #HIV-C-P5,
and who know their results 12 7
ormerly
(f ly UNGASS ™ "#8)
, GARPR'#1.7, 6
Percentage of sex workers reached with 5 11
G5 . Bio-Behavioural Surveys ° | GFATM ™ “#HIV-C-P2,
HIV Prevention Programmes 12 7
(formerly UNGASS™” " #9)
Percentage of eligible sex workers . UA # G2a, (formerly 6
G6 o Routine Programme data 12
currently receiving ART UNGASS ““#4)
) ) (formerly UNGASS 2 4
Whether or not the national M&Eplan Desk review and key .
. . . . Appendix 4 NCPI PartA
includes all of the components for M&E of | informantinterviews .
G7 ) Section V Number 2
HIV prevention programmes for sex conducted as part of the
orkers NCPI adapted to focus on sex
W
workers)
National AIDS Spending GARPR1#6.1, (formerly 4
- Total funds expended on programmes for |Assessment for a UNGASS 12:Appendix 3
sex workers calendaror fiscalyear & | National Funding Matrix
Financial ResourceFlows [ 1.09)
Percentage of adults (sex workers) with GARPR! #2.2 GFATM!! # 5,6
G9 HIV known to be on treatment 12 months [ Routine Programme data "
o . i HIV-16, PEPFAR #T.1.3.D
after initiation of antiretroviral therapy
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Section 2. Other National-Level Indicators from UNAIDS Indicator Registry, Universal Access Reporting
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Relevant
Steps

(UA), PEPFAR and Global Fund (GFATM) indicator guidelines

Selected
\ A

Number of MARP* reached with individual 6

and/or small group level HIV preventive 10
. . . PEPFAR "#P8.3D,
interventions that arebased on evidence

U1 - Service Delivery data GFATM™#HIV-P4, UNAIDS
and/or meet the minimum standards . .
) Indicator Registry# 536
required
Note: * Indicator reference uses “MARP”.
Number and percentage of key 6
populations reached with a basic 11
U2 (minimum) package of HIV prevention Routine Programme data GFATM ™ #HIV-PS, UNAIDS
. . Indicator Registry # 760
services (Indicator should beused when
the basic packageofservices is defined)
Percentage of sex workers with active . . 5 9 287
u3 o Bio-Behavioural Surveys = |UA” # F4
syphilis
GARPR'#7.1 National 287
Commitments andPolicy
U4 Enabling Environment Index for sex Document and Policy Instrument (NCPI)12
workers (Scale1-16, see below) Review (formerly UNGASS -
National Composite Policy
Index (NCPI))
U4 Enabling Environment Index for sex workers
(Contributing factors/social enablers assessment) Y/N
Va1 Has the country developed national multisectoral strategy to respond to HIV that addresses sex workers?
(NCPI, Part A, Section I, 1.3)
U2 Has the country ensured “full involvement and participation” of civil society [including sex workers]in the
development of the multisectoral strategy? (NCPI, PartA, Section I, 1.7)
Does the country have a mechanismto promote interaction between government, civil society
u4.3 organizations [including organizations of sex workers], and the privatesector for implementing HIV
strategies/programmes? (NCPI, PartA, Section I1,3)
Uaa Does the country have non-discrimination laws or regulations which specify protections for sex workers?
(NCPI, Part A, Section I11,1.1)
U4s [Is the] country [free of] laws, regulations or policies that present obstacles to effective HIV
prevention, treatment, careand support for sex workers? (NCPI, PartA, Section Ill,2)
Does the country have a policy or strategy to promote information, education and communicationand
ud.6 other preventive health interventions for key or other vulnerablesub-populations[such as sex workers]?
(NCPI, Part A, Section 1V, 3)
Ua7 Does the [country have a] policy or strategy policy/strategy that addresses condom promotion for sex

workers? (NCPI, Part A, Section 1V, 3.1)
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U4s Does the [country have a] policy or strategy policy/strategy that addresses HIVtesting and counselling for
sex workers? (NCPI, PartA, Section IV, 3.1)

U49 Does the [country have a] policy or strategy policy/strategy that addresses stigma and discrimination
reduction for sex workers? (NCPI, Part A, Section IV, 3.1)

U4.10 Does the [country have a] policy or strategy policy/strategy that addresses targeted information on risk
reduction and HIV education for sex workers? (NCPI, Part A, Section IV, 3.1)

U411 Does the [country have a] policy or strategy policy/strategy that addresses vulnerability reduction (e.g.
income generation) for sex workers? (NCPI, Part A, Section 1V, 3.1)

U412 Has the country has identified the specific needs for HIV prevention programmes [for sex workers] (NCPI,
PartA, Section 1V, 4)

U413 To what extent has HIV prevention been implemented? Do the majority of [sex workers]in need have
access toriskreduction? (NCPI, Part A, Section IV, 4.1)

U414 Is there a central national database with HIV-related data on key populations [such as sex workers]?
(NCPI, Part A, Section V, 6.1)

U415 Does the country a policyto ensure equal access for sex workers to HIV prevention, treatment, careand
support? (NCPI, PartB, Section Il,8)

e Does the country have municipal level comprehensive HIV prevention, trele:tment and careprogrammes
implemented for and with sex workers? (UBRAF UNDP Indicator Al.2.1a)

Section 3. Other measures in the Guidelines® that may be useful

Number Measures Method Relevant | Selected
Steps Y/N
National Level and Selected Sub-National Area Measures
Impact Measures including Size of Population
DHS or AIS survey, Size 1&8
11 [Number of sexworkers age 18+ . .
estimation methods
Modelling (Spectrum 1&8
1.2 |Number of sexworkers age 18+ who are HIV positive g(sp
/MOT)
HIV prevalence among sex workers age 18-24 as a proxy for HIV . . 5 1&8
13 | Bio-Behavioural Surveys
incidence
o Modelling (Spectrum 1&8
14 |HIVincidenceamong sex workers age 18 and older
/MOT)
HIV prevalence among minors age 15-17 who exchange sex for 1&8
1.5 Survey
money
Outcome Measures for Direct / Biologic Determinants of HIV Transmission
Percentage of sex workers reporting symptoms of an STl in the past . . 5 287
2.1 Bio-Behavioural Surveys
12 months
Percentage of sex workers who report havingsexfor the firsttime . . 5 287
2.2 Bio-Behavioural Surveys
younger than age 15
Percentage of sex workers reporting unprotected receptive anal sex . . 5 287
2.3 . . Bio-Behavioural Surveys
atlasttime they had sex with a malepartner
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2.4 [Age atfirstsex Bio-Behavioural Surveys > 2&7

Percentage of sex workers reporting use of injectingdrugsinlast12 . . 5 287
2.5 Bio-Behavioural Surveys

months

Percentage of sex workers who injectdrugs reportinguse of clean . . 5 287
2.6 o Bio-Behavioural Surveys

needle the lasttime injected
2.7 |Percentage of protected sex acts inthe lastweek Bio-Behavioural Surveys > 2&7
Outcome Measures for Enabling Environment and Contributing Factors
28 Percentage of sex workers reporting sexual violencewithinlast12 |[Sub-National Bio- 287

' months Behavioural Surveys >
. . . L Culturally appropriate 2&7

Percentage sex workers who report experiencingstigma within last . o
2.9 stigma scalewithin

12 months 5

surveys

Percentage of sex workers reporting physicalviolencewithinlast12 . . 5 287
2.10 Bio-Behavioural Surveys

months

Percentage of sex workers reporting verbal abusewithinlast12 . . 5 287
211 Bio-Behavioural Surveys

months

Percentage of sex workers who report use of alcohol by themselves 287
2.13* | or partner atlastsexual intercourse (See AIDS Indicator Survey, Bio-Behavioural Surveys >

March 2006)
Coverage Measures

Percentage of sex workers receivingno HIV prevention servicesin . . 5 6
31 Bio-Behavioural Surveys

the past12 months

Percentage of sex workers receivingthe country-defined complete . . 5 6
3.2 o Bio-Behavioural Surveys

packageof services inthe past12 months

Percentage of sex workers reporting that 6
3.3 |they could get condoms on their own if they wanted (Adapted from |Bio-Behavioural Surveys >

UNAIDS Indicator Registry #400)

Sub-National Level and Service Delivery Providers

Coverage Measures

For each service in the nationally defined package of services, percentage of sex workers who received the service in

the past 12 months (or ever for vaccination) (sub-national only):

Percentage of sex workers reached by condom promotion and ) ) 5 6
3.4 o Bio-Behavioural Surveys

distribution programmes the past 12 months
3.6* [Percentage of sex workers screened for STl inthe past12 months Bio-Behavioural Surveys >

Percentage of sex workers reached by HIV testing and counselling 6
3.7 |programme inthe past12 months and know their result(same as G4 |Bio-Behavioural Surveys >

/ UNGASS 8)

Percentage of sex workers who have received specific and targeted 6
3.8 |informationon prevention andriskreduction strategies designed to |Bio-Behavioural Surveys >

appeal to and meet the needs of sex workers
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3.9

Percentage of sex workers who have completed the course of HBV
vaccination

Bio-Behavioural Surveys >

Note: Service delivery providers that know the size of the sex workers population in their catchment area and can estimate

the unique number of persons reached may estimate coverage measures 3.4-3.9.

Geographic Coverage (for Each Sub-National Area Monitored)

Whether HIV prevention programme is availablefor sex workers in

Programme data’

3.10
sub-national area (Y/N)

Services

311 Availability of condom promotion and distribution programmes for |Programme data”
sex workers in sub-nationalarea (Y/N)

3.2 Availability of lubricants distribution programmes for sex workers in | Programme data”
sub-national area (Y/N)

313 Availability of quality treatment for sexually transmitted infections in [ Programme data’
sub-national area (Y/N)

314 Availability of voluntary testingand counsellinginsub-nationalarea |Programme data’
(Y/N)

315 Availability ofinformation and prevention and care services for Programme data”
clients of sex workers in sub-national area (Y/N)

- Availability of HIV treatment and careprogrammes for sex workers in | Programme data”
sub-national area (Y/N)

317 Availability and promotion of hepatitis immunizationin sub-national |Programme data”
area (Y/N)

318 Number of servicedelivery providers offering the country defined Programme data’

complete package of services to sex workers in sub-national area

Enabling environments- Geographic Availability

Availability of medical and legal assistance for sex workers who

Document Review,

3.19
experience sexual coercionandviolenceinsub-nationalarea (Y/N) Stakeholders’ meetings
Availability of safevirtual and physical spaces (e.g. telephone
hotlines, drop-in centres) for sex workers to seek information and , .
3.20 . . Stakeholders’ meetings
referrals for careand supportinsub-national area (Y/N) (See UNAIDS
Practical Guidelines for Intensifying HIV Prevention’ )
3.21 |Availability of adultliteracy programmes for sex workers Stakeholders’ meetings
Number of economic empowerment initiatives for sex workers , )
3.22 o Stakeholders’ meetings
operatingina country
3.23 |Number of sex work organisationssupportedina country Stakeholders’ meetings
Number of workplace programmes for male employees
3.24 |implemented to reach potential clients of sex workers

Stakeholders’ meetings

Output Measures

4.1

Number of unique medical providers receivingtraining on providing
treatment to sex workers

Programme data’
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Number of sex workers provided with condoms by HIV prevention 4 6
4.2 Programme data
programmes for sex workers
Number of condoms distributed by HIV prevention programmes for 4 6
43 Programme data
sex workers
Number of coordinated mass media campaigns, segmented by 6
audience, that address high-risk sexual norms, reduce multipleand 4
4.4 ) i Programme data
concurrent partnerships, reduce stigma towards sex workers (See
UNAIDS Practical Guidelines for Intensifying HIV Preventionz)
4.5 |Number of sex workers who visited a clinic atleastonce Programme data’ 6
Input Measures - The measures are used for gap analysis (amount needed minus amount available)
5.1 |Fundsavailable Programme data’
5.2 |Human Resources available Programme data’ 4
53 |[Equipment available Programme data’ 4
National, Sub-National Level and Service Delivery Providers
Quality Measures
6.1 |Percentage of safe spots that meet quality standards Quality Audit
Percentage of HIV testing and counsellingsites thatconduct 34
6.2 Programme data™
outreach to sex workers
Percentage of providers testing and treating for STIs who have been 34 5
6.3 ) i ) Programme data™
trained to provideSTI services to sex workers
Percentage of sex workers diagnosed with STI who received Surveyss, Programme 5
6.4 34
treatment data™
6.5 |Whether sex workers participatein qualityaudits Quality Checklist
6.6 |Whether sex workers participateinservicedelivery Quality Checklist
Among sex workers diagnosed with HBV in the past12 months, 34
6.7 o Programme data™
percentage of sex workers receiving treatment for HBV
Among sex workers who were due to complete HBV treatment inthe 5
6.8 |past12 months, percentage of sex workers completing treatment for | Programme data>*
HBV
Among sex workers diagnosed with TB inthe past12 months, 34 5
6.9 Programme data™
percentage of sex workers who started treatment
Condom data from condom 5
. T . . manufacturers,
Number of condoms availablefor distribution nationwide o )
6.10 . . distributors, major donors,
(See HIV/AIDS Survey Indicators Database, Indicator # 2.1.) o
storage facilities,
governments and NGOs
A number of sites of 5
611 Percentage of retail outlets and services with condoms instock different types are
' (See HIV/AIDS Survey Indicators Database, Indicator # 2.2.) randomly selected for a
retail survey.
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The sampling framefor 5
retail outlets used in
Condom Availability
Indicator 2, Retail outlets
Percentage of condoms that meet quality control measures and services with condoms
(See HIV/AIDS Survey Indicators Database, Indicator # 2.3.) instock can be used for the
retail portion of this

6.12

indicator;condoms may be
sampled from retail outlets

duringthe retail survey.

*the measure priorthisis missed intentionally to ensure consistency across all measures formen who
have sex with men, sex workers and transgender people.
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TOOL 24. Recommended Community Systems Strengthening Indicators

Note: Based on The Global Fundto F
Framework, August 2011, p.53 -56.

ight Aids, Tuberculosis and Malaria(2011). Community Systems Strengthening

Pleasenote that these indicators havenot been pilottested.

Recommended CORE process and output indicators for monitoring and evaluating community

systems strengthening efforts

Core component 1: Enabling environments and advocacy

Service delivery area (SDA) 1:
Monitoringand documentation of
community and government
interventions

Number of community-based organizations and/or networks that have
meaningfully participatedinjointnational programreviews or evaluations in the
last12 months (1.1)

SDA 2: Advocacy, communication
andsocial mobilization

Number of community-led advocacy campaigns thatsawa targeted policy
change or canclearly document improved implementation of an existing
(targeted) policy within 2 years of the startof the advocacy campaign(2.1)

Core component 2: Community networks, linkages, partnerships and coordination

SDA 3: Building community
linkages, collaborationand
coordination

Number and percent of community-based HIV, TB, malariaand immunization
serviceorganizations with referral protocols in placethat monitor completed
referrals accordingto national guidelines (3.1)

Core component 3: Resources and c

apacity building

SDA 4: Human resources:skills
building for servicedelivery,
advocacyand leadership

Number and percentage of staff members and volunteers currently working for
community-based organizations thathaveworked for the organization for more
than 1 year (4.1)

SDA 5: Financial resources

Number and percentage of community-based organizations thathave a complete
and sound financial management system, whichis known and understood by
staffand consistently adheredto (5.1)

SDA 6: Material resources —
infrastructureand (including
medical and other products &
technologies)

Number and percentage of community-based organizations reporting no stock-
outs of HIV, TB, malariaorimmunization essential commodities accordingto
program implementation focus duringthe reporting period (6.1)

Core component 4: Community activities and service

SDA 7: Community-based activities
andservices —delivery, use and
quality

Number and percentage of community-based organizations thatdeliver services
for HIV, TB, malaria and immunization accordingto national or international
accepted servicedeliverystandards (7.1)

Core component 5: leadership and organizational strengthening

SDA 8: Management,
accountabilityand leadership

Number and percentage of staff members of community-based organizations
with written terms of reference and defined job duties (8.1)

Core component 6: monitoring & evaluation and planning

SDA 9: Monitoringand evaluation,
evidence-building

Number and percentage of community-based organizations thatsubmittimely,
complete and accuratefinancialand programmatic reports to the national level
accordingtonationally orinternationally recommended standards and guidelines
(where such guidelines exist)(9.1)

SDA 10: Strategic planning

Number and percentage of community-based organizations with a developed
strategic plan covering2to 5 years (10.1)
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Additional process and output indicators for monitor and evaluating community system

strengthening efforts

Core component 1: Enabling environments and advocacy

SDA 1: Monitoringand
documentation of community and
government interventions

Number of community-based organizations and/or networks that have
documented and publicized barriers to equitableaccess to health services and/or
implementation of national HIV, TB, malaria and immunization programs during
the last12 months (1.2)

Core component 2: Community networks, linkages, partnerships and coordination

SDA 3: Building community
linkages, collaborationand
coordination

Number and percentage of community-based organizations thatarerepresented
through membership innational or provincial level technical or coordination
policy bodies of disease programs and that are providing feedback to
communities (3.2)

Number and percentage of community-based organizations thatimplemented at
leastone documented feedback mechanismwith the community they serve in
the last6 months (3.3)

Core component 3: Resources and capacity building

SDA 4:Human resources:skills
building for servicedelivery,
advocacyandleadership

Number and percentage of community health workers currently working with
community-based organizations who received trainingor retrainingin HIV, TB,
malaria orimmunization servicedelivery accordingto national guidelines (where
such guidelines exist) duringthe lastnational reporting period (4.2)

Number and percentage of community-based organizations thatreceived
supportivesupervisioninaccordance with national guidelines (wheresuch
guidelines exist)inthe last3to 6 months (4.3)

Number and percentage of volunteers working with community-based
organizations who are provided with incentives (4.4)

SDA 5: Financial resources

Number and percentage of community-based organizations thathave core
fundingsecured for at least2 years (5.2)

SDA 6: Material resources —
infrastructureinformationand
essential commodities (including
medical and other products and
technologies)

Number and percentage of community-based organizations thatkeep accurate
data for inventory management accordingto national orinternational policy (6.2)

Number and percentage of community-based organizations with staffor
volunteers that are responsiblefor stock management trained or retrainedin
stock (inventory) management inthe past12 months (6.3)

Number and percentage of community-based organizations thatmaintain
adequate storageconditions and handling procedures for essential commodities
(6.4)

Core component 4: Community activities and service delivery

SDA 7: Community-based
activities and services —delivery,
use andquality

Number and percentage of community-based organizations thatimplemented
activities contributing to the national diseasestrategic plan as documented by
their plans and reports to the national designated entity (7.2)

Number and percentage of people that have access to community-based HIV, TB,
malaria orimmunization services in a defined area (7.3)

Core component 5: leadership and

organizational strengthening

SDA 8: Management,
accountabilityand leadership

Number and percentage of community-based organizations with staffin
managerial positions who received trainingor retrainingin management,
leadership or accountability during the lastreporting period (8.2)
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Number and percentage of community-based organizations thatreceived
technical supportforinstitutional strengtheningin accordance with their requests
the last12 months (8.3)

Core component 6: monitoring & evaluation and planning

SDA 9: Monitoringand evaluation,
evidence-building

Number and percentage of community-based organizations with atleastone staff
member incharge of M&E (9.2)

Number and percentage of community-based organizations with atleastone staff
member incharge of M&E who received trainingor retrainingin M&E according
to nationally recommended guidelines (where such guidelines exist) duringthe
lastnational reporting period (9.3)

Number and percentage of community-based organizations usingstandard data
collection tools and reporting formats to report to the national reporting system
(9.4)

Number and percentage of community-based organizations conducting
documented reviews of their own program performance accordingto their
strategic planinaccordancewith the national reportingcycle(9.5)

SDA 10: Strategic planning

Number and percentage of community-based organizations thatare
implementing a budgeted annual workplan (10.2)
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Appendix 2. HIV/AIDS Monitoring and Evaluation Glossary

Accountability—responsibility forthe use of resources and the decisions made, as well as the obligation
to demonstrate that work has been done in compliance with agreed-upon rules and standards and to
reportfairly and accurately on performance results.

Activity—actions taken to produce specificoutputs frominputs such as funds, technical assistance, and
otherresources.

Adequacy evaluation—measures how well programme activities have met the expected objectives, but
does notcausally link programme activities to observed changes. Adequacy evaluation often can be
carried out by cross-sectional, one-time surveys among beneficiaries.

Assumptions—hypotheses about factors that could affect the progress or success of an intervention.
Achievingresults depends on whether or not the assumptions made prove to be true. Incorrect
assumptions atany stage can become an obstacle to the validity of the expected result orachievingit.

Attribution—the causal link of one event with another, orthe ascription of a causal link between
observed changesanda specificintervention.

Baseline—the status of services and outcome-related measures, such as knowledge, attitudes, norms,
behaviours, and conditions beforeintervention.

Benchmark—a reference point orstandard against which progress or achievements can be assessed. A
benchmarkrefers tothe performance that has been achievedinthe recent past by other comparable
organisations, or what can be reasonably inferred to have been achieved in similar circumstances.

Capacity—the knowledge, organisation, and resources needed to performafunction.

Case study—a methodological approach that describes asituation, individual, or the like and that
typically incorporates the data-gathering activities (e.g., interviews, observations, questionnaires) at
selected sites or programmes. Case studies are characterized by purposive selection of sites, or small
samples, and the expectation of generalizability is less than thatin many otherforms of research. The
findings are used toreportto stakeholders, make recommendations for programme improvement, and
share lessons with other countries.

Combination Prevention- involves choosing the right mix of behavioural, biomedicaland structural HIV
prevention actions and tactics to suita country's actual epidemicand the needs of those most at risk.

Conclusion—asound judgment deducted from empirical findings or factual statements corresponding
to a specificcircumstance.
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Country response information system (CRIS)—an information system for monitoring and evaluating
national responses to HIV/AIDS. CRIS includes integrated indicator, project/resources tracking, and
research modules. Itfacilitates the development of aclearinghouse forindicatordatato enable
indicatorexchange between the United Nations and other partnerapplications.

Coverage—the extentto which a programme reachesitsintended target population, institution, or
geographical area.

Data—specificquantitative and qualitative information or facts that are collected.

Effectiveness—the extentto which aprogramme or project has achieved its objectives under normal
conditionsinafieldsetting.

Efficacy— the extenttowhich an intervention produces the expected results underideal
implementation conditionsin acontrolled environment.

Efficiency—a measure of how well inputs (resources such as funds, expertise, and time) are converted
into outputs. Thistermis alsoused more specifically in economicevaluation to mean the costvalue of
producinga given product or service.

Epidemic—aninfectious disease’s rapid spread through ademographicsegment of a population. In the
context of HIV, a generalized epidemicis characterized by an HIV prevalence higherthan 1 percentin
the total population;inaconcentrated epidemic, the HIV prevalence is higherthan 5 percentinany
subpopulation at higherrisk of HIV infection, butless than 1 percentin the total population.

Epidemiology—the study of how often diseases occurin different groups of peopleand why.
Epidemiological informationis used to plan and evaluate strategies to preventillness.

Evaluability assessment—a study to determine whether or not a programme or project can be
evaluated.

Evaluation—the systematiccollection and analysis of information about programme activities,
characteristics, and outcomes that determines the merit or worth of a specificprogramme. Evaluation
studies provide credible information for use inimproving programmes, identifying lessons learned, and
informing decisions about future resource allocation. An evaluation can use a quantitative approach
(e.g., structured orstandardized approaches for collecting numeric or categorical data, such as surveys,
guestionnaires, and checklists, using experimental or quasi-experimental design), a qualitative approach
(e.g., semistructured data collection, such asinterviews, focus groups, and observation), ora mix of
both approaches.

Exploratory study—a preliminary study to provide information on the topicof the intervention to
understand the problem better.
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Facility survey—asurvey of a representative sample of facilities that generally aims to assess the
readiness of all elements required to provide services and other aspects of quality of care (e.g., basic
infrastructure, drugs, equipment, testkits, registers, staff trained in the delivery of services). The unitsof
observation are facilities of various types and levels in the same health system. The exact content of the
survey can vary, but ittypically includes afacility inventory and, sometimes, health workerinterviews,
userexitinterviews, and user-provider observation. Depending on the objective of the survey, both
publicand private facilities may be included in the sample frame of sites; the Service Provision
Assessmentisone example. The term “health facility assessment” is sometimes used as a broaderterm
than “facility survey.” A health facility assessmentincludes facility surveys, butitalsoincludes facility
censuses, such as the World Health Organization’s Service Availability Mapping.

Feasibility—the coherence and quality of a programme or project strategy that makes successful
implementation likely.

Formative evaluation—an evaluationintended toimprovethe performance of a programme or project.
A formative evaluationis usually undertaken during the design and pretesting of the project or
programme, butit can also be conducted earlyinthe implementation phase, particularly if
implementation activities are not going as expected.

Generalizability—the extent to which findings can be assumed to be true for the entire target
population, not justthe sample. To ensure generalizability, the sample procedureand the dataneed to
meet certain methodological standards.

Goals—the higherorderaims of the programme or project, to which the interventionisintended to
contribute.

Health information systems (HIS)—a data system, usually computerized, that routinely collects and
reportsinformation about the delivery of services, costs, demographicand healthinformation, and
results status. The terms “routine health information systems” (RHIS) and “health management
information systems” (HMIS) are also sometimes used.

Impact—the longerrange, cumulative effect of programmes overtime on what they ultimately aim to
change. Often, this effect will be a population-level health outcome, such as a change in HIV infection,
morbidity, and mortality. Impacts are rarely, if ever, attributable to a single programme, buta
programme may, with other programmes, contribute toimpacts on a population. Impactcanalso be
usedinthe contextof a specificprogramme. Inthiscase, itimpliesamuch closerlinkto attribution of
the programme and a conceptual model underlyingit.

Impact evaluation—ascientifically rigorous methodology to establish a causal association between
programmes and what they aimed to achieve beyond the outcomes onindividuals targeted by the
programme(s). Impact evaluation looks at the rise and fall of impacts, such as disease incidence and
prevalence or quality of life as afunction of HIV/AIDS programmes. The effects (impacts) on the entire
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populations seldom can be attributed to a single programme or even several programmes; therefore
evaluations of impact on populations usually entail an evaluation design thatincludes the combined
effects of a number of programmes forat-risk populations.

Impact monitoring—inthe field of publichealth, a process thatis usually referred to as “disease
surveillance” (defined above) and is concerned with the monitoring of disease prevalence orincidence.
With this type of monitoring, dataare collected atthe jurisdictional, regional, and national levels.

Incidence—the number of new cases of a disease that occur in a specified population during aspecified
time period.

Indicator—a quantitative or qualitative variable that provides simple and reliable means to measure
achievement, monitor performance, orto reflect changes connected to anintervention.

Input—aresource usedina programme, including monetary and personnelresources from avariety of
sources, as well as curriculaand materials.

Inputs and outputs monitoring—the basictracking of information about programme inputs, or
resourcesthatgo intoa programme, and about outputs of the programme activities. Data sources for
monitoringinputs and outputs usuallyexistin programme documentation (e.g., activity reports, logs)
and userrecords, which offer details about the time, place, and amount of services delivered, as well as
the types of usersreceiving services.

Internal evaluation—an evaluation of the intervention conducted by a unitreportingto the donors,
partners, and/orimplementing organisation.

Intervention—aspecificactivity (or set of activities) intended to bring about change in some aspect of
the status of the target population (e.g., HIV risk reduction, improving the quality of services) usinga
common strategy. Anintervention has distinct process and outcome objectives and a protocol outlining
the steps of the intervention.

Joint evaluation—an evaluation of programme or project where different partners or donors
participate.

Lessons learned—learning from experience thatis applicable to agenericsituation, notjusttoa specific
situation. Generalizations are based on evaluation experiences from programmes, projects or policies.

Meta-evaluation—an evaluation that aggregates findings from a series of evaluations. A meta-
evaluation can also be an evaluation of an evaluation to assess the performance of the evaluators.

Monitoring—routinetracking and reporting of priority information about a programme and itsintended
outputs and outcomes.
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Monitoring and evaluation (M&E) plan—a comprehensive planning document for all M&E activities. An
M&E plan documents the key M&E questionsto be addressed, including whatindicators are collected;
how, how often, fromwhere, and why they will be collected; what baselines, targets, and assumptions
will be included; how the indicators are goingto be analysed orinterpreted; and how or how often
reports will be developed and distributed on these indicators.

Objective—a statement of desired programmeresults. A good objective meets the criteria of being
specific, measurable, achievable, realistic, and time based (SMART).

Operational research—the application of systematicresearch and evaluation techniques toimprove
programmes and service delivery. This application analyses only factors that are underthe control of
programme managers, including indicators of programme success, such asimproving the quality of
services, increasing training and supervision of staff members, and adding new service components. Itis
designedto assess the accessibility, availability, quality, and sustainability of programmes.

Outcome—the changes thata programme aims to effect ontargetaudiences or populations, such as
change in knowledge, attitudes, beliefs, skills, behaviours, access to services, policies, and
environmental conditions.

Outcome evaluation—atype of evaluation thatis concerned with determiningif, and by how much,
programme activities orservices achieved theirintended outcomes amongthe targeted population.
Whereas outcome monitoringis helpfuland necessary in knowing whether outcomes were attained,
outcome evaluation attempts to attribute observed changes amongthe targeted population to the
interventiontested, describe the extent or scope of programme outcomes, and indicate what might
happeninthe absence of the programme. An outcome evaluation is methodologically rigorous and
generally requires acomparative elementin design, such as a control or comparison group, althoughitis
possible to use statistical techniquesin some instances when control groups are not available (e.g., fora
national programme).

Outcome monitoring—the basictracking of variables that have been adopted as measures or
“indicators” of the desired programme outcomes. Outcome monitoring does notinfer causality; changes
in outcome could be attributable to multiple factors, notjustthe programme. With national AIDS
programmes, outcome monitoringistypically conducted through population-based surveys
(representative of the target population, not necessarily the general population) to track whether
desired outcomes have beenreached; it may also track information directly related to programme
users, such as change in knowledge, attitudes, beliefs, skills, behaviours, access to services, policies, and
environmental conditions.

Outputs—the results of programme activities. Thistermrelates to the direct products or deliverables of
programme activities, such asthe number of counselling sessions completed, the number of people
reached, and the number of materials distributed.
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Performance—the degreeto which anintervention operates according to specific criteria, standards, or
guidelines, orachievesresultsinaccordance with stated plans.

Plausibility evaluation—away to demonstrate with a certain level of certainty thatimpactisdue toan
intervention programme. Plausibility evaluation includes the use of control groups and requires baseline
and post-intervention statistics, as well as multivariate analyses.

Population-based surveys—large-scale national health surveys, such as Demographicand Health
Surveys. Population-based surveys are statistically representative of theirtarget populations. Usually,
surveysthatare population based imply representation of the general population of agiven age and sex
ina givengeographicarea, butthey do not have to be national in scope or even of a large scale. National
surveys can also be conducted insuch a way so that they are not population based.

Prevalence—the total number of peopleliving with a specificdisease or condition duringa given time
period.

Process—the multipleactivities that are carried out to achieve the objectives of aprogramme. The
processincludes whatisdone and how wellitisdone.

Process evaluation—atype of evaluation that focuses on programme implementation, including, but
not limited to how services are delivered, differences between the intended population and the
population served, access to the programme, management practices. In addition, process evaluation
might provide understanding abouta programme’s cultural, sociopalitical, legal, and economic contexts
that affectimplementation.

Process monitoring—the routine gathering of information on all aspects of programme or project
implementation, to check on how activities are progressing. An example of process monitoringis the
routine documentation of characteristics describing the targeted population served, the services
provided, and the resources used to deliverthose services. It provides information for planningand
feedback onthe progress of the project or programme to the donors, implementers, and beneficiaries
of the activities.

Programme—an overarching national or subnational responseto a disease. A programme generally
includesanumber of projects.

Programme evaluation—a systematicassessment of the means and the ends of some or all stagesof a
programme, including planning, implementation, and outcome, to determine the value of and to
improve the programme.

Programme records—various sources of information that are used to describe programme inputsand
programme-related, project-level activities. Examplesinclude budget and expenditurerecords and logs
of commodities.
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Project—atime-boundintervention that consists of aset of planned, interrelated activities aimed at
achieving defined outputs. A project usually has a shorter timeframe than aprogramme.

Qualitative data—data collected from qualitative methods, such asinterviews, focus groups,
observation, and key informantinterviews. Qualitative data can provide an understanding of social
situations andinteraction, as well as people’s values, perceptions, motivations, and reactions.
Qualitative dataare generally expressed in narrative form, not numerically.

Quantitative data—data presented in numerical form, such as survey dataand epidemiological data.

Recommendations—proposals aimed atimproving the effectiveness, quality, or efficiency of an
interventionthat should be linked to findings based on monitoring and evaluation data.

Relevance—the degree to which the outputs, outcomes, or goals of the intervention are consistent with
the needs of the target group, as well as global, national, partners’, and donors’ policies and priorities.

Reliability—consistency of the data collected through the repeated use of ascientificinstrumentora
data collection procedure used underthe same conditions. Reliability is not the same as data validity;
that is, a data collection method may produce consistent data but not measure whatis intended to be
measured.

Research—activity thatfocuses primarily on hypothesis testing, aimingto contribute to generalizable
knowledge. Research typicallyattempts to make statements about relationships among specific
variables under controlled circumstances and ata given pointintime.

Research design—aplanthat definesthe research question, hypotheses to be examined, and the
numberand type of variablesto be studied. It also assesses the relationship between the variables by
using well-developed principles of scientificinquiry.

Results—the output, outcome, orimpact of an intervention.

Second-generation surveillance—HIV surveillance thatis tailored to meet the specific pattern of the
epidemicina country. It not onlytracks HIV prevalence but also uses additional sources of datato
increase understanding of trends of the epidemicovertime. Itincludes biological surveillance of HIV and
othersexually transmitted infections as well as systematicsurveillance of the behaviours that spread
them.

Sentinel surveillance —systematic, ongoing collection and analysis of datafrom certain sites (e.g.,
hospitals, health centres, antenatal clinics) selected fortheir geographiclocation, medical specialty, and
populations served, and considered to have the potentialto provide an early indicationinthe changesin
the level of disease.

Stakeholders—aperson, group, or entity that has a role and interestin the goals or objectives and
implementation of aprogramme.
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Summative evaluation—an evaluation designed to present conclusions about the merit of an
intervention and recommendations of whetheritshould be retained, altered, oreliminated.

Surveillance—the ongoing, systematic collection, analysis, interpretation, and dissemination of data
regarding a health-related eventforuse in publichealth action to reduce morbidity and mortality and to
improve health. These datacanhelp predict future trends and target needed prevention and treatment
programmes.

Sustainability (of a programme)—the likelihood that political and financial support will last.
Target populations—groups of people who are to benefit from the result of the intervention.

Triangulation—the analysis and use of datafrom three or more sources obtained by different methods.
Findings can be corroborated, and the weakness or bias of any of the methods or data sources can be
compensated for by the strengths of another, thereby increasing the validity and reliability of the result.

Validity— the extent to which ameasurement ortest accurately measures whatisintended to be
measured
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